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ABSTRACT 
Rationale, aims and objectives: Guidelines are intended as a means of getting 
research evidence into practice and ensuring provided care is of sufficient 
quality. However, the effect of guidelines is hindered by limited guideline 
adherence. The aim of this study is to identify and classify barriers to adherence 
by nurses to a guideline on delirium care. 
Methods: Open-ended interviews were conducted with a purposive sample of 63 
research participants. The sample included 28 nurses, 18 doctors and 17 policy 
advisors working in 19 hospitals in the Netherlands. The interviews were 
conducted between June and September 2011. The data were analysed using 
thematic analysis. 
Results: Barriers to guideline adherence that were identified could be grouped 
into four themes: motivation and goals, knowledge and skills, professional role 
and identity, and context and resources. While the interviews with nurses, 
doctors and policy advisors produced similar views of the current situation, 
doctors and policy advisors placed a higher importance on education as a means 
of stimulating adherence. 
Conclusions: This study illustrates that individual, social and organizational 
factors play a role in nurse's adherence to a delirium guideline. The potential 
benefits of following a guideline, both for patients and for nursing staff, need to 
be highlighted in order to motivate nurses. When formulating new guidelines, 
nurses' perceptions of their professional role and patient care need to be taken 
into account to ensure that policy makers and managers are realistic about 
guideline adherence and engage with nurses from a position of mutual respect 
and trust. 
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INTRODUCTION 
Studies have shown the difficulty of persuading health care professionals to adhere to 
guidelines regarding the provision of care [1–3]. These guidelines are put forward as 
a means of getting research evidence into practice and are generally aimed at 
ensuring that the provision of care is of sufficient quality [4,5]. Why is it that health 
care professionals show reluctance in following guideline recommendations? Most 
studies have focused on barriers to doctor's adherence to guidelines rather than to 
nurses and other health care professionals [6]. Yet considerable consequences can be 
expected to flow from nurses' adherence or failure to adhere to guidelines. Nurses 
attend most frequently to patients, given their role and location in immediate care 
duties by the bedside. Despite increased knowledge about factors influencing 
guideline adherence and implementation, few clear answers have been given to the 
question of how to successfully introduce clinical guidelines into practice [3,7]. 
The opportunity for the current examination of guideline adherence was provided by 
a national patient safety programme in the Netherlands, which resulted in a guideline 
on care for older hospitalized patients being delivered in 2009 [8]. This was aimed at 
care for patients aged 70 and over, and included recommendations regarding 
delirium care. The guideline was based upon existing evidence regarding care for 
older patients, as well as expert opinion. The guideline recommends that delirium 
care includes nursing activities, such as screening patients for the risk of developing 
delirium, assessing patients for delirium, initiating preventative measures and 
supporting treatment (Box 1). The Dutch Health Care Inspectorate found that in 2010 
only 56% of hospital wards screened 80% or more of the older patients for the risk of 
developing delirium [9]. Of the patients at risk, only 50% were monitored for the 
presence of delirium using an assessment instrument, such as the Delirium 
Observation Screening Scale (DOSS) [10]. This indicates that, although an evidence-
informed guideline was available for delirium care, nurses do not follow it 
consistently. Similar results have been found for health care professionals in the 
United States [11,12]. 

[BOX 1] 
Research indicates that the focus on barriers to guideline adherence ought to be more 
broadly based, showing that barriers can be found at several levels [6,13–15]. A 
combined focus on older people and nurses provides an opportunity to test this 
broadly based focus on guideline adherence. Older people comprise a large 
proportion of the patient population worldwide, and this proportion is only expected 
to increase [16]. This implies that looking specifically at guidelines aimed at older 
patients and the possible barriers that play a role in adherence to these guidelines is 
of importance for quality of health care now and will become even more so in the 
future. Furthermore, older people are more likely than younger people to suffer 
multiple conditions simultaneously, creating greater risks from treatment that is 
poorly coordinated [17], as well as from possible conflicting guidelines. 
This paper focuses, in particular, on nurses' behaviour regarding delirium care for 
older patients and the factors that influence that behaviour, as a window onto their 
adherence to guidelines. If guidelines are valued by policy makers, we need to know 
the range of barriers to guideline adherence and be able to conceptualize them. The 
aim of this study was to identify and classify barriers to guideline adherence by 
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nurses, by exploring the perceptions of nurses and other professionals regarding the 
implementation of a guideline on delirium care. 

