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B SYNTHESE

o En milieu hospitalier, il a déja été largement démontré qu’il existe une relation entre,
d'une part, les niveaux de dotation en personnel infirmier (nombre et mix de
compétences) et la qualité de I'environnement de travail, et d'autre part le bien-étre
du personnel et la qualité des soins.

o Laprésente étude avait pour but d'explorer des caractéristiques similaires relatives au
personnel (ratio résidents/soignants, environnement de travail, soins non réalisés,
bien-étre du personnel, qualité des soins pergue par le personnel, etc.) dans le cadre
des établissements d’hébergement pour personnes agées (MR et MRS). En effet, les
données probantes relatives a ce contexte de soins spécifique sont assez limitées,
méme si des études internationales ont déja décrit des problemes et des relations
similaires. Par ailleurs, en raison de la composition différente du personnel, il ne suffit
pas d'interroger uniquement les infirmiers comme cela se fait traditionnellement en
milieu hospitalier ; pour cette raison, les aides-soignants ainsi que d’autres
professionnels de santé (p. ex. kinésithérapeutes, ergothérapeutes, psychologues)
ont également été interrogés.

Cette étude a été menée pendant la pandémie de COVID-19, ce qui a eu un impact
majeur sur sa mise en ceuvre telle qu’elle avait été prédéfinie ; elle doit par conséquent
étre considérée comme une étude exploratoire.

e La Belgique compte 1 555 MR et MRS (822 en Flandre, 595 en Wallonie et 138 a
Bruxelles). On distingue deux types d’établissement : les « maisons de repos » (MR),
qui ont un caractére principalement résidentiel, et les « maisons de repos et de soins »
(MRS), qui ont également une composante de soins spécifique. Les normes de
dotation en personnel différent selon qu'il s’agit d’'une MR ou d’'une MRS.

e Depuis la 6° réforme de I'Etat, les entités fédérées sont entiérement responsables de
'agrément et du financement des établissements d’hébergement pour personnes
agees.

Pour I'agrément, elles sont fort différentes entre entités fédérées pour les MR mais
assez similaires pour les MRS.

En ce qui concerne le financement, la plupart des normes reposent encore, dans
toutes les entités fédérées (sauf en Communauté germanophone), sur Il'ancien
systeme fédéral, mais on observe néanmoins certaines différences (p. ex. les efforts
financiers en faveur du personnel et les ajustements des normes de dotation suite a
la pandémie de COVID-19 sont plus marqués en Flandre).

e Deux types d’outils ont été utilisés dans cette étude : un pour interroger le personnel
(infirmiers, aides-soignants, paramédicaux) et un autre pour étudier les
caractéristiques organisationnelles des établissements. Ces deux outils ont été
développés sur la base d'instruments de mesure existants pour les hoépitaux
(RN4CAST) et les maisons de repos (SHURP).

e Une stratégie d'échantillonnage aléatoire stratifiée (taille, secteur public/privé et
région) a été appliquée afin d’obtenir un échantillon de 100 MR/MRS. Le recrutement
(entre juin et décembre 2021) a cependant été trés difficile car seules 56 MR/MRS sur
les 367 échantillonnées (15 %) ont accepté de participer. Ce faible taux de
participation est probablement da a la pandémie de COVID-19 et a ses conséquences
sur le personnel et les résidents, ou a une lassitude vis-a-vis des enquétes.

e Le processus de collecte des données (en ligne ou sur papier) au sein des MR/MRS
participantes a également été difficile car seules 46 d'entre elles ont fourni des
informations sur les caractéristiques organisationnelles. Pour 6 établissements, les
données étaient insuffisantes pour calculer avec précision les taux de réponse du
personnel. Au total, 837 infirmiers et aides-soignants et 225 autres professionnels de
santé ont répondu a I'enquéte. Pour les établissements dont le taux de réponse a pu
étre calculé, celui-ci était de 40,2 % (785/1 954) pour les infirmiers et les aides-
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soignants et de 62,6 % pour les autres professionnels de santé (213/340). Pour
certaines variables de I'enquéte, il y avait en outre des réponses manquantes
(principalement dans les questionnaires sur papier).

Pour toutes ces raisons, les résultats de cette étude doivent étre interprétés avec
prudence, car ils peuvent donner une image déformée de la réalité. lls ne peuvent en
tous cas pas étre généralisés a I'ensemble du secteur des MR/MRS ; c’est pourquoi
nous les qualifions d’'« exploratoires ». Il n'a pas été possible d’analyser les
différences entre établissements en raison du petit nombre de participants par
établissement. Il a également été difficile de comparer les régions entre elles en raison
de problémes d'échantillonnage (p. ex. seulement 3 MR/MRS ont participé a Bruxelles
et la proportion de MR était plus importante en Wallonie par rapport a la Flandre.

Les résultats, basés sur 46 enquétes sur les aspects organisationnels et 1 062
questionnaires remplis par le personnel (283 infirmiers, 554 aides-soignants et 225
autres professionnels de santé), se présentent comme suit :

o La majorité des MR/MRS ont déclaré que leur taux d'occupation (nombre de
résidents par rapport aux places disponibles) était similaire (pour 30 % des
établissements), voire en baisse (pour 65 % des établissements), par rapport a
avant la pandémie de COVID-19. Cependant, 20 % des MR/MRS rapportent que
la charge de travail du personnel est restée la méme et, pour 30 %, qu'elle a
augmenté.

o La majorité des prestataires de soins (69 % des infirmiers et des aides-soignants
et 73 % des autres professionnels de santé) ont jugé la qualité de leur
environnement de travail bonne ou trés bonne. Des scores élevés ont été
observés pour 3 dimensions (« relations collégiales », « vision sur la qualité des
soins », « leadership »), tandis que des scores faibles ont été observés pour
« adéquation des ressources humaines » et « implication dans la politique de la
MR/MRS ». La coopération et la communication ont été jugées bonnes ou tres
bonnes par le personnel : les scores varient de 75 % pour la collaboration avec
la direction, a 95 % pour la collaboration avec le personnel infirmier.

o En moyenne, le ratio résidents/soignants (infirmiers et aides-soignants) est égal
a 11,3. Ce chiffre varie de 6,9 le matin a 40 la nuit.

o Le risque de burn-out est important mais pas aussi élevé que celui observé
pendant la pandémie de COVID-19 dans d'autres contextes (p. ex. les unités de
soins intensifs). Ainsi par exemple, un risque élevé d'épuisement émotionnel a
été relevé chez 23 % des infirmiers, 24 % des aides-soignants et 12,4 % des
autres professionnels de santé.

o 21 % des infirmiers, 18 % des aides-soignants et 12 % des autres professionnels
de santé sont (trés) insatisfaits de leur travail. Les éléments les plus
insatisfaisants sont le salaire (pour 44 % des infirmiers, 43 % des aides-soignants
et 28 % des autres professionnels de santé) et les possibilités d'évolution de
carriere (pour 38 % des infirmiers, 28 % des aides-soignants et 43 % des autres
professionnels de santé).

o 23 % des infirmiers, 29 % des aides-soignants et 33 % des autres professionnels
de santé signalent leur intention de quitter leur emploi actuel. Dans notre
échantillon, 8 % des infirmiers, 10 % des aides-soignants et 9 % des autres
professionnels de santé avaient l'intention de chercher un emploi en dehors des
soins de santé.

o La qualité des soins a été percue comme bonne par le personnel (77 % des
infirmiers, 74 % des aides-soignants et 78 % des autres professionnels de santé
I'ont jugée bonne ou trés bonne). Cependant, seuls 53 % des infirmiers, 58 % des
aides-soignants et 55 % des autres professionnels de santé ont déclaré avoir
confiance dans la direction pour résoudre les problemes signalés par le
personnel.
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o Le personnel a déclaré ne pas étre en mesure de réaliser une part importante
des soins. Cette proportion est la plus faible pour les activités ADL (rapportées
par 24 % des infirmiers, 26 % des aides-soignants et 27 % des autres
professionnels de santé) et la plus élevée pour la tenue des dossiers et la
documentation des soins (44 % des infirmiers, 35 % des aides-soignants et 42 %
des autres professionnels de santé).

o Seulement 36 % des infirmiers, 35 % des aides-soignants et 23 % des autres
professionnels de santé sont (entiérement) d'accord avec l'affirmation selon
laquelle leur organisation soutient les soins centrés sur la personne.

o Une proportion importante d'infirmiers déclarent avoir effectué, lors de leur dernier
service, des taches qui auraient également pu étre réalisées par des non-
infirmiers (p. ex. 98 % ont répondu a des appels téléphoniques et effectué des
tdches administratives, 89 % ont nettoyé des équipements et rangé des
chambres, 85 % ont fait des lits, 84 % ont effectué des taches de logistique
générale).

Plusieurs résultats de cette étude exploratoire sont similaires aux résultats observés
avant la pandémie de COVID dans d'autres contextes (p. ex. hépitaux généraux). C’est
par exemple le cas pour le risque de burn-out et l'intention de quitter le travail. Il en va
de méme pour lI'adéquation des ressources humaines et l'implication dans la politique
de I'établissement. Les soins non réalisés (surtout en matiere de documentation des
soins) et la possibilité de différenciation des taches présentent également des
similitudes avec les études précédentes menées en milieu hospitalier. Cependant,
certaines différences peuvent également étre observées avec d’autres recherches
similaires menées dans d'autres contextes (p. ex. unités de soins intensifs). Par
exemple, les scores de bien-étre du personnel pendant la pandémie de COVID-19
sont meilleurs dans cette étude que ceux rapportés dans la littérature. Il est toutefois
nécessaire de répéter cette recherche sur un échantillon représentatif avant de pouvoir
valablement extrapoler ces résultats.
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1 INTRODUCTION

Following a large European study (i.e. ‘RN4CAST’) conducted in 2009, KCE published a
follow-up report on safe nurse staffing levels in acute hospitals in 2020." As part of that report
a survey among + 5 000 Registered Nurses (RNs) in 84 hospitals was conducted to get input
on: the nursing work environment; nurse staffing (measured by the number of patients per
RN); skill-mix; nursing care left undone and nurse-perceived quality of care and different
measures of nurse wellbeing (including burnout, job satisfaction and intention to leave). A
large between-hospital variation was observed across the different measured concepts.
Moreover, it was found that several factors of the work environment (e.g. nurse participation
in hospital affairs) as well as staffing (i.e. patient-to-nurse ratio) were associated with nurse
wellbeing and the care process (e.g. missed care). A similar research focussing on (and
adapted to) the context of nursing homes is the subject of the current study.

In 2013 and 2018, the Swiss Nursing Homes Human Resources Project (SHURP) was
conducted.?* This three-year multi-centre study explored the relationships among various
nursing home characteristics including work environment, caregiver outcomes and resident
outcomes in Swiss nursing homes. The aim of the SHURP-study was similar to this study, in
which the current state of staffing related characteristics in Belgian nursing homes is
explored.

1.1  Study aim

This study aims to explore the current state of staffing related characteristics (e.g. resident-
to-caregiver ratio, work environment, missed care, staff well-being, staff-perceived quality of
care) in Belgian nursing homes. This research mainly relies on a cross-sectional survey
among caring (RNs, care assistants) and allied health professionals (e.g. physiotherapists,
occupational therapists, speech therapists) in a sample of Belgian nursing homes. In addition,
a survey at the organisational level is used to capture data about relevant organisational
characteristics.

This study was conducted during the COVID-19 pandemic. As nursing homes were highly
affected by the pandemic with a clear impact on the implementation of the study design, it
has to be considered as an explorative study.
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2 BACKGROUND

2.1 Staffing levels in nursing homes

Care needs of nursing home residents are becoming increasingly more complex, challenging
staff in providing custom and quality care.> Caregivers indicate that they often go home with
work left undone and perceive not to provide the care they intended to do, or in a manner
they would prefer.5 8 Defining suitable staffing guidelines in terms of minimum standards, staff
mix, along with personnel skills and expertise enables nursing personnel to provide care in a
consistent and adjusted manner, thus establishing a standard quality of care and enhancing
quality of life for residents of nursing homes.”

Although prior nursing home research does provide evidence on how quality of care cannot
be guaranteed below a certain staffing standard, there is no clear evidence implying that
simply increasing staffing levels will naturally result in better quality of care.® International
experts suggest to not only study staffing levels, but to include nursing home case and staff
mix, along with personnel skills, expertise and education level as impacting factors.8-'
Including these staff characteristics as research variables enables insight on differentiation
in competencies, nursing roles and corresponding tasks.

RNs have a crucial role to play in the oversight and provision of safe and quality care, yet
they are often understaffed and challenged with heavy workloads. According to prior
research, one in five RNs working in nursing homes is frequently unable to complete
necessary nursing tasks due to inadequate time or resources.® This phenomenon is referred
to as ‘missed care’ and often results in poorer quality of care.

In 2015, Zufiga found that a high quality of care in nursing homes was profoundly determined
by a positive working environment, established through factors such as a good safety climate
and adequate staffing.'? Nursing home research also shows that staffing standards have a
positive effect on nurse recruitment and retention, the reduction of nurse workloads, and
quality of care. Aiken et al. (2010) found that in hospitals a higher proportion of RNs was
associated with a better nurse-reported perceived quality of care.'®> More specifically, RNs
were less likely to ‘miss’ care, to report complaints from patients or families, verbal abuse of
RNs by staff or patients and poor to fair quality of care.

Furthermore, findings show that quality of care is also related with nurse wellbeing. For
example, missed care is more common amongst RNs showing signs of burnout or job
dissatisfaction. More precisely, in nursing homes the likelihood to miss needed care is five
times higher when comparing RNs with burnout to RNs without burnout, while RNs who were
dissatisfied were estimated 2.6 times more likely to miss care compared to RNs who were
satisfied.®

2.1.1  Wellbeing of nursing and caring staff

From hospital-based research we know that the amount of staff that report quality of care
deficits, high nurse burnout, job dissatisfaction and intention to leave their current positions
is substantial.* Similar research in the nursing home setting is increasingly published. Lower
rates of resident injuries and an increased resident satisfaction with quality of care have been
associated with higher employee satisfaction.'® In addition, research also shows that intention
to leave is driven by numerous intrinsic and extrinsic job factors. Factors that drive the intrinsic
job satisfaction include opportunities for personal growth, recognition for the work and
participation in care decisions. Extrinsic job factors include pay satisfaction, workload factors
(e.g. enough time for care, available resources or equipment) and positive supervisor
behaviour. A combination of extrinsic job factors and personal characteristics (e.g. age,
education level, experience) determine the intrinsic job satisfaction, which influences the
overall job satisfaction and subsequently, the intention to leave.®

Aiken et al. (2010) illustrated that in a hospital setting a lower workload was associated with
a lower prevalence of burnout, job dissatisfaction, poor to fair evaluation of the work
environment and intention to leave among RNs in nursing homes.'3 In addition, it has been
established that experienced workload and time pressure are strong predictors for the
development of burnout.'” According to the Maslach Burnout Inventory, which is an
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instrument with both high reliability and validity as a measure of risk of burnout, there are
three dimensions to burnout: emotional exhaustion, depersonalization and personal
accomplishment.’® In a study conducted by Montgomery et al. (2019), a strategy to reduce
the risk of burnout in a healthcare setting is suggested.'® This strategy entails the six areas
of work life, namely (1) workload, (2) control, (3) reward, (4) community, (5) fairness and (6)
values.?0 Prevention strategies should focus on building staff engagement and find an answer
to the question “What working conditions would need to change to make people want to work
here and be fully engaged with their job?”.

