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Abstract.
Background: Persons with dementia are at risk of developing nutritional problems. Theoretical models on nutritional
problems have been developed, but have not been evaluated with healthcare professionals.
Objective: This study aimed to explore the comprehensiveness and applicability of a theoretical model of nutritional problems
in persons with dementia for daily nursing home practice.
Methods: A qualitative design employing a combined deductive and inductive approach was used. Healthcare professionals
were eligible to participate if they 1) had expert knowledge of and experience with nutritional problems related to dementia,
and 2) worked in a nursing home affiliated with an academic network covering the east and south of the Netherlands. Three
focus group interviews with 20 healthcare professionals from seven professions were held. We conducted thematic analysis
and we compared themes with existing theoretical models from the literature.
Results: We identified six themes, four of which corresponded with the existing models (observing and analysing nutritional
problems; consequences of nutritional problems; functioning of the person with dementia; environmental factors). Interpro-
fessional collaboration and ethical factors were identified as new themes. The analyses indicated interactions within each
theme, between themes, and a bidirectional connection between themes.
Conclusions: This study demonstrated the relevance of interprofessional collaboration and ethical considerations in nutri-
tional problems related to dementia. It uncovered complex bidirectional relations within and between factors regarding
nutritional problems. All aspects should be taken into account to minimize the consequences of nutritional problems for
persons with dementia.
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INTRODUCTION

Nutritional problems are common in people with
dementia, with prevalence rates from 30% to 60%
[1, 2]. These problems refer to any problem occur-
ring during eating and drinking that cause inadequate
intake of fluids and food [3]. The consequences can be
serious, such as malnutrition, dehydration, aspiration
pneumonia, and even reduced social participation.
Dehydration and aspiration pneumonia are two main
causes of death in persons with dementia [4–6].

When identifying causes of nutritional problems
in dementia, one could distinguish factors in several
domains: physical, cognitive, and behavioral fac-
tors. The nature and severity of these factors varies
between individuals, depending on the cause of the
dementia and progression of the disease [7, 8]. Per-
sons with dementia experience increased difficulties
with chewing and swallowing, and apraxia in the
more advanced stages of dementia in comparison
with early stages [8, 9]. However, the motor and
sensory components of swallowing are often over-
shadowed by cognitive and behavioral factors [7, 10].
Cognitive symptoms that limit effective nutritional
intake are the inability to recognize food and reduced
comprehension of language [10–12]. Other impair-
ments include difficulty bringing food to the mouth
due to apraxia or agnosia. Dental problems are an
example of a physical factor that is known to affect
nutritional intake [7, 13, 14]. Environmental aspects,
such as the influence of social interaction and dining
environment on eating and drinking are of influence
on effective nutritional intake as well [7, 10, 12]. Wan-
dering during mealtimes, apathy, or food refusal are
behavioral symptoms that can result in inadequate
intake of fluids and food [15].

Research has focused on single underlying causes
of nutritional problems, but often lacks the context
of multiple interrelated causes that are seen in clini-
cal practice. Chang and Roberts developed a model
to capture the problems and influencing aspects [14].
The model describes three aspects: 1) antecedents,
such as perceptual deficits, cognitive impairment, and
a lack of motor control, which influence 2) behavior,
(nutritional problems). These problems can have 3)
consequences, such as inadequate food intake, weight
loss, or aspiration of food or liquid. Subsequently, this
model was extended by Aselage, Amella and Watson
by including contextual factors, such as the mealtime
environment, mealtime patterns, and dyadic inter-
action [15]. However, both theoretical models were
derived only from the literature and it is unclear

whether their application in daily nursing home prac-
tice takes into account all relevant aspects in this
context. This study aims to explore the comprehen-
siveness of these models related to their applicability
in daily nursing home practice, considering experi-
ences of professionals in daily care practice.

METHODS

Design

A qualitative design with focus groups using a
combined inductive and deductive analytic approach
was applied in this study. We followed the con-
solidated criteria for reporting qualitative research
(completed COREQ checklist in the Supplementary
Material) [16].