METHODS 

Study design and setting 
This qualitative study was conducted between June and September 2011 and 
consisted of 63 open-ended interviews. We chose this approach because interviews 
can offer insight into experiences and attitudes, as well as intentions that inform 
people's behaviours [18]. This qualitative study was part of a larger research project 
focusing on the effect of e-learning on delirium care for older patients: a stepped 
wedge trial on the effect of e-learning on delirium care [19]. 
Data were gathered in 19 Dutch hospitals, which included 2 university hospitals, 6 
tertiary teaching hospitals and 11 general hospitals, varying in size (from 138 to 1230 
beds) and geographical location. The hospitals that responded to the invitation within 
the inclusion period were included in the study, provided they had already started 
working according to the government-sanctioned guideline of care for older patients 
[8]. This criterion was chosen to ensure that the hospitals would be able to supply 
relevant data. Nearly all hospitals in the Netherlands were initially invited (81) to 
participate in the study, excluding specialized hospitals such as eye clinics and 
cancer hospitals, and 10 hospitals already participating in a different study 
concerning care for older patients. Thirty hospitals responded positively to the 
invitation, six of which responded outside the inclusion period. Five hospitals 
declined to participate after receiving more information about the study – one after 
already being enrolled in the study – mostly due to time constraints. 

Participants 
Interview participants were selected by asking the contact person for the study in 
each hospital, generally a policy advisor or team leader, to provide the research team 
with the names of persons willing to participate. The aim was to interview at least 
one doctor, one nurse and one policy advisor per hospital, all with experience 
regarding care for older patients, either directly or indirectly. Policy advisors were 
employed by the hospital and involved with developing, implementing and 
monitoring hospital policy. While some had a clinical background, this was not 
necessarily the case. 
Our goal was to speak with individuals who could provide information and 
perspectives on processes and practices in the hospital for delivering care to older 
patients. 
Some contact persons suggested that in order to gain a more rounded view of care for 
older patients in their hospital, an interview with a fourth person was necessary. If 
this was the case, such an additional participant was also approached. We chose a 
wide selection of professionals, from a large number of hospitals, in order to gain 
insight into the different experiences with, and diversity of opinions on, care for 
older patients and the guideline on delirium care. Clinicians were recruited both from 
general medical and surgical wards and from specialty geriatric units. On average, 
3.5 persons per hospital were interviewed, with three being the minimum and five the 
maximum number of participants for a single hospital. See Table 1 for the sample of 
interviewed health care professionals. 
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[TABLE 1] 

Data collection 
The open-ended, semi-structured interviews were conducted by two researchers (RI 
and LS) using a topic guide based upon a review of implementation literature [15]. 
For policy advisors, the focus was on their experiences with introducing the 
guideline on care for older patients into their hospital. Nurses, policy advisors and 
doctors were questioned to gauge their perspectives on the behaviour and attitude of 
nurses regarding care for older patients and the delirium guideline, as well as their 
own experiences. 
All participants were initially approached by the hospital's contact person for the 
study, with whom the researchers maintained contact during the research period. The 
contact person and subsequently the researcher conducting the interview explained 
the study aims and methods. The participants were assured that their individual 
comments would remain confidential. Research ethics committee approval was 
obtained for the study protocol of the larger research project, which included this 
qualitative study. 
Interviews were conducted until data saturation was reached, meaning that no new 
ideas or themes emerged during the interviews [20]. Overall, the interviews lasted 
between 30 and 75 minutes. They were audio-taped and later transcribed by the 
researchers. Three participants were interviewed by phone, for which transcription 
was undertaken by hand. Reliability of transcription was enhanced by returning the 
transcripts to the participants for verification and comment [21]. The interviews took 
place at a location convenient for the participant, generally a meeting room or office 
in their hospital. The interviews were conducted and analysed in Dutch. 

Data analysis and rigour 
The interview transcripts were coded by the two researchers who conducted the 
interviews, using MAXQDA 2007 (VERBI). A coding structure was developed by 
these researchers prior to coding, to facilitate the thematic qualitative analysis. This 
structure was based upon the theoretical background that was used when assembling 
the topic guide and other implementation literature [15,22]. 
The coding structure was expanded and modified after both researchers 
independently coded the same interview transcript and discussed the differences in 
assignment of codes and interpretation of codes [23]. Following the coding of all 
transcripts, the researchers each independently coded five transcripts that had already 
been coded by the other researcher. For these 10 transcripts, the double set of codes 
were discussed until consensus was reached [24]. This led to a further modification 
of the coding structure. Subsequently, all coded transcripts were reviewed and 
checked against the final coding structure. Codes were then categorized and themes 
were identified. 

