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ABSTRACT
Introduction Professional caregivers’ perspectives on 

dementia and on people living with dementia (PlwD) 

can influence their feelings, judgements and behaviours 

in work situations, for example, how they think about 

symptoms, disease progression and the impact on 

a person’s quality of life. Their individual dementia 

mindset, which can be investigated with the 12- item 

Dementia Mindset Scale (DMS), might influence job 

satisfaction, work- related well- being and person- centred 

care. The aim of the proposed replication study is to 

confirm the results of the original study of the DMS and 

to test whether a malleable mindset is correlated with 

higher levels of caregiver education, dementia- specific 

professional experience/competence and dementia 

knowledge.

Methods and analysis Professional caregivers in 

residential care facilities for older persons who work 

directly with PlwD will be asked to answer an anonymous 

web- based online survey. The survey encompasses five 

standardised questionnaires: the DMS, the Dementia 

Knowledge Assessment Scale, the Oldenburg Burnout 

Inventory, the Job- related Affective Well- being Scale 

and the Sense of Competence in Dementia Care Staff 

Scale. In addition, job satisfaction, the educational 

background, professional experience and work situation 

are surveyed. For replication, the analyses will re- evaluate 

the psychometric properties (structural validity, model fit, 

internal consistency and predictive validity) by applying 

descriptive statistics, regression analysis, confirmatory 

factor analysis and correlation analysis. The additional 

analyses will use descriptive statistics, regression analysis 

and correlation analysis. Rasch analysis will be used to 

rank the difficulty of the items.

Ethics and dissemination This study was approved by 

the ethics committee of the German Society of Nursing 

Science (ID number 23- 004). No personal information will 

be gathered. The results of the study will be distributed 

nationally and internationally through peer- reviewed 

academic journals, conferences, institutional websites and 

journals for nursing care practice.

INTRODUCTION

The particular caregiving- related demands for 
people living with dementia (PlwD) increase 
the risk for adverse effects on the health and 
well- being of professional caregivers.1 Consid-
ering this challenge, Kunz et al.

2 sought to 
determine ‘why some care professionals are 
able to maintain well- being and thrive at work 
while others struggle in this regard’. They 
identified job- related well- being as a particu-
larly important outcome because of its rela-
tionships with job performance,3 turnover 
intentions,4 absenteeism5 and affective organ-
isational commitment.6 Based on the concept 
of mindsets or implicit theories formulated by 
Dweck and Leggett7 and Dweck et al.

8, Kunz et 
al. assumed that how care professionals think 
about dementia (in terms of their ‘dementia 

STRENGTHS AND LIMITATIONS OF THIS STUDY

 ⇒ The sample will be recruited from different facil-

ities, so the data are not associated with specific 

organisational- level characteristics, such as work 

atmosphere, management or working conditions 

and will, therefore, provide a variety of responses.

 ⇒ The survey is anonymous to protect participants and 

to reduce socially desirable response behaviour.

 ⇒ The sample is a convenience sample and the data 

may, therefore, not be representative of the study 

population (professional caregivers in residential 

care in Germany), but we will control this by match-

ing the data with official statistics on nursing staff 

(https://www.destatis.de).

 ⇒ Due to the anonymous character of the survey, 

it is not possible to control for organisation- level 

variables.

 ⇒ Due to the anonymous character of the survey, it is 

not possible to prevent multiple completions by one 

person.