Job satisfaction, risk of burnout and a high turnover in nursing staff are increasingly being
recognised as threats to resident safety and quality of care. Findings show that job
satisfaction, risk of burnout and intention to leave are impacted by the nurse working
environment. This leaves nursing homes tasked to provide adequate staff and resources in
order for nursing staff to perform needed and quality care.?

2.1.2  Work environment

In 2002, research was conducted in order to develop a Practice Environment Scale (PES)
from the Nursing Work Index (NWI), which comprised organisational characteristics of
‘magnet hospitals’.??2 These are facilities that were able to attract and retain well-qualified
RNs, resulting in a consistent manner of providing high-quality care.?® This research was
conducted by the American Academy of Nursing to identify characteristics that distinguished
these specific work environments. As a result, the Magnet Recognition Program was
developed, which aims to create a positive practice environment that empowers and engages
its staff. The programme creates a pathway to this collaborate culture and establishes five
components to do so: (1) transformational leadership, (2) structural empowerment, (3)
exemplary professional practice, (4) new knowledge, innovation and improvement and (5)
empirical quality results.?* These components correspond with Lake’s (2002) findings, as she
identified a common set of organisational characteristics in magnet hospitals, being
decentralisation of decision making to the level of the nursing unit; strong, effective and visible
nursing leadership; recognition of professional nurse autonomy, accountability and
responsibility for quality patient care; and adequate staffing and flexible scheduling.??

White et al. (2020) suggest that having work environment elements — other than adequate
staffing and resources — are essential when supporting nursing staff to provide high quality
care in nursing homes.?' They describe a positive nurse working environment as a facility
where RNs are less likely to show signs of job dissatisfaction or burnout and found that
positive work environments are also associated with high quality of care. In conclusion,
associations have been found between positive nurse work environments and improved
patient safety, as well as reduced burnout and job satisfaction for RNs and other staff in
nursing homes.

2.2 The changing context of elderly care in Belgium

In 2021, there were 2 229 121 Belgian inhabitants aged 65 years or older, which represents
19.4% of the total population.2® According to the Federal Planning Office and Statistics
Belgium, the ratio of people at working age (18 — 66 years old) per population aged 67 or
over will decline steadily until 2040.2% As stated in the report ‘Demographic prospects, 2020-
2070, the number of Belgian citizens who have reached the age of 67 or over is expected to
be higher than the number of citizens aged under 18. As a result of the aging Belgian
population, it is expected that the need for long-term care for the elderly will also continue to
increase.

Admission trends show that Belgian senior citizens tend to postpone their stay in a nursing
home, due to factors such as more developed ambulatory care services and the support of
their family and caregivers at home, among other reasons. Postponing the admission to
residential elderly care implies a decrease in the average length of stay in these facilities and
an increase in the complexity of resident care needs.?” The increasing complexity of elderly
care is the multifactorial result of seniors being older, having greater multimorbidity and
limitations of physical and cognitive functioning.?® As resident care needs are growing,
providing custom and quality care becomes a more complex and elaborate task for nursing
home staff.5 Several tools were developed in an attempt to capture this complexity of care
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and classify residents accordingly. In Belgium there is a long tradition with measuring the
KATZ-scores based on the KATZ-scale (e.g. used to link staffing standards to residential care
profiles). It consists of a questionnaire evaluating the resident's abilities within the framework
of activities of daily living (ADL) and is used to measure the degree of dependency of
residents in nursing homes. These questions are then evaluated by a doctor who assigns a
score to each resident for each of the six domains of ADL, ranging from 1 (no need for any
help) to 4 (need for full help). As a result, care profiles can be defined (see Box 1).2° Yet, with
the BelRAI (the Belgian Resident Assessment Instrument) an alternative instrument aiming
to better capture the complexity of residential care is gradually implemented.

2.2.1 Categories of staffing

Nursing and caring staff

In Belgium there are two educational routes that allow the practice of the nursing profession.
First, there is a four-year programme on Bachelor-level that is organised by university
colleges. This level of education fits the European requirements for nursing education.3? After
completing the Bachelor programme, an additional training can be followed that results in the
obtaining of a Master's degree. Second, there is a programme? following secondary level
education in which a diploma degree is obtained. In the nurse working environment, there is
no restriction in the practice and function of these two different diplomas.3! Both diplomas
lead to the same position, role and tasks in nursing practice.

Next to RNs, care assistants are an important part of the workforce in nursing homes. Care
assistants completed a year specialising in this area following a secondary level education.
They are tasked to provide assistance, support and direct personal care to patients in a
variety of institutional settings such as hospitals, clinics, nursing homes and aged care
facilities.32 A care assistant is trained to perform supporting tasks which are often delegated
by a RN. Since 2019, there are 23 nursing tasks that can be executed by a care assistant in
Belgium, such as applying measures to prevent physical injury, infections or pressure ulcers
in accordance with the care plan, measurement of parameters belonging to the various
biological function systems (the results of these measurements must be reported to the RN
in a timely and accurate manner) and administration of medication, excluding narcotic drugs,
prepared by the RN.33

Allied health professionals and other staff involved in direct care activities

In order to establish a multidisciplinary expertise, an adequate staff mix is required. Therefore,
staffing standards also include allied health professionals (e.g. physiotherapists, occupational
therapists, speech therapists), reactivation staff (e.g. holders of a qualification in
orthopedagogy, psychology, social work, dietician) and animation staff. Furthermore, a
coordinating and advisory physician (codérdinerend en raadgevend arts — CRA in Dutch;
meédecin coordinateur et conseiller — MCC in French) is appointed by the nursing home
administrator, who is a general practitioner and has completed a specific training as nursing
home physician.3*

2.2.2 Staffing standards in Belgian residential care facilities for the elderly

‘Nursing homes’ is used in English as a generic term for residential care facilities for the
elderly and will be used as such throughout the report. However, in the current section on
Belgian legislation, a distinction is made between homes for the elderly and nursing homes
to reflect the difference in ‘licensing standards’.

‘Homes for the elderly’ (woonzorgcentra — WZC in Dutch; maisons de repos pour personnes
agées — MRPA in French) will be used to refer to residential facilities for older people.
‘Nursing homes’ will be used to refer to facilities with an additional license, targeting the care
for older persons who are strongly care dependent but who do not need permanent hospital

a The duration of this programme is three years in Flanders, three and a half years in Wallonia
and Brussels.
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treatment. These facilities are called woonzorgcentra met bijkomende erkenning in Dutch,
maison de repos et de soins (MRS) in French.3% The distinction does not exist anymore in the
German-speaking Community where all residential care facilities for the elderly are named
‘wohn- und pflegezentren fiir senioren’ °.

In the next sections we make a distinction between licensing standards (section 2.2.2.1) and
financing standards (section 2.2.2.2).

2.2.2.1  Licensing standards for staffing of homes for the elderly and nursing
homes

Shift of competence from the federal state to the federated authorities

The 2n State reform in 1980 transferred the competence for defining licensing standards for
residential care facilities for the elderly from the federal level to the communities.36 In 1993,
this competence was transferred from the French Community to the Walloon and Brussels-
Capital Regions.

Hence, since that date the competence for licensing standards for homes for the elderly and
nursing homes is separate for the Flemish Community,3” the Walloon Region,38 the Brussels-
Capital Region® and the German-speaking Community4°. Details on legislation as well as on
public authorities in charge of staffing standards in each of the entities can be found in
Table A1 in Appendix 1.

Especially for homes for the elderly large differences exist in staffing standards
between federated authorities

Staffing standards are usually expressed in full-time equivalents (FTE) per number of
residents for different professional categories. Table 1 shows the staffing standards for
homes for the elderly, Table 2 for nursing homes. In the Brussels-Capital Region, the number
of FTE varies according to the dependency category of the residents : O, A, B, C, Cd (score
measured via KATZ-scale) (see Box 1 for details).

In homes for the elderly, staffing standards are quite straightforward in the Flemish
Community and Walloon Region (2.5 FTE for 15 residents and 1.5 FTE for 10 residents,
respectively). In the German-speaking Community, the staffing standards are the same for
homes for the elderly and for nursing homes and are similar to the standards of Flanders and
Wallonia for nursing homes. In the Brussels-Capital Region, however, the standards are more
complex as they depend on the residents’ dependency profile, as it is also the case for the
financing standards (see section 2.2.2.2).

In nursing homes, staffing standards are related to the professional qualification in all regions
and communities. Again, in the Brussels-Capital Region, the staffing standards also depend
on the dependency profile of the residents. Only dependency categories B, C and Cd are
taken into account as residents in categories O and A are not allowed in nursing homes.

To ensure continuity of care, there is a minimum staffing required 24/7 per residential care
facility for the elderly. One FTE nursing or caring staff is required for about 60 places except
in the Brussels-Capital Region where 1 FTE of nursing, caring or reactivation staff is required
for 10 residents with dependency profile B or C and 40% of residents with these profiles in
the facility.

We can conclude from Table 1 and Table 2 that licensing standards for staffing in homes for
the elderly differ substantially between federated entities, while standards for nursing homes
are similar. The main difference is found in the number of care assistants which is larger in
the Brussels-Capital Region for residents with a higher dependency profile (C or Cd). For the
same group of residents, also the number of reactivation staff specialised in palliative care is
higher in the Brussels-Capital Region.

b Isabelle Maystadt, Referentin flir Senioren, Ministerium der Deutschsprachigen Gemeinschaft,
personal communication.
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Box 1 — KATZ care profiles as defined in the Royal Decree of 3 July 1996

Care profile O

o physically independent and not diagnosed with dementia
Care profile A

o physically dependent for bathing and/or dressing

o physically independent but mentally dependent because disorientation in time and
space

Care profile B
e physically dependent for
o bathing and dressing, and
o transferring and/or toilet visits

e mentally dependent, because disorientation in time and space and dependent for
bathing and/or dressing

Care profile C
e physically dependent for
o bathing and dressing, and
o transferring and toilet visits, and

o feeding and/or because of incontinence

Care profile Cd
e mentally dependent:

o disorientation in time and space, or diagnosis of dementia is established or
confirmed following a specialised diagnostic assessment of dementia, carried out
by a medical specialist, and

e dependent for bathing and dressing, and

e dependent because of incontinence, and

e dependent for transferring and/or toilet visits, and/or feeding
Care profile D

o diagnosis of dementia is established or confirmed following a specialised diagnostic
assessment of dementia, with a written report, carried out by a medical specialist in
neurology, geriatrics or psychiatry

Source: Royal Decree of 3 July 1996*
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Table 1 — Staffing standards expressed in full-time equivalents for homes for the elderly, b
Walloon Region

Flemish Community

gualification and by federated entit

Brussels-Capital Region

German-speaking

1.5 FTE (nursing,
caring or reactivation
staff)/10 places

Nursing and caring staff 5 FTE/30 residents (at

least 2 nurses)

(according to Katz profile)

O: 0.25 FTE nursing staff/30
residents

A: 1.20 FTE nursing staff +
0.80 FTE caring staff/30
residents

B: 2.10 FTE nursing staff +
4 FTE caring staff +

0.35 reactivation staff/30
residents

C: 4.10 FTE nursing staff +
5.06 FTE caring staff +
0.385 reactivation staff

/30 residents

Cd: 4.10 FTE nursing staff +
6.06 FTE caring staff +
0.385 reactivation staff/30
residents

Community

5 FTE nurse/30 residents

At least one nurse on duty
2417

1 FTE nurse may be
replaced, in proportion to a
maximum of 1 FTE/30
residents, and provided that
the 24/7 nurse on duty is
respected, by a reactivation
staff member

5 FTE care assistant/30
residents

1 FTE head nurse/30
residents

An additional FTE head
nurse when the resident
count exceeds half of 30
residents

1 FTE physiotherapist
and/or occupational
therapist and/or speech
therapist/30 residents

0.5 FTE/30 - 120 /
places

0.25 FTE/ additional 30
places above 120 units

Animation staff
(Staff called ‘begeleiders wonen en leven’ in Dutch)

/




Table 2 — Staffing standards ex

Dotation en personnel des MR et MRS

KCE Report

ressed in full-time equivalents and per 30 residents for nursing homes, by qualification and by federated entit

Flemish Community

Walloon Region

Brussels-Capital Region

German-speaking Community

Nurses

5 FTE/30 residents

At least one nurse on duty
247

5 FTE/30 residents

At least one nurse on duty 24/7
1 FTE nurse may be replaced,
in proportion to a maximum of
1 FTE/30 residents, and
provided that the 24/7 nurse
on duty is respected, by a
reactivation staff member

B, C and Cd: 5 FTE/30 residents

5 FTE/30 residents
At least one nurse on duty 24/7

1 FTE nurse may be replaced, in
proportion to a maximum of 1
FTE/30 residents, and provided
that the 24/7 nurse on duty is
respected, by a reactivation staff
member

Team manager (in Dutch referred
to as ‘teamverantwoordelijke’)

1 FTE/30 residents

An additional FTE when the
resident count exceeds half
of 30 residents

1 FTE/30 residents

An additional FTE when the
resident count exceeds half of
30 residents

1 FTE/30 residents

An additional FTE when the
resident count exceeds half of 30
residents

Caring staff

5 FTE/30 residents (at least
95% care assistants)

5 FTE/30 residents B: 5 FTE/30 residents
C: 6 FTE/30 residents

Cd: 6.5 FTE/30 residents

5 FTE/30 residents

Physiotherapist and/or

1 FTE/30 residents

1 FTE/30 residents B, C and Cd: 1 FTE/30

1 FTE/30 residents

occupational therapist and/or residents
speech therapist
Reactivation staff with a 0.1 FTE/30 residents 0.1 FTE/30 residents B:/

qualification in palliative care for

support of residents in terminal
phase

C: 0.5/30 residents
Cd: 0.5/30 residents

Coordinating and advisory
physician

1/residential care centre

1/residential care centre

1/residential care centre

Coordinating head nurse

When the nursing home has
more than 75 places, one of
the head nurses is designated
as the coordinating head nurse
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2.2.2.2  Financing standards for staffing of homes for the elderly and nursing
homes

Case-mix of homes for the elderly and nursing homes determined lump-sum payment
before 6" State reform

Before the 6™ State reform, the National Institute for Health and Disability Insurance (RIZIV
— INAMI) financed the care of residents of homes for the elderly and nursing homes via a
global lump-sum payment on a daily basis. The lump-sum payment was calculated for each
residential care facility separately on the basis of the number of licensed places, the case-
mix of the facility (based on the level of dependency of the residents) and the numbers (and
seniority) of qualified staff.3® The calculation method was defined in the Ministerial Decree of
6 November 2003 and the lump-sum payment method came into force on 1 January 2004.42

