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Objective: This study aimed to assess the degree of implementation and barriers encountered in the use
of a practice guideline for optimal symptom relief for patients with dementia and pneumonia in Dutch
nursing homes.

Methods: A process evaluation included assessment of reach, fidelity, and dose delivered using re-
searcher’s observations, and dose received was addressed in a question “use of the practice guideline,”
which the physicians completed for each patient included in the study. Perceived barriers were assessed
with a structured questionnaire (response 69%) and semi-structured interviews (n=14), which were
subject to qualitative content analysis.

Results: Of the 55 physicians involved in the intervention phase, 87% attended an implementation
meeting; 20 physicians joined the study later (reach). The intervention was implemented as planned,
and all intervention components were delivered by the researchers (fidelity and dose delivered).
Thirty-six physicians included 109 patients. For 81% of the patients, the treating physician stated to
have used the guideline (dose received). The guideline was perceived as providing a good overview of
current practice, but some physicians had expected a more directive protocol or algorithm. Further, rec-
ommended regular observations of symptoms were rarely performed. Physician’s often felt that “this is
not different from what we usually do,” and with the acute illness, there was not always enough time to
(re)familiarize with the contents.

Conclusions: The physicians used the practice guideline frequently despite important barriers. Future
implementation may involve strategies such as multiple interactive meetings. Further, the greatest po-
tential to alter usual practice should be emphasized, such as using observational instruments. Copyright
# 2016 John Wiley & Sons, Ltd.
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Introduction

Pneumonia is common in nursing home (NH) pa-
tients with dementia (Mitchell et al., 2009), and has
been associated with severe discomfort (van der
Maaden et al., 2016; van der Steen et al., 2002; van

der Steen et al., 2009). In a cluster randomized trial
in 32 NHs that evaluated the effects of evidence-
based and consensus-based practice guideline for op-
timal symptom relief (van der Maaden et al., 2015) in
patients with dementia and pneumonia, discomfort
and symptoms did not differ between the control
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and the intervention condition (manuscript
submitted).

Practice guidelines, which are defined as “systemat-
ically developed statements to assist practitioner and
patient decisions about appropriate health care for
specific circumstances” (Field and Lohr, 1990), are
popular tools to promote best practice for various dis-
ciplines and settings. For the adoption of guideline
recommendations in practice, however, physician ad-
herence is crucial. Furthermore, actual usage of a
guideline may be hindered by characteristics of the
care setting and of the guideline itself and its imple-
mentation. Proper understanding of barriers and facil-
itators perceived by physicians is critical for the
development of effective implementation strategies
(Cabana et al., 1999). However, these, and the inter-
vention and implementation quality, are often not
considered in the interpretation of trial results.

A process evaluation can be used to open up the
“black box” to enhance understanding of the relation
between intervention characteristics and the study
outcomes (Harachi et al., 1999). Frameworks such as
that of Saunders et al. assess the degree of intervention
components’ implementation, and whether this can
explain why an intervention was, or was not success-
ful, using the factors reach, fidelity, dose delivered,
dose received–exposure, and dose received–
satisfaction (Baranowski and Stables, 2000; Leontjevas
et al., 2012; Linnan and Steckler, 2002; Saunders et al.,
2005). In this paper, we aim to provide further under-
standing on the lack of an intervention effect in the
cluster randomized trial.

Methods

A mixed-methods process evaluation was conducted
during implementation of the practice guideline and
during and shortly after the data collection of the trial.
Methods and results of the effectiveness study are de-
scribed elsewhere (manuscript submitted).

The practice guideline

The evidence-based and consensus-based practice
guideline for optimal symptom relief was developed
using a Delphi study, and its development, contents,
and suggestions for use are described elsewhere (van
der Maaden et al., 2015). The guideline components
were as follows: (1) a checklist with symptoms of pneu-
monia; (2) observational instruments to monitor the
symptoms pain and respiratory distress; and (3) tai-
lored treatment recommendations (Box 1). Physicians

were instructed to use the practice guideline at their
own discretion, but we recommended to thoroughly
read the practice guideline at least once before patient
inclusion, to use the checklist and the observational in-
struments to monitor symptoms, and the treatment
recommendations in the guideline in response to the
completed checklist, or the patient’s condition.

Setting and participants

The practice guideline was implemented in Dutch
NHs (16 intervention NHs of the 32 NHs that partic-
ipated in the trial). Dutch NHs employ elderly care
physicians who are on the staff and who are responsi-
ble for medical care (Hoek et al., 2003; Koopmans
et al., 2003). The elderly care physicians who worked
on the wards and who participated in the intervention
phase of the trial were the target users of the practice
guideline. The target patients of the practice guideline
were NH patients with dementia and (suspected)
pneumonia.