Sample

Participants were purposefully sampled to repre-
sent a variety of relevant disciplines in each focus
group session. Candidate participants were eligible
to participate in the study if they met the inclusion
criteria of 1) being experienced with dementia and
dementia-related nutritional problems, and 2) work-
ing as a healthcare professional in a nursing home
affiliated with the University Knowledge Network
on Old Age Care in Nijmegen. Due to the multifac-
torial nature of the topic and to obtain a profound
understanding of the topic, family caregivers were
also invited when they met the first inclusion cri-
terion. Family caregivers included close relatives,
friends, and neighbors involved with the care. Par-
ticipants were recruited by email and in person by
the researcher EvB.

Data collection

Data were collected during three face-to-face focus
group sessions with healthcare professionals working
in three different nursing homes between January and
June 2019.

A topic list was used to guide the focus group
discussions (Table 1), based on relevant literature,
and the main themes of the existing theoret-
ical models (e.g., behavior/nutritional problems,
causes/antecedents, and consequences) [14, 17]. All
focus group discussions started with an introduc-
tion by the facilitator (EvB), observer (occupational
therapy student), and participants, followed by a dis-
cussion guided by the topic list. The observer made
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Table 1
Topic list

Questions Prompts

1. What eating and drinking
problems do you come across
in your practice?

What exactly do you think
these nutritional problems
are?
Can you give examples?
Can you describe an example
situation?
What causes have you
identified?

2. What consequences do
eating and drinking problems
have?

How do you know that?

Can you give examples?
3. What is your role in eating
and drinking problems?

What exactly do you do?

How?
4. When are you called in? Who calls you in?

How do you feel about the
timing?

5. Do you ever collaborate
with someone else when it
comes to eating and drinking
problems?

Who do you work with?

Why do you collaborate with
them?
How does that work?
How often do you work
together?

6. What issues have we not
yet discussed?

field notes during each discussion. EvB was work-
ing as a speech and language therapist at the time
of the study. She clarified her role as a researcher at
the start of the sessions as she was known to sev-
eral participants, as some of them were colleagues.
The focus group discussions were video recorded,
for which the participants provided their written con-
sent. A copy of the informed consent and certificate of
attendance was offered to the participants. The topic
list (Table 1) covered six open questions for which
we deemed pilot-testing with healthcare profession-
als prior to data collection unnecessary.

Data analysis

Data were transcribed verbatim by the researcher
EvB. Thematic analysis was supported using Atlas.ti
8 [18]. Data were analyzed by the researcher
EvB, trained in the basics of conducting qualitative
research while the research team’s expertise covered
extensive qualitative and quantitative research. EvB
coded small units. Through this open coding process,
new codes were identified in an inductive way, and

discussed by the researchers EvB, MO, and HK [18,
19]. Subsequently, the codes were compared to the
themes of the existing models, to secure the deduc-
tive part of data analysis. After three rounds of data
collection and analysis, an adapted model was devel-
oped by the researcher EvB based on the codes and
themes that were identified during data-analysis. The
existing theoretical model [14] was complemented
with the findings from this study. The connections
between the themes in the model were discussed
with the participants of the focus group sessions and
research team, and adapted in the model. The model
was discussed in phases, first with HK and MO, both
of whom are researchers with experience in qualita-
tive research and backgrounds in speech and language
therapy. Subsequently, the model was presented to
all participants of the three focus group sessions by
individual email and adjusted based on their feedback
to offer member checking and create a final model.
Next, we involved additional researchers with spe-
cific expertise and various backgrounds to support
the quality of the study. The adaptation of the model
was discussed with MP and JvdS, both experienced
dementia care researchers with backgrounds as a gen-
eral practitioner and methodologist, respectively. The
three researchers discussed the themes on code level
to examine the content and relationships between the
themes. Finally, the model was reviewed by RK and
CB, who are experienced dementia researchers with
a background in elderly care medicine and psychol-
ogy in dementia, while RK and JvdS are also experts
in palliative care.

Ethical considerations

This study was conducted according to the prin-
ciples of the Declaration of Helsinki (version 13)
[20]. The study was declared exempt from the Med-
ical Research Involving Human Subjects Act by the
research ethics committee of the Radboud university
medical center Nijmegen (file number CMO: 2019-
5139).