Table 3 — Financing standards by qualification, expressed in full-time equivalents and
per 30 residents in homes for the elderly®

For 30 For 30 For 30 For 30 For 30 For 30

residents in residents in residents in residents in residents in residents in

category O category A category B category C category Cd category D

0.25 nurses 1.2 nurses 2.1 nurses 4.1 nurses 4.1 nurses 1.2 nurses

/ 1.05 care 4 care 5.06 care 6.06 care 4 care

assistants assistants assistants assistants assistantsd

/ / 0.35 0.385 0.385 1.25
reactivation reactivation reactivation reactivation
staff staff staff staff®

1.4 reactivation 1.4 reactivation 1.4 1.4 1.4 reactivation 1.4

staff for short staff for short reactivation reactivation staff for short reactivation

stay places* stay places staff for short  staff for short stay places staff for short
stay places stay places stay placesf

*Places for a short stay of maximum 60 consecutive days and maximum 90 days per year

Table 4 — Financing standards by qualification, expressed in full-time equivalents and
per 30 residents in nursing homes

For 30 residents in category B For 30 residents in category C  For 30 residents in category Cd

5 nurses 5 nurses 5 nurses

5.2 care assistants 6.2 care assistants 6.7 care assistants

1 physiotherapist or 1 physiotherapist or 1 physiotherapist or

1 occupational therapist or 1 occupational therapist or 1 occupational therapist or
1 speech therapist 1 speech therapist 1 speech therapist

/ 0.5 reactivation staff 0.5 reactivation staff

0.1 reactivation staff qualified in 0.1 reactivation staff qualified in 0.1 reactivation staff qualified in
palliative care palliative care palliative care

The lump-sum payments of RIZIV — INAMI covered the following care: assistance with daily
activities, care and nursing activities, reactivation, functional rehabilitation and social

¢ In Flanders and since July 2021, as a consequence of the sixth Flemish Interprofessional
Agreement, financing standards of nursing homes have been transposed to homes for the
elderly and short stay places for residents with KATZ care profiles B, C and Cd

d In Flanders and since July 2021, as a consequence of the sixth Flemish Interprofessional
Agreement: 5,2 care assistants

e In Flanders and since July 2021, as a consequence of the sixth Flemish Interprofessional
Agreement: 2,6 reactivation staff

f In Flanders and since July 2021, as a consequence of the sixth Flemish Interprofessional
Agreement: 2,6 reactivation staff
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integration or reintegration tasks.*> Most of the covered costs related to staff were common
to both nursing homes and homes for the elderly, except for physiotherapy services, the
coordinating and advisory physician and some tasks of the head nurses, which were only
covered in nursing homes.*® Other staff-related costs were also covered by the
RIZIV — INAMI lump-sum payment, such as salary harmonization, end-of-career, bonuses for
particular professional titles or qualifications, and the supplement for the function of head
nurse.

Shift of competence from the federal state to the federated authorities for financing

As a consequence of the 6™ State reform the competence for financing care in nursing homes
and homes for the elderly was transferred from the federal to the federated authorities.
Although the rules of the 6t State reform and the shift of competences were defined in the
beginning of 2014, the federal authorities (via RIZIV — INAMI) continued to execute the
RIZIV — INAMI regulations for the financing of nursing homes and homes for the elderly. They
did so on behalf of the federated entities in order to give them time to organise themselves.
This interim period ended on 31 December 2018. Since 1 January 2019, financing of care for
the elderly is entirely the responsibility of the federated entities (Communities, Regions or
Community Commissions — see Box 2).45

Box 2 — Competent authority for financing standards of residential care facilities for
the elderly since the 6™ State reform

Flemish Community: Agentschap Zorg en Gezondheid
Walloon Region: Agence pour une Vie de Qualité (AViQ)
Brussels-Capital Region: Iriscare

German-speaking Community: Ministerium der Deutschsprachigen Gemeinschaft
Belgiens

In Flanders, the formerly federal competence of financing residential care for the elderly
became part of the Flemish Social Protection.4¢

In Wallonia, financing of staff for homes for the elderly and nursing homes is still based on
federal laws: the Ministerial Decree of 6 November 2003 for the lump sum*7; the Royal Decree
of 17 August 2007 on the harmonisation of scales and job creation*®; and the Royal Decree
of 15 September 2006 on end of career measures.®

In Brussels, financing of staff is also still based on the Ministerial Decree of 6 November 2003.

In the German-speaking Community, the decree of 13 December 2018 introduced a system
of financing for ‘wohn- und pflegezentren fiir senioren’ that takes into account the profile of
the residents according to the BelRAI screener and the number of days they are present.
However, the funding is no longer influenced by staffing standards.5°

2.2.2.3  Recent and future measures related to staffing standards

A number of measures with an impact on staffing standards have recently been taken. For
example, in Flanders, the sixth Flemish Interprofessional Agreement has a significant impact
on residential care facilities. Since July 2021, Flemish homes for the elderly have been given
the same (higher) staffing (and financing) standards as nursing homes; staffing standards
paired to residents with dementia have been raised and the additional staffing9 has increased
with 1.5%. In the Brussels-Capital Region, at the time of writing (April 2022), a reform of the
licensing and financing standards for homes for the elderly and nursing homes is underway
in order to improve the quality of life and well-being of residents and to make establishments
evolve from facilities that focus on the ‘caring aspect’ to facilities that focus on the ‘residential
character where the caring aspect is part of a bigger picture. In the German-speaking

9 This includes staff that is financed via the basic allowance but in fact is above the minimum
staffing standards.
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Community, the development of new staffing standards is work in progress with the
involvement of stakeholders from the social sector. One of the key points in the discussion is
the lack of qualified staff, particularly nursing and caring staff.

2.2.3  Nursing home landscape

In 2021, there were 1 555 nursing homes in Belgium: 822 facilities in Flanders; 595 in
Wallonia and 138 in Brussels. The nursing home landscape is diverse. With respect to
ownership type, a distinction is made between public, private not-for-profit and private for-
profit institutions. There were 400, 480 and 675 nursing homes in 2021, respectively. Nursing
homes vary to a large extent in terms of scale per site (capacity of residential units) and also
the scale of the organisations (varying between stand-alone organisations, multiple nursing
homes organisations and large international companies). It has been shown that care needs
of residents vary considerably between facilities and accordingly staff-to-resident ratios
differ.5" More precisely, residents’ care needs tend to be higher in Flanders compared to
Wallonia or Brussels with a higher staff-to-resident ratio for Flanders compared to Wallonia
and Brussels.

COVID-19 pandemic

On 11 March 2020, the World Health Organization (WHQ) declared COVID-19 — caused by
the SARS-CoV-2 virus —to be a pandemic.?2 The COVID-19 pandemic was especially
challenging for nursing homes. Elderly are considered highly vulnerable to infectious
diseases because of their advanced age and the high prevalence of comorbidities. In
addition, the residential setting of nursing homes and frequent close contact with nursing
home staff and fellow-residents complicate the containment of the virus and result in a higher
risk of outbreak.® Organisation of care changed drastically (e.g. isolation measures,
cohorting, significant changes in logistic flows, restriction of visits, volunteers and informal
carers, ...), there were high staff absenteeism rates and the workload increased significantly.
Consequentially, nursing homes and their residents were particularly challenged and have
suffered extensively during the pandemic.

Research by Aalto et al. (2022) shows how severely nursing homes have suffered worldwide.
Moreover, results of this study have established that Belgium has suffered the highest
proportion of COVID-19 deaths in nursing homes (50%) per total population COVID-19
deaths, compared to twelve other European countries and the United States since the
beginning of the pandemic up to October 2021.54 Our research took place at the time of the
COVID-19 pandemic. More specifically, data were collected during the third (February 15t
until June 27t of 2021) and fourth (October 4t until December 27t 2021) waves of the
pandemic in Belgium.?® Consequentially, both recruitment of nursing homes and collection of
data within these facilities proceeded very laboriously.
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3 METHODS

3.1 Survey development

First, a scanning of the literature was performed on international and Belgian studies about
the staffing context of nursing homes, which included peer-reviewed literature, legal
documents and policy papers. Second, two survey instruments were developed: a survey
targeting nursing home staff and a survey about organisational characteristics. Both survey
instruments were constructed according to the following strategy.

3.1.1  Existing instruments and scanning the literature

3.1.1.1  Development of the survey at staff level

In the early phase of survey development, existing instruments were reviewed. In KCE Report
325, the RN4CAST-survey was used. RN4CAST is a large-scale study conducted in 2009 in
12 European countries.? Nurse survey data (e.g. patient-to-nurse ratio last shift; nursing work
environment characteristics; job satisfaction; risk of burnout; perceived quality of care, etc.)
were collected in 486 participating hospitals. General internal medicine and surgery nursing
wards were randomly selected and questionnaires were received by all RNs working in these
wards. In a selection of hospitals, data about patient experiences (patient survey) and patient
outcomes (risk-adjusted mortality and failure-to-rescue based on administrative databases)
were collected. The RN4CAST-study confirmed associations between nurse staffing levels,
nursing work environment with patient outcomes, patient experiences and nurse outcomes.%’

Due to the difference in setting (RN4CAST was a study conducted in a hospital context),
other existing instruments were also assessed. SHURP is a multi-year and multi-centre study
conducted in Switzerland from 2011 until 2013, and again from 2018 until 2019. The purpose
of this study was to develop a comprehensive understanding of the relationships among
various nursing home characteristics (e.g. work environment, caregiver outcomes and
resident outcomes) in Swiss nursing homes and to fill existing gaps in this area of research.
Survey data were retrieved from 160 nursing homes in 2013, and from 118 in 2018. The
conceptual framework used in this study is shown in Figure 1.2

Figure 1 — Conceptual framework SHURP-study

Careworker variables

-Experience, education
-Employment status, usual shift
-Emaotion regulation

|
Work environment

-Job satisfaction

~Work related health
problems
-Absenteeism

-Gender, age Careworker outcomes

-Emotional exhaustion

L - -Intention to leave
Organization -Participation -Organizational commitment
-NH type, size -Leadership Bullying
-Resident occupancy rate -Staffing Workload |
-Staffing, skills mix -Teamwork |
-Staff turnover rate -Communication/Collaboration Rationing Resident outcomes
-Budget -Job control -Falls
-Concepts of care Work stressors Pressure ulcers
-Restraint use

Safety climate

- -Weight loss

Resident variables -Aggressive behavior
-Gender, age, length of stay -Elder abuse

-Care-needs -Medication errors
-Main diagnosis

-Urinary tract infections

Source: Schwendimann et al., 20132
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In order to develop a staff survey about factors such as work environment, missed care,
leadership, perceived quality of care, resident-to-staff ratios, workload, scope of practice (e.g.
which profile provides what type of activities), literature was scanned. The aim of this literature
scan was to explore and investigate additional instruments to complement the RN4CAST-
and SHURP-modules as such. Via forward and backward citation tracking of the publications
of these studies the literature was explored. In addition, a scan of literature on key concepts
(e.g. missed care) was performed.

Validated scales and questions were derived from both RN4CAST and SHURP as a starting
point for the definition of the measures used in the staff survey of this study.2 % From
the RN4CAST-survey, we included items to evaluate work environment, staff wellbeing, staff-
perceived quality of care and work environment, and most recent performed shift and tasks.
From the SHURP-survey, items were included to evaluate quality of collaboration and
communication, care left undone, and person-centred care.

In order to get an overall view of the work environment, participants were asked a single
ordinal question. This item assessed the general perception on the work environment in
nursing homes using a 4-point scale (poor, average, good, excellent). Staff working
environment was then measured more precisely by the Practice Environment Scale of the
Nursing Work Index (PES-NWI).22 This scale includes 32 items, of which 26 were withheld
and some were slightly adjusted in wording in order to be applicable in a nursing home
setting. Participants indicated the degree to which each of these work environmental features
are present in their setting. The included items were allocated to four subscales of the PES-
NWI, namely participation in nursing home affairs, foundations for quality care, manager
ability, leadership, and support, and staffing and resource adequacy.

Subsequently, we calculated an average percentage of participants who answered that they
(strongly) agree with the items of a specific subscale, and this for all of the beforementioned
subscales. The PES-NWI naturally has a fifth subscale measuring nurse-physician relations.
Due to the difference in practice setting (hospital vs. nursing home) we decided to include
another scale to measure the work relations that occur in nursing homes. The Safety Attitude
Questionnaire (SAQ) includes a section measuring the quality of collaboration and
communication respondents have experienced with various colleagues, using a five-point
Likert scale. This section only holds four items, which we adjusted and expanded up to 18
items in order to adequately assess the many collaborations identified in nursing homes.58

Staff wellbeing was measured by the risk of burnout, job satisfaction and intention to leave.
The risk of burnout was measured using the Maslach Burnout Inventory (MBI).'® The MBI
contains 22 items, which are allocated to three subscales: emotional exhaustion,
depersonalization, and reduced personal accomplishment. Each of the 22 items was scored
by participants on a 7-point Likert scale from 0-6 where 0 was defined as “never” and 6 as
“everyday”. A score was calculated per subscale, which can be interpreted using cut-off
scores and categories. These categories implicate the risk of burnout and are defined as
high, moderate and low. More specifically, cut-off points for low, moderate and high risk were
respectively 0-18, 19-26, and >26 for emotional exhaustion (score from 0-54); 0-5, 6-9, >9
for depersonalization (score from 0-30); and >39, 34-39, 0-33 for reduced personal
accomplishment (score from 0-48).

Job satisfaction was measured using a single ordinal question assessing general
perception on overall job satisfaction. In addition, nine specific job aspects (advancement
opportunity, schedule flexibility, independence at work, annual leave, educational
opportunity, sick leave, professional status, study leave, wages) were measured using a four-
point scale (very dissatisfied, dissatisfied, satisfied, very satisfied).

Intention to leave was assessed by asking respondents if they intended to leave their current
job within the next year. A follow-up question was asked to those who indicated their intention
to leave regarding their next job interest (same job in another residential care centre; other
work/other position in another residential care centre; in the care sector (same function) not
in a residential care centre; in the care sector (other function) not in a residential care centre;
not in the care sector). In addition, they were asked to indicate the degree of difficulty to find
another job in the care sector that would meet their expectations.
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Staff-perceived quality of care and work environment were measured through various
items assessing the quality of care, housing and life in their ward, the resident safety in their
ward and the staff's confidence that management acts to resolve problems. In addition,
respondents were asked to indicate their level of recommendation of the nursing home
towards a colleague on the one hand, and towards a friend of family member on the other
hand using a four-point scale (not at all, probably not, likely to be, very likely).

