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move evidence into practice— 
 build a culture of nursing excellence. 
Practice based on evidence requires a fundamental change 
in the way that nurse leaders and staff think about practice 
and the practice environment. Evidence-based practice, or 
EBP, promotes improved interventions, care, and patient 
outcomes. 

Translating evidence-based findings into practice can  
be challenging. Using practical and clearly defined 
approaches, Johns Hopkins Nursing Evidence-Based 
Practice: Implementation and Translation provides a 
road map for instituting best practices.

Based on the popular Johns Hopkins Nursing Evidence-
Based Practice Model and Guidelines, the three sections 
of this book provide guidelines for implementation and 
translation of evidence to achieve excellence in professional 
practice and quality patient outcomes.
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and rigor for good decision making 

in a complex environment.”

deb Zimmermann, dnp, rn, nEa-Bc 
chief nursing officer and vice 

president, patient care services 
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Foreword
Once again, it is our pleasure to bring you the latest Johns Hopkins Nursing publica-
tion, Johns Hopkins Nursing Evidence-Based Practice: Implementation and Transla-
tion. Stephanie Poe and Kathleen White, two of the original developers of the Johns 
Hopkins Nursing Evidence-Based Practice Model and Guidelines, edited this book, 
and they have included many other Johns Hopkins nurses as authors of chapters and 
vignettes in order to share what we have learned as we continue to refine our model.

Three years ago, Sigma Theta Tau published Johns Hopkins Nursing Evidence-
Based Practice Model and Guidelines, which was also written by a team of nurse lead-
ers and faculty from The Johns Hopkins Hospital and The Johns Hopkins University 
School of Nursing. The book enjoyed tremendous success, was listed as one of the top 
10 selling books from Nursing Knowledge international for 2008, and was praised by 
reviewers for presenting a practical and user-friendly approach to evidence-based prac-
tice (EBP). it focused on the development of the Johns Hopkins Nursing EBP model 
and presented step-by-step guidelines for planning and developing an EBP program.

Since that publication, Johns Hopkins Nursing has continued to focus on develop-
ing evidence-based practice, creating a culture of critical thinking and ongoing learn-
ing for both students and nursing staff, and fostering a professional environment where 
evidence supports clinical, educational, and administrative decision making. Nonethe-
less, numerous barriers to EBP integration by nurses remain in clinical settings. Our 
experience has proven the importance of planning the implementation of EBP as a 
strategic initiative and developing a systematic approach to translating evidence into 
practice. These strategies and the development of successful partnerships between 
the hospital and the school of nursing, and between the nursing services and hospital 
administration, are critical for teaching, using, and sustaining EBP.

Johns Hopkins Nursing Evidence-Based Practice: Implementation and Transla-
tion provides additional advice on meeting the complex challenges associated with 
EBP implementation and translation. The authors have included numerous practical 
examples that illustrate key considerations in implementing EBP and translating find-
ings into practice. The book includes a helpful discussion of important steps, including

 ■ Leadership and planning for EBP 

 ■ identification, measurement, monitoring and evaluation of outcomes

 ■ Translation techniques 

 ■ Dissemination techniques

We hope you enjoy this book and the value it can add to your EBP.
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introduction
Johns Hopkins Nursing Evidence-Based Practice: Implementation and Translation is 
dedicated to identifying methods to successfully implement evidence-based practice 
(EBP) in organizations and translate evidence-based findings into practice. This book 
is an extension of our previous work, which introduced the model and guidelines and 
armed readers with tools to plan and develop an EBP program. The goal of the current 
book is to share information and a pathway to follow when managing the structure, 
process, and outcomes of EBP projects and translating evidence in a variety of health 
care settings. The three sections of this book provide practical guidelines for imple-
mentation and translation of evidence to achieve excellence in professional practice and 
quality patient outcomes. 

Section i discusses the infrastructure components of establishing an evidence-
based environment. Chapter 1 provides a brief overview of the Johns Hopkins Nursing 
Evidence-Based Practice (JHNEBP) Model, identifying linkages with the American 
Nurses Credentialing Center’s Magnet Recognition Program. Chapter 2 focuses on 
creating a road map for assessment of the organization’s leadership team and capacity 
to adopt EBP. Chapter 3 presents strategies to integrate EBP into the organizational 
culture and to establish critical infrastructure.

Section ii lays out the strategies to build capacity for translation. Chapter 4 centers 
on the preparation of nurses for EBP leadership through staff development. Chapter 
5 considers the preparation of students for professional practice and the integration of 
EBP into school of nursing curricula. Chapter 6 offers strategies for successful EBP 
project management. Chapter 7 provides information on how to measure and analyze 
EBP outcomes.