Implementation strategy

The intervention was introduced by the primary re-
searcher (T. v. d.M.) and supported by a project assis-
tant during a 1-h meeting in each NH. Physicians were
given access to a digital version of the guideline ahead
of the meeting to encourage self-study. The meeting
addressed guideline development, guideline compo-
nents, and instructions for using the practice guide-
line. The contents of the practice guideline were only
discussed globally, but there was room for discussion
and questions. The meetings were primarily meant
for the physicians working on the participating wards
(n=55) in the intervention homes, but meetings were
often held for the full physician team of the NH.

Physicians who did not attend a meeting received
the practice guideline with explanation of use in an e-
mail, and colleagues who did attend were asked to in-
form the non-attendees. Newly employed physicians
received the practice guideline along with information
about the study per mail. During the study period,
physicians in participating NHs were reminded of
using the practice guideline by monthly reminder e-
mails that included a link to the digital version of the
guideline, a semi-annual newsletter, and regular phone
calls. Halfway during the study period, when we no-
ticed that some physicians often did not use the guide-
line, we introduced a poster displaying the checklist, an
action plan, and key points of the practice guideline.

2 T. van der Maaden et al.
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Process evaluation

We applied an approach for designing process evalua-
tions developed by Saunders et al. (2005), using the
components from Linnan and Steckler’s (2002) frame-
work. We assessed reach, fidelity, and dose delivered
using observations by the researchers, dose received–
exposure with a closed-ended evaluation question-
naire, and dose received–satisfaction using interviews
with physicians. Barriers were assessed both qualita-
tively in the interviews and quantitatively in the
closed-ended questionnaire (Table 1).

Qualitative data collection

Observations by the researchers. The project assistant
recorded attendance of the physicians who worked
on the participating psychogeriatric wards and
assessed whether all topics were addressed and all ma-
terials were provided during the implementation

meetings. Throughout the project, the primary re-
searcher (T. v.d.M.) and the project assistant had close
contact with all the NHs via telephone, e-mail, and
visits, to monitor involvement in the study.

Interviews. We selected physicians for interviews
using purposive sampling with a strategy aiming at
maximum variation with regard to geographic loca-
tion of the NH, physician’s age and level of experience,
active involvement of physicians in the study or not,
and whether the physicians had used the practice
guideline or not. Interviews were semi-structured,
with open-ended questions, and followed an interview
guide including the following topics:

(1) Using the practice guideline (which components,
how, when, where, how often)

(2) Evaluating the practice guideline components
(3) Perceived barriers for using the practice guideline
(4) Expectations about the effectiveness of the

practice guideline

The intervention

A consensus-based and literature-based practice guideline for optimal symptom relief for patients with pneumonia and dementia

Practice guideline components:

1. Checklist of symptoms
2. Observational instruments to monitor symptoms*
3. Tailored treatment recommendations
4. Poster displaying key points and action plan

*Respiratory distress RDOS: Respiratory Distress Observation Scale
*Pain PAINAD: Pain Assessment in Advanced Dementia

PACSLAC: Pain Assessment Checklist for Seniors with Severe Dementia
REPOS: Rotterdam Elderly Pain Observation Scale

Action plan:

A. Suspected pneumonia in patient with pneumonia and dementia
B. Right away: Complete checklist
C. Optional: Use the RDOS to asses respiratory distress
D. Optional: Observe pain using one of three instruments
E. Consult relevant treatment recommendations
F. Re-use the checklist on day 1, 2, 3, and 7 days after pneumonia diagnosis
G. Repeat steps at a later time and monitor symptoms using the checklist and observational instruments

Key points:

• Treatment advice is grouped into supportive care and both pharmacological and non-pharmacological treatments
• The practice guideline is suitable for all treatment goals, including cure or palliation
• The practice guideline is intended as a decision aid; the physician is of course free to deviate from it if there are good clinical reasons.
• Administering a low dose of opioids can provide relief of the overall condition of the patient, regardless of the treatment goal

The practice guideline was expected to enhance comfort by

• Enhancing awareness with regard to discomfort
• Providing a more structured treatment approach
• Regular observations to monitor symptoms

Box 1 The intervention

3Implementation practice guideline
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All sessions were audiotaped, and new interviews
took place until no new information emerged
(saturation).

Quantitative data collection

Use of the practice guideline for every patient. For every
patient, the attending physicians named which com-
ponent of the practice guideline component they had
used: i.e. whether checklist of symptoms, observa-
tional instruments, and treatment recommendations
were used or not; whether extra observations were
performed without the observational instruments; or
whether physicians only applied knowledge inferred
from the practice guideline.