Care left undone was measured using the Basel Extent of Rationing of Nursing Care
(BERNCA), adjusted for a nursing home setting (BERNA-NH).5% 60 The instrument for
BERNCA-NH contains 19 items, to which we added two more statements regarding
advanced care planning and end of life care. Respondents indicate the degree of rationing of
care by using a six-point scale (not required, never, rarely, sometimes, often, not part of my
range of tasks). The items can then be allocated to four subscales: activities of daily living,
caring, rehabilitation and monitoring, documentation, and social care.

Person-centred care was measured using the Person-centred Care Assessment Tool (P-
CAT).80 The P-CAT contains 13 items and defines three subscales within the instrument:
extent of personalizing care, amount of organisational support, and degree of environmental
accessibility. Respondents are asked to indicate the degree to which person-centred care is
organised in their nursing home. This assessment is made using a five-point scale measuring
their level of agreement on these 13 statements.

In order to assess the circumstances of the most recent performed shift, respondents were
asked to specify what shift (early; day, uninterrupted; day, interrupted; late; night shift) they
worked, which day of the week, in which ward, the amount of worked hours, the number of
residents they were responsible for, the number of colleagues that were working the same
shift and what tasks they performed. Nine tasks were specified which were possibly
performed by RNs during their last shift but could be completed by lower qualified
personnel: serving and clearing meals, resident transport within the facility, cleaning up
resident rooms and materials, ordering supplies and materials, answering the phone and
administrative tasks, logistics tasks in general, distribution of incontinence material, making
beds, and animation.

In conclusion, the RN4CAST- and SHURP-modules had to be adjusted to the context of
Belgian nursing homes (e.g. missed care activities relevant for nursing home context). In
addition, we chose to adjust the scope of participants and included head nurses, RNs, care
assistants and allied health professionals in our study. Questions related to the content of the
performed care tasks were differentiated according to the specific personnel categories. For
example, variations in the content of the survey were desirable for qualifications of RNs and
allied health professionals.

3.1.1.2  Development of the survey at organisational level

Several organisational characteristics have an impact on staffing and nurse working
environment. In order to acquire an adequate insight in these characteristics, literature was
scanned to identify relevant characteristics. More precisely, based on previous research it
was concluded that resident characteristics, organisational characteristics, the care model
and characteristics of staffing can be important.!

3.1.2 Interviews and face validity

Secondly, interviews were conducted with experienced national and international experts.
Based on the insights developed by the scoping review and individual interviews a first draft
of the survey instrument was developed and was validated by experts (e.g. professional
organisations; nursing home managers; RNs and care assistants from the field, etc.) in the
field (face-validity during a digital expert meeting). Forward/backward translation was
performed to draft the instrument in Dutch and French.

3.1.3  Pilot testing

Before finalising the survey, two pilots were performed. One nursing home in Flanders (using
the Dutch version of the questionnaire) and one nursing home in the Walloon area (using the
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French questionnaire) were selected. During these pilots, both survey instruments were
tested. The questionnaire at organisational level was completed by the management of the
nursing home while the questionnaire at staff level was completed by RNs and care
assistants. After passing the pilot tests, the survey instruments were used in this study to
evaluate the current state of staffing in Belgian nursing homes.

3.2 Setting and sample

The setting of this study are all public, private not-for-profit and private for-profit nursing
homes in Belgium. At the start of this study (February 2021), the number of nursing homes
in Belgium was measured at 1 555. More precisely, there were 822 facilities in Flanders, 595
in Wallonia and 138 in Brussels.

Nursing homes were allocated into subgroups based on inclusion criteria established for each
main characteristic: region, size and type of ownership. Based on these characteristics, a
stratified random sample of 250 nursing homes was composed. First, a distinction was
made based on what Belgian region the nursing home facilities are located in, namely
Flanders, Wallonia or Brussels. Second, the organisations were stratified based on ‘size’ into
the following categories: small (less than 80 beds), medium (between 80 and 120 beds) and
large (more than 120 beds). Next, nursing homes were categorised based on ‘type of
ownership’ as follows: private for-profit, private not-for-profit and public nursing homes. As a
result, nursing homes were stratified into nine subgroups based on (1) region: (1a) Flanders,
(1b) Wallonia and (1c) Brussels; (2) size: (2a) small, (2b) medium and (2c) large; and (3)
ownership: (3a) private for-profit, (3b) private not-for-profit and (3c) public (see Figure 2).

Figure 2 — Sample subgroups
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Invitations were sent out by e-mail addressed to each of the sampled nursing homes.
The e-mail contained an introductory message in which the study and its objectives were
explained, followed by the question to indicate a willingness to participate, if any, in a
response to the e-mail. One week later, in case of no response, the nursing homes were
contacted by telephone. In case of an interest to participate in the study, a (digital) meeting
(via MS Teams) was scheduled. The purpose of this meeting was to further explain the study
and data collection procedure in detail, inform them about the data protection procedure and
the ethical considerations (such as the right not to participate), and guide them through the
recruitment process. In addition, some practical arrangements were made during this
meeting, such as appointing a contact person within the nursing home, so that further
communication could proceed smoothly. In collaboration with the research team, the contact
person was partly responsible for the further dissemination of the call to participate in the
study within the nursing home. During this recruitment process, nursing homes were asked
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to provide the research team with a list of the number of staff members who are eligible to
take part in the study. Inclusion and exclusion criteria were defined in order to guide nursing
homes through this process (see Table 5).

Table 5 — Inclusion and exclusion criteria for staff members
Inclusion criteria Exclusion criteria

Care staff providing direct resident care: Care staff not providing direct resident

e RNs, care assistants and their team care
leaders e (Care staff on long-term leave
e Allied health professionals including (>1 month) or new to the organisation
e.g. physiotherapists, occupational (<1 month)

therapists, and their team leaders
e Temporary employees and students

To support the nursing home in this phase, the research team provided an information
package to each contact person in the nursing homes, consisting of an invitation with an
accompanying message introducing the study, the information and consent form, an
informative poster, and the questionnaires.

The nursing home facilities were given the choice of completing the questionnaires on paper
or digitally. In the former case, the number of questionnaires was matched with the number
of eligible participants, which was submitted to the research team earlier. The paper
questionnaires were then delivered to the nursing homes and later retrieved in sealed
envelopes by the local person of contact. In the latter case, access to the online questionnaire
was granted by means of a unique URL or QR-code per nursing home. After completion and
final confirmation of participation to the study, a four-week period of data collection
commenced.

All 250 nursing homes in the random stratified sample were contacted. In order to be able to
thoroughly monitor the course of the survey, the selected facilities were divided into two equal
groups. This way, two waves of contact were created with 125 facilities to be approached per
wave. After contacting all 250 nursing homes, a very low response rate was obtained. As a
result of this low response rate at the nursing home level, the research team decided to add
another stratified random sample of 117 nursing homes to the contact list. Overall, 367
nursing homes were contacted between May 15t and September 24t of 2021.

3.3 Data collection

Data collection for this study was carried out by completing three questionnaires. First, a
questionnaire addressed to the management of the nursing home was sent out, containing
questions measuring the organisational aspects within the facility. Second, two individual
questionnaires addressing care staff responsible for direct care of residents, namely (1) RNs,
care assistants and their team leaders and (2) allied health professionals including e.g.
physiotherapists, occupational therapists, psychologists, etc. and their team leaders were
distributed amongst the participating nursing homes. These questionnaires were developed
to gain more insight into their current working environment, their well-being and their
perception of quality of care.

A response rate was monitored for each nursing home during the phase of data
collection, the manner in which was determined by the choice of data collection. More
precisely, this could be executed in one of two ways: (1) the programming of the digital
questionnaire made it possible to monitor the response rate 'live' from a distance; (2) when
the questionnaire was completed on paper, the person of contact was asked to communicate
these data via e-mail to the research team on a weekly basis. This way, the research team
could closely monitor data collection and provide weekly feedback to the nursing homes.
Data were collected over a four-week period, whereby a 'reminder' to complete the
questionnaire was sent at week two and three. The information contained in the reminder
was prepared by the research team and sent to the contact person via e-mail, who then
distributed it further within the nursing home.
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Upon completion of the four-week period, data collection was terminated and
arrangements were made for the collection of the paper questionnaires. The data were
processed anonymously and individual carers could not be identified; only the nursing home
and the ward could be identified for analytical purposes. Data were collected between May
3 and December 24t of 2021.

Participants of the selected nursing homes entered the study on a voluntary basis. They
received a survey package including information about the study purposes, data protection,
and the right not to participate. All staff providing direct care to residents were informed via
the information letter and voluntarily consented to participate in this study. Participants were
not identified and the data were analysed only at nursing home level. This study does not fall
under the Belgian law of 7 May 2004. The data were processed according to the Belgian law
of 30 July 2018 and with Regulation (EU) 2016/679 of 27 April 2016, concerning the
protection of natural persons in respect of processing activities and to ensure the free flow of
personal data.

3.4 Data analysis

On both staff and organisational level, data analysis was performed with the exclusion of
missing values. On organisational level, survey data were subjected to a descriptive analysis
on both national and regional level. Statistics were calculated based on respondents with
valid data points, missing values were not included leading to variation in the number of
respondents per item (numbers are indicated in the result section). Results from these
analyses can be found in the results section of this report. On staff level, all measures (e.g.
staffing levels; quality of the work environment; staff well-being; missed care) were subjected
to descriptive analysis on a national level. Subsequently, data were disaggregated based on
region and profession. A second descriptive analysis was carried out in order to identify both
regional and interprofessional differences. The professional groups were categorised as
follows: (1) RNs; (2) care assistants; (3) allied health professionals, and results for these
groups are shown in the results section of this report. Results for the secondary analysis
based on region can be found in the appendices. During data collection, a technical problem
occurred. Due to this issue, no data were collected for participants (n=80) who evaluated
items regarding work environment in nursing homes, measured by the PES-NWI scale via
the French version of the online survey.
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4 RESULTS

4.1 Study sample

For this study, nursing homes were recruited between May 15t and September 24t of 2021.
During this time, we contacted 367 sampled Belgian nursing homes. Finally, 56 nursing
homes (or 15.3%) were willing to participate in this study and provided survey data on
staff level. However, within these 56 participating facilities, only 46 nursing homes (or 12.5%)
provided survey data on both staff and organisational level. The decision was made to show
all of these results in the following sections, implicating a different sample size on facility level
within this study for staff (n=56) and organisation (n=46) survey data. All survey data on
organisational level (n=46) were collected through an online format. In total, 1 185 surveys
were completed on staff level, of which 567 online and 618 on paper.

4.2 Organisational level

4.2.1  Organisational characteristics

In total, 46 nursing homes participated in this study by completing the survey on an
organisational level. Of these 46 Belgian nursing homes, 30 facilities are located in Flanders,
13 in Wallonia and 3 in Brussels. More detail on organisational characteristics of the
participating nursing homes is shown in Table 6. In addition, nursing homes which provided
data on staff level are shown in brackets. Although, in the general sample, size and type of
nursing homes seem to be well-balanced (not for all federated entities), the
representativeness of the sample remains an issue due to the low participation rate.

Table 6 — Sample description participating nursing homes
Belgium Flanders Wallonia Brussels

n=46 (56) n=30 (33) n=13 (20) n=3 (3)

Type of ownership

Private for-profit 15 (18) 7 (8) 8 (10) 0
Private not-for-profit 14 (15) 10 (10) 2 (3) 2(2)
Public 17 (23) 13 (15) 3(7) 1(1)
Size

Small 19 (22) 12 (12) 7 (10) 0
Medium 12 (15) 8 (8) 3 (6) 1(1)
Large 15 (19) 10 (13) 3(4) 2(2)

Number in brackets represent sample size for staff survey data

In Table 7, an overview of the average number and type of residential units (i.e. a place for a
resident in a nursing home) in nursing homes is shown. On average, Belgian nursing homes
have 33.2 units in homes for the elderly, 62.6 units in nursing homes and 2.2 short-stay units.
Notably, Walloon nursing homes in this sample have a higher number of units without
additional licensing (46) and a lower number of units with additional licensing (35) in
comparison to these national results. Given the low participation rates and the difference
across federated entities in types of nursing homes included in the sample, it is difficult to
compare results accurately between the federated entities.
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Table 7 — Average number of residential units in nursing homes

Belgium Flanders Wallonia Brussels
(n=46) (n=30) (n=13) (n=3)
Residential care units without 33.2 27.0 46.0 40.0
additional licensing
Residential care units with 62.6 7.7 35.0 91.3
additional licensing
Short-stay units 2.2 25 1.8 0.0

Results lower than 0.5% are not shown in this table

4.2.2 Resident care needs and staffing levels

In order to determine the care load of participating nursing homes, KATZ-scores for care
profiles B, C, Cd and D can be aggregated and proportioned with the total number of
residents. Participating nursing homes were asked to indicate the number of residents and
their care profiles, which are shown in Table 8.

Table 8 — Number of residents and percentage of care profiles in the nursing home,
median (and interquartile range

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13) (n=3)**
Number of residents 88.1 (68.5) 92 (67.5) 75 (50.5) 96
KATZ-score B (%) 32.3 (15.2) 35.7 (19) 24 (15.8) 32
KATZ-score C (%) 12.0 (6.3) 12 (5.2) 12.7 (10.8) 9
KATZ-score Cd (%) 31.3(12.3) 31 (12.5) 29 (18.6) 35
KATZ-score D (%)* 2.0 (5) 2.9 (6.3) 0(4.4) 3
Care load nursing homes (%) 79.6 (14.9) 83.3 (17.1) 73 (17.2) 90

*for KATZ-score D n=46; 30; 13; 2; **due to the low number of participating nursing homes in
Brussels no interquartile ranges are reported

The median value for nursing homes in this sample provide care to 88.1 residents and have
a total care load of 79.6%. Notably, in our sample both median number of residents and their
care needs are higher in Brussels (96; 90%) and Flanders (92; 83.3%) compared to Wallonia
(75; 73%).

On average, the participating Belgian nursing homes indicate to organise care per 30
residents with a team consisting of 0.9 FTE head nurses, 3.8 FTE RNs, 7.2 FTE care
assistants, 1.4 FTE allied health professionals and 0.4 FTE living assistants. Notably, staffing
levels in our sample per 30 residents are often higher in Flanders compared to Wallonia.
More precisely, this phenomenon is most prominent for RNs (4.1 FTE in Flanders vs. 3.1 FTE
in Wallonia) and care assistants (7.7 FTE in Flanders vs. 5.9 FTE in Wallonia). Comparisons
across federated entities, however, should be interpreted with caution given the sampling
problems (e.g. higher proportion of nursing homes without additional licensing reflected in
differences in staffing numbers and residential profiles).

In addition, participating nursing homes were asked how care is organised in their facilities.
On average, 52.2% of RNs and 69.9% of care assistants are allocated to a fixed (= the same)
ward. Notably, this fixed staffing allocation for RNs and care assistants is opted for more
frequently by Flemish nursing homes (63.3%; 86.7%) compared to those in Wallonia (23.1%;
30.8%). On a national level, 73.9% of participating nursing homes have integrated their allied
health professionals into the care team at ward level. In addition, 65.2% of nursing home
managers indicate that the coordinating and advisory physician is much involved and plays
an active role within their facility. Moreover, the involvement of the coordinating and advisory
physician is more prominent in Flemish nursing homes (73.3%) compared to facilities in
Wallonia (38.5%).
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Results of nursing homes located in Brussels were excluded from this discussion due to the
low sample size for these survey items.