Section iii is devoted to translation. Chapter 8 explores factors to consider in 
choosing the appropriate translation strategy. Chapter 9 provides a method to assess 
organizational readiness to adopt a new practice within the context of the external 
environment and the internal practice milieu. Finally, Chapter 10 discusses the impor-
tant role of dissemination of outcomes of EBP initiatives. 

Johns Hopkins Nursing Evidence-Based Practice: Implementation and Transla-
tion is a collaborative work between The Johns Hopkins Hospital and The Johns Hop-
kins University School of Nursing. it allows the reader to benefit from the depth and 
breadth of experience of a long-term collaboration among nurse leaders in service and 
academic settings in their quest to achieve exemplary nursing practice. 
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transforming nursing Practice  
through Evidence

Evidence-based practice (EBP) is an explicit process that enables clinicians to 
seek out best practices and make determinations regarding if and how these 
practices can be incorporated into patient care. Clinicians practicing EBP seek 
out the best available evidence to inform decisions to provide the highest qual-
ity and most effective care for patients (Wolff & Desch, 2005). The ultimate 
goal of this process is the improvement of patient care outcomes. 

This chapter explores the rapidly growing demand for health care and nurs-
ing organizations to create cultures that foster the use of EBP to support deci-
sion making and to meet the challenges that result from this transformation. To 
achieve excellence and innovation in patient care through EBP, the organization 
must first adopt a working EBP model. The organization must then empower 
staff and provide the resources and support to enable clinicians to effectively 
translate EBP findings into everyday practice. 

The Need to Implement EBP
in today’s health care environment, many factors call for an EBP approach to 
the provision of care—for example, health care consumers exert increasing 
demand for higher quality health care, third-party payers require evidence-

1
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based interventions, continual efforts are needed to contain costs, and new 
pay-for-performance reimbursement structures exist. The groundbreaking 
institute of Medicine (iOM) report, Crossing the Quality Chasm (2001, p. 2), 
points out that “medical science and technology have advanced at a rapid pace; 
however, the health care delivery system has floundered in its ability to provide 
consistently high-quality care to all Americans. Research on the quality of care 
reveals a health care system that frequently falls short in its ability to translate 
knowledge into practice, and to apply new technology safely and appropriately.” 
Wolf and Greenhouse (2007) identified five trends that reinforce the need to use 
an evidence-based approach to practice in developing effective care delivery 
systems for the future: 

1. Changes in patients’ level of knowledge

2. Changes in the types of clinicians and settings needed

3. Advances in medicine

4. Advances in information technology (iT)

5. Changes in reimbursement

Changes in Patients’ Level of Knowledge
Many patients are now better informed about their conditions and available 
treatments than they have been in the past. They have easy access through the 
internet to the most recent medical research and databases around the world. 
Patients can also exchange information with large numbers of other patients 
experiencing the same condition through listservs, chat lines, and global social- 
networking websites. They can share information about institutions, doctors, 
and treatment plans. As a result, patients often expect more of health care pro-
viders and tolerate less. They are well aware of the flaws and broken systems in 
health care, such as the high rate of medication errors, and they drive necessary 
reform by insisting that deficiencies be corrected. Future care delivery systems 
need to find effective ways to “include patients as partners and to capitalize 
on [the patients’] knowledge” (Wolf & Greenhouse, 2007, p. 383). An EBP 
approach can help organizations identify effective strategies for using the inter-
net to provide accurate information to patients and can enable the development 
of new online forums, such as professionally guided support groups or patient 
focus groups providing health care organizations with feedback regarding their 
patient-care experiences.
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Changes in Types of Clinicians and Settings Needed
Because of the ongoing trend to discharge patients sooner and to transition care 
to outpatient or home settings, the types of clinicians and services needed by 
patients are changing. Only the most acutely ill patients remain in the hospital. 
This trend raises the demand for increased ambulatory and home care services 
and providers. in response, health care clinicians need to develop a much more 
“transparent and boundary-less” system to provide the care that meets patients’ 
needs and preferences regardless of the setting (Wolf & Greenhouse, 2007, 
p. 383). Seeking out best practices through such EBP strategies as review-
ing current research, contacting other health care facilities, analyzing quality 
improvement data, and garnering patient feedback can support an organiza-
tion in developing processes for ensuring that patients are better prepared for 
discharge, that effective systems are in place to facilitate home health care ser-
vices, and that mechanisms are in place to ensure a seamless hand-off between 
inpatient and outpatient providers. 