N
e

u
ro

d
e
g
e
n
e
ra

tiv
e
 E

rk
ra

n
k
u
n
g
e
n
 e

. V
. (D

Z
N

E
). P

ro
te

c
te

d
 b

y
 c

o
p
y
rig

h
t.

 o
n

 S
e
p

te
m

b
e

r 2
3
, 2

0
2
4

 a
t D

e
u

ts
c
h

e
s
 Z

e
n

tru
m

 fu
r

h
ttp

://b
m

jo
p
e
n

.b
m

j.c
o
m

/
B

M
J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 1

0
.1

1
3

6
/b

m
jo

p
e

n
-2

0
2

3
-0

8
1

3
5

5
 o

n
 1

3
 S

e
p
te

m
b
e
r 2

0
2
4
. D

o
w

n
lo

a
d
e
d
 fro

m
 



2 Albers B, et al. BMJ Open 2024;14:e081355. doi:10.1136/bmjopen-2023-081355

Open access 

mindset’) might have an influence on dementia care and 
on important caregiver outcomes. Further, they assumed 
that understanding the dementia mindsets of care profes-
sionals might help to explain differences in the experi-
ence of care professionals between individuals.2

According to the concept of mindsets,7 8 people have 
different implicit theories (mindsets) about how fixed or 
flexible human characteristics are. A distinction is made 
between a fixed mindset and a malleable mindset. People 
with a fixed mindset perceive attributes as invariable and 
unchangeable, whereas people with a malleable mindset 
perceive attributes as flexible and changeable. Mindsets 
are domain- specific, that is, a mindset regarding one 
trait (eg, intelligence), bundles the person’s perception 
of the stability of this trait, whereas other traits may be 
evaluated differently at the same time. Mindsets affect 
not only judgements but also emotional reactions and 
behaviour. ‘(I)n the face of challenges or setbacks, a fixed 
mindset leads to quick, global trait judgements as reasons 
for negative outcomes, which induce helpless responses 
(eg, depression, diminished motivation, and lower self- 
efficacy)9 (…). In contrast, (…) a malleable mindset 
induces a mastery orientation and fosters motivation8 
because it engenders a focus on factors or strategies that 
can affect a particular outcome’.2

Kunz et al.
2 built on this research suggesting that mind-

sets can have significant effects on human function, for 
example, memory performance,10 mental health,11 weight 
loss,12 academic success,13 work performance,14 affective 
well- being and life satisfaction,15 depression16 and future 
psychological distress.17 Having a fixed mindset was 
generally more detrimental to well- being than having a 
malleable mindset.7 18 They translated the idea of mind-
sets into the context of dementia- specific care and devel-
oped a standardised survey instrument to measure the 
dementia- related mindset of professional caregivers. The 
Dementia Mindset Scale (DMS) measures the extent to 
which professional caregivers view dementia as invari-
able and fixed (ie, the caregiver has a fixed dementia 
mindset) or as flexible and malleable (ie, the caregiver 
has a malleable dementia mindset). The authors defined 
a fixed dementia mindset as ‘the belief that the expres-
sion and progression of dementia symptoms, and how 
the expression and progression of dementia symptoms 
impact on that person’s quality of life are attributes that 
cannot be influenced by the external (social or physical) 
context’. They defined a malleable dementia mindset 
as ‘the belief that the expression and progression of 
dementia symptoms, and how the expression and progres-
sion of dementia symptoms impact that person’s quality of 
life are attributes that can be influenced by the external 
(social or physical) context’.2 Kunz et al.

2 assumed that 
a fixed dementia mindset stems from a biomedical view 
of dementia19 and would result in helpless behaviour 
in challenging situations. They expected ‘that a fixed 
dementia mindset would negatively predict well- being, 
as changes in dementia symptoms and its effects are 
perceived to occur mainly as a result of pharmacological 

interventions, whereas the behavioural effort of care 
professionals is deemed irrelevant. Therefore, individuals 
with a fixed dementia mindset may feel less hopeful and 
optimistic and thus less well, satisfied and confident and 
more burned out in their own competence in dementia 
care’.2 In contrast, a malleable dementia mindset reflects 
a person- centred perspective on dementia20 and, in a chal-
lenging situation, would lead to an evaluation of poten-
tial interventions focused on meeting the needs of the 
person with dementia. They expected that ‘a malleable 
dementia mindset would foster the belief in care profes-
sionals that dementia and its effects on the person can be 
influenced. This underlying belief may result in hope and 
optimism, both of which are affective states that are posi-
tive in nature and may increase feelings of well- being,21 
job satisfaction22 and level of engagement at work.23 It 
may also facilitate confidence in one’s own competence 
in dementia care24 and the belief that one is able to deal 
with emerging stressors at work.25 2