RESULTS 
In the following section, the findings from the interviews will be presented, grouped 
into four themes that emerged from the findings. These themes provided insight into 
the behaviour of nurses concerning the Dutch guideline on delirium care: motivation 
and goals, knowledge and skills, professional role and identity, and context and 
resources. 
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Motivation and goals 
The interviews indicated that overall, nurses lack motivation to use the risk screening 
instrument, despite the recommendation in the guideline. This is mainly influenced 
by the apparent lack of clarity of the benefits and goals of screening. As a result, 
nurses view screening as simply completion of another registration form, 
encroaching on the time available for patient care. 
My experience is that nurses are quick to say: ‘Oh, not more [registration]’ because it 
always comes at the expense of patient care. And of course it is a lot they have to do, 
filling in all these forms. (Geriatric nurse hospital 9) 
Nursing team leaders in particular suggested that convincing nurses of the benefits of 
screening would be easier if evidence of these benefits was available. Studies 
showing the effect of the risk screening on patient outcomes are believed not to be 
widely available. The results of screening are not directly visible for nurses either. 
Most hospitals do not have data available regarding their performance on delirium 
care, making it impossible to show whether the screening of patients leads to better 
overall patient outcomes. 
The readiness to change is there as soon as the nurses see the benefits themselves. A 
delirious patient takes up a lot of time. (…) You will notice few results of the 
implementation in the short term, only long term will more results become evident. 
This complicates the implementation. (Geriatric nurse hospital 12) 
Doctors had a similar view, recognizing that nurses are often initially sceptical 
towards risk screening, mainly because of the expectation that screening will 
increase their workload. Like nursing team leaders, doctors felt that nurses needed to 
be properly informed of the benefits of risk screening in order to motivate them. 
More importantly, nurses need to experience these benefits first-hand. 
Besides the lack of time, I think that a lack of awareness and knowledge of health 
problems in older persons and the importance of screening contributes to the 
screening not taking place as planned. Nurses rarely see direct effects of the 
screening taking place or not, making it difficult to connect screening to the end goal. 
(Geriatrician hospital 8) 
Besides the advantages of screening being unclear, nurses did not always experience 
a need for changing delirium care and introducing screening: they felt that care for 
delirious patients was already optimal. The risk screening as a whole was seen as an 
obligation, imposed on the nursing staff from the ‘top down’. Nurses would screen 
patients not because they thought it useful but because they had to. 
DOSS, for instance, is a lot of work to fill in correctly and not every nurse sees the 
value of that instrument. They'll say: ‘I can see for myself whether a patient is 
confused’. While at the same time after a fall incident it will become clear that the 
patient had a very high DOSS score, which had not resulted in any actions. (Nurse 
team leader internal medicine hospital 1) 

Knowledge and skills 
The level of knowledge nurses reported concerning the guideline and the larger 
patient safety programme that it stems from differed greatly. Team leaders and 
nurses specialized in care for older patients showed greater knowledge about the 
guideline and its background than most nurses from other medical and surgical units. 
Risk screening was the aspect of the guideline that most nurses were familiar with. 
In general, nurses conveyed that they had sufficient knowledge and skills to use the 
screening instrument to identify at risk patients, or the DOSS in order to observe 
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possibly delirious patients. This perception is supported by the fact that these 
instruments were developed for use by nurses without specific training. Whether 
nurses considered themselves capable of taking subsequent preventive or treatment 
measures is less clear: some indicated high levels of confidence, whereas others had 
doubts about their own and others' level of knowledge. 
I believe I have sufficient knowledge regarding delirium: theoretical knowledge from 
my formal education and knowledge from personal experience (…). My colleagues 
are well informed about delirium. They are quick to recognize a delirious patient 
based on their behaviour and the (irregular) answers they give when questioned. 
(Orthopaedic nurse hospital 6) 
During the interviews, it became clear that delirious patients put pressure on nursing 
staff. They require extra attention from nurses and can also make nurses feel as if 
they are practicing unsafely. Participants believed that nurses who had experienced 
the difficulty of coping with these patients on the ward were open to advice on how 
to handle delirious patients. 
Nurses are open to training on delirium care, because care for delirious patients can 
be very difficult and nurses appreciate learning how to deal with these patients better. 
They [delirious patients] are very difficult [patients], so if you experience a lot of 
impotence it is no good just being told to act professionally. You have to help people 
[nurses] of course. (Geriatric nurse hospital 15) 
Doctors mainly emphasized the importance of additional education for nurses on 
delirium screening and treatment. 
Working with the DOSS is sometimes difficult for nurses. Extra education on this 
subject is needed. Nurses are inclined to directly judge from their observations, while 
the DOSS requires the observations to be scored without judgment or interpretation. 
(psychiatrist hospital 8) 
One doctor suggested that a lack of knowledge about delirium care might increase 
the use of pharmacological interventions or patient restraints because nurses are 
insufficiently aware of the non-pharmacological interventions at their disposal. 