Advances in Medicine
The rapid and continuous growth in new technology requires health care clini-
cians to spend more time updating their knowledge, expertise, and skills to 
provide the most effective care for patients. Using an EBP approach can help 
narrow down key clinical questions related to new technology and can assist a 
health care organization in identifying if a specific technology is a good fit for 
the organization and the intended patient population. EBP can also be effective 
in identifying new teaching strategies, such as the use of simulation centers, 
online interactive educational programs, or webinars.

Advances in IT
Major changes in practice, which affect all disciplines, have been brought about 
by increased computerization—for example, new clinical information inter-
faces, improved methods of data analysis, telehealth, and remote monitoring 
of patients. implementing new iT programs can present major challenges to 
organizations. One example is the conversion from paper to online: paperless 
medical record systems. EBP can help identify how other organizations have 
implemented such a significant change, the costs involved, the best educational 
approaches, and even staffing requirements. An EBP approach can also help 
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identify the effectiveness of new approaches, such as remote monitoring of 
acute care patients from an iCU within a particular hospital or remote monitor-
ing of patients between hospitals across town or around the world.

Changes in Reimbursement
Hospitals are being faced with a decline in traditional reimbursement and a 
move toward reimbursement tied to performance. Organizations are chal-
lenged to reduce inefficiency and to focus on evidence-based strategies that 
can improve patient care outcomes. This serious focus on reducing health care 
waste, improving patient satisfaction, and enhancing patient safety is predicted 
to continue far into the future. 

EBP and the Magnet Journey: A New Vision
Magnet designation is a significant impetus in the development of EBP cultures 
in many health care organizations. “Magnet organizations have an ethical and 
professional responsibility to contribute to patient care, the organization, and 
the profession in terms of new knowledge, innovation, and improvements” 
(Wolf, Triolo, & Ponte, 2008, p. 203). Current systems need to be constantly 
evolving to be successful in the future. 

The new Magnet model (ANCC, 2008) reconfigures the original 14 Forces 
of Magnetism into 5 model components:

1. Transformational leadership

2. Structural empowerment

3. Exemplary professional practice

4. New knowledge, innovation, and improvements 

5. Empirical quality results

The new vision was created to underscore “the importance of Magnet organiza-
tions in shaping future changes essential to the continued development of the 
nursing profession and to quality outcomes in patient care” (ANCC, 2008, p. 
3). Magnet-recognized organizations serve as a major source of knowledge and 
expertise for the delivery of nursing care around the world and are character-
ized by their focus on discovery and innovation. An EBP approach is inter-
twined throughout the five components of the Magnet model. 
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Transformational Leadership
in the first component, transformational leadership, nurse leaders are charged 
with transforming organizations to be in the best possible position for the 
future. “The intent is no longer to just solve problems, fix broken systems, and 
empower staff, but to actually transform the organization to meet the future” 
(Wolf, Triolo, & Ponte, 2008, p. 202). This requires creating an environment 
that is innovative, fosters continuous inquiry, and supports knowledge develop-
ment and translation within the work setting. This knowledge informs efforts to 
continuously improve both clinical and organizational processes and outcomes 
(RNAO, 2006). Therefore, transformational nurse leaders must model the use 
of evidence-based decision making in their everyday practice. These leaders 
must ensure that staff members have the resources (human, technical, financial) 
to support the development of EBP knowledge and skills, carry out EBP proj-
ects, and disseminate EBP findings both internally and externally.

Structural Empowerment
Structural empowerment, the second model component, includes the promotion 
of an “innovative environment where strong professional practice flourishes 
and where the mission, vision, and values come to life to achieve the outcomes 
believed to be important for the organization. Staff members need to be devel-
oped, directed, and empowered to find the best way to accomplish the organiza-
tional goals and desired outcomes” (ANCC, 2008, p. 5). EBP encourages staff 
to continually question nursing and organizational practice and to ask whether 
or not they are achieving the best possible outcomes for both their patients and 
the organization. it provides a structured process for seeking out best practices 
across the globe. Through the use of EBP, staff members become empowered 
to change practice based on scientific evidence, thereby promoting increased 
autonomy and professionalism.

Exemplary Professional Practice
The third model component, exemplary professional practice, embodies the 
true essence of Magnet. it includes “a comprehensive understanding of the role 
of nursing, the application of that role with patients, families, communities, the 
interdisciplinary team, and the application of new knowledge and evidence” 
(ANCC, 2008, p. 5). EBP integrates knowledge into clinical and operational 
processes, transforming scientific findings into recommendations for practice 



8 Johns hopkins nursing Evidence-Based Practice: implementation and translation

and implementing quality processes to change practice and monitor outcomes 
(Reigle, Stevens, Belcher, Huth, McGuire, et al., 2008). EBP provides the foun-
dation for nursing’s role and professional practice.