4.2.3 Impact of COVID-19

Survey data were collected between May 3@ and December 24t of 2021. More specifically,
during the third (February 15™ until June 27t of 2021) and fourth (October 4t until December
27%) waves of the pandemic in Belgium.5® On a scale from 0 to 10, participating nursing
homes have rated the impact of COVID-19 on their facility in the past year as 7.8. Since the
beginning of the pandemic, 84.8% of participating nursing homes were affected by a COVID-
19 outbreak. Moreover, the number of participating nursing homes that have experienced a
COVID-19 outbreak is higher in Wallonia (92.3%) compared to Flanders (80%). In addition,
82.6% of participating nursing homes indicated to have identified deaths (confirmed and
suspected) due to COVID-19 in their facility since the beginning of the pandemic. Notably,
this result is higher for the Flemish nursing homes (86.7%) compared to those located in
Wallonia (69.2%) in our sample. At the time of the survey, 23.1% of the participating Walloon
nursing homes stated to currently have identified COVID-19 infections in their facility.
However, no infections were reported by the participating nursing homes located in Flanders
or Brussels. In addition, cohort care was not organised in any of the participating nursing
homes.

On a national level, 13% of nursing homes (6 in 46 nursing homes) in this study state to have
experienced a 16 to 30% staff attrition due to COVID-19. Moreover, 15.4% of Walloon
participants (2 in 13 nursing homes) indicate to have experienced this phenomenon to a
degree best represented as 6 to 15%, whereas only 3.3% (1 in 30 nursing homes) of Flemish
facilities in our sample have stated this to be the case. On a national level, 65.2% of
participating nursing homes noticed a decrease when comparing the occupancy rate at the
time of the survey with the same month in 2019, as shown in Table 9. More specifically, a
higher number of Flemish facilities (16.7%) in our sample would describe the decrease to be
strong compared to the ones located in Wallonia (7.7%). On the other hand, more Walloon
nursing homes (30.8%) in our sample describe this effect to be moderate compared to
Flemish facilities (13.3%).

Table 9 — Change in occupancy rate (residents) in nursing home at the time of the

survey and the same month in 2019 (%)

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13) (n=3)

Occupancy rate

Strong decrease (-15%) 15.2 16.7 7.7 33.3
Moderate decrease (-10%) 19.6 13.3 30.8 33.3
Slight decrease (-5%) 30.4 30.0 30.8 33.3
Remained the same 30.4 33.3 30.8 0.0
Slight increase (+5%) 2.2 3.3 0.0 0.0
Moderate increase (+10%) 0.0 0.0 0.0 0.0
Strong increase (+15%) 2.2 3.3 0.0 0.0

When comparing the workload for staff at the time of the survey with the same month in 2019,
71.7% of participating nursing homes indicate to have experienced an increase (see
Table 10). Notably, 65.2% of participants also state to have experienced a decrease in the
occupancy rate of their nursing home. Furthermore, the increase of workload for staff is
prominently defined as strong by the participating nursing homes located in Wallonia (30.8%),
especially compared to those in Flanders (6.7%).
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Table 10 — Change in workload in nursing home at the time of the survey and the same
month in 2019 (%

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13) (n=3)
Workload staff
Strong increase (+15%) 13.0 6.7 30.8 0.0
Moderate increase (+10%) 19.6 23.3 15.4 0.0
Slight increase (+5%) 39.1 40.0 38.5 33.3
Remained the same 19.6 20.0 154 33.3
Slight decrease (-5%) 4.3 3.3 0.0 33.3
Moderate decrease (-10%) 0.0 0.0 0.0 0.0
Strong decrease (-15%) 4.3 6.7 0.0 0.0

4.3 Staff level

Overall, 56 Belgian nursing homes participated in this study by providing survey data on staff
level. Of these 56 Belgian nursing homes, 33 facilities are located in Flanders, 20 in Wallonia
and 3 in Brussels. More detail on organisational characteristics of the participating nursing
homes is shown in Table 6.

4.3.1  Staffing characteristics

Participants completing the survey as nursing home staff can all be identified as direct
caregivers. In total, 1 062 direct caregivers participated in this study and were later
divided into three categories of nursing home staff: 283 registered nurses, 554 care
assistants and 225 allied health professionals. In addition, the number of eligible participants
for RNs and care assistants, and allied health professionals can be found in brackets. A total
of 837 RNs and care assistants and 225 allied health professionals answered the survey. It
was impossible to calculate an exact response rate as the denominator was missing for
2 Flemish and 4 Walloon nursing homes. For nursing homes with both a numerator and
denominator we obtained a response rate of 40.2% (785/1 954) for RNs and caring staff and
an response rate of 62.6% for allied health professionals (213/340).

Table 11 — Sample description nursing home staff

Registered nurses and care assistants 837 (1 954) 78.8
Registered nurses 283 26.6
Professional Bachelor's degree** 94 33.2
Diploma level*** 177 62.5
Unknown 12 4.2
Care assistants 554 52.2

Allied health professionals 225 (340) 21.2
Master 55 24.4
Professional Bachelor's degree 134 59.6
Specialisation year 18 8
Unknown 18 8

* Data on eligible participants could not be included for 2 Flemish and 4 Walloon nursing homes; ** of
which 4 RNs completed a master’s degree; *** of which 4 RNs completed a specialisation year (A2)

In total, 837 nursing and caring staff members participated in this study. In this sample, the
majority of RNs obtained a non-Bachelor diploma degree (62.5%). Participants were asked
to indicate their highest obtained degree. This sample includes 55 allied health professionals



.. 28 Dotation en personnel des MR et MRS KCE Report

with a master’s degree, 134 with a Bachelor’'s degree and 18 who completed a specialisation
year.

4.3.2 Work environment

4.3.2.1 Evaluation of the work environment

Participants were asked to evaluate the work environment in their nursing home in an overall
manner, of which Table 12 displays the results.

Table 12 — Overall evaluation of the work environment in nursing homes (%)

Registered nurses Care assistants Allied health
professionals

Poor 53 6 27
Average 25.6 25.4 24
Good 59.4 60.2 63.6
Excellent 9.6 8.4 9.8

Numbers in brackets in the top row indicate the number of professionals in each category who
answered the question

Results show that the majority of caregivers evaluate the work environment in nursing
homes as ‘good’ or ‘excellent’. Only a small percentage rates the work environment as
poor. Small differences between groups can be observed. The most positive evaluation
overall has been given by the allied health professionals, of which 73.4% indicates their work
environment to be good or excellent. This result is followed by 69% for RNs and 68.6% for
care assistants.

In order to assess the work environment in nursing homes into more detail, 26 items were
scored by caring staff who provide direct care to residents. These 26 items were allocated to
one of four subscales (foundations for quality of care, participation in nursing home affairs,
staffing and resource adequacy and management ability, leadership and support) and a
mean score was calculated for each of them. Table 13 shows the average percentage of
participants who (totally) agreed with the allocated items to a certain subscale.

Table 13 — Evaluation work environment in nursing homes measured by PES-NWI,
percentage that (totally) agreed with items (%

Registered nurses Care assistants Allied health
professionals

(n=255) (n=514) (n=225)

Overall score 69.0 68.6 73.4
Manager ability, leadership 69.4 69.3 64.4
and support*

Participation in nursing home 44.7 60.1 56.9
affairs

Collegial relations (ward)** 90.0 84.7 921
Foundations for quality care 78.4 87.2 77.8
Staffing and resources 35.3 34 33.9
adequacy***

Numbers in brackets in the top row indicate the number of professionals in each category who
answered the question; * for manager ability, leadership and support n=255; 512; 225, for collegial
relations (ward) n=281; 550, 224, for staffing and resources adequacy*** n=255; 512; 224

Results show a (relatively) high score for three dimensions: collegial relationship,
foundations for quality care and manager ability, leadership and support. The large
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majority of participants rated collaboration and communication with the colleagues of their
ward to be good or excellent. Although this outcome was positive for all three categories of
caregivers, results were slightly lower for care assistants (84.7%) compared to the allied
health professionals (92.1%) and RNs (90%). The majority of nursing home staff agrees on
items contributing to foundations for quality of care. In comparison, results are higher for care
assistants (87.2%) than for RNs (78.4%) and allied health professionals (77.8%). ltems
related to manager ability, leadership and support were agreed to by a smaller proportion of
the nursing home staff, which consisted of slightly more RNs (69.4%) and care assistants
(69.3%) compared to allied health professionals (64.4%). However, two subscales have a
lower score: participation in nursing home affairs and staffing and resources
adequacy. More precisely, only 44.7% of RNs agreed on items evaluating participation in
nursing home affairs. This result is noticeably lower in comparison to care assistants (60.1%)
and allied health professionals (56.9%). A relative high proportion of direct caregivers
disagree on the adequacy of staffing and resources within their facility. This dimension was
given the lowest score in the assessment of work environment in nursing homes, with similar
results for the different occupational groups.

4.3.2.2 Collaboration and communication

Collaboration and communication between nursing home staff was evaluated as ‘good’ or
‘excellent’ by a minimum average of 74.5% (with the administrator of the nursing home)
and maximum of 94.6% (with the RNs). Notably, the average results for collaboration and
communication with the head of the ward (83.7%), head nurse (82.2%) and head of care
(76.3%) were higher compared to the assessment of manager ability, leadership and support
(67.7%) in the previous section. Furthermore, results differ when direct caregivers evaluate
their collaboration and communication with the animation team and general practitioners.
More specifically, 89.4% of the allied health professionals assesses this relationship with the
animation team to be good or excellent. However, this result appears to be lower for RNs
(83.8%) and care assistants (77.2%) especially. When evaluating this relationship with
general practitioners, more RNs (84.5%) tend to describe collaboration and communication
to be good or excellent compared to care assistants (78.2%) and the team of allied health
professionals (67.8%) in particular. Furthermore, 75.5% of nursing home staff assessed its
ability to collaborate and communicate with the coordinating and advisory physician to be
good or excellent.

4.3.3 Staffing levels

Participating nursing home staff was asked how many residents they were responsible for
and how many colleagues of their qualification were present during their last shift. Based on
these results, staffing levels were calculated for RNs and care assistants. Findings are shown
in Table 14, where staffing levels can be interpreted using a resident-to-staff ratio.

Table 14 — Resident-to-staff ratio in nursing homes (mean

Type of shift Registered nurses and care assistants
Overall (n=782) 11.3

Morning (n=374) 6.9

Day (n=121) 6.9

Evening (n=178) 11.0

Night (n=83) 40.0

Numbers in brackets in the first column indicate the number of professionals who answered the
question

Overall, RNs and care assistants indicate to individually provide care for 11.3 residents
on average. When comparing staffing levels for the morning (6.9) and daytime (6.9) shifts,
the resident-to-staff ratio remains stable. However, this ratio increases exponentially when
comparing these results to those of the evening (11.0) and night (40.0) shifts. In addition,
findings show a higher resident-to-staff ratio for RNs and care assistants working shifts during

“n
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the weekend (14) compared to those on a weekday (10.9), resulting in a higher workload for
staff during the weekend shifts.

4.3.4  Staff wellbeing

4.3.4.1  Risk of burnout

The risk of burnout was measured using the Maslach Burnout Inventory (MBI). In this
assessment, participants were asked to indicate how they relate to the statements presented
to them. The MBI contains 22 items, which are allocated to three dimensions: emotional
exhaustion, depersonalization, and reduced personal accomplishment. For each of these
dimensions, a risk analysis can be performed of which results can be assigned to one of three
categories: low, moderate and high risk. In Table 15, the results for participants with a high
risk of burnout are shown.

Table 15 — High risk of burnout, measured by MBI (%
High risk Registered nurses Care assistants Allied health

professionals
(n=225)
Emotional exhaustion 23.3 23.8 12.4
Depersonalization* 19.1 20.4 10.9
Reduced personal 33.6 32.0 22.2

accomplishment**

Numbers in brackets (top row) indicate the number of professionals who answered the treated
question for emotional exhaustion: *for depersonalization n=282; 554; 224, **for reduced personal
accomplishment n=283; 6563; 225; MBI = Maslach Burnout Inventory

Overall, roughly one out of four RNs and care assistants has a high risk of burnout in the area
of emotional exhaustion, depersonalization or reduced personal accomplishment. On all
three dimensions, more RNs and care assistants tend to have a high risk of burnout
compared to the allied health professionals. Results show that the highest proportion of
direct caregivers with a high risk of burnout is located in the area of reduced personal
accomplishment. The second highest fraction of participants with a high risk of burnout can
be found in the dimension of emotional exhaustion, followed by the area of depersonalization.
Notably, in our sample a higher risk of burnout was found on all three dimensions for all three
categories of direct caregivers working in nursing homes located in Wallonia compared to
those located in Flanders.

4.3.4.2 Job satisfaction

Participants were asked to assess their overall job satisfaction, along with 9 specific items.
They indicated their level of satisfaction for each of these items, which are shown in Table 16.
To aid interpretation, an aggregated score was calculated for the percentage of participants
indicating they were ‘very dissatisfied’ or ‘dissatisfied’ with an item.

Table 16 — Evaluation of job satisfaction in nursing homes, percentage (very)
dissatisfied (%

Registered nurses Care assistants Allied health

(very) dissatisfied professionals
Overall 20.8 17.7 12.4

(n=283; 548; 225)

Schedule flexibility 19.6 17.8 11.5

(n=280; 551; 218)

Advancement opportunity
(n=275; 528; 215) 37.8 28.2 43.2

Independence at work 14.2 17.3 9.1
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(n=281; 543; 222)

Professional status 26.1 19.7 21.9
(n=283; 544; 223)

Wages

(n=203; 549; 225) 441 43.4 28.4
Educational opportunity

(n=278; 550; 222) 28.4 21.3 243
Annual leave 28.7 25.8 24.5
(n=279; 546; 221)

Sick leave 26.9 26.4 17.2
(n=264; 515; 209)

Study leave 251 21.8 27.2

(n=251; 486; 202)
Numbers in brackets (first column) indicate the number of professionals by category who answered
the question

Overall, 20.8% of RNs and 17.7% of care assistants indicate to be (very) dissatisfied
with their current job in the nursing home, which is a higher proportion in comparison to
the allied health professionals (12.4%). More specifically, RNs and care assistants appear to
be least satisfied with their wages (44.1%; 43.4%) and opportunity to advance (37.8%;
28.2%). The allied health professionals seem to agree on these items, but indicate to be less
satisfied with their advancement opportunity (43.2%) compared to their wages (28.4%). All
direct caregivers agree that they are most satisfied with their independence at work.