RESULTS

A total of 20 healthcare professionals (19 women)
participated in three focus group sessions, with par-
ticipants from seven professions employed by three
nursing homes. No family caregivers were willing to
participate. The focus group discussions lasted 60 to
90 min, and took place in a conference room at one
of the nursing homes. Five participants responded by
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Table 2
Participant characteristics

Focus
group 1

Focus
group 2

Focus
group 3

N=20 N=6 N=7 N=7

Gender ∼
Men 1 0 0
Women 5 7 7

Profession ∼ ∼ ∼
Speech and language therapist 1 2 2
Occupational therapist 1 1 2
Dietitian 1 1 1

Psychologist 1 1 0
Cognitive rehabilitation therapist 0 1 1
Nurse 1 1 0

Elderly care physician 1 0 1
Total 6 7 7

e-mail to the member checking invitation. Details of
the participants are shown in Table 2.

Thematic analysis resulted in six themes capturing
nutrional problems and related factors: 1) observing
and analyzing nutritional problems; 2) consequences
of nutritional problems; 3) functioning of the person
with dementia; 4) interprofessional collaboration; 5)
ethical factors; and 6) environmental factors. Below,
we describe the six themes, after which we detail
the complex nature of the relationships between the
themes.

1. Observing and analyzing nutritional problems
The participants reported having witnessed vari-

ous problems during mealtimes regarding the ability
to get food into the mouth, such as an inability to
recognize or use cutlery or food.

“The way that they handle cutlery is not what
it was and, ehm, people no longer know how to
bring the food to their mouth ( . . . ). So I think that
handling cutlery is already a basis, so to speak.
And that can be strength, or cognitive.” (cognitive
rehabilitation therapist 1)

An inability to chew and swallow were indicated as
frequent problems. Coughing due to aspiration during
eating or drinking was referred to as the most frequent
and severe problem in persons with dementia. More-
over, suffering from a lack of proper dentures or pain
in the mouth were mentioned as reducing chewing
ability, making eating bothersome or painful. Finally,
an altered sense of hunger and thirst was referred to as
a problem. A person with dementia may experience
not feeling hungry, and therefore they might refuse
to eat or only eat a small portion.

“The stimulus is no longer transmitted properly
either. So, ehm, there is no feeling of hunger or
thirst sometimes.” (dietitian 2)

The participants identified adequate detection of
nutritional problems as essential. Analyzing the prob-
lems, searching for the underlying causes of eating
and drinking problems was described as a shared
task and was sometimes experienced as challeng-
ing. It was mentioned that the consequences of
eating and drinking problems are observed at times,
while the underlying causes are not always detected.
Moreover, multiple nutritional problems may inter-
act, such as oropharyngeal dysphagia and apraxia.
Combinations of problems were mentioned as being
challenging and call for alertness of all persons
involved.

2. Consequences of nutritional problems
Aspiration pneumonia was mentioned as a serious

consequence of swallowing problems. Further, the
participants stated that consequences may be under-
estimated. Persons may lose weight gradually over a
longer period, which may go largely unnoticed when
not weighed regularly, so it may look like a less seri-
ous problem than is actually the case.

“What we sometimes see is that, ehm, the progres-
sion of weight loss. Well, if that is really measured
over six months, and someone has lost, say half
a kilogram every time, then they often look at the
last weight and say “oh, that’s actually not that
much” ( . . . ) Then you sometimes see that it can
be ten kilograms in six months and then it’s rather
late in the day.” (dietitian 3)

A decline in mobility and cognition were consid-
ered as consequences that may occur when there is a
reduced intake of food and fluids. Social aspects of
eating and drinking – such as less enjoyment at meal-
times or reduced acceptance by others – may result
in an overall decline in the quality of life experienced
according to some participants.

“The social aspect, where one realises that things
are not going so well anymore, that shame also
plays a role so that quality of life decreases”
(occupational therapist 3)

When weight loss is not detected in an early stage,
it can be difficult to start an effective intervention
and stabilize the weight loss, in particular when a
person with dementia has less energy, resulting in an
insufficient amount of daily nutrition. In this case,
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participants identified a vicious circle, because eat-
ing requires energy, and may become increasingly
difficult.