The development of the DMS was pursued in four 
studies with current and prospective care professionals 
in Germany.2 It comprised the generation of items and 
content adequacy (study 1; n=16 participants), testing 
items for comprehensibility (study 2; n=11), assessing 
the exploratory factorial structure and psychometric 
properties of the scale (study 3; n=203), and investi-
gating its predictive validity for care professionals’ well- 
being and confirmatory factorial structure (study 4; 
n=204).

In this study, we plan to systematically replicate26 the 
measurement instruments and analyses from study 4. A 
deliberate difference from the study by Kunz et al.

2 will 
be in the selection of the sample or target group. The 
previous study surveyed a mixed sample of registered 
nurses, therapeutic and recreational staff, social workers 
and individuals working in administrative or manage-
ment positions. The current study intends to survey 
nurses and nursing assistants in licensed nursing homes 
with a supply contract to strengthen the level of evidence, 
especially in this target population. The definition of 
German nursing homes is in line with the international 
definition by Sanford et al.: ‘A nursing home is a facility 
with a domestic- styled environment that provides 24- hour 
functional support and care for persons who require 
assistance with ADLs and who often have complex health 
needs and increased vulnerability’.27

The rationale for this study is to confirm the results 
of the DMS and to test the sensitivity of the instrument. 
The instrument should be suitable for identifying care-
givers with different dementia mindsets. On this basis, it 
should be possible to align trainings or interventions with 
existing mindsets in the nursing team, to measure the 
influence of the dementia mindset on the effectiveness 
and implementation of trainings or interventions and 
possibly develop interventions that target the dementia 
mindset of professional caregivers.
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Aims and research questions

This replication study aims to confirm the results of 
the original study 4 by Kunz et al.

2 regarding model fit, 
internal consistency and predictive validity. Furthermore, 
it aims to test whether a malleable mindset is associated 
with a higher level of professional caregivers’ educa-
tion, higher dementia- specific professional experience/
competence among professional caregivers and higher 
dementia knowledge among professional caregivers.

The research questions are as follows:
 Which structural model fits our data?
 Does the two- factor structure model described in 

Kunz et al.
2 also fit in our sample?

 Does the present 12- item scale show internal consist-
ency (reliability)?

 Does the present 12- item scale show predictive validity 
with the external criterion ‘work- related well- being’?

As an extension of the replication, the current study 
addresses the following additional questions:

 What thresholds (cut- off points) are appropriate for 
assigning professional caregivers to a specific mindset?

 What is the prevalence of the two different dementia 
mindsets among professional caregivers?

 Is a malleable dementia mindset positively associated 
with a higher level of education among professional 
caregivers?

 Is a malleable dementia mindset positively associated 
with higher dementia- specific professional experi-
ence/competence among professional caregivers?

 Is a malleable dementia mindset positively associated 
with higher dementia knowledge among professional 
caregivers?

METHODS AND ANALYSIS

Design and sample

The study is designed as a systematic replication28 of the 
original study (part 4) by Kunz et al.2 The replication varies 
in data collection method to achieve a larger sample size 
with a primary focus on care professionals in nursing 
homes. In addition, we expanded the original question-
naire to include an instrument (Dementia Knowledge 
Assessment Scale (DKASg))29 to assess dementia knowl-
edge, one item on personal experience with dementia 
and further sociodemographic items.

The study is scheduled to run from March 2023 to July 
2024. The sample will consist of professional caregivers 
(nurses and nursing assistants), regardless of the level of 
education or hierarchy, working in residential care facili-
ties for older persons who have direct contact with PlwD 
in their work.