Physician evaluation questionnaire. A final evaluation
questionnaire was sent to all physicians who enrolled
patients during the study period (n=36). This ques-
tionnaire assessed whether the physician had used
the practice guideline and at what moments. Further-
more, a barrier assessment was developed. To ensure
that we have included all relevant barriers, we used rel-
evant barriers addressed in frameworks such as that of
Cabana et al. (1999), Peters et al. (2002), barriers com-
ing from a study assessing perceived usefulness and ac-
ceptability of a family booklet about comfort care in
dementia (van der Steen et al., 2011). Further, we used
the first four physician interviews to supplement with

barriers that were specific to our study and the practice
guideline.

The barrier assessment contained 30 statements to
be answered on a 5-point Likert scale (strongly agree
to strongly disagree) to quantify perceived barriers
while using the practice guideline. In the last statement
of the evaluation questionnaire, physicians were asked
whether they felt using the practice guideline was
worth the invested time.

Analyses

Quantitative data were analyzed by means of descrip-
tive statistics. Barriers from the evaluation question-
naire and the interviews were inventoried
quantitatively and qualitatively, respectively.

Interviews were transcribed verbatim, and content
analysis was used to identify themes emerging from
the interview data. The primary researcher (T. v. d.
M.) and a second researcher who had not been in-
volved in the study (S.D.) reviewed the first three
transcripts and used open coding to independently
create a code list. After agreement was reached about
the code list, all manuscripts were coded by both re-
searchers; codes and manuscripts were discussed until
consensus was reached. We further structured the
codes that were assigned according to topics that were
addressed and subsequently reviewed topics within the
codes to specifically address our research questions.
Citations regarding perceived barriers for using the

Table 1 Key process evaluation components

Components Operationalization Data source Methods and instruments

Reach Proportion of physicians working on
participating wards who attended
the practice guideline implementation
meeting

Observations by
researchers

Attendance during implementation meetings

Fidelity Extent to which the practice guideline
was implemented as planned

Observations by
researchers

Monitoring of the implementation meetings

Dose delivered Amount of components of the practice
guideline that was actually delivered or
provided by the interventionists

Observations by
researchers

Assessment of topics addressed and
materials provided during implementation
meetings

Dose received–
exposure

Extent to which physicians actively
engage in, interact with, are receptive
to and/or use the practice guideline and
its components

Closed-ended
questions

Question “using the practice guideline” for
every included patient. Evaluation
questionnaire for all physicians working on
participating wards

Dose received–
satisfaction

Satisfaction of physicians on participating
wards with the practice guideline or its
components

Interviews Semi-structured interviews with physicians
working on participating wards addressing
the topic “experiences with and opinions
about the practice guideline”

Barriers Perceived barriers of using the practice
guideline

Closed-ended
question, Interviews

Evaluation questionnaire for all physicians
working on participating wards. Semi-
structured interviews with physicians working
on participating wards addressing the topic
“perceived barriers for the practice guideline”

4 T. van der Maaden et al.
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practice guideline were classified into categories of po-
tential barriers according to the evaluation question-
naire, and barriers addressed in the interviews but
not in the questionnaire were described separately.
We added examples of quotations for each topic, to il-
lustrate physicians’ experiences with the practice
guideline. The Atlas.ti software, version 7.5.6 (AT-
LAS.ti Scientific Software Development GmbH, Ber-
lin, Germany 2015) was used to process the coded
transcripts.

Results

Nursing homes that participated in the intervention
phase of the study had a total number of 1700 beds
(mean 106 beds, range 30–189). A total number of

109 patients was included by 36 physicians
(Figure 1). The question “use of the practice guideline
for every patient” was completed for 93 of 109 patients
(response 85%); physicians’ response to the evaluation
questionnaire was 69% (25/36). Fourteen physicians
were interviewed (see for characteristics Table 2),
and the average duration of interviews was 32 min
(range 16–49).

Degree of implementation—process evaluation
components:

Reach, fidelity, dose delivered, dose received–exposure,
and implementation score. At the time of guideline
implementation, 55 physicians worked on the wards
that participated in the study, of whom 48 (87%)

Figure 1 Data sources and response rates in the process evaluation.

5Implementation practice guideline

Copyright # 2016 John Wiley & Sons, Ltd. Int J Geriatr Psychiatry 2016



attended an implementation meeting (Figure 1).
Twenty physicians joined the study later, so that the
total number of physicians was 75. They did not at-
tend the meeting but received the guideline by email
(48/75=64%) so that the reach ranged between 64%
and 87%. The intervention was implemented consis-
tent with the implementation strategy described, in
all NHs (fidelity=100%). All implementation meet-
ings were chaired by the primary researcher while
the project assistant monitored whether all topics were
covered in each meeting and whether all materials
were provided (dose delivered=100%).

In 81% (75/93) of included patients, the attending
physician used one or more components of the prac-
tice guideline, although in almost half of the cases
(45/93), physicians did not use the guideline at that
moment, but only the knowledge inferred from it
(Figure 1; dose received–exposure=81%). The check-
list of symptoms was completed for 12 patients, and
supplementary observations as recommended in the
guideline with or without the observational instru-
ments were performed in only six cases. More than
half (52%) of the physicians who indicated to have
used the practice guideline in the evaluation question-
naire consulted it at pneumonia diagnosis. Others
consulted the guideline not for a specific patient
(29%), or later, but at some point following a
pneumonia diagnosis (19%).

