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OBJECTIVES: To explore changes in care goals and treat-
ment orders around the occurrence of pneumonia and
intake problems, and whether hospitalization is in line
with earlier agreed-upon do-not-hospitalize orders.

DESIGN: Data were collected as part of the Dutch End of
Life in Dementia study (2007–2011), a longitudinal obser-
vational study with up to 3.5 years of follow-up.

SETTING: Long-term care facilities (N = 28) in the
Netherlands.

PARTICIPANTS: Newly admitted nursing home patients
(N = 372) in various stages of dementia.

MEASUREMENTS: Semiannually, physicians completed
questionnaires about care goals and treatment orders, and
they continuously registered episodes of pneumonia, intake
problems and hospitalization. We report on changes in
care goals and treatment orders during follow-up in rela-
tion to the developing of pneumonia and intake problems
and on hospitalization and reasons for hospitalization.

RESULTS: The proportion of patients with palliative care
goals and do-not-treat orders rose during follow-up, espe-
cially before death. Treatment orders most frequently
referred to resuscitation and hospitalization (do-not order
increased from 73% to 92%, and from 28% to 76%,
respectively). The proportions of patients with a palliative
care goal and do-not-treat orders were similar after

developing pneumonia, but increased after intake prob-
lems. During follow-up, 46 patients were hospitalized one
or more times. Hospitalization occurred despite a do-not-
hospitalize order in 21% of decisions. The most frequently
reported reason for hospitalization was a fracture, espe-
cially in patients with a do-not-hospitalize order.

CONCLUSION: Care plans, including global care goals
(predominantly palliative care goals), are made soon after
admission, and specific treatment orders are agreed upon
in more detail when the condition of the patient worsens.
Establishing care plans shortly after nursing home admis-
sion may help to prevent burdensome treatment. J Am
Geriatr Soc 65:769–776, 2017.
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Dementia is a disease without a cure, and one of the
key components of the quality of palliative care for

patients with dementia is advance care planning.1–3

Advance care planning is especially important for people
with dementia because the gradual loss of cognitive abili-
ties complicates decision making at the end of life.1,4–6 In
the last phase of life, the majority of people with dementia
in the United States and Western Europe are admitted to
and eventually die in long-term care facilities.7 Advance
care planning in long-term care in dementia concerns
timely and ongoing discussions about care goals, and part
of this is communication about end-of-life issues. Most of
the patients in long-term care are unable to make decisions
at the end of life and discussions therefore often take place
with proxy decision-makers1,4,8–11

Informing patients and families about expected health
problems that influence quality of life and survival, such as
pneumonia and intake problems, can help initiate a discus-
sion about care goals.1,3,12–18 In addition, physicians may
discuss treatment orders such as resuscitation and
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hospitalization anticipating future scenarios with proxy
decision-makers. A do-treat order or a do-not-treat order
anticipating future scenarios can be recorded in the
patient’s medical file, and can be tailored to each specific
scenario.6,19,20

Establishing care plans may be influenced by culture,
organizational models, and healthcare settings.2,21–23 An
environment with physicians specialized in dementia and
advance care planning who are frequently present in the
long-term care facilities may promote the development of
care plans.2,23–25 In this type of setting, we found that
more than half of patients with dementia had a palliative
care goal shortly after admission to long-term care,26 and
85% had documented treatment orders during nursing
home stay.20 However, no longitudinal data, and no data
about care goals and treatment orders around the occur-
rence of expected health problems have been published so
far. Therefore, the aim of our study was to explore the
changes in care goals and treatment orders over time and
around the occurrence of two common health problems
during the course of dementia, i.e., pneumonia and intake
problems. Further, we explored whether hospitalization of
patients with dementia in long-term care in the Nether-
lands was in line with earlier agreed upon do-not-hospita-
lize orders.

METHODS

Data Collection

Data were collected as part of a longitudinal observational
study, the Dutch End of Life in Dementia study.27 Between
2007 and 2011, data were prospectively and retrospec-
tively collected on 491 patients in 34 long-term care facili-
ties. In this study we only used prospectively collected data
on 372 patients with dementia at any stage admitted to 28
facilities. They were enrolled upon admission between Jan-
uary 2007 and July 2009. We only used the prospectively
collected data because only these longitudinal data can
answer our research question. Elderly care physicians were
responsible for data collection by completing written
questionnaires.