We opted for an anonymous web survey with primarily 
direct field access in order to achieve a high response 
rate, to prevent participants from negative effects and to 
exclude adverse reactions (eg, evaluation apprehension) 
as far as possible.28 30 For direct field access, we decided 
to distribute the call for the survey widely via social media 
platforms (eg, Facebook, Instagram and X), where the 
DZNE has contact with caregivers in relevant groups and 

influencers. If we do not reach our sample size in this 
way, we would make gradual adjustments for further field 
access. For this, we would use professional mailing lists 
to address (a) cooperation partners in the field and (b) 
management levels of nursing homes in Germany with 
the request to advertise participation in the study among 
the nursing staff.

To validate the questionnaire, we used the a priori defi-
nition for the necessary subjects to items and the formula 
proposed by Fleiss et al.

31 to access the needed sample 
size. With the 12 items, an alpha level of 5%, a power of 
80% and an expected reliability value (Cronbach’s alpha) 
of at least 0.70 (Cronbach’s alpha was 0.80 in the refer-
ence study), a total of n=107 participants are needed. For 
a power of 90%, n=142 participants would be needed if 
we only have chosen to base our sample size using this 
method.

In addition, we calculated the size of a representative 
sample because our aim is to estimate the prevalence of 
the two different dementia mindsets among professional 
caregivers, knowing that we will only achieve a conve-
nience sample for methodological (eg, limited access to 
nursing staff) and ethical reasons (eg, voluntary participa-
tion). Nevertheless, we are aiming to give every member 
of the target group the opportunity to take part in the 
survey by conducting an online survey that is distributed 
nationwide. For the purpose of quality evaluation, we will 
control our sample by matching the data with official 
statistics on nursing staff (https://www.destatis.de). For 
the calculation of a representative sample (see table 1), 
we use Jacobs et al. who reported the number of profes-
sional caregivers in inpatient geriatric care in Germany 
to be 421 287 persons in 2020.32 This number is used as 
the target population. The calculations were performed 
by using the R software.33

With the usual values of 95% CI, 5% error and 50% 
prevalence, a total of n=384 participants would need to 
be recruited. This number of cases corresponds to our 
target sample size and thus exceeds the minimum sample 
requirements relevant for questionnaire validation (Cron-
bach’s alpha). The basic statistical assumption of equally 
distributed access possibilities of the target population 
is invalid, strictly speaking. Based on our recruitment 
options, it can be assumed that the potential number 
of participants is significantly smaller than the target 

Table 1 Sample size calculation for representativeness

CI Sample size

80% 164

90% 270

95% 384

98% 540

99% 662

With the usual values of 95% CI, 5% error and 50% prevalence, a 

total of n=384 participants would need to be recruited.
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population. Since the informative value of the study has 
the highest priority, we calculated generously to arrive at 
384 participants.

Data collection and instruments

Data collection will take the form of a web- based online 
survey.34 For this purpose, the survey software Lime-
Survey hosted by the DZNE will be used. A structured 
individual survey with standardised questionnaires will be 
conducted. Participants will be informed that participa-
tion is voluntary and anonymous. No personal identifying 
data will be gathered. They will receive information about 
the intention of the study and instructions for completion 
of the survey. The data collection is planned from May 
2023 to 31 December 2023. The data collection may be 
extended beyond this date in order to reach the target 
sample.

The survey entails the German versions of the following 
instruments:

Dementia mindset: DMS

The DMS consists of 12 items. Six items measure a 
malleable dementia mindset, and six items measure 
a fixed dementia mindset. Rating is on a 5- point scale 
ranging from 1 (strongly disagree) to 5 (strongly agree). 
For each domain (malleable and fixed), a mean score will 
be calculated.2