3. Functioning of the person with dementia:
Agitation, anxiety, and mood were mentioned as

factors affecting eating and drinking.

“That they are fed, for example, and it goes too
fast, right, the feeling that they have no control.
You can become anxious”. (speech and language
therapist 4)

The interpretation of mental and cognitive aspects,
such as the influence of depression on the intake
of nutrition, was experienced as difficult by most
participants. Additionally, agitation was frequently
observed, in terms of walking away from the table at
mealtimes. Being distracted was the most frequently
reported cognitive problem. A relationship between
distraction during mealtimes and a lower intake of
food and fluids was suggested by some participants.
Reduced initiative was also expected to be strongly
associated with an inadequate intake of nutrition.

“People sometimes forget that they’ve eaten.”
(speech and language therapist 5)

Some participants considered physical problems,
such as incontinence or urinary tract infection, to
influence the intake of nutrition, in terms of not feel-
ing well or walking away from the table. It was
mentioned that medication can cause drowsiness,
resulting in reduced focus on a meal or (almost)
falling asleep, and side effects on intake being under-
estimated. Pain and feeling sick were also recognized
as factors that could influence food intake.

4. Interprofessional collaboration
The participants indicated that often no one has

a sufficient overview regarding the development of
problems or the overall daily nutritional intake of
persons with dementia. It was questioned whether
detecting nutritional problems should be the task
of nurses only. Some participants felt that every
team member should be a stakeholder regarding the
detection and management of nutritional problems.
Analyzing nutritional problems and subsequently
considering consulting a healthcare professional,
such as a speech and language therapist or occupa-
tional therapist, was pointed out as crucial.

Detection and collaboration between nurses and
other healthcare professionals was an important topic
of discussion. Nutritional problems are not always

detected, due to insufficient knowledge of what these
problems are or which healthcare professional to con-
sult. The consequences of nutritional problems were
sometimes seen in practice, but not always linked to
the appropriate cause(s), resulting in inadequate or
late consultation of healthcare professionals. In addi-
tion, a lack of continuity at care units – in the sense
of increased presence of flex workers – was referred
to as a limitation in adequately detecting problems.

“Well, it all starts with the person observing,
doesn’t it? If you have a good permanent team
then, ehm, with people who know the residents,
yes, then things go well. If you come to a facil-
ity with a lot of workers with flexible contracts,
then, ehm, where there is a lot of alternation in
care... Yes, then I think you can make improve-
ments there.” (occupational therapist 1)

The motivation of a team to provide good care of
a person with dementia was experienced to influence
the way the team handles nutritional issues.

“What kind of team do you have. Because you also
have teams that stimulate each other a lot and . . .
“come on, let’s get cracking”, “we’re going to take
good care of this resident”, and “let’s go” . . . yes,
those are much more motivated than the others
who can’t be bothered.” (psychologist 1)

5. Ethical considerations
Some participants said that opinions on nutritional

intake determine the detection and management of
nutritional problems in practice, because teams can
struggle with handling problems in case of different
norms and values of family members.

“That can be very difficult at times. I’ve organ-
ised a moral deliberation for such a resident at
times, to take a good look and see, like, what are
our values and standards and those of the family.
On the one hand, you want to allow them room
for their own standards and values, but also set
a limit somewhere regarding what is acceptable
for the resident’s safety. So you discuss all those
perspectives together.” (elderly care physician 2)

Accepting that safe and efficient eating and
drinking is problematic or nearly impossible, was
appointed by particpants to result in a struggle for
both healthcare professionals and family. They expe-
rienced that sometimes persons with dementia have a
limited freedom of choice about what to eat and where
to eat, and preferences of persons with dementia are
ignored.
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“If he has a cheese sandwich once, he is always
offered cheese sandwiches, even though he may
want ham. I think that choice is important too.”
(nurse 1)

Religion was found to influence decision mak-
ing and agreement between relatives of persons
with dementia and healthcare professionals. Finding
the balance between being professional and show-
ing respect towards religion was considered to hold
importance.