Context and resources 
The social pressure to screen all older patients appears to be limited: it is generally 
accepted among nurses that other activities take precedent over screening. This 
finding is confirmed by the search of nurse team leaders for ways in which screening 
can be enforced. 
It is clear that it still is difficult for nurses to complete the whole medical history, 
including risk screening, for every older patient. This is probably part of the culture. 
On the wards we do several things to try to change this, such as starting up a 
competition. Every week we check which percentage of older patients had a 
complete medical history. The team with the lowest percentage has to buy the others 
cake. The competition element helps increase the completion of the medical history 
of patients. (Nurse team leader internal medicine hospital 1) 
An important factor influencing nurses' behaviour regarding the guideline was the 
perceived time nurses have to invest in screening and other activities, such as 
observing patients using the DOSS. Nurses report having a shortage of time in which 
to perform their day-to-day tasks, leading to the professed inability to perform time-
consuming or perceived non-essential activities such as screening or observing 
patients using the DOSS. This perception of nurses was not conducive to a positive 
attitude towards changing delirium care. 
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Concerning the screening, nurses are quick to say: ‘We are already very busy and we 
already have to fill in so many lists. However, this is nothing new: nurses have 
complained about lack of time before this project and they will probably be 
complaining in the future. (…) It really is difficult; there are so many measurements 
that need to be taken for one patient. And you don't have one patient, you have 38 on 
a ward. It just is a lot. (Nurse team leader surgery hospital 8) 
The fact that policy advisors generally work for the entire hospital rather than a 
specific ward or specialty might help them develop a broader view of delirium care. 
Policy advisors indicated during the interviews that a striking feature of delirium 
care, for them, was the difference between wards. While some wards were highly 
receptive to the introduction of risk screening, other wards were less open to this 
change. The presence of enthusiastic leaders and the experience with delirium care 
on the ward were factors that the policy advisors identified as influential. 
The ease with which a protocol is translated into a different way of working differs 
strongly per ward. On wards such as neurology, many of whose patients are 
delirious, a new protocol is easily picked up by nurses because they recognize its 
importance. (Policy advisor hospital 10) 
If a team leader ‘gets’ the subject, the subject gets attention on the ward. (…) I see it 
here, with a team leader who was part of the project team; she is also very actively 
involved with the subject on her own ward. (…) The team leader is the pivot on 
which everything hinges: the wards that are furthest along have a team leader who 
makes an effort. (Policy advisor hospital 1) 
As well as the doctors, the policy advisors were convinced of the importance of 
education for nursing staff, especially to increase awareness. However, they 
indicated that to change nurses' behaviour, education alone was not sufficient. They 
believed that the effects of formal education wear off over time or are negated by the 
effects of their working environment, after which old habits reappear. 
Nurses understand the choice for the new way of working, but when on their wards 
they do fall back on old methods and patterns. Within the hospital we are still 
looking for a way to really make the new way of working sink in with the nurses and 
make them enthusiastic about it. (Policy advisor hospital 1) 
The presence of other projects in the hospitals or other changes taking place play a 
role in the attitude and behaviour of nurses regarding delirium care and changes 
made to this type of care. Policy advisors suggested that the introduction of an 
electronic patient record (EPR) influenced the introduction of risk screening, both 
positively and negatively. Using the introduction of the EPR as a way of including 
screening instruments in the regular medical examination also meant using it as a 
way of stimulating screening. An additional advantage of working with an EPR, 
expressed by policy advisors, is the data on performances and patient outcomes that 
can be generated. They expect this will make it possible to show nurses the benefits 
of changing the care they provide, with the intention of positively influencing the 
motivation of nurses regarding screening in particular. 
The hospital is working on an EPR. I hope that this system will lighten the load for 
nurses, for instance by showing certain measurements and follow-up actions 
automatically so nurses don't have to keep track of these actions themselves. By 
making certain fields for registration compulsory in the electronic record, nurses can 
be supported as well. Because of time pressure, measurements or registrations are 
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sometimes skipped, with the intention of doing them later, which is often 
subsequently forgotten. (Policy advisor hospital 4) 
On the other hand, some argued that the introduction of the EPR required so much 
attention and time of the nursing staff that delirium care and screening suffered for it. 
This is supported by the view expressed by some participants that nurses have been 
and are being confronted with such a great number of changes that they are unable to 
keep up and fail to fully incorporate these changes in their routine practice. 