Burn-out: Oldenburg Burnout Inventory

The Oldenburg Burnout Inventory is a tested instrument 
to measure two main dimensions of burn- out: exhaustion 
and disengagement from work. The instrument includes 
16 items in total, with eight positively and eight negatively 
worded items. The answer categories for each item are 
measured on a 4- point scale from 1 (strongly agree) to 
4 (strongly disagree). The score for each subscale will be 
calculated by summing up the related questions. Both 
subscales are summed up for the total score (16–64 
points).35

Job-related affective well-being: 20-item Job-related Affective 

Well-being Scale

The 20- item (short version) scale is designed to assess 
people’s emotional experiences at work. Every item 
represents one emotion (either negative or positive). 
Respondents rate how often they have experienced each 
emotion at work over the prior 30 days on a 5- point scale 
(never, rarely, sometimes, quite often and extremely 
often/always). A total score (20–100 points) will be calcu-
lated by summing up all 20 items.36

Subjective sense of competence in caring for PlwD: Sense of 

Competence in Dementia Care Staff Scale

The Sense of Competence in Dementia Care Staff is an 
instrument measuring the sense of caregiving competence 
in professional caregivers. The 17- item questionnaire 
instrument comprises four subscales (professionalism, 
building relationships, care challenges and sustaining 
personhood). The answer categories for each item are 

measured on a 4- point scale from 1 (not at all) to 4 (very 
much). A total score (17–68 points) will be calculated by 
summing up all items. Higher scores indicate a greater 
sense of competence.24

Dementia knowledge: DKASg

In the 25- item DKASg scale, participants are asked to read 
and respond to statements about dementia that are factu-
ally correct or incorrect. There are five response options 
(false, likely false, likely true, true and do not know), 
which will be recorded into scoring points (0–2) for a 
correct answer. The scoring points will be summed up to 
calculate a total score (0–50 points). A higher value indi-
cates greater knowledge about the dementia syndrome. 
The DKAS has been proven to be a reliable and valid 
measure of the dementia knowledge of different health 
professionals.29

Job satisfaction will be assessed with the item ‘Please 
indicate how satisfied you were at work within the last 4 
weeks’ (1=very unsatisfied and 7=very satisfied).2 More-
over, we will gather single sociodemographic items 
(including education), professional background and 
personal experience in the care of relatives or close 
friends with dementia.

Data analysis

The data will be described using descriptive statistical 
analyses. This includes information on the frequency 
distribution (eg, absolute and relative frequencies) of 
the individual questionnaire items as well as evaluations 
analysed using measures of location and dispersion. In 
addition, correlations between dementia mindsets and 
other constructs, such as ‘dementia knowledge’, ‘job satis-
faction’ and ‘affective well- being’, as well as sociodemo-
graphic data (see table 2), will be analysed.

The analyses planned in this study replicate the anal-
yses in study 4, except for those of situation- specific posi-
tive and negative emotions. The emotional responses to 
work situations were assessed with a situational judge-
ment test, which requires considerable time for partici-
pants to respond. Further, care professionals indicated 
their emotional responses to care situations based on four 
different emotional reactions (delighted, calm, annoyed 
and depressed), which does not represent a validated 
instrument to measure emotional responses. A compar-
ison of the descriptive statistics of the individual instru-
ments with those in Kunz et al.

2 is intended but is not 
listed separately in table 2 for reasons of conciseness. In 
addition, a set of analyses will be performed that extend 
the replication. Both the methods used by Kunz et al.

2 and 
the additional methods correspond to the recommenda-
tions of the COSMIN (Consensus- based Standards for the 
selection of health Measurement INstruments) guide-
line.37 This guideline also provides criteria (threshold 
values) for ‘good’ measurement properties regarding the 
methods (CFA, Rasch and Cronbach’s alpha), which we 
take into account for the interpretation of the results. 
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Table 2 Measurements, planned analyses and assumptions

Measurements Statistics and quality criteria Assumptions

Sociodemographic 

and context data:

 Age

 Gender

 Tenure

Sample description:

External validity

Representativeness of professional caregiver in residential long- 

term care.46

Regression analysis:

Control variables (age, gender, tenure)

Research team:

We aim to have a sample that is representative of our target population (the 

sample group must represent the population as a whole) in the variables of age, 

gender, work experience, etc.