Individual assessments were performed for a maxi-
mum period up to 3.5 years (January 2007–July 2010; sur-
vival was monitored for an additional year, until summer
2011). A baseline assessment was scheduled 8 weeks after
admission, followed by a maximum of five semiannual
assessments. In case of death during the study period, a
questionnaire about the last 6 months of life was com-
pleted within 2 weeks after death, and we refer to this
questionnaire as the after-death assessment. Physicians
additionally registered any incident pneumonia and intake
problems on a continuous basis.

Characteristics of the patients have been published else-
where; most patients were women (70%), at admission
mean age was 84 years (SD = 7), 9% of the patients had
advanced dementia (Cognitive performance Scale28 score 5
or 6, and a Global Deterioration Scale29 score 7), and the
most common type of dementia was Alzheimer’s disease
(46%).30 During follow-up, the number of patients
decreased across consecutive assessments as patients died.
In total, 218 patients died during follow-up; 34 died before

or shortly after the baseline assessment, and 4 patients were
lost to follow-up before the baseline assessment.30 The
median length of stay until death was 8 months (25th
percentile = 4, 75th percentile = 17 months).30 The study
protocol was approved by the Medical Ethics Review
Committee of the VU University Medical Center in Amster-
dam, and written informed consent was obtained from the
families.

Measurements

The attending physicians recorded their specialty, age,
number of years of experience in long-term care, and the
full-time equivalents they worked in the long-term care
facilities. Further, physicians recorded whether there was a
general discussion with proxy decision-makers about the
care goals (at baseline) and the treatment orders (at all
assessments). At baseline, at every semiannual assessment,
and after death, physicians recorded the main care goal.
The main care goal categories were life prolongation, pal-
liative care goal (palliative and symptomatic care goal),
preserve functioning, other and no-care goals. Palliative
and symptomatic goals both refer to comfort, quality of
life and well-being, but differ as to whether prolongation
of life is desirable.31 In addition, physicians recorded treat-
ment orders anticipating future scenarios. Treatment
orders were assessed as a do-treat order, a do-not-treat
order, or no order, and a pre-structured list of treatment
orders was included in the questionnaires. First, for each
treatment order separately, the physicians reported
whether a discussion took place with a proxy decision-
maker, and second, what decision the physician and the
proxy decision maker made in advance. They did this at
the baseline assessment (referring to the previous 8 weeks),
at the semiannual assessments (for the previous 6–month
period), and at the after-death assessment (maximum
6 months prior to assessment). Further, physicians could
report the reason for not discussing treatment orders in an
open-ended question. Unfortunately, at the semiannual
and at the after-death assessment some physicians reported
“no new order in the last six months” as “no order,”
when an interim discussion did not take place. So in these
cases, we recoded these answers into the last available
“do-treat” or “do-not-treat order.” Further, physicians
recorded at all assessment whether a patient was hospital-
ized in the previous period, including date of hospitaliza-
tion and the reason for hospitalization.

Physicians registered any incident pneumonia and
intake problems and the date of diagnosis on a continuous
basis. Pneumonia was diagnosed by the attending physi-
cian. We defined intake problems as an eating or drinking
problem as judged by the attending physician. After devel-
oping a pneumonia or an intake problem, the physician
reported whether this patient had a do-not-treat order.

Statistical Analyses

We describe the physician characteristics and timing of dis-
cussions as reported by the treating physician. We calcu-
lated the proportion of patients with care goals and
treatment orders. In addition, we separately reported the
main care goals and the treatment orders at the
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assessments before the patient developed pneumonia or
intake problems (a minimum period of 6 months before),
and after these health problems. Theoretically, the period
between these health problems and the last assessment is
at most 6 months. We only used the data of the first epi-
sode of pneumonia and the first time an intake problem
occurred.

We reported any possible differences in the prevalence
of palliative care goals (vs all other goals) between patients
who developed pneumonia and patients who did not
develop a pneumonia, and between patients who devel-
oped intake problems and who did not.

To evaluate the longitudinal changes in palliative care
goals (vs all other goals), we used the generalized estimat-
ing equation (GEE) model, with an exchangeable correla-
tion structure. The models used assessment as the
independent predictor with repeated contrast levels. We
separately analyzed the assessments 1 through 6, and the
last assessment before death through the after-death assess-
ment. A significant change between two consecutive assess-
ments indicates a change at the population level (i.e.,
change in the total proportion of patients with a palliative
goal) or at an individual level (i.e., the individual change
in palliative goal). To test changes in palliative care goals
around the developing of pneumonia and intake problems,
we separately analyzed the last assessment before the
occurrence of the health problem and the first assessment
after the occurrence of the health problem.