Professional role and identity 
Nurses view screening as not being part of the essential care for older persons. This 
is exemplified by the fact that nurses report that screening is one of the first activities 
they omit when time is limited. 
The project regarding care for older patients was well received; it filled a need. But 
[computer work] is also the first thing you drop: patient care always comes before 
computer work. Your report needs to be finished for the next shift and the things you 
abandon first are scores, check lists or registration lists. (Internal medicine nurse 
hospital 18) 
Not only did these nurses not consider delirium risk screening to be an intrinsic part 
of their job, some nurses also disagreed with the content of the guideline. The 
screening instrument is seen as limiting their autonomy, while they have little faith in 
the usefulness of the instrument itself. 
I prefer using my clinical observation instead of a score. I'm sure the three questions 
on delirium are theoretically sound, but in practice they are useless. The question 
regarding self-care for instance: there are so many people that need help with self-
care activities, but even if that is the only question answered positively, you have to 
use the DOSS three times a day! That is not motivating. (Internal medicine nurse 
hospital 16) 
Nurses believe that the screening instrument and DOSS strengthen their position 
when communicating with doctors. It provides them with a way to clearly indicate 
the risks or symptoms identified. The increased credibility it gives nurses is believed 
to stimulate use of the guideline. 
A negative influence on delirium care is the general view from participants that most 
nurses on general wards consider care for older patients to be uninteresting or ‘not 
exciting’. Several doctors concurred with this notion. This type of care is viewed by 
nurses as ‘basic care’, as opposed to more attractive highly specialized care such as 
oncology or intensive care nursing. 
There are nurses that are interested in older patients or care for older patients and 
then there are people who simply say out loud, how horrible they find it. (Geriatric 
nurse consultant hospital 15) 
There are surgical wards where the nursing staff believe these types of patients do 
not belong on their ward. The majority of the staff do not think care for older persons 
is interesting, and believe these patients do not belong in hospital. (Internist hospital 
12) 
Nurses like having been given more resources. Added to this they don't have to argue 
with doctors anymore. If a patient meets a certain criterion, then medication has to be 
started. The protocol has become more clear, which leads to less argument. (Internal 
medicine nurse hospital 13) 
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DISCUSSION 
This qualitative interview study explored the gap between formal guidelines and their 
adherence in practice, drawing on the case of delirium care in Dutch hospitals. In 
addition to previous knowledge of barriers to guideline adherence, this study 
illustrates that individual, social and organizational factors play a role in nurse's 
adherence to a delirium guideline. Barriers were identified regarding motivation and 
goals, knowledge and skills, professional role and identity, and context and 
resources. The findings show that some barriers were relatively clear-cut, such as a 
lack of understanding of the potential benefits of working according to the guideline, 
where others were more complex, touching upon differing views of the professional 
roles of nurses. Predominantly, the study showed the interplay between behaviour 
and context that habituates behaviour, the latter of which needs to be taken into 
account if guideline adherence is to be a realistic prospect in day-to-day work. 
Our findings show that nurses often equated screening with registration, not 
recognizing the actual goal of identifying at-risk patients and being able to provide 
preventative care. The supposed lack of evidence supporting the screening 
instrument in some quarters is perceived to exacerbate the weak motivation of nurses 
regarding screening. Given nurses' relative autonomy and professional 
accountability, the fact that they would question the need to follow this guideline 
might not come as a surprise. That this critical attitude of nurses is viewed as a 
problem by the hospital or their colleagues confirms the findings of Bail et al. [25], 
who found that hospitals expect their nursing staff to be obedient to hospital policy 
and requirements, while the nursing profession expects nurses to be autonomous 
professionals with their own clinical judgment. 
Furthermore, nurses feel that the guideline has to be followed as is, not leaving room 
for specific situations in which the patients' needs justify deviating from the 
guideline. This perceived inflexibility of a guideline in dealing with the complex 
reality of clinical care has been recognized in other studies [25–27]. While policy 
advisors expect the introduction of an EPR to improve the adherence to the 
guideline, this could also increase nurses' dissatisfaction with the guideline by further 
limiting the autonomy of nurses. 
In the United States, the use of a reliable and valid instrument for delirium 
assessment in intensive care units was hindered by a lack of time and confidence in 
using the instrument [12]. We also found that time played an important role in the 
Dutch context: nurses who already experienced a shortage of time felt that applying 
the guideline required them to invest even more time in each patient. Even more 
important seems to be the view of nurses of risk screening, and to a lesser extent 
using the DOSS, as being non-essential parts of patient care. Nurses view these as 
aspects of care that can be pushed aside when time is limited. In addition, we found 
that there is a sense among nursing staff that caring for older patients is not their core 
business. Similarly, Teodorczuk and colleagues found a lack of ownership of 
confused older patients in hospital staff, as well as negative attitudes towards this 
patient group [28]. How health care professionals define their work and which core 
activities make up their profession influences how those professionals respond to 
certain guidelines and patient groups. 
Most nurses believed that they and their colleagues possessed sufficient knowledge 
at least to identify at-risk and delirious patients using these instruments. Working 
according to the guideline even increased nurses' confidence when communicating 
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with doctors. Like Manias and Street [26], we found that nurses used parts of the 
guideline – the screening instrument and DOSS – to assert power and legitimize their 
actions. This fits in with findings from other studies, indicating either that nurses feel 
that doctors pay more attention to structured delirium assessments, or that doctors 
lack respect for nurses' clinical observations [29,30]. 
Delirious patients are often viewed by nursing staff as potential risks to the safety of 
other patients as well as staff, causing the care for these patients to be challenging 
and often stressful [31–33]. That nurses in this study differed in how confident they 
were in caring for delirious patients and often welcomed advice, fits in with this 
view. Doctors and policy advisors identified education of nurses on delirium as an 
important way of increasing adherence to the guideline in this study. Education on 
delirium care could increase nurses' confidence when caring for delirious patients, as 
well as inform nurses about the goals and benefits of working according to the 
guideline. 