For this purpose, we will use the information on the population from ‘Gesundheit 

Statistik Gesundheitsberichterstattung des Bundes’ (https://www.destatis.de). 

Deviations that may occur will be reported.

(+)

 Education level

 Leadership 

responsibility

 Setting

 Job scope

 Work experience

(+)

Research team:

We assume the following correlation: A malleable dementia mindset shows 

a positive correlation with a higher level of education among professional 

caregivers.

(+)

Personal experience 

in the care of relatives 

or close friends with 

dementia (yes/no).

(+)

Correlation analyses: Point biserial correlation

(+)

Research team:

We assume the following correlation: Personal experience shows a positive 

correlation with a malleable dementia mindset.

Dementia Mindset 

Scale2

Malleable and

Fixed Mindset

Construct validity:

Confirmatory factor analysis47

Model: Two- factor structure

If the two- factor model doesn’t fit an exploratory model will be 

applied.

Decision for construct validity based on Kunz et al.2:
Model: Two- factor structure (χ 2=100.793, df=53, p<0.001, GFI=0.920, 

CFI=0.906, RMSEA=0.067) statistically significantly different from the one- factor 

model that fit the data less well.

The two factors were negatively correlated with each other (r=−0.38***).

Cronbach’s alphas were 0.77 for the fixed Dementia Mindset Scale and 0.73 for 

the malleable Dementia Mindset Scale
Correlation analyses and internal consistency: Cronbach’s alpha, 

point biserial correlation, product- moment correlation

(+)

Rasch validity of scales:

The assumptions of the Rasch model,38 48 that is, 

unidimensionality (malleable and fixed dementia mindset), local 

stochastic independence, specific objectivity, sufficient statistics 

and equal discriminatory power, are tested.

Identify thresholds (cut- off points) which are appropriate for 

assigning professional caregivers to a specific mindset.

(+)

Rasch validity of scales:

The essential conditions for the summation of the dementia mindset scales are 

satisfied.

(+)

Estimation of prevalence:

An estimate is sought for the prevalence of the dementia 

mindsets. Proportion and CIs

(+)

Research team:

As we have no prior knowledge of the prevalence for the target population, we 

estimated the mindset distribution at 50:50 (see sample size calculation)

Continued
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Measurements Statistics and quality criteria Assumptions

(+)

The Dementia 

Knowledge 

Assessment Scale29

(+)

Regression analyses:

Independent variables (malleable and fixed dementia mindsets)

Control variables (age, gender, tenure)

(+)

Research team:

We hypothesise that a malleable dementia mindset will make a positive 

explanatory contribution to knowledge of dementia disease

Malleable

Fixed
(+)

Correlation analyses: Point biserial correlation, product- moment 

correlation

Oldenburg Burnout 

Inventory (OLBI)35 

OLBI—disengagement

OLBI—exhaustion

Regression analyses:

Independent variables (malleable and fixed dementia mindsets)

Control variables (age, gender, tenure)

OLBI—disengagement

Malleable (Beta=−0.18**)

Fixed (non- significant)

Correlation analyses:

Point biserial correlation, product- moment correlation

OLBI—disengagement2:

OLBI—exhaustion2:

Malleable (non- significant)

Fixed (non- significant)

Job- Related Affective 

Well- Being Scale 

(JAWS)36

Regression analyses:

Independent variables (malleable and fixed dementia mindsets)

Control variables (age, gender, tenure)

JAWS2:

Malleable (non- significant)

Fixed (non- significant)

Correlation analyses: point biserial correlation, product- moment 

correlation

Job satisfaction2 Regression analyses:

Independent variables (malleable and fixed dementia mindsets)

Control variables (age, gender, tenure)

Job satisfaction2:

Malleable (non- significant)

Fixed (non- significant)

Correlation analyses: point biserial correlation, product- moment 

correlation

Sense of Competence 

in Dementia Care Staff 

(SCIDS) scale24

Regression analyses:

Independent variables (malleable and fixed dementia mindsets)

Control variables (age, gender, tenure)

SCIDS2:

Malleable (beta=0.17*)

Fixed (non- significant)

Correlation analyses: Point biserial correlation, product- moment 

correlation

(+) additional measurement, analyses and assumptions based on considerations of the research team.