Further, we calculated the hazard ratio of hospitaliza-
tion in the first year after admission, and the proportions
of patients who were admitted to a hospital during follow-
up. To explore whether hospitalization was in line with
treatment orders discussed earlier, we compared these with
the most recent treatment orders before hospitalization.
Analyses were performed with SPSS 20.0.0 (IBM, 2011).

RESULTS

Physician Characteristics

Of all physicians, 81% were elderly care physicians, 15%
elderly care physicians in training, and 4% had other spe-
cialties; thus, 96% of the physicians received training in
palliative care.32 Physicians’ mean age was 41.2 years
(SD = 9.2), and they had an average of 10.5 (SD = 8.1)
years of experience in long-term care. The mean full-time
equivalent that physicians worked in the long-term care
facilities was 0.8 (SD = 0.2).

Discussions About Care Goals and Treatment Orders
Anticipating Future Scenarios

Physicians discussed care goals with proxy decision-makers
of 80% (262/327) of the patients within the first 8 weeks
after admission. The proportion of patients with a pallia-
tive care goal increased significantly from 57% on admis-
sion to 65% in the 6 months afterward, and increased
significantly from the last semiannual assessment before
death to 90% at the day of death (Table 1). Although
19% of the patients did not have a care goal on admis-
sion, most of these patients (94%) did have a care goal in
the 6 months afterward (Table 1).

Physicians had discussions about treatment orders
with proxy decision-makers for 80% of the patients at
baseline, for 27–51% across the semiannual assessments,
and for 79% in the last 6 months of life. The most fre-
quently reported reasons for not discussing treatment
orders semiannually were (in total, 377 reasons were
reported by physicians): there was no need to reassess the
treatment orders (n = 136), treatment orders were already
clear (n = 75), there were no changes (n = 55), and the
condition of the patients was stable (n = 32).

The most frequently discussed treatment orders antici-
pating future scenarios were resuscitation and hospitaliza-
tion. The proportion of patients with a do-not-resuscitate
order rose from 73% shortly after admission to 84–91%
across the semiannual assessments, and rose further to
92% in the last 6 months of life (Figure 1). The propor-
tion of patients with a do-not-hospitalize order increased
from 28% to 42–59% and further to 76% in the last
6 months of life (Figure 1).

Changes in Decisions Around Developing Pneumonia
and Intake Problems

At baseline, care goals for patients who subsequently
developed pneumonia or an intake problem were very sim-
ilar to care goals for patients who did not develop these
problems (Table 1). The proportion with a palliative care
goal was 72% at the semiannual assessment prior to epi-
sodes of pneumonia and intake problems (Table 1). We
found an upward trend of prevalence of palliative care
goals related to the development of pneumonia. Related to
intake problems, we found a significant upward trend in
the proportion of patients with a palliative care goal, and
the proportion at the day of death was significantly larger
than patients who did not develop an intake problem
(95% vs 84%) (Table 1).

At baseline, there was also no difference in distribu-
tion of treatment-orders between patients who developed
pneumonia or intake problems, and those who did not.
We found an upward trend of prevalence of do-no-treat
orders related to the development of pneumonia similar
to the whole sample, and for intake problems we found
a stronger increase of the proportion patients with
do-not-treat orders over time (Table 2 and Figure 1). For
example, of the patients who developed pneumonia, the
proportion with a do-not-hospitalize order was 25% at
baseline, which rose to 35% before the occurrence of
pneumonia and to 46% after developing pneumonia; of
the patients who developed an intake problem, the propor-
tion with a do-not-hospitalize order was 33% at baseline,
which rose to 49% before occurrence of intake problems
and to 62% after developing intake problems.