Overall, the practice guideline was implemented for
52–70%, taking into account the range in proportion
of physicians reached with the practice guideline
(64–87%), fidelity (100%), dose delivered (100%),
and dose received (81%; (0.64–0.87)*1*1*0.81).

This indicates that on average, every patient received
52–70% of the intended dose of the intervention.

Dose received–satisfaction. Ultimately, 42% of physi-
cians felt using the practice guideline was worth the
invested time, and they indicated they would continue
to use the guideline even after the study period. Physi-
cians described the practice guideline all together as a
helpful tool for the treatment of pneumonia in pa-
tients with dementia and a good overview of current
practice. “As a doctor you are constantly looking things
up and I think that the guideline is a good summary. I
think it’s quite user-friendly” (physician 5). Part of the
physicians had difficulties choosing the relevant topics
to consult in a particular situation and had expected a
more directive intervention, such as an algorithm or a
protocol instead of a practice guideline. Satisfaction
with the practice guideline and the degree of imple-
mentation differed for the intervention components.
Interviewed physicians were generally pleased with
the checklist of symptoms, because it provides a quick
overview of what subjects are relevant for the particu-
lar patient. “I think it [the checklist] is useful, especially
for the sake of completeness. It’s very convenient to
quickly check whether you have thought of everything.”
(physician 6) The observational instruments were
judged as pleasant to work with and helpful for a more
objective approach to symptom assessment, but many
physicians did not use them. “yes, you objectify it just a
little bit more than without this list [pain observational
instrument]. Without it you also simply add up every-
thing in your mind, but that doesn’t give you a number.
But it can also have the opposite effect. When you think:
“well, I see that grimace”, but that’s only two points and
the rest is all zero, so OK” (physician 1). “I think I am
quite able to assess it [respiratory distress] myself, but
that may be dangerous, when a doctor thinks that. But
otherwise you just need to learn to get it [the RDOS]
and we haven’t really done that yet but I think we
should” (physician 9).

Interviewees raised the issue that the tailored treat-
ment recommendations overlapped with the current
practice in the NH, and that parts of the guideline
were therefore obvious. In these cases, physicians ac-
knowledged that they used the guideline mostly to
seek confirmation of their belief that they adopt the
right approach. “yes, yes, I do think having such a
guideline is a good thing, so you really know, I’m still
working according to the latest insights” (physician 13).
With regard to the comprehensiveness of the treat-
ment recommendations, some physicians felt the
guideline was perhaps “more than complete” referring

Table 2 demographics and practice patterns of physicians who were
interviewed and who completed the evaluation questionnaire

Demographic

Interviewed
physicians
(n = 14)

Physicians who
completed the
evaluation

questionnaire
(n = 25)

Sex
Male 4 4
Female 10 21

Age, mean (range) 47 (29–60) 44 (27–60)
Years of professional
experience (range)

15 (1–30) 14 (1–30)

Facility location
Urban 8 14
Rural 6 11

Professional specialism
Elderly care physician 11 18
Elderly care physician in

training
2 4

Junior physician 1 3

6 T. van der Maaden et al.
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to the large amount of information, which may be dif-
ficult to handle. Only minor additions were suggested.

Perceived barriers. Thirteen of the 30 barriers ad-
dressed in the evaluation questionnaire were men-
tioned by one or more physicians in the interviews
(Table 3). The most prominent barrier (79% of physi-
cians (strongly) agreed in the questionnaire) was
working already according to the practice guideline,
and related to that, the feeling that the information
in the practice guideline is not new or innovative
(42% of physicians (strongly) agreed in the question-
naire). Other barriers were the hectic pace of daily
practice in the NH, the need to re-familiarize with
the contents, and the lack of time to do so.

We found additional barriers that were addressed
during the interviews, but not in the evaluation ques-
tionnaire (Table 3). One of these was the practical use
of the guideline, as physicians felt it was not appropri-
ate to browse through the guideline while being with
the patient. Moreover, fixed routines in the NH have
hindered use of the guideline in some cases. For exam-
ple, physicians sometimes hesitated to involve the
nursing staff in pain observations, because they felt
staff members’ time or motivation was lacking. For
barriers that were addressed in the evaluation ques-
tionnaire, but not in the interviews, at most 33% of
the physicians (strongly) agreed.