*p<0.10, **p<0.05, ***p<0.01.

CFI (Comperative Fit Index), GFI (Goodness of Fit Index), RMSEA (Root Mean Square Error of Approximation)

Table 2 Continued
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Additionally, Andersen’s likelihood ratio test38 will be 
used to test whether a Rasch model fits the data.

Table 2 presents the measurements, the planned anal-
yses and our prior assumptions, which are primarily based 
on the study by Kunz et al.2 The quality criteria, the asso-
ciated statistical test procedures and the software solution 
are listed.

To re- evaluate the scale, following the study of Kunz et 
al.,

2 model fit, internal consistency and predictive validity 
will be determined. To determine predictive validity, 
the predictive power of the dementia mindset on work- 
related well- being among professional caregivers will be 
examined.

Patient and public involvement

Patients, the public or nursing staff will not be involved 
in the study in terms of patient and public involvement. 
Members of the study team have professional experience 
as nurses or with working in nursing homes. In addition, 
the topic of dementia mindsets and the details of the 
study are discussed with professionals working in nursing 
homes at a conference on dementia mindsets that we are 
hosting.

ETHICS AND DISSEMINATION

The ethics committee of the German Society of Nursing 
Science (registered association) approved this study on 
31 March 2023 (ID number: 23- 004). The study will be 
carried out in compliance with research ethics princi-
ples.39 No personal data will be gathered; the survey will 
be conducted anonymously. Sociodemographic informa-
tion is requested in aggregated form (eg, age groups) to 
ensure that participants will not be identifiable.

During recruitment, participants receive written infor-
mation. Detailed information will be provided prior to 
the survey commencement. Participants will be informed 
that their willingness to voluntarily participate in the 
anonymous survey is indicated by actively starting the 
survey (implied informed consent).40 Participants will 
be able to withdraw from the survey at any time without 
incurring any negative consequences. Participants will 
not be reimbursed for their participation.

All data will be stored at the DZNE site Witten and can 
be requested by contacting  data-  management-  witten( at) 
dzne. de.

The results of this study will be primarily published 
in peer- reviewed open- access academic journals and 
presented at national and international conferences. In 
addition, we plan to publish the results on the DZNE 
website and in a journal addressing professional care-
givers, that is, the study population.

DISCUSSION

The planned study will provide data to confirm the validity 
and reliability of this new scale. The replication may 
strengthen the evidence of the DMS and may provide the 

basis for its increased use in different research studies. 
The extension of the replication will add more knowledge 
about the quality of the DMS by testing the assumptions 
of the Rasch41 model (unidimensionality, local stochastic 
independence, specific objectivity, sufficient statistics and 
equal discriminatory power). The aim is to investigate 
whether threshold values can be determined based on 
item difficulty in order to assign professional caregivers to 
a specific dementia mindset. Furthermore, we will gather 
the first data regarding the prevalence of both mindsets, 
malleable and fixed, in the population of nurses and 
nursing assistants working in German nursing homes. In 
addition, the results of this study will help to understand 
the relationships between dementia mindset and other 
constructs (see table 2) that are relevant in professional 
dementia care and corresponding research.