Limitations 
This study has some limitations. The interview participants were selected by the 
hospital contact person, which lead to the researcher not being aware of any potential 
participants refusing. It is possible that a selection bias was introduced by using this 
way of selecting and approaching participants. As a qualitative study undertaken in 
one country only, the findings might not be generalizable to other settings. However, 
despite differences between countries regarding health systems, we found many 
similarities between the experiences and attitudes of Dutch nursing staff and of 
nurses in the UK, the United States and Australia [12,25–30]. This seems to suggest 
that our findings can be transferred to other countries, at least in the Western world. 
Overall, the study showed the case of nursing care of delirium patients to be a case 
study of how health care professionals' intentions towards guidelines are formed. 
This information can be useful for further study into the factors influencing guideline 
adherence. 

CONCLUSION 
This study shows how varied and sometimes complex the barriers can be, which 
hinders guideline adherence. Barriers were found concerning the motivations of 
nurses, their knowledge and skills, nurses' perception of their professional roles and 
identities, and finally the context into which the guideline was introduced, as well as 
the resources available to nursing staff. 
When introducing a new way of working, either through a guideline or different 
method, the potential benefits of changing professional behaviour need to be 
highlighted, for example, through education and immediate feedback of results. 
Policy makers need to take nurses' perceptions of their professional roles and of 
patient care into account when formulating new guidelines to ensure expectations of 
guideline adherence are realistic and nurses' autonomy is respected. Otherwise, 
resistance to the guideline is to be expected, as well as a lack of motivation. 
Collectively, redressing the barriers to guidelines adherence involves a partnership 
between the contexts of policy, practice cultures and education to maximize the 
quality of care for older patients. 
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[TABLE 1] 
Health care professionals interviewed about delirium care for older patients 

Health care professionals Number 
Doctors (surgeon, internist, psychiatrist) 7 
Geriatricians 11 
Nurses (from surgical and internal medicine wards) 14 
Nurse team leaders 4 
Geriatric nurses 10 
Policy advisors 17 
Total 63 
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