“It’s even more important for families from a dif-
ferent background from a religious point of view,
like, we must have done everything and then it’s
in the hands of God or Allah. You must feel that
they have tried everything, but they sometimes
cross certain boundaries of the care unit or cer-
tain caregivers in this.” (elderly care physician
2)

In advanced stages of dementia, nutritional intake
may be very limited or even become impossible or
unsafe. At such a critical point, decision making is
regarded a collaborative task. Differences in norms
and values regarding eating and drinking were said
to influence decision making, and sometimes result in
moral dilemmas. In such situations, it was considered
important to keep an open dialogue to reach a mutual
decision.

“The context allows family to say that it suits
him to keep his mouth shut right now and stop
eating and drinking, followed by a consensus to
accept the behavior. Another family may say “he
was never like that”, then he probably, ehm, won’t
have had breakfast or maybe he’s afraid or, ehm,
he has a rotten tooth. In fact, you have to come to
some kind of consensus about what actually suits
this person well.” (elderly care physician 1)

6. Environmental factors
Persons with dementia may have difficulty recog-

nizing modern food or utensils in contrast to, for
example, traditional china or other dinnerware that
they may know from their past. The use of modern
food or utensils can therefore be an influencing factor
that may limit their intake of food and fluids during
mealtimes. Noise during mealtimes was believed to
increase agitation and noise at the care unit was stated
as an issue that could be improved.

“Sometimes it seems as if a construction worker is
at work, loud music, visitors who come in anyway,
one joins the meal, the other doesn’t. The walkers

among the residents. The unrest. The telephone.
Other disciplines coming in during dinner.” (psy-
chologist 1)

The position when seated at mealtimes was
discussed as another environmental factor. The acces-
sibility of a plate or a glass is sometimes hindered
when sitting too far away from the table.

“The positioning. Not just in terms of who sits
opposite whom at the table. Is someone sitting at
the correct table height? Is he sitting comfortably
in his chair or wheelchair? I regularly visit peo-
ple whose wheelchair is slightly tilted, whereby
they sit with their knees against the table top and
cannot reach their food.” (occupational therapist
1)

The social environment, such as having a meal and
activities at the same table, was thought to have an
influence on eating and drinking.

“If you sit at that dining table all day, right, for
coffee and everything, then it’s kind of your hang-
out. But then it’s not very clear what your starting
moment is, like what’s the intention of the activ-
ity? Whereas when you’re away from the table,
the table is set, like, “come, Mrs Smith, we’re
going to eat” and everything’s already there. Then
it’s immediately clear, because it won’t take too
long before you give a helping hand. And there’s
the smell, then you are much further in habituat-
ing, like, “oh, I understand what the intention is
here”.” (occupational therapist 3)

Additionally, the influence of the person assisting
the persons with dementia was frequently mentioned.
Nurses can have limited time, resulting in a hasty
offering of food. This may lead to an increased risk
of aspiration for persons with swallowing problems.
Moreover, eating alone in a room or amidst a group
was mentioned as an environmental factor. Given that
short timeframes for daily nutritional intake exist at
nursing home care units, persons with dementia may
lose their appetite and not want another meal, causing
a limited nutritional intake.

“That people don’t get out of bed until eleven
o’clock and then eat breakfast and maybe start
another meal an hour or an hour and a half later.
But people who go to bed again very early, just
after the evening meal, so that they don’t eat any-
thing in the evening. So that time of eating is often
quite limited, which reduces the intake.” (dietitian
1)
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Ordering of meals with an adapted consistency
was mentioned as challenging at weekends, due to
financial cuts in the organization or policy, because
disciplines such as speech language therapists or
dietitians are absent at weekends.

“When you go to the kitchen on a Saturday morn-
ing, like, we have this and this admission, it’s not
always easy to get that [meal with adapted con-
sistency] arranged without the advice of a speech
therapist or dietician.” (nurse 2)

One has to deal with the supplies of the organiza-
tion. For instance, the kitchen of the facility does not
provide hot meals at different times. Furthermore,
a limited selection of food is available for people
diagnosed with oropharyngeal dysphagia.