As an extension of the replication, we will include 
measures for education, experience and knowledge. The 
rationale behind this is that experience and knowledge, 
gained from education and from real situations, facili-
tate professional caregivers’ ability to handle care situa-
tions and to adequately care for PlwD, for example, to 
deliver person- centred care.42 Therefore, we will include 
education level not only as sociodemographic informa-
tion but also as an independent variable, assuming that a 
malleable dementia mindset shows a positive correlation 
with a higher level of education among professional care-
givers. Furthermore, we will include personal experience 
in the care of relatives or close friends with dementia 
as an independent variable. We assume that personal 
experience shows a positive correlation with a malleable 
dementia mindset. Personal experience means that one 
has already interacted intensively and on a personal (not: 
professional) level with a person living with dementia. In 
this interaction, one might have experienced the possi-
bilities of influencing the situation of PlwD, even in later 
phases of the disease. In addition, we will include the 
concept of dementia knowledge because we hypothesise 
that a malleable dementia mindset will make a positive 
explanatory contribution to knowledge of dementia 
disease.

Data will be collected through an anonymous web 
survey. The idea is to increase the response rate and to 
reduce the likelihood of socially desirable responses, 
which might be encouraged by the questionnaires used, 
including the DMS. This means, however, that it is neither 
possible to prevent multiple completions by one person 
nor to control for organisation- level variables. The sample 
will be recruited from different facilities that might be 
characterised by varying features, such as organisational 
culture. Consequently, the data are not affected by the 
features of one specific organisation, and therefore, 
will provide variance of responses. However, individual 
mindsets could also be influenced by the organisational 
culture of the nursing home, work atmosphere, manage-
ment or working conditions.43 Due to the anticipated 
difficulty of reaching the target population, we decided to 
collect a convenience sample. We aim at the participant 
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group of nurses and nursing assistants in residential 
care. However, participation of nurses working in other 
settings or from nursing home staff not directly involved 
in care is possible. In the survey, we will collect data on 
the profession, current occupation and workplace setting 
of the participants. Based on this information, we will 
be able to include only the relevant study population in 
the analysis. For recruitment, we use different strategies, 
for example, social media, mailing lists and professional 
research networks; therefore, the data may not be repre-
sentative of care professionals in German nursing homes, 
but we will control this by matching the data with official 
statistics.

In the future, the DMS might be useful for identifying 
staff training opportunities, preparing tailored interven-
tions that target care professionals’ behaviour in care situ-
ations and evaluating the effectiveness of interventions 
that target care professionals’ mindsets. The dementia 
mindset of care professionals was reported to be able to 
predict job- related well- being, and a malleable mindset 
was associated with lower levels of disengagement 
(burn- out) and a higher sense of competence.2 A fixed 
dementia mindset was negatively associated with reported 
person- centred care,44 which is of the highest relevance in 
dementia care.

In the context of nursing homes, dementia care and 
concepts such as person- centred dementia care are 
playing an increasing role, as PlwD represent the majority 
of nursing home residents.45 The goal of person- centred 
dementia care is to maintain personhood by supporting 
people’s autonomy, fostering and maintaining relation-
ships and satisfying psychosocial needs.20 These goals 
are related to the mindset of professional caregivers. For 
example, in the case of a malleable dementia mindset, 
professional caregivers may believe that the impact or 
progression of dementia symptoms can be reduced or 
slowed through meaningful interactions and activities. 
Based on this belief, professional caregivers might adapt 
their behaviour towards PlwD. Kunz et al.

44 did not find 
their hypothesis that a malleable dementia mindset 
positively predicts reported person- centred care to be 
supported. However, they found that a fixed dementia 
mindset negatively predicted reported person- centred 
care. In addition, positive emotional responses to care 
situations were identified as facilitators of person- centred 
care.

Influencing the dementia mindset of care professionals, 
for example, through training, might also benefit the 
effectiveness and implementation of person- centred inter-
ventions. In addition, established training programmes 
for person- centred care might benefit from the inclusion 
of mindset sensitivity. Thus, a better understanding of the 
dementia mindset construct and strengthened evidence 
of the DMS can help to prevent care professionals’ attri-
tion and can contribute to the future implementation of 
person- centred dementia care.
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