Discussion

We found that the implementation strategy resulted in
52–70% of the intended implementation, which may
in part account for the lack of effect of the practice
guideline. Although physicians were generally satisfied
with the practice guideline and its contents, the actual
use varied substantially for the different guideline com-
ponents (i.e., checklist of symptoms, the observational
instruments, and the treatment recommendations).
Other clues for an explanation of the lack of an inter-
vention effect were obtained from the barrier assess-
ment. Namely, important barriers to be addressed
remained, including physician’s feeling that practice
was already consistent with the guideline’s
recommendations.

Barriers for using the practice guideline

The most prominent barrier addressed in both quali-
tative and quantitative data sources—already working
according to the guideline—was tightly related to the
practice guideline’s characteristics and way of use

and therefore specific for our guideline. Other impor-
tant barriers, such as lack of time to use the guideline,
and the hectic pace of the setting have been described
more often (Forsner et al., 2010; Larisch et al., 2009;
Schouten et al., 2007; Zwijsen et al., 2014). A compar-
ison among physicians with various specialisms
(among others, internists, oncologists, and general
practitioners) shows that relatively few physicians in
our study regarded the use of practice guidelines
in general as a challenge to their autonomy (4% vs.
8–45%; Farquhar et al., 2002; Larisch et al., 2009).
This may be explained by use of the guideline at the
physicians’ own discretion and the fact it could be
regarded as “best practice”. The percentage of physi-
cians who felt working according to the guidelines is
oversimplified or “cookbook” medicine was within
the range of what was found in other studies (22%
vs. 14–49%; Farquhar et al., 2002; Larisch et al., 2009).

The practice guideline, how to explain its ineffectiveness

Overall, patients received 52–70% of the intended
dose of the practice guideline, and suboptimal imple-
mentation may in part explain the guideline’s ineffec-
tiveness. Some physicians indicated to have
difficulties with the large volume of information and
found it hard to truly familiarize themselves with
the guideline’s contents. Regularly, the guideline was
not consulted at the moment of the treatment deci-
sion, but retrospectively after physicians and staff or
family had agreed on treatment. In this way, using
the guideline was only a check of having dealt with
the most important issues, rather than as a decision
aid. According to most physicians, the guideline devi-
ated little from usual practice, and it was often not
physically consulted after the first time. Therefore,
new parts may have been overlooked. For example,
physicians rarely applied the observational instru-
ments supplied with the guideline, although regular
observations were one of the guideline’s possible
mechanisms to enhance comfort (Fuchs-Lacelle
et al., 2008; Lukas et al., 2013). Physicians may not
truly feel the need of using these instruments and
were sometimes reluctant to consult instruct the
nursing staff to perform observations.

Strengths and limitations

The strengths of this study were that we combined
qualitative data from semi-structured interviews and
a quantitative barrier assessment that allowed for vali-
dation of findings. Furthermore, we assessed the

7Implementation practice guideline

Copyright # 2016 John Wiley & Sons, Ltd. Int J Geriatr Psychiatry 2016



Table 3 Perceived barriers for using the practice guideline from evaluation questionnaire (n = 24) and interviews with physicians (n = 14)

Barriers

Percentage of
physicians who

(strongly) agreed in
the evaluation
questionnaire

Description of corresponding
barrier addressed in interviews Relevant quotations from interviews

Evaluation questionnaire
I already work
according to the
recommendations in
the guidelineb

79 Already working according to guideline
and therefore not consulting it anymore

“Because I discovered that I already apply
everything that is in it, I don’t think it’s
necessary to take it [the guideline] with me
every time”“I think that the guideline has
considerable overlap with what we already
do”

The hectic pace of the
nursing home prevents
me from using the
guidelineb

67 Being so busy with patient care and regular
activities that there is no time to use the
guideline

“That has more to do with the day-to-day
practice. The pace in nursing homes is
hectic, and you have very little time. It’s,
you have to keep going …”

The lack of time to use
the guideline

58 Using the guideline takes time/you need to
make time for it, and that gets in the way of
using it

“Lack of time I think. You just need a phase
in which you need to take the time to really
read it and then go through it completely
with clients and then it becomes part of
your system. And it simply takes time in the
beginning…”

The guideline does not
contain any innovative
informationb

42 There is not much new information in the
guideline, which is reason to not use it or
not use it frequently

“This is more a list of things that are already
there”

I’m not familiar enough
with the content of the
guideline

36 Pneumonia isn’t very common and
between pneumonia episodes the
knowledge fades.

“At one point I had a patient, this was a
good deal later so I really had to search to
know what I needed to do”

I have a problem with
the amount of
information in the
guideline

32 The application of the guideline is
impractical because there is too much
information to absorb quickly.

“I thought it was quite long, you have to
think about many points so it takes quite a
bit of time”

I am not optimally
motivated to adapt my
routine to a new
guideline

29 A skeptical attitude towards guidelines, or
laziness regarding application of the
guideline.

“I think it’s simple laziness. A passive
attitude, that definitely comes into it. And
that is also the reason, I think, that we
didn’t use it very actively.”