“If you now said, for example, like, “I want to have
my hot meal at 5 PM or served at 5.30 PM”, then,
well, no, that’s not possible because as a kitchen
we have been set up so that it is ready at 12. How
can you then respond to the client’s wishes and
how do you facilitate that?” (psychologist 1)

Proposed adaptation of the theoretical model

We found complex interactions within each of
the aforementioned themes. Further, connections
between themes add to the complexity of dementia-
related nutritional problems. Based on these findings,
we adapted the existing model, showing the rela-
tionship between themes (Fig. 1). The management
of nutritional problems requires interprofessional
collaboration, because it is advisable to identify
underlying causes in order to start appropriate inter-
ventions and prevent or minimize the consequences
of nutritional problems. Regarding swallowing prob-
lems, the nature and severity of swallowing should be
examined by clinical observations, taking the influ-
ence of cognitive and behavioral factors into account
[7, 21]. Moreover, a mutual understanding of tasks
and coordination of addressing nutritional problems
is warranted in clinical practice. Ethical factors in
turn influence interprofessional collaboration, each
team member having their own norms and values
and cultural background. These differences affect the
interpretation and management of nutritional prob-
lems. Finally, we consider a third level of complexity.
Analyzing and discussing the themes and codes, dif-
ferent from a unidirectional relationship between
themes as displayed in the existing model, we found
a bidirectional relationship between observing and

Fig. 1. Proposed model of nutritional problems in persons with
dementia applicable in daily nursing home practice. It includes the
two new themes interprofessional collaboration and ethical factors,
and a bidirectional link between the themes.

analyzing nutritional problems (theme 1) and conse-
quences of nutritional problems (theme 2). Moreover,
we found bidirectional relationships between other
themes as well. We illustrate the multifactorial nature
of nutritional problems resulting in a vicious circle
using an example:

Behavioral problems such as food refusal (func-
tioning of the person with dementia) leads to limited
or no intake (observing and analyzing nutritional
problems). This may result in weight loss and sub-
sequent malnutrition (consequences of nutritional
problems), which makes the person with dementia
feel sick or weak (functioning of the person with
dementia), further leading to increased weight loss
(consequences of nutritional problems) or difficulty
swallowing (requiring reobserving- and analyzing
problems) that may increase the risk of developing
aspiration pneumonia (consequences of nutritional
problems) when taking action is delayed.

Further, ethical and environmental factors influ-
ence nutritional problems more indirectly in
comparison to the other themes. Moral dilemmas
may occur in decision-making on diagnostics and
treatment in advanced dementia, when a vicious cir-
cle and subsequent deterioration appears. In these
situations, decision making can be difficult. Environ-
mental factors, such as the position of a person and
the social environment during mealtimes influence
nutritional problems as well, but are more distantly
related to the themes in the middle of the model which
relate directly to what can be seen and to the persons
involved.

DISCUSSION

We adapted an existing model comprising four
themes regarding nutritional problems, adding two
new aspects: interprofessional collaboration and eth-
ical factors [14, 15]. As such, this study builds a
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bridge between the theory around nutritional prob-
lems in persons with dementia and daily clinical
practice in nursing homes. The other four themes
were confirmed in our study by professionals from
clinical practice [14, 15]; observing and analyz-
ing nutritional problems, consequences of nutritional
problems, functioning of the person with demen-
tia, and environmental factors. Beyond these aspects,
connections within each theme, between themes,
and a bidirectional connection between the themes
were identified. This differs from previous models,
which describe a more linear connection. Environ-
mental factors influence mealtimes and are therefore
most strongly related to functioning of the person
with dementia. Interprofessional collaboration and
ethical factors are related to the other themes in
the model, but mainly to observing and analyzing
nutritional problems and minimizing consequences
of nutritional problems. The relation between these
two themes and functioning of the person with
dementia and environmental factors is more indi-
rect, which explains the position in the model. Ethical
factors, such as norms and values of healthcare pro-
fessionals, influence interprofessional collaboration.
Additionally, collaboration of the multidisciplinary
team influences the timing of observation and anal-
ysis. In case of late timing, for example, a person
may have lost a lot of weight and therefore experi-
ence more severe consequences. These new findings
underline the complexity of nutritional problems in
daily clinical practice.