4.3.4.3 Intention to leave

Participants were asked to indicate their intention to leave their current job within the next
year. Among the RNs, 24.7% indicate that they have the intention to leave their current
job, a tendency that is similar to the one among care assistants (24.5%). In comparison,
slightly less allied health professionals (19.6%) appear to have the intention to leave their
current position. Roughly one out of three direct caregivers intending to leave their current
job, have specified not to be interested in another job in the care sector (see Table 17). When
asked how easy it would be to find a new job within the care sector that meets the
expectations, 57% of participants answered it would be moderately to very difficult.

Table 17 — Intending to leave current job, next job interest (%

Registered Care assistants Allied health
nurses (n=169) professionals

(n=196) (n=58)

Same job, in another nursing home 23.0 29.0 32.8

Other work/other position,

in another nursing home 5.7 8.9 6.9
In th_e care s¢_actor (same function), 29.9 17 7o
not in a nursing home

In the care sector (other function), 6.9 107 e

not in a nursing home

Not in the care sector 34.5 34.3 27.6

Numbers in brackets (top row) indicate the number of professionals by category who answered the
question

4.3.5 Staff-perceived quality of the work environment

In order to assess the quality of work environment as perceived by nursing home staff,
participants were asked to indicate the likelihood of recommendation towards colleagues on
the one hand and family or friends on the other. To aid interpretation, an aggregated score
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was calculated for the percentage of direct caregivers indicating to be ‘very likely’ or ‘likely’
to recommend their nursing home in given contexts. On average, 79% of direct caregivers
would be (very) likely to recommend their nursing home to colleagues as a good place
to work. In comparison, the allied health professionals (83.7%) appear to be most likely to
recommend the work environment in their nursing home, followed by care assistants (78.6%)
and finally RNs (74.8%). In addition, on average 77.6% of the participants would be (very)
likely to recommend their nursing home to a family member or friend as a good place to stay.
This likelihood was slightly higher amongst RNs (79.1%) and allied health professionals
(79%) compared to care assistants (74.7%).

4.3.6  Staff-perceived quality of care

The quality of provided care as perceived by nursing home staff was measured through
several questions assessing the quality of care, housing and life in their ward, the staff's
confidence that management acts to resolve problems and the resident safety in their ward.
These items were assessed using a 4-point scale (with the exception of resident safety, for
which a 5-point scale was used). To aid interpretation of this evaluation, aggregated scores
were calculated for each of these items and are shown in Table 18.

Table 18 — Staff-perceived quality of care in nursing home (%
Registered nurses Care assistants Allied health

professionals
Quality of care 76.6 741 77.6
Percentage good — excellent
(n=282; 552; 223)

Quality of life (and housing) 70.3 71.7 71.3
Percentage good — excellent

(n=283; 552; 223)

Confidence in management to 52.5 57.5 54.9
solve reported problems

Percentage (very) certain
(n=282; 546; 224)

Resident safety
(n=283; 550; 224)

Percentage (very) poor 5.7 4.0 3.6
Percentage average 34.9 37.3 33.5
Percentage (very) good 59.4 58.7 62.9

Numbers in brackets (first column) indicate the number of professionals by category who answered
the question

The majority of direct caregivers evaluate quality of care, and quality of life and
housing in their nursing home to be good or excellent. Moreover, the majority of nursing
home staff indicate that quality of care (79%), and quality of life and housing (80.5%) had
remained the same or improved compared to the past year.

However, both resident safety and the confidence in management to solve reported
problems were given a rather mediocre score by nursing home staff. In comparison, this
lack of confidence is most visible in the score given by RNs (52.5%), followed by the allied
health professionals (54.9%) and finally care assistants (57.5%).

4.3.7 Care left undone

In order to measure care left undone in Belgian nursing homes, the BERNCA-NH was used.
Participants were asked to indicate the frequency to which care was left undone on a 5-point
scale (‘not part of my range of tasks’ was excluded for this analysis). Care left undone was
defined as ‘interventions or treatments which are necessary and usual and which, due to lack
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of time or excessive workload, could not be applied or applied incorrectly’ and specified into
21 items. These items were then allocated to four subscales: activities of daily living; caring,
rehabilitation and monitoring; documentation; and social care. An aggregated score was
calculated for each of these subscales to aid interpretation, which are shown in Table 19.

Table 19 — Rationing of care, measured by BERNCA-NH, % sometimes/often

Registered nurses Care assistants Allied health
professionals

Sometimes / often

Activities of daily living 241 25.9 27.0
(n=278; 546; 223)

Caring, rehabilitation and 39.9 35.2 345
monitoring

(n=278; 549; 223)

Documentation 43.9 35.2 41.7
(n=276; 544; 222)

Social care 35.3 32.9 45.6

(n=277; 539; 220)

Numbers in brackets (first column) indicate the number of professionals by category who answered
the question

Results show that tasks in relation to documentation are most frequently left undone,
followed by social care, and caring, rehabilitation and monitoring. Leaving tasks regarding
documentation undone is a phenomenon most common amongst RNs (43.9%) and the allied
health professionals (41.7%). Tasks with regard to social care are more often left undone by
allied health professionals (45.6%) in comparison to RNs (35.3%) and care assistants
(32.9%). Caring tasks regarding rehabilitation and monitoring are most often left undone by
RNs (39.9%). Finally, roughly one in four direct caregivers indicate to sometimes or
often leave tasks with regard to activities of daily living undone as a result of lack of
time or excessive workload.

4.3.8 Person-centred care

An assessment was made to determine the degree to which provided care was organised
around the principles of person-centred care in participating nursing homes. Person-centred
care was defined as follows: ‘residents are valued and recognised as individuals and an
attempt is made to take the residents' point of view, recognise their life experience and involve
their social environment in the provision of care’. Direct caregivers indicated their level of
agreement to 13 statements, which were then allocated to one of three dimensions: extent of
personalizing care, amount of organisational support, and degree of environmental
accessibility. Table 20 shows aggregated scores for each of these dimensions and the
percentage to which participants ‘agreed’ or ‘totally agreed’ to given items.

Table 20 — Organised person-centred care, measured by P-CAT, % (totall

Registered nurses Care assistants Allied health

(totally) agree professionals
Extent of personalizing care 49.8 53.0 53.8

(n=282; 549; 223)

Amount of organisational 36.2 34.6 22.5

support

(n=280; 547; 223)

Degree of environmental 41.7 39.0 38.7

accessibility

(n=280; 549, 224)
Numbers in brackets (first column) indicate the number of professionals by category who answered
the question
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Overall, items related to the extent of personalizing care were most often agreed upon
by participants. Compared to RNs (49.8%), slightly more allied health professionals (53.8%)
and care assistants (53%) (totally) agreed to statements regarding this dimension, indicating
these elements were present in their nursing home. In addition, 41.7% of RNs (totally) agreed
upon items with regard to environmental accessibility, with similar results for care assistants
(39%) and allied health professionals (38.7%). Finally, only 22.5% of allied health
professionals were in (total) agreement with items measuring the amount of
organisational support present in their nursing home. Notably, this result is rather low in
comparison to the outcome for RNs (36.2%) and care assistants (34.6%).

4.3.9 Tasks below nurses’ skill level

In order to assess the degree to which participating RNs perform tasks below their skill level,
nine tasks were specified which were possibly performed by RNs during their last shift but
could be completed by lower qualified personnel. They were asked how frequently they had
performed these specific tasks during their last shift: serving and clearing meals, resident
transport within the facility, cleaning up resident rooms and materials, ordering supplies and
materials, answering the phone and administrative tasks, logistics tasks in general,
distribution of incontinence material, making beds, and living support (animation). Table 21
displays how frequently RNs have indicated to perform each of these tasks.

Table 21 — Tasks below nurses’ skill level performed by RNs during most recent shift,
% sometimes/often

Sometimes / often Registered nurses

Answering the phone, administrative tasks (n=280) 98.2
Cleaning up resident rooms and materials (n=280) 89.3
Making beds (n=280) 85.0
General logistic tasks (n=280) 83.8
Serving and clearing meals (n=281) 81.1
Ordering supplies and materials (n=278) 76.1
Resident transport within nursing home (n=280) 69.2
Distribution of incontinence material (n=280) 61.8
Living support (n=277) 52.4

Numbers in brackets (left column) indicate the number of professionals who answered the question

Findings show that 98.2% of participating RNs have sometimes or often executed
clerical duties such as answering the phone and other administrative tasks during their
most recent shift. Following this result, tasks that were sometimes or often performed by the
most RNs during their last shift — but could be completed by lower qualified personnel — are
cleaning up resident rooms and materials (89.3%), making beds (85%), general logistic tasks
(83.8%), and serving and clearing meals (81.1%). RNs indicate to be least involved with tasks
typically performed by the animation staff (52.4%).
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5 DISCUSSION AND CONCLUSION

5.1 Limitations of the study

Low participation rate of nursing homes limit the generalizability of study results

Before discussing the study findings, we would like to address the limitations of the study.
The most prominent limitation of this study is the low sample size. During a four-month period,
we sampled and contacted 367 Belgian nursing homes. A first invitation was sent out via e-
mail, in which we introduced the study, explained its objectives and asked for the nursing
homes’ interest to participate. In case of a non-response, we contacted the nursing homes
by telephone. This process was repeated until a response was given by the facility. Despite
our efforts to boost the number of participating nursing homes, the response rate remained
low. Only 15.3% (n=56) of all contacted nursing homes were willing to participate in this study.
In addition, we contacted the participating nursing home administrators and requested them
to complete the survey on organisational level. Only 46 nursing homes provided survey data
on both organisational (n=46) and staff (n=56) level. Given this low participation rate the
overall generalizability of study results is limited and results should be interpreted with
caution. Moreover, as nursing home characteristics of the participating nursing homes
located in Flanders and Wallonia seem to differ all comparisons across these federated
entities are prone to bias and should be done with caution. The number of participating
nursing homes from Brussels is even too low to be included in the results.

COVID-19 and survey fatigue limited participation to the study

In Belgium, the third and fourth wave of COVID-19 were defined during the time period of
February 15" until June 27t, and October 4" until December 27" of 2021.55 The recruitment
phase of this research took place from May 1st until September 24t and data were collected
between May 3 and December 24t of 2021. We have established two main barriers to
participate: (1) due to the COVID-19 pandemic, there was an increase in absence amongst
and workload for the caring staff, and nursing homes concluded it was not possible to
participate in any study for the time being; (2) nursing homes stated they had been
participating in too many studies and believed this has led to ‘survey fatigue’ amongst their
staff. The development of the phenomenon ‘survey fatigue’ is hypothesised to be the result
of an increase of conducting research through surveys — in this case caused by the COVID-
19 pandemic — and is characterised by reduced response rates.5"

Low response rates at the caregiver level and problems with monitoring them in some
nursing homes

Throughout the study, we noticed that the response rate on respondent level was low as well.
Although we assigned a local person of contact in every nursing home, with whom we
communicated on a weekly basis, who was provided material to promote the study (e.g. an
informative poster with a QR-code linked to the survey), was monitoring the response rate
within the facility and sent out reminders to the staff to complete the survey, the response
rate within nursing homes remained low. We concluded that, even within the nursing homes
willing to participate, there was a ‘survey fatigue’ present amongst their staff as they were
feeling overwhelmed by the number of survey requests, which resulted in a high number of
non-responses.®! Moreover, in some nursing homes no valid data about the denominator
were submitted making the monitoring of response rates at the caregiver level impossible.

Overall results have to be interpreted with caution — studying variation across nursing
homes was not possible

Due to the low sample size and low response rate on both facility and respondent level, and
the high variation between nursing homes in this aspect, we were not able to conduct
analyses on a nursing home level. On survey level, data analysis was performed with the
exclusion of missing values, which might create a nonresponse bias. According to Maitland
et al. (2017), nonresponse bias might occur when the response rate to a question is less than
100 percent, meaning that those who did not respond may have answered differently than
participants who did.2 Specifically, we need to be mindful of this phenomenon when
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interpreting the results (shown in Table 13) evaluating work environment in nursing homes,
measured by the PES-NWI scale. As a result of a technical disturbance, there were no data
collected for this question from participants completing the French survey online.

5.2 Discussion and conclusion of study findings

In this section we discuss the main results of the current study. Although our study has
several limitations, it provided some important insights.

5.2.1  Organisational level

Participating nursing home staff slightly below RN staffing standards but above
standards for care assistants and allied health professionals

In Belgium, nursing home staffing standards determine that there should be 5 FTE RNs,
5 FTE care assistants, 1 FTE allied health professional and 0.1 FTE reactivation staff (in
Flanders and Wallonia, 0.5 FTE in Brussels) per 30 residents. In this study, participating
nursing homes have indicated to organise care on average with a team consisting of 0.9 FTE
head nurses, 3.8 FTE RNs, 7.2 FTE care assistants, 1.4 FTE allied health professionals and
0.4 FTE reactivation staff per 30 residents. In comparison to the staffing standards, nursing
homes in our sample indicated to provide care with slightly less RNs (-0.3 FTE) and more
care assistants (+2.2 FTE), allied health professionals (+0.4 FTE), and reactivation staff
(+0.3 FTE, Flanders and Wallonia). In addition, recorded staffing levels per 30 residents were
often higher in Flanders compared to Wallonia. The most prominent example can be found
for RNs (Flanders: 4.1 FTE; Wallonia: 3.1 FTE) and care assistants (Flanders: 7.7 FTE;
Wallonia: 5.9 FTE).

Although occupancy rates were lower than usual, workload was perceived to be higher

At the time of the survey, 65.2% of nursing homes in our sample stated to have established
a decrease in the occupancy rate of their nursing home. However, 71.7% of participating
nursing homes also indicated to have experienced an increase in the workload for staff
compared to the same month in 2019. This can be explained by the additional infection
control measures nursing home staff had to comply with on a daily basis (e.g. the use of
personal protective equipment and increased cleaning procedures) due to the COVID-19
pandemic. Moreover, these measures were often creating barriers for staff to perform their
working roles and accompanied tasks, resulting in a higher workload.®®> When asked,
participating nursing homes rated the impact of COVID-19 on their facility in the past year as
7.8 out of 10. Since the beginning of the pandemic, 84.8% of Belgian nursing homes in our
sample stated to have been affected by a COVID-19 outbreak. In comparison, the number of
nursing homes that have experienced a COVID-19 outbreak is higher in Wallonia (92.3%)
than in Flanders (80%). In addition, 82.6% of participating nursing homes indicated to have
identified deaths (confirmed and suspected) in their facility due to COVID-19 since the
beginning of the pandemic. In comparison, this result is higher for the Flemish nursing homes
(86.7%) than those located in Wallonia (69.2%).

5.2.2 Staff level

This study is one of the first to study staff wellbeing and their perceived work environment in
Belgian nursing homes.