Hospitalization

Overall, the hazard rate for hospitalization in the first year
was 0.12 (95% CI 0.08–0.17). During follow-up, 46
patients were hospitalized (eight patients two times, one
patient three times and one patient five times). One of
these patients was admitted to an intensive care unit in the
last 14 days of life. Of the 60 hospitalization decisions, 15
were referred to hospital in the first 8 weeks of admission,
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16 in the last 6 months of life, and 29 hospitalizations
occurred in between. Of the patients who were hospital-
ized during follow-up, 6% had life prolongation as care
goal, 49% had a palliative care goal, 39% had preserve
functioning as care goal, 2% had another care goal, and
12% had no care goal. Further, 57% (27/47; missing
n = 13) had a do-hospitalize order, 21% (10/47) had a do-
not-hospitalize order, and 21% (10/47) had no order
(Table S1). The most frequently reported reasons for hos-
pitalization were bone fractures (43%; 25/58 (23 hip frac-
tures, 1 jaw fracture, 1 rib/humerus fracture); missing
n = 2), cardiovascular problems (12%; 7/58), and urogeni-
tal problems (10%; 6/58; Table S1). A fracture was the
reason for hospitalization for 6 of the 10 patients with a
do-not-hospitalize order.

DISCUSSION

To the best of our knowledge, this is the first longitudinal
study that describes the changes in care goals and treat-
ment orders around the occurrence of health problems in
patients with dementia during nursing home stay. We
found that care plans, including global care goals, were
made shortly after admission. The proportion of people
with palliative care goals was unchanged after pneumonia,
and increased substantially after intake problems and in
the period shortly before death (last 6 months of life).
Treatment orders most frequently referred to resuscitation
and hospitalization. Although hospitalization was rare,
one fifth of those with a do-not-hospitalize order were hos-
pitalized. The most frequently reported reason for

Table 1. Most Important Care Goals and Changes in Palliative Care Goals over Time

Care Goal Assessment N

Life

Prolongation

(%)

Palliative

(%)

Preserve

Functioning

(%)

Other

(%)

No Care

Goals (%)

Change

in Palliative

Care Goal (P-Value)

All patients 1 (326)a 1 57 21 3 19
2 (221) 5 65 23 4 2 0.003
3 (172) 5 65 27 2 2 0.936
4 (122) 5 69 23 2 1 0.253
5 (76) 4 70 25 0 1 0.813
6 (34) 6 65 24 3 3 0.809

At the day of death (211) 1 90 4 1 4 0.000
Neither problem 1 (158)a 0 53f 22 3 22

2 (115) 4 65 23 5 2 0.004
3 (92) 5 61 30 1 2 0.660
4 (67) 7 66 25 1 0 0.392
5 (42) 2 69 26 0 2 0.680
6 (18) 6 56 28 6 6 0.482

At the day of death (74) 1 84 g 8 1 5 0.005
Pneumonia 1 (86)b 3 63f 14 3 16

before (78) 4 72 13 4 8
after (73)c 3 73 18 3 4 0.880 h

At the day of death (57) 4 86 g 5 0 5
Intake problems 1 (102)d 0 60f 18 5 18

before (100) 2 72 15 4 7
after (94)e 1 93 5 0 1 0.000 h

At the day of death (81) 1 95 g 2 0 1

Changes in palliative care goals (vs all other care goals) over time was measured with GEE with repeated contrasts between two consecutive assessments.

The p-value provides an indication for change over time over two consecutive assessments at a population level and at an individual level.

Van Soest et al.26 reported only care goals at assessment 1 and at the day of death.
aThirty-four patients died before or shortly after the baseline assessment. We used a shortened baseline assessment, to complete only the data of patient

characteristics that we deemed not particularly vulnerable to recall bias. Four patients were lost to follow-up before the baseline assessment.
bFifteen patients developed pneumonia before the baseline assessment; these cases were therefore removed from the selection for analyses. In 44 patients,

the baseline assessment was also the assessment before developing pneumonia.
cFifty patients died within 6 months after developing pneumonia, so the assessment was also the after-death assessment and refers to the care goal at the

time of death.
dSeventeen patients developed an intake problem before the baseline assessment and were therefore removed from the selection for analyses. In 48 patients,

the baseline assessment was also the assessment before developing an intake problem.
eSeventy-nine patients died within 6 months after developing intake problems, so the assessment was also the after-death assessment and refers to the care

goal at the time of death.
fNo significant differences at baseline in proportions of patients with palliative care goals (versus all other goals) between the subgroups.
gNo significant differences at the day of death in proportions of patients with palliative care goals (versus all other goals) between patient who developed

a pneumonia and patients who did not develop a pneumonia (X2 = 1.026, P = .331).