The content of the
guideline is too general,
and therefore not
concrete enoughb

21 Not seeing the wood for the trees because
there is so much information and so many
options.

“…there are so many options. And I grew a
bit tired of that.”

In my opinion the
guideline is not
accessible enough

16 Not having the guideline on hand when
visiting patient, and therefore no applying it
(immediately)

“where is it? So you’re on the ward and you
are called to see a patient, then your first
thought is not to go and get the guideline”

The difference/
transition between a
curative and a palliative
goal is not clearb

8 Wondering whether the guideline is
suitable for all treatment goals, or missing
information on the transition to a palliative
treatment goal

“… and what struck me first; what was the
treatment goal? It only lists symptomatic
and palliativeb. As it happened
symptomatic or palliative were not relevant
for these people, the objective was
curative. So I didn’t go into it very deeply.”

I feel that guidelines/
guidances generally
limit my own autonomy

4 If you work with guidelines you lose your
autonomy as a practitioner

“maybe fear on the user’s part, am I doing it
right or I am losing my independence or
autonomy as a practitioner, that’s a
possibility. Although I don’t feel that way
myself, I can imagine some people would.”

I disagree with the
guideline

0 Treatment is carried out in a particular
order that is incompatible with the
guideline, or being less inclined to use
(parts of) the guideline because of its
content

“This hypoderoclysis, I’m not doing that,
that is really obsolete. … I also think it’s
very unpleasant for people, and that
doesn’t go with a comfort-oriented policy.”

It is difficult to reconcile
the guideline with the
wishes of patient and
family

0 Patients or family have their own opinion
on what they want and don’t want in terms
of treatments and that is why the guideline
can’t always be applied

“You don’t make these decisions alone, but
often with families, so you often depend on
whether you can get people, when their
cognitive functions are still OK, or families,
to follow your ideas. Sometimes you’ll

(Continues)
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extent to which the practice guideline and its compo-
nents were used both on the patient level and on the
physician level. However, some limitations should
be acknowledged. First, as our intervention was deliv-
ered directly by the researchers to the intended users,
we were able to fully control the implementation pro-
cedure. As a result, there was a major overlap in the
operationalization of fidelity and dose delivered. We
also felt that the process evaluation framework of
Saunders et al. using these traditional components
yielded little information in addition to the barriers
addressed in both the interviews and the evaluation
questionnaire. Second, the physicians were instructed
to use the guideline at their own discretion, and we

were therefore not able to assess clinical adherence
to the practice guideline. Third, because they are
employed for a few months only, non-responders to
the quantitative barrier assessment were more often
elderly care physicians in training than experienced
elderly care physicians. Fourth, dose received was
only assessed using self-report of the physicians
rather than by the researchers using objective data.
Last, both qualitative and quantitative data were col-
lected by the primary researcher who was also
responsible for the implementation of the guideline
and for the data collection during the trial that may
have led to socially desirable responses by the
participating physicians.

Table 3. (Continued)

Barriers

Percentage of
physicians who

(strongly) agreed in
the evaluation
questionnaire

Description of corresponding
barrier addressed in interviews Relevant quotations from interviews

think that people need something to be
comfortable, and the client or family
disagrees. You could still use it then, but
you could run into the limitation that you
don’t make the decisions on your own and
that this is a dialogue.”

Other barriers
Practical application n/a Using the guideline is not practical,

because it is unpleasant to leaf through it in
front of the patient

“… and not when I am at a patient’s
bedside, then I don’t want to be leafing
through it.”

Implementation n/a It takes more time and/or conviction during
the implementation to get everyone on
board, attending the meeting is essential

“… but I would have appreciated knowing
more and receiving more support in how to
best perform the research”; “Of course it is
a large group of doctors, and with many
changes … to always communicate it
consistently is where there have been
some failures.”

Setting n/a The way of working on the ward or in the
nursing home gets in the way of using the
guideline.

“I think that if I come to the nurses with one
more paper and list, they will kill me.”

You’re accustomed to
doing your own thing

n/a Being so accustomed to a particular way
of working that it is difficult to change
behavior and start working with a
guideline/guidance

“some physicians are used to a particular
strategy. And you also came in with a
particular strategy, so I also noticed it
almost became a competition.”

Not knowing whether it
works

n/a Not being sure whether the guideline will
have effect makes it less appealing to
actually use it.

“yes and with research, suppose your
study demonstrates a real improvement in
quality, that would help. Because then you
know it works. That would be a huge
incentive.”