Work environment scored high in our sample except for participation in nursing home
affairs and staffing & resource adequacy

According to Lake et al. (2002), certain organisational characteristics can be associated with
a positive work environment, such as decentralization of decision making to the level of the
nursing unit; strong, effective and visible nursing leadership; recognition of professional nurse
autonomy, accountability and responsibility for quality patient care; and adequate staffing and
flexible scheduling.??2 Results from our study show that the majority of direct care givers
(70.3%) evaluate the overall work environment in their nursing home as ‘good’ or ‘excellent’.
In line with previous research in the Belgian hospital sector’ 8 and international research?,
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favourable results were found for collegial relationships and foundations for quality of care.
More specifically, 88.9% of participants (totally) agreed with items evaluating collegial
relationships, whereas 81.1% of direct caregivers were in (total) agreement of items
assessing foundations for quality care in their nursing homes. However, a lower score was
given by the nursing home staff in our sample when assessing the participation in nursing
home affairs (53.9%). More particularly, only 44.7% of RNs agreed on items evaluating this
dimension. In this assessment of work environment, the lowest score was given to the
adequacy of staffing and resources. No less than 65.6% of participants disagree on the
adequacy of staffing and resources within their facility. When comparing the results of this
study with the findings of previous research,?? some differences become apparent. For
instance, the majority of our sample evaluated their work environment as good or excellent.
However, the assessment of participation in nursing home affairs, and staffing and resources
adequacy resulted in a relatively low score. On the other hand, there are some similarities as
well. Both foundations for quality care, and independence at work (86.5%) received a rather
positive evaluation, which were identified by Lake et al. (2002) as organisational
characteristics associated with positive work environments.?? In addition, the allied health
professionals (83.7%) are most likely to recommend the work environment in their nursing
home, followed by care assistants (78.6%) and finally RNs (74.8%).

Overall high scores on collaboration & communication

The nursing home staff in our study sample indicated to have good or excellent collaboration
and communication relationships by an average minimum of 74.5% (with the administrator of
the nursing home) and maximum of 94.6% (with the RNs). In the Netherlands, a qualitative
study was performed in order to gain insight into the work experience of nursing home staff
during the COVID-19 pandemic.%% Results showed that teamwork within wards had improved,
while collaboration between different teams had declined. In addition, participants mentioned
a lack of support from leaders and insufficient aftercare. In our study, 88.9% of participants
evaluated collaboration and communication with the colleagues of their ward as good or
excellent, which is similar to the findings of the Dutch study.

Although the average results for collaboration and communication with the head of the ward
(83.7%), head nurse (82.2%) and head of care (76.3%) are relatively high, participants were
less positive when assessing manager ability, leadership and support (67.7%). This could
indicate a good collaborative and communicative relationship between nursing home staff
and their leaders overall, with the exception that our participants possibly experienced a lack
of manager ability, leadership and support at the time of the survey. Notably, the experienced
lack of support from team leaders could be strengthened by conditions caused by the COVID-
19 pandemic.

Although a substantial proportion of caregivers in our sample are at high risk of
burnout, the results are less alarming compared to similar studies conducted in other
settings

Previous research has shown a significant difference in work experience depending on the
presence or absence of COVID-19 infections in nursing home wards.% Their findings show
that the presence of COVID-19 infections result in a very stressful work environment.
However, when there were no COVID-19 infections reported, the daily work was described
as peaceful. Nursing home staff indicated to have experienced more autonomy and were
able to spend more time with their residents, and found both aspects enjoyable.

When assessing the risk of burnout in our study sample, a substantial proportion of direct
caregivers (22%) were analysed as having a high risk of burnout in the area of emotional
exhaustion, depersonalization or reduced personal accomplishment. However, when
comparing these results with studies of the Belgian hospital sector the percentage of staff at
high risk for burnout is lower for the three dimensions.' 64 In 2021, White et al. (2021) found
that a substantial proportion of the respondents in their research had experienced burnout as
a result of physical, mental and emotional exhaustion from working during the pandemic.6
Results from a national survey in June 2021 on the wellbeing of carers, caregivers and
informal carers in Belgium showed that roughly one out of two respondents experienced the
following symptoms — possibly as a result of chronic stress —in a strong or very strong
manner: feeling exhausted and being under pressure of stress.6” When comparing our results
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on burnout to both findings from the beforementioned studies, we establish an
underrepresentation of this phenomenon in the results from our current study. In addition, an
important finding in our study is that more RNs and care assistants were assessed as having
a high risk of burnout compared to the allied health professionals, and this on all three
dimensions. In addition, the dimension of reduced personal accomplishment had the highest
proportion of nursing home staff with a high risk of burnout (29.3%). Another important finding
within our sample is that all categories of direct caregivers working in Walloon nursing homes
have a higher risk of burnout on all three dimensions, compared to those working in Flemish
facilities. When comparing these results with studies of the Belgian hospital sector’- 64, we
establish a similar phenomenon." 6

Job dissatisfaction present in about one in five nurses/care assistants and one in eight
allied health professionals

A significant group of direct caregivers have indicated to be (very) dissatisfied with their
current job, especially RNs (20.8%) and care assistants (17.7%). In comparison, only 12.4%
of participating allied health professionals agreed with that statement. However, when
comparing these results with studies conducted in the Belgian hospital sector (Van den
Heede et al., 2019: 27%; Van den Heede et al., 2022: 39%) RNs appear to be more satisfied
with their current job in the participating nursing homes."- 84 Mostly, RNs and care assistants
were dissatisfied with their wages (44.1%; 43.4%), opportunity to advance (37.8%; 28.2%)
and annual leave (28.7%; 25.8%). These results are similar to those found in the report on
safe nurse staffing levels in acute hospitals in 2019." In the study conducted in 2019, RNs
had indicated to be least satisfied with their wages (55.6%), annual leave (40.7%) and
opportunity to advance (34.2%).

Intention to leave the job is considerable

In 2013, the Swiss Nursing Homes Human Resources Project (SHURP) was conducted,
which has been repeated in 2018.2 Results from these studies show an increase in direct
caregivers with the intention to leave their current job. In 2013, this statement was made by
12% of their participants, and by 16.2% in 2018. In addition, 12.9% of their participants had
indicated to not be interested in another job in the long-term care sector in 2013, and 19.9%
in 2018. In 2021, our study results show that 22.9% of direct caregivers have the intention to
leave their current job. Furthermore, 32.1% of direct caregivers intending to leave their current
job have specified to not be interested in another job in the care sector. Our findings show a
further increase in direct caregivers’ intention to leave their current job and their disinterest
to continue working in the care sector when looking for another job. When comparing this
result in the nursing home setting (24.7%) to the hospital setting (Van den Heede et al., 2019:
32%; Van den Heede et al., 2022: 44%) in Belgium, there are less RNs intending to leave
their current work facility.! ® However, participating RNs with the intention of leaving their
current job, are more likely to leave the care sector when working on an intensive care unit
(26%) compared to those working in acute hospitals (10%) or in nursing homes (10.6%).- 64

Perceived quality of care is high

Another important finding is that a large majority of direct caregivers perceive the quality of
care (76.1%; RNs: 76.6%), and quality of life and housing (71.1%; RNs: 70.3%) on their ward
to be good or excellent. In comparison to the studies conducted in Belgian hospitals, less
RNs (65%) had assessed the quality of care on their ward as such.! 84 Moreover, when asked
about the evolution of quality of care in their facility since the COVID-19 pandemic, the
majority of RNs working in hospitals on ICU (70%) reported a deterioration.®* In comparison,
a majority of RNs working in nursing homes found that the quality of care (81.1%), and quality
of life and housing (82.2%) had remained the same or improved over the past year. Over
three-quarter (77.6%) of participants in our study sample would be (very) likely to recommend
their nursing home to a family member or friend as a good place to stay.

Problems with resident safety are nevertheless reported

Although nursing home staff positively appraised the quality of life and care on their ward,
resident safety (60.3%; RNs 59.4%) did not receive as good as an evaluation. However, RNs
in a hospital setting were less likely to evaluate patient safety as (very) good (Van den Heede
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et al., 2019: 46%; Van den Heede et al., 2022: 56%)."- 84 In addition, only a bit more than one
out of two (52.5% of RNs; 57.5% of care assistants and 54.9% of allied health professionals)
direct caregivers have indicated to have confidence in their nursing home management to
solve problems reported by its staff. However, when comparing these results to the hospital
setting, we establish that RNs in hospitals (Van den Heede et al., 2019: 17%; Van den Heede
et al., 2022: 10%) have significantly less confidence in their management to solve reported
problems compared to those working in nursing homes." 64

Rationing in care: documentation of care is more frequently left undone than caring
tasks

Rutten et al. (2021) describes an overall reduction in the administrative tasks of direct
caregivers working on wards with no COVID-19 infections.® Our findings regarding rationing
of care show that tasks which are most frequently left undone as a result of lack of time or
excessive workload are those in relation to documentation (40.3%). Following this result are
tasks with regard to social care (37.9%), and caring, rehabilitation and monitoring (36.5%).
Tasks regarding activities of daily living are least left undone by direct caregivers in our study
sample (25.7%). When comparing these results to those from the most recent SHURP-study
in 2018, we can conclude that the dimensions of care tasks are prioritized in the same manner
(documentation: 42%; social care: 34%; caring, rehabilitation and monitoring: 24.6%;
activities of daily living: 14.2%).# However, we can also conclude that there is a higher degree
of rationing of care amongst the Belgian nursing homes in our sample compared to the
findings of the Swiss study.

Problems with organisational support for personalization of care are reported

Participating nursing home staff indicated the degree to which elements were present that
enabled them to value and recognise residents as individuals and make an attempt to take
the residents' point of view, recognise their life experience and involve their social
environment in the provision of care. Mostly, participants (totally) agreed on items related to
the extent of personalizing care (52.2%). In addition, 39.8% of direct caregivers were in (total)
agreement on items regarding the environmental accessibility of their nursing home. Per last,
31.1% of participants (totally) agreed with statements measuring the amount of organisational
support to provide person-centred care in their work environment. Notably, this result was
rather low for the allied health professionals (22.5%) compared to RNs (36.2%) and care
assistants (34.6%). When comparing our findings to those derived from the SHURP-study in
2018, we establish a higher amount of organisational support to provide person-centred care
(21.5%; 31.1%), yet a lower extent of personalizing care in our participating nursing homes
(68%; 52.2%).* The most prominent differences can be found in how participants assessed
the importance of the quality of the relationship between the staff and the residents over the
tasks that need to be performed (73.6%; 45.3%), and the opportunity that residents are given
to participate in individualised activities of daily living (84.2%; 62.6%).4

RNs frequently perform tasks below skill level with clerical and administrative tasks
performed by nearly all nurses during their last shift

RNs sometimes or often perform tasks below their skill level. During their last shift, 98.2% of
participating RNs have sometimes or often executed clerical duties such as answering the
phone and other administrative tasks. A very similar result (97.9%) can be found when
comparing this result to the report on safe nurse staffing levels in acute hospitals in 2019.1
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B APPENDICES

APPENDIX 1. COMPETENT AUTHORITY AND THE REFERENCE LEGISLATION BY
FEDERATED ENTITIES

Table A1 — Competent authority and legislation for licensing standards of residential care facilities for the elderl

Flemish Community Walloon Region Brussels-Capital Region German-speaking Community

Policy competence for licensing  Flemish Parliament and Government Walloon Parliament and COCOM and College Réuni Parliament and Government of the
Government German-speaking Community
Public interest institution  Agentschap Zorg en Gezondheid AViQ Iriscare Office of the German-speaking
responsible for issuing the Community for a self-determined
license and monitoring licensing life
standards
Reference legislation Flemish Residential Care Decree Walloon code of Health and Ordinance of the Ministry of the Brussels-Capital RD of 21 September 2004
(Woonzorgdecreet) of 15 February Social Action — decretal part®  Region of 24 April 2008
2019y (art 359) and regulatory part®  \D of 6 November 2003¢
(art 1403) RD of 21 September 2004'
MD of 05 December 2012"
Article of the legislation on Interpretation licensing conditions - Annex 120 referred in Article  Article 11 of the ordinance of 24 April 2008 Annex 1 of the RD of 21 September
staffing norms related to standards for nursing homes with- 1403 of the Walloon code of  Article 2, 3 and 5 of the MD of 6 November 2003 2004
licensing and without add_ltlonal licensing and  Health and Social Action Annex 1 of the RD of 21 September 2004 #
short stay, version of 29 November .
2017 Article 2 of the MD of 5 December 2012

#In practice, Iriscare only uses the staffing standards for licensing defined by the Ministerial Decree of 6 November 2003 because they are more demanding than those of the
Royal Decree of 21 September 2004.; COCOM = Commission Communautaire commune (Joint Community Commission); AViQ = Agence pour une Vie de Qualité (Agency for
Quality Living)

a https://fetaamb.openjustice.be/nl/decreet-van-15-februari-2019_n2019030252.htmli; Phttps://wallex.wallonie.be/de/contents/acts/0/117/18.htmi;
chttps://wallex.wallonie.be/eli/arrete/2013/07/04/020132713/2021/12/04; °https.//etaamb.openjustice.be/fr/ordonnance-du-24-avril-2008_n2008031213.htmi;
ehttps.//etaamb.openjustice.be/fr/arrete-ministeriel-du-06-novembre-

2003 _n2003023017#:~:text=Arr% C3%AAt%C3%A9%20minist% C3%A9riel% 20fixant%20le % 20montant,de % 20repos % 20pour%20personnes%20%C3%A29%C3%A9%es;
'https://etaamb.openjustice.be/fr/arrete-royal-du-21-septembre-2004_n2004022802.html; Shitps.//etaamb.openjustice.be/fr/arrete-de-la-communaute-germanophone-du-26-juin-
2009_n2009203931.html; " https://etaamb.openjustice.be/fr/arrete-ministeriel-du-05-decembre-2012_n2012022442.html;' https://www.zorg-en-
gezondheid.be/norminterpretaties-voor-woonzorgcentra-rust-en-verzorgingstehuizen-en-centra-voor-kortverblijf

RD = Royal Decree; MD = Ministerial Decree
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APPENDIX 2. RESULTS CHAPTER

Appendix 2.1. Results on organisational level

Table A2 — Average staffing levels in nursing homes in FTE per professional catego

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13)
Management 1.5 1.7 1.2 1.2
Head nurses 2.6 2.8 1.8 4.0
Registered nurses 1.4 12.8 7.9 13.6
Care assistants 221 24.7 151 26.9
Physiotherapists 1.6 1.7 1.1 3.0
Occupational therapists 0.3 0.2 0.4 0.8
Speech therapists 1.6 1.8 0.8 2.5
Other allied health professionals 0.7 0.7 0.5 1.5
Living assistants 1.4 1.9 0.4 0.8
Administration staff 1.7 1.7 1.0 4.5
Logistic staff 21 29 0.4 1.1
Kitchen staff 5.6 5.8 4.8 7.8
Cleaning staff 7.8 8.0 5.8 14.7

Other 1.3 1.4 1.0 1.2
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Table A3 — Average staffing levels per 30 residents in FTE per professional catego

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13) (n=3)
Head nurses 0.9 0.9 0.7 1.0
Registered nurses 3.8 4.1 3.1 3.9
Care assistants 7.2 7.7 5.9 7.6
Physiotherapists 0.6 0.6 0.4 0.8
Occupational therapists 0.1 0.1 0.2 0.2
Speech therapists 0.5 0.6 0.3 0.7
Other allied health professionals 0.2 0.2 0.2 0.5
Living assistants 0.4 0.6 0.2 0.3
Logistic staff 0.7 1.0 0.2 0.3
Cleaning staff 25 2.4 2.3 44