We found a significant larger proportion palliative care goal (vs all other goals) at the day of death in patients who developed an intake problem than

patients who did not develop an intake problem (X2 = 4.902, P = .027).
hThe P-value provides an indication for changes in palliative care goals (vs all other care goals) over two consecutive assessments: the last assessment

before the occurrence of the health problem and the first assessment after the occurrence of the health problem).
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Figure 1. Trajectories of treatment orders over time of all patients. The numbers 1 through 7 on the x-axis refer to the assess-
ments. 1 = baseline assessment, 2–6 = semiannual assessments, 7 = after-death assessment.
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hospitalization was a fracture, especially in the group of
patients with a do-not-hospitalize order.

We found that care plans were often established
shortly after admission. Care plans were generally not
reassessed as long as the condition of the patient was
stable. Resuscitations and hospitalization were the most
acute decisions and the most frequently discussed treat-
ment orders in our study. We found an upward trend in
the prevalence of nontreatment orders and a strong
increase before death. We found a similar upward trend in
the prevalence of nontreatment orders for patients who
developed pneumonia or an intake problem. Moreover,
our study, like other studies, suggests that intake problems
are a relevant trigger for discussions and an important sig-
nal of a worsening condition.17,21,33,34 Although infection
of the respiratory system may lead to critical decisions
about treatment,23 pneumonia may have been perceived as
an intercurrent and reversible disease, unlike intake prob-
lems in patients with dementia.

Hospitalization was rare in our study; only 1 in 10
patients was hospitalized in the first year after admission.
A do-not-hospitalize order did not always prevent hospital-
ization, as demonstrated by the 10 patients we found with

a do-not-hospitalize order who were subsequently admit-
ted to the hospital. However, these patients mainly had
(hip) fractures, which generally require surgery to improve
the quality of life.35,36

Our findings may reflect Dutch medical practice in
long-term care. In the Netherlands, quality of life is an
important aspect in end-of-life decisions and often out-
weighs life prolongation. Forgoing medical interventions is
accepted practice.37 This may result in the fact that the
majority of patients having a palliative care goal and this
may lead to do-not-treat orders. Comparing our findings
with other studies, we found some differences that may
reflect different policies, organizational models and health
care settings.2,38,39 First, we found a higher prevalence of
do-not-hospitalize orders than Houttekier et al. in a retro-
spective Belgian study (76% in the last 6 months of life in
the Netherlands vs 57% in the last month of life in Bel-
gium).40 We also found a higher prevalence of do-not-hos-
pitalize orders than Lamberg et al. in a study from the
United States (42–59% at least 6 months before death ver-
sus 34% at 6 months before death).25 Patients in the Uni-
ted States with do-not-hospitalize orders were less likely to
be hospitalized than patients without a do-not-hospitalize
order.41 Second, we found a notably smaller proportion of
patients who were hospitalized than Houttekier et al. in
the Belgian study (8% were hospitalized in the Nether-
lands in the last 6 months of life versus 20% in Belgium)40

and smaller proportions than in studies from the United
States (12% were hospitalized in the Netherlands during
nursing home stay vs 16–25% in the United States during
nursing home stay).25,42,43 Finally, reasons for hospital
admission in our study were mostly (hip) fractures, and in
a few cases cardiovascular problems, urogenital problems,
and gastrointestinal bleedings, while in the United States
infection and pneumonia were found to be the most com-
mon reasons for hospitalization.41

Strengths and Limitations

Our study was unique in that we investigated the changes
in care goals and treatment orders from nursing home
admission until death, and the longitudinal design allowed
for studying changes related to pneumonia, intake prob-
lems, and hospitalization. Some limitations should be
acknowledged. First, we reported our results mainly from
the perspective of physicians. Although physicians have an
important role in initiating advance care planning, other
disciplines can also play a role in observing needs and initi-
ating advance care planning.1 Second, any pneumonia and
intake problems were recorded continuously, but we
assessed changes in care goals and treatment orders semian-
nually. Third, physicians reported for each treatment order
separately whether a discussion took place and which deci-
sion was made in advance. In case an interim discussion
did not take place and the physician reported “no order”
instead of “no new order in the last 6 months,” we recoded
these answers into the last available “do-treat” or “do-not-
treat order.” Recoding this data may underestimate the
proportion of “no order,” and may overestimate the pro-
portion of “do-treat/do-not-treat orders.” However, in
practice it is very likely that an order only changed from a
“do order”/”no-order” into a “do-not- treat order,” and