Working according to
lists

n/a Fear of the danger of working too much
according to lists

“it can be difficult to assess when a person
is in pain if he is no longer able to indicate
it, so maybe that’s an aid that could or
should be used more often. On the other
hand you should guard against simply
handing out lists to everyone…”

aBarriers that emerged from the first four interviews with physicians.
bIn the Netherlands, treatment goals for patients with dementia comprise goals directed at cure or at comfort. Comfort goals may be palliative or
symptomatic. For a palliative care goal, extending life as a potential side effect of treatment is not contraindicated—or is even part of the care goal.
In contrast, for a symptomatic care goal, a life-extending side effect as a result of medical treatment aimed at this goal is undesirable.
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Recommendations

Physicians were generally satisfied with the guideline’s
content, but a different format and a more substantive
implementation strategy may have led to more effect
of the guideline on reducing discomfort. For example,
a more practical tool, such as an algorithm that is easy
to apply to monitor and tailor care to patient
needs (personalized medicine), or a multifaceted in-
tervention may be more successful than a practice
guideline only (Wensing et al., 1998). Alternatively,
the guideline may be restricted to the items that con-
trast from usual practice, or these items may be em-
phasized such as the observational instruments that
were used only occasionally. More effort training and
close collaboration with physicians may be needed to
implement such new instruments on the wards, so
that they can be applied by the nursing staff.

Overall, to change physicians’ behavior, the need of
thorough familiarizing with the guideline’s contents
must be highlighted. This may be accomplished with
a more substantive implementation procedure includ-
ing evidence-based strategies such as audit and feed-
back, multiple interactive meetings with discussion of
cases, and the involvement of multiple disciplines such
as the nursing staff (Bero et al., 1998; Prior et al., 2008).
Moreover, future implementation studies may involve
a two-step procedure including an evaluation phase
in which the efficacy of the intervention is tested under
ideal conditions (i.e., the mechanisms of practitioner
behavior are highly controlled, and motivated stake-
holders are selected). When the impact is positive, we
may proceed to a pragmatic randomized trial to test
effectiveness in daily practice (Vernooij-Dassen and
Moniz-Cook, 2014).

Conclusion

The practice guideline for optimal symptom relief was
only partially (52–70%) implemented as planned,
although physicians were mostly satisfied with its con-
tents. The lack of effectiveness of guideline implementa-
tion on patient outcomes may be explained by both a
modest effect of the implementation strategy as well as
by the small contrast of practice guideline with usual
care. Future implementation should emphasize parts
of the guideline that deviate from usual practice such
as the observational instruments, include more directive
training and discussion of cases, and highlight that the
guideline may be effective only through thorough famil-
iarizing with the guideline’s contents.

Conflicts of interest

There are no conflicts of interest

Key points

• Dementia
• Pneumonia
• Discomfort
• Process Evaluation

Acknowledgements

We wish to thank the NHs that participated in the
study and the attending physicians for including pneu-
monia episodes and completing questionnaires re-
garding the process evaluation. We particularly thank
the physicians who gave interviews about their experi-
ences with the practice guideline. Furthermore, we
acknowledge Yvonne Hoekstra-Lolkema for her
contribution to the data collection.
This study is supported by the Netherlands Organi-

sation for Scientific Research (NWO), the Hague;
Innovational Research Incentives Scheme, a career
award to J. T. S (grant number Vidi 91711339). The
funders had no role in study design, data collection
and analysis, decision to publish, or preparation of
the manuscript.

Authors’ contributions

T. v. d.M. coordinated the data collection and drafted
the manuscript; J. v. d. S. obtained funding; T. v. d.M.,
J. v. d. S., R.K., J.A., C.H., and H.d.V. contributed to
the conception and design; T. v. d.M., S.D., and C.
H. contributed to the analysis and interpretation of
results; J. v. d. S., R.K., S.D., J.A., C.H., and H.d.V.
revised the manuscript critically for important intel-
lectual content. All authors have read and approved
the final version of the manuscript.

References

Baranowski T, Stables G. 2000. Process evaluations of the 5-a-day projects. Health
Educ Behav 27: 157–166.

Bero LA, Grilli R, Grimshaw JM, et al. 1998. Closing the gap between research and
practice: an overview of systematic reviews of interventions to promote the imple-
mentation of research findings. The Cochrane Effective Practice and Organization
of Care Review Group. BMJ 317: 465–468.

Cabana MD, Rand CS, Powe NR, et al. 1999. Why don’t physicians follow clinical
practice guidelines? A framework for improvement. JAMA 282: 1458–1465.

Farquhar CM, Kofa EW, Slutsky JR. 2002. Clinicians’ attitudes to clinical practice
guidelines: a systematic review. Med J Aust 177: 502–506.

Field MJ, Lohr MJ. 1990. Clinical Practice Guidelines: Directions for a New Program.
National Academy Press: Washinton, DC.

10 T. van der Maaden et al.

Copyright # 2016 John Wiley & Sons, Ltd. Int J Geriatr Psychiatry 2016



Forsner T, Hansson J, Brommels M, Wistedt AA, Forsell Y. 2010. Implementing clin-
ical guidelines in psychiatry: a qualitative study of perceived facilitators and bar-
riers. BMC Psychiatry 10: 8.