An EBP approach is also critical in how staff members are educated and 
prepared to meet future challenges in nursing and health care, encompassing 
both academic and continuing education within the health care setting. 
Traditional educational strategies that have been used for decades need to 
be evaluated in light of “best practices” to better meet the learning needs of 
multigenerational staff.

New Knowledge, Innovation, and Improvements
New knowledge, innovation, and improvements, the fourth model component, 
set forth the ethical and professional responsibility of nursing to contribute 
to patient care, the organization, and the profession in terms of each of these 
components. This responsibility comprises “new models of care, application 
of existing evidence and new evidence, and visible contributions to the science 
of nursing” (ANCC, 2008, p. 6). Research generates new knowledge for the 
nursing profession. The EBP process can result in several outcomes—it identi-
fies best practices that can serve to prompt a change in practice, evaluates new 
evidence to validate existing practice, or identifies a gap in knowledge necessi-
tating a need for additional research. Organizations that have incorporated EBP 
within the work setting often see an increase in nursing research activities as 
a result of nurses using EBP to highlight gaps in scientific knowledge. in addi-
tion, the EBP process promotes internal and external dissemination of findings 
through various means of communication, such as poster presentations, podium 
presentations, and journal articles. 

Empirical Quality Results
The fifth model component, empirical quality results, describes a shift from 
what is being done to the outcomes achieved. With the introduction of this com-
ponent, the Magnet Recognition Program is now placing particular emphasis 
on the difference that a specific change has made. Outcomes might be related to 
nursing, the workforce, patients, or the organization. This component involves 
quantitative measurement, for example, metric selection, data collection, and 
benchmarking. The EBP process supports the use of various sources of data 
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(for example, quality improvement, financial analysis, and program evaluation) 
as evidence when the organization is answering an EBP question. in addition, 
the EBP process recommends the development of outcome measures to monitor 
and evaluate resultant practice changes. 

Case in Point

Roles of Leaders and Front-Line Nurses 
The need to develop a culture that supports the use of EBP in today’s health 
care setting is clearly apparent. Transformational leadership is required to 
establish the vision, provide direction, and empower staff. Transformational 
leaders “promote employee development, attend to needs and motives of 
followers, inspire through optimism, influence changes in perception, provide 
intellectual stimulation, and encourage follower creativity” (Tomey, 2009, p. 
187). Nurse leaders must inspire, both in word and action, the incorporation of 
evidence into practice. Their task is painting the vision that EBP is a process 
that can be learned and used by every level of nurse within their organizations.

Bedside clinicians, those who experience firsthand the clinical outcomes 
of their care, especially need to be well versed in identifying pertinent 
clinical questions for improving care, obtaining and appraising evidence, and 
determining the appropriateness of translating the evidence into practice. 
Bedside clinicians have the ability to make a major impact on the quality of 
nursing care because of the special relationships they build with patients and 
their families. These front-line nurses are keenly aware of the special needs of 
patients and families they provide care to on a daily basis. However, they often 
need leadership, guidance, and an understanding of the EBP process to enable 
them to identify best practices for improving patient outcomes.

The Johns Hopkins Nursing Evidence-Based Practice 
Model 

The Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Model was 
initially designed as a clinical decision-making model for bedside clinical 
nurses. However, the model has proven to be effective not only for clinical 
practice questions, but also for administrative, operational, and educational 
questions. The JHNEBP Model (Figure 1.1) illustrates the concept that a core 
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of evidence, both research and non-research, is at the center of and supports 
professional nursing (i.e., nursing practice, education, and research). The model 
depicts the organization as an open system and recognizes the many influences, 
internal and external, that affect the need for, and the organization’s ability to 
implement, EBP. 

NON-RESEAR H

Johns Hopkins Nursing Evidence-Based Practice Model

Practice

External
Factors

Internal
Factors

Culture
Environment
Equipment/Supplies
Staffing
Standards

Accreditation
Legislation
Quality Measures
Regulation
Standards

ResearchEducation

RESEARCH
• Experimental
• Quasi-experimental
• Nonexperimental
• Qualitative

NON-RESEARCH
• Organizational experience
 —Quality improvement
 —Financial data
• Clinical expertise
• Patient preference

© The Johns Hopkins Hospital/The Johns Hopkins University

Figure 1.