The newly added theme of ethical factors was
found before to influence the way nutritional
problems are handled, not only by healthcare profes-
sionals, but by relatives of persons with dementia as
well [15]. Norms and values are known to differ per
person and are of influence on situations around eat-
ing and drinking [3]. Persons with advanced dementia
depend on decisions taken by healthcare profession-
als and relatives, because their own decision making
capacity is impaired [22, 23]. Decision making is
considered a struggle for relatives and professionals
involved when nutritional intake becomes (nearly)
impossible or unsafe, especially when norms and
values regarding end-of-life-decisions differ [24].
Such end-of-life decisions can be difficult and com-
plex, and should be made as a team and family
together with respect towards each other despite pos-
sible differences [24–27]. In these situations, artificial
nutrition and hydration may be considered. However,
because observational studies indicate that enteral
feeding does not prolong life or improve a person

with dementia’s quality of life [28–30], this is rarely
applied in the Netherlands.

Interprofessional collaboration as a relevant influ-
encing factor was identified as a novel theme as
well. In the Netherlands, it is common to work as
a team on care units in a nursing home, with nursing
staff being the heart of the professional team, supple-
mented with other healthcare professionals. In most
nursing homes, all healthcare professionals, includ-
ing an elderly care physician as primary practitioner,
are employed by the nursing home [31]. Although
interprofessional collaboration is considered a very
important aspect of nursing home care, our study
showed that detecting nutritional problems as a team
was identified as challenging, referring to a delay
in consulting the right expert. However, interprofes-
sional collaboration is necessary to provide adequate
patient care, especially in complex cases such as
nutritional problems [32, 33]. Moreover, our finding
that insufficient knowledge of the problems can influ-
ence problem analysis and subsequent consultation
of the right healthcare professional, was confirmed
in earlier qualitative research [34]. Another factor
that we found to contribute to late detection is the
increased use of temporary flex workers to compen-
sate for staff shortages at care units. This underlines
the importance of a stable team of professionals who
know their residents and are therefore able to timely
detect subtle changes and problems. None of the
healthcare professionals involved is present all the
time, so communication and task division were con-
sidered very important by the participants of our
study. This is also discussed by Sloane et al. [35],
who describe inadequate staffing at care units, which
can be linked to logistic limitations.

The results of this study should be interpreted tak-
ing its strengths and limitations into consideration.
The main strength of this study is the contrasting
design compared to other studies, that investigated
nutritional problems in persons with dementia by
reviewing the literature only, rather than being
informed by those working in clinical practice [14,
15]. We consider reaching theoretical and induc-
tive thematic saturation, because we identified no
new codes and themes during the third focus group
discussion and codes regarding the new themes (inter-
professional collaboration and ethical factors) were
mentioned in each focus group discussion. Moreover,
the content of these new themes corresponds with
what is known from recent literature about multidis-
ciplinary collaboration more generally [36, 37]. We
applied the following important qualitative research
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quality criteria. We performed a member check to
support the validity of the study results by sending a
brief report to all participants after each focus group
for feedback. Moreover, multiple researchers with
different research and clinical backgrounds (investi-
gator triangulation) were involved in the data analysis
and development of the model to promote credibility.

A potential limitation of this study is possible
researchers’ bias. The researcher who led the focus
group discussions (EvB) was known to several par-
ticipants as some of them were colleagues. Thus,
participants might have been reluctant to share all
of their experiences due to this existing professional
relationship and knowing EvB was working as a
speech and language therapist. However, on the pos-
itive side this might have promoted a sense of safety
for the participants, encouraging them not to hold
back on sharing what they wanted. Another limita-
tion of this study is the absence of family caregivers,
despite the fact that they were invited to participate.
Family caregivers might have described nutritional
problems from another perspective.

Future perspectives

This study adds further support to the view that all
aspects related to nutritional problems in dementia
should be considered when assessing and subse-
quently minimizing its consequences. It may be
challenging for case managers and coordinators to
keep all team members aware and alert of the com-
plexity of this issue. Also, the growing number of
people with dementia [38] requires optimal care mod-
els and future research is awaited to demonstrate how
nutritional problems in dementia can be managed in
the best way possible.
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