Fuchs-Lacelle S, Hadjistavropoulos T, Lix L. 2008. Pain assessment as intervention: a
study of older adults with severe dementia. Clin J Pain 24: 697–707.

Harachi TW, Abbott RD, Catalano RF, Haggerty KP, Fleming CB. 1999. Opening the
black box: using process evaluation measures to assess implementation and theory
building. Am J Community Psychol 27: 711–731.

Hoek JF, Ribbe MW, Hertogh CM, van der Vleuten CP. 2003. The role of the special-
ist physician in nursing homes: the Netherlands’ experience. Int J Geriatr Psychiatry
18: 244–249.

Koopmans RT, Ekkerink JL, van Weel C. 2003. Survival to late dementia in Dutch
nursing home patients. J Am Geriatr Soc 51: 184–187.

Larisch A, Oertel WH, Eggert K. 2009. Attitudes and barriers to clinical practice
guidelines in general and to the guideline on Parkinson’s disease. A National Sur-
vey of German neurologists in private practice. J Neurol 256: 1681–1688.

Leontjevas R, Gerritsen DL, Koopmans RT, Smalbrugge M, Vernooij-Dassen MJ.
2012. Process evaluation to explore internal and external validity of the “Act in
Case of Depression” care program in nursing homes. J Am Med Dir Assoc 13:
488.

Linnan L, Steckler A. 2002. Process Evaluation for Public Health Interventions and
Research: An Overview. Jossey-Bass: San Francisco.

Lukas A, Barber JB, Johnson P, Gibson SJ. 2013. Observer-rated pain assessment in-
struments improve both the detection of pain and the evaluation of pain intensity
in people with dementia. Eur J Pain 17: 1558–1568.

Mitchell SL, Teno JM, Kiely DK, et al. 2009. The clinical course of advanced demen-
tia. N Engl J Med 361: 1529–1538.

Peters MAJ, Harmsen M, Laurant MGH, Wensing M. 2002. Ruimte voor
verandering? Knelpunten en mogelijkheden voor verandering in de patiëntenzorg
[Room for improvement? Barriers to and facilitators for improvement of patient
care]. Centre for Quality of Care Research (WOK), Radboud University Nijmegen
Medical Centre: Nijmegen.

Prior M, Guerin M, Grimmer-Somers K. 2008. The effectiveness of clinical guideline
implementation strategies—a synthesis of systematic review findings. J Eval Clin
Pract 14: 888–897.

Saunders RP, Evans MH, Joshi P. 2005. Developing a process-evaluation plan for
assessing health promotion program implementation: a how-to guide. Health
Promot Pract 6: 134–147.

Schouten JA, Hulscher ME, Natsch S, et al. 2007. Barriers to optimal antibiotic use for
community-acquired pneumonia at hospitals: a qualitative study. Qual Saf Health
Care 16: 143–149.

van der Maaden T, van der Steen JT, de Vet HC, et al. 2015. Development of a prac-
tice guideline for optimal symptom relief for patients with pneumonia and demen-
tia in nursing homes using a Delphi study. Int J Geriatr Psychiatry 30: 487–496.

van der Maaden T, van der Steen JT, de Vet HC, Hertogh CM, Koopmans RT. 2016.
Prospective observations of discomfort, pain, and dyspnea in nursing home resi-
dents with dementia and pneumonia. J Am Med Dir Assoc 17: 128–35.

van der Steen JT, Ooms ME, van der Wal G, Ribbe MW. 2002. Pneumonia: the de-
mented patient’s best friend? Discomfort after starting or withholding antibiotic
treatment. J Am Geriatr Soc 50: 1681–1688.

van der Steen JT, Pasman HR, Ribbe MW, van der Wal G, Onwuteaka-Philipsen BD.
2009. Discomfort in dementia patients dying from pneumonia and its relief by an-
tibiotics. Scand J Infect Dis 41: 143–151.

van der Steen JT, Toscani F, de Graas T, et al. 2011. Physicians’ and nurses’ perceived
usefulness and acceptability of a family information booklet about comfort care in
advanced dementia. J Palliat Med 14: 614–622.

Vernooij-Dassen M, Moniz-Cook E. 2014. Raising the standard of applied dementia
care research: addressing the implementation error. Aging Ment Health 18:
809–814.

Wensing M, van der Weijden T, Grol R. 1998. Implementing guidelines and innova-
tions in general practice: which interventions are effective? Br J Gen Pract 48:
991–997.

Zwijsen SA, Smalbrugge M, Eefsting JA, et al. 2014. Grip on challenging behavior:
process evaluation of the implementation of a care program. Trials 15: 302.

11Implementation practice guideline

Copyright # 2016 John Wiley & Sons, Ltd. Int J Geriatr Psychiatry 2016