Table 2. Treatment Orders Around the Developing of
Pneumonia and Intake Problems

Do-Not-Treat Order

Baseline

Decided

Before

Health

Problem

Decided

After

Health

Problem

Shortly

Before

Deathb

% % % %

Neither problem (n) (158)
Resuscitation 69 94
Intubate 28 55
Hospitalization 28 72
Tube-feeding 35 76
Intravenous therapy 28 72
Hypodermoclysis 19 51
Antibiotics 7 33

Pneumonia (n) (86)a (86) (86) (58)
Resuscitation 80 87 89 91
Intubate 33 40 51 58
Hospitalization 25 35 46 67
Tube-feeding 39 50 59 66
Intravenous therapy 25 36 48 57
Hypodermoclysis 19 23 30 55
Antibiotics 4 2 10 36

Intake problem (n) (103)b (105) (105) (81)
Resuscitation 73 87 91 96
Intubate 33 48 54 62
Hospitalization 33 49 62 85
Tube-feeding 41 53 65 80
Intravenous therapy 34 47 55 61
Hypodermoclysis 20 33 46 69c

Antibiotics 5 8 18 40

aFifteen patients developed pneumonia before the baseline assessment;

these cases were therefore removed from the selection for analyses. In 44

patients, the baseline assessment was also the assessment before develop-

ing pneumonia.
bSeventeen patients developed an intake problem before the baseline

assessment and were therefore removed from the selection for analyses. In

48 patients, the baseline assessment was also the assessment before devel-

oping an intake problem.
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moreover it is very likely that an order only changed when
this is discussed with family. For example, for resuscitation
orders, we checked the recoded answers with the reported
reason for not discussing treatment orders. In 91%, physi-
cians explained that no discussion was needed because the
condition of patient was stable and/or the treatment orders
were already clear.

Recommendations

Dementia is a disease without a cure, and while many people
diagnosed with dementia will die with or from this disease,
intercurrent diseases and burdensome symptoms frequently
develop during the disease trajectory.1 Therefore, a strong
focus on palliative care needs is recommended. This call for
an active focus on advance care planning. Our findings sug-
gest that establishing care plans shortly after nursing home
admission helps to prevent burdensome and unnecessary
treatment such as hospitalization. Although not all scenarios
can be discussed beforehand,2,3,9,31,44 discussion of the most
common health problems and the most acute decisions is rec-
ommended when establishing a care plan.1,17,21,40 Commu-
nication with proxy decision-makers about the
circumstances and conditions surrounding future scenarios
such as pneumonia, intake problems, and hospital transfer is
important to reduce burdensome, unnecessary treatment and
to help patients and families prepare for the future.40,45

In the Netherlands this is supported by an organization
model with ample availability of physicians specially trained
in elderly care medicine, who see their patients and relatives
frequently. Elderly care physicians are employed by the
nursing homes and follow a 3-year training, which includes
training in advance care planning and palliative care.32

Elderly care physicians have a strong and often decisive
influence on decision making32,46,47 and facilitate discus-
sions on advance care planning and establishment of care
plans.9 Characteristics of this type of organization model
may have a positive influence on advance care planning in
dementia care. Further, there is a strong policy tendency
from the government to postpone nursing home admission
as long as possible. As a consequence, there will be more
and more patients living at home and treated in primary
care with more severe stages of dementia. Therefore, it is
very important to establish care goals in an earlier phase of
dementia to provide adequate care in primary care also.

There is an emerging need to understand how profes-
sionals deal with decision-making in dementia and how
establishing care goals and anticipation to the most com-
mon and acute health problems may influence care out-
comes and quality of care. Therefore, future cross-national
and qualitative research, in particular participant observa-
tion research, may explore the rationale of care actions
that do not correspond with the care plan that was estab-
lished in advance. Future studies should examine what
level of detail is most effective for care planning at differ-
ent times, for example proximate to transitions, such as
hospitalization, acute problems and gradual decline.

CONCLUSION

Care plans, including global care goals (predominantly pal-
liative care goals), for patients with dementia in Dutch

long-term care facilities, are drawn up soon after admis-
sion and are reassessed and discussed in more detail when
the condition of the patient worsens. Care plans that antic-
ipate expected health problems in the trajectory of demen-
tia and that anticipate the most acute decisions may help
prevent burdensome, unnecessary treatment such as trans-
fers to the hospital.
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