Table A4 — Organisation of care in nursing homes (%

Belgium Flanders Wallonia Brussels

(n=46) (n=30) (n=13)

RNs have a fixed ward

Percent (totally) disagree 47.8 36.7 76.9 33.3
Percent (totally) agree 52.2 63.3 23.1 66.7
Care assistants have a fixed ward

Percent (totally) disagree 30.4 13.3 69.2 33.3
Percent (totally) agree 69.6 86.7 30.8 66.7

Team of allied health professionals is integrated into the care team
at ward level

Percent (totally) disagree 26.1 26.7 15.4 66.7
Percent (totally) agree 73.9 73.3 84.6 33.3
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Small-scale normalised living is embedded in nursing home

Percent yes 13.0 13.3 7.7 33.3
Percent partially 50.0 53.3 46.2 33.3
Percent no 37.0 33.3 46.2 33.3
The coordinating and advisory physician is very involved, has an

active role in nursing home

Percent (totally) disagree 13.0 13.3 15.4 0.0
Percent neutral 21.7 13.3 46.2 0.0
Percent (totally) agree 65.2 73.3 38.5 100.0

Table A5 — Average number of COVID-19 cases, deaths and infections in nursing homes
Belgium Flanders Wallonia Brussels

Minimum confirmed COVID-19 cases
(n=39; 24; 12; 3)

1in 2020 0.3 0.4 0.2 0.0
21in 2020 0.6 0.6 0.9 0.0
10 in 2020 15 1.5 1.6 1.3
1in 2021 0.2 0.3 0.1 0.3
2in 2021 0.2 0.2 0.2 0.0
10 in 2021 2.1 3.2 0.5 0.0
:::nfirmed and suspected deaths due to COVID-

(n=38; 26; 9; 3)

In 2020 9.5 9.2 7.6 17.7
In 2021 2.6 3.2 1.8 0.0
COVID-19 infections

(n=46; 30; 13; 3)

At the time of the survey 3.3 0.0 3.3 0.0
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Table A6 — Current situation regarding staff attrition due to COVID-19 in nursing homes (%

Belgium Flanders Wallonia Brussels
(n=46) (n=30) (n=13) (n=3)
0% - 5% 80.4 83.3 69.2 100.0
6% -15% 6.5 3.3 15.4
16% - 30% 13.0 13.3 15.4
31% - 45%
> 45%

Appendix 2.2. Results on staff level

Table A7 — Overall evaluation of work environment in nursing %), by type of direct caregiver and by region
Registered nurses Care assistants Allied health professionals

(n=281) (n=548) (n=225)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=187 n=80 n=14 n=377 n=143 n=28 n=126 n=82 n=17

Poor 6.4 3.8 5.6 7.7 3.6 1.6 4.9
Average 28.9 22.5 29.2 15.4 25.0 27.8 20.7 11.8
Good 55.1 65.0 85.7 57.3 67.8 60.7 58.7 65.9 88.2
Excellent 9.6 8.8 14.3 8.0 9.1 10.7 1.9 8.5

Table A8 — with evaluation work environment in nursing homes measured by PES-NWI, percentage that (totally) agreed with items (%), by type of
direct caregiver and by region

Registered nurses Care assistants Allied health professionals

(n=281) (n=548) (n=225)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=187 n=80 n=14 n=377 n=143 n=28 n=126 n=82 n=17
(185-187) (57-81) (11-14) (371-379) (105-141) (28-29) (123-126) (76-82) 17)

Overall score 64.7 73.8 100.0 65.3 76.9 71.4 70.6 74.4 88.2
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Manager ability, leadership and 82.9 54.4 90.9 81.2 64.2 82.1 78.6 65.9 82.4
support
Participation in nursing home 58.8 38.6 63.6 62.3 55.1 67.9 65.1 48.8 41.2
affairs
Collegial relations (unit) 87.0 95.1 100.0 79.8 94.3 100.0 87.8 97.4 100.0
Foundations for quality care 87.7 73.7 100.0 89.2 81.3 85.7 88.9 80.5 82.4
Staffing and resources adequacy 41.2 17.5 36.4 37.7 18.1 46.4 53.2 35.8 47 1

* n for overall score is shown, minimum and maximum n for subscales are shown betwefpen brackets

Table A9 — Evaluation of collaboration and communication with other nursing home staff, percentage that answered with ‘good’ or ‘excellent’ (%),
by type of direct caregiver and by region

Registered nurses Care assistants Allied health professionals

(n=191-280) (n=422-543) (n=161-224)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels

n=146-185 n=35-81 n=10-14 n=310-371 n=89-143 n=23-29 n=100-126  n=48-81 n=13-17
Colleagues in your department 87.0 95.1 100.0 79.8 94.3 100.0 87.8 97.4 100.0
Head of the department 82.9 90.1 100.0 82.6 86.2 88.9 76.6 86.4 100.0
Ward manager 81.3 88.8 100.0 82.1 83.3 96.0 75.4 83.1 87.5
Head of care 71.0 81.8 100.0 74.4 84.7 85.2 71.6 78.2 85.7
Administrator of the NH 66.5 84.0 100.0 69.9 85.6 88.9 711 85.5 62.5
General practitioners 78.3 97.2 100.0 74.5 85.3 96.0 59.2 80.6 73.3
Advisory physician 77.7 77.5 92.3 73.9 79.2 95.8 67.0 74.6 94 .1
Animation staff 79.5 94 .4 100.0 73.9 79.2 95.8 86.2 94.2 100.0
Allied health staff 74.6 90.8 100.0 75.8 92.8 92.6 N/A N/A N/A
Registered Nurses N/A N/A N/A N/A N/A N/A 92.9 96.3 100.0
Care assistants N/A N/A N/A N/A N/A N/A 82.5 95.0 100.0
Cleaning staff 85.5 88.3 100.0 85.7 87.4 100.0 87.9 98.7 94.1

Kitchen staff 76.0 86.1 100.0 77.7 87.1 88.5 79.8 94.8 94.1
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Logistics staff 82.2 83.3 100.0 82.3 86.5 82.6 85.2 96.8 93.3
Volunteers 86.4 97.1 91.7 82.6 93.3 91.3 82.5 93.8 93.8
Administration (e.g. reception) 81.6 86.4 100.0 83.8 92.3 92.9 95.1 97.1 100.0
Social service staff 81.8 80.0 100.0 84.9 84.4 91.3 87.4 85.4 100.0
Technical maintenance staff 81.6 87.8 100.0 84.9 84.4 91.3 83.9 96.2 100.0

* N/A stands for ‘not asked’
** minimum and maximum n for subscales are shown

Table A10 — Resident-to-staff ratio in nursing homes (mean), by region
Registered nurses and care assistants

Type of shift (n=782)
Flanders Wallonia Brussels
n=535 n=205 n=42
Overall 12.0 10.5 6.5
Morning 6.7 7.3 6.4
Day 6.5 8.3 4.7
Evening 11.7 9.0 9.4
Night 40.9 36.7

Table A11 — Burnout high risk analysis, measured by MBI (%), by type of direct caregiver and by region

Registered nurses Care assistants Allied health professionals
High risk (n=283) (n=554) (n=225)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels

n=187 n=81-82 n=14 n=378-379 n=146 n=29 n=126 n=81-82 n=17
Emotional exhaustion 21.4 31.7 0 22.4 28.1 20.7 7.9 22.0 0.0
Depersonalization 16.6 27.2 71 18.7 26.7 10.3 6.3 17.3 59
Reduced personal 29.9 40.2 42.9 26.5 42.5 51.7 15.9 36.6 0.0

accomplishment
* minimum and maximum n for subscales are shown
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%), by type of direct caregiver and by regi

Table A12 — Evaluation of job satisfaction in nursing homes, percentage (very) dissatisfied

Registered nurses Care assistants Allied health professionals
(very) dissatisfied (n=283) (n=548) (n=225)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels

n=187 n=82 n=14 n=375 n=144 n=29 n=126 n=82 n=17

(176-187) (62-82) (13-14) (310-371) (89-143) (21-29) (100-126) (48-81) (13-17)
Overall 15.0 37.8 0.0 12.5 31.3 17.2 6.3 23.2 5.9
Schedule flexibility 19.8 215 7.1 18.6 15.8 17.2 6.5 18.8 13.3
Advancement opportunity 28.3 62.3 28.6 21.6 449 33.3 30.9 59.2 62.5
Independence at work 13.9 16.0 7.7 18.7 14.9 11.1 7.9 114 59
Professional status 21.9 37.8 14.3 16.3 26.0 31.0 19.8 25.0 23.5
Wages 401 52.4 50.0 443 41.7 39.3 214 31.7 64.7
Educational opportunity 24.9 354 35.7 191 24.8 32.1 20.6 31.6 17.6
Annual leave 28.1 325 14.3 25.4 25.9 31.0 23.0 28.2 17.6
Sick leave 27.6 25.8 231 271 22.5 36.4 15.2 23.9 5.9
Study leave 22.7 27.4 46.2 20.3 246 33.3 25.2 29.7 33.3

*n for overall score is shown, minimum and maximum n for subscales are shown between brackets
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Table A13 — Intention to leave current job, and next job interest (%), by type of direct caregiver and by region

Registered nurses Care assistants Allied health professionals
(n=283) (n=552) (n=225)
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=187 n=82 n=14 n=377 n=146 n=29 n=126 n=82 n=17
Intention to leave current job 20.3 39.0 0.0 23.9 25.3 27.6 16.7 23.2 23.5
within year
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=38 n=32 n=0 n=90 n=37 n=8 n=21 n=19 n=4
Same job, in another nursing 29.5 12.8 0.0 24.3 34.0 54.5 24.0 37.0 50.0
home
Other work/other position, 6.8 5.1 0.0 1.7 4.3 0.0 12.0 3.7 0.0
in another nursing home
In the care sector (same 25.0 33.3 0.0 19.8 10.6 18.2 8.0 18.5 50.0
function), not in a nursing home
In the care sector (other function), 6.8 7.7 0.0 10.8 8.5 18.2 20.0 14.8 0.0
not in a nursing home
Not in the care sector 31.8 41.0 0.0 33.3 42.6 9.1 36.0 25.9 0.0
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=184 n=82 n=13 n=366 n=140 n=26 n=126 n=77 n=17
Difficulty to find another job in 56.5 43.9 23.1 54.6 51.4 69.2 65.1 66.2 64.7

the care sector
Percentage (very) difficult
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Table A14 — Staff-perceived quality of work environment, measured by likelihood to recommend their nursing home (%), by type of direct caregiver
and by region

Registered nurses Care assistants Allied health professionals

(n=282) (n=549-552) (n=221-224)

Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels

n=187 n=82 n=13 n=376-378 n=145 n=28-29 n=125 n=79-82 n=17
To colleagues, as a good placeto  75.9 68.3 100.0 76.1 82.8 89.3 84.8 79.7 941

work
Percentage (very) likely
To family or friends, as a good 82.9 67.1 100.0 74.9 75.9 65.5 824 70.7 94.1
place to stay
Percentage (very) likely
* minimum and maximum n for subscales are shown

Table A15 — Staff-perceived quality of care in nursing home (%), by type of direct caregiver and by region

Registered nurses Care assistants Allied health professionals
(n=280-283) (n=545-553) (n=221-224)
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=186-187 n=80-82 n=13-14 n=376-378 n=140-146 n=28-29 n=126 n=75-81 n=16-17
Quality of care 69.5 89.0 100.0 67.5 88.4 89.3 68.3 88.8 941
Percentage good — excellent
Quality of life 64.7 78.0 100.0 65.3 84.8 89.7 56.3 88.9 100.0

(and housing)

Percentage good — excellent

Confidence in management to 52.2 48.8 78.6 55.7 61.7 60.7 54.8 58.0 41.2
solve reported problems

Percentage (very) certain

Resident safety 58.6 56.8 85.7 56.9 63.0 60.7 63.5 64.6 50.0
Percentage (very) good
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Evolution quality of care overone  76.3 91.3 85.7 75.3 87.9 96.6 70.6 84.0 82.4
year
Percentage remained the
same/improved
Evolution quality of life 78.0 90.1 92.9 81.2 90.7 100.0 66.7 84.4 88.2

(and housing) over one year

Percentage remained the
same/improved

* minimum and maximum n for subscales are shown

Table A16 — Evaluation of rationing of care, measured by BERNCA-NH,

Registered nurses

type of direct caregiver and by region
Allied health professionals

percentage sometimes — often
Care assistants

Sometimes — often (n=206-278) (n=398-554) (n=74-221)
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=156-186 n=43-79 n=7-13 n=305-374 n=81-142 n=12-28 n=37-126 n=36-78 n=1-17
Activities of daily living 20.9 31.4 24.6 22.5 33.2 34.2 21.8 33.7 241
Caring, rehabilitation and 36.8 491 31.2 31.2 44.6 44.2 28.7 46.1 22.3
monitoring
Documentation 41.3 50.8 38.5 33.1 39.7 46.4 40.7 471 43.2
Social care 31.6 47.6 40.2 30.3 37.9 59.2 48.1 42.9 36.2

* minimum and maximum n for subscales are shown

Table A17 — Evaluation of organised person-centred care, measured by P-CAT, percentage (totally) agree (%), by type of direct caregiver and by

region
Registered nurses Care assistants Allied health professionals
(totally) agree (n=278-282) (n=535-548) (n=220-224)
Flanders Wallonia Brussels Flanders Wallonia Brussels Flanders Wallonia Brussels
n=185-186 n=79-82 n=14 n=373-377 n=135-142 n=27-29 n=125-126 n=78-81 n=17
Extent of personalizing care 51.2 43.1 70.4 521 51.8 71.8 54.7 48.9 69.7
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Amount of organisational 35.5 41.3 16.1 34.2 36.5 30.0 20.1 28.8 10.3
support
Degree of environmental 36.6 53.3 42.9 354 46.9 45.2 32.9 47.6 38.2

accessibility
*minimum and maximum n for subscales are shown

Table A18 — Tasks below nurses’ skill level performed by RNs during most recent shift, percentage sometimes — often (%), by type of direct caregiver
and by region

Registered nurses

(n=280-283)
Sometimes — often

Flanders Wallonia  Brussels

n=185-186 n=78-82 n=13-14
Answering the phone, administrative tasks 98.4 97.5 100.0
Cleaning up resident rooms and materials 89.2 88.9 92.3
Making beds 83.8 90.2 69.2
General logistic tasks 83.3 87.3 69.2
Serving and clearing meals 81.2 80.2 84.6
Ordering supplies and materials 77.4 69.1 100.0
Resident transport within nursing home 64.0 79.0 84.6
Distribution of incontinence material 59.1 71.6 38.5
Living support 45.2 66.7 69.2

* minimum and maximum n for all items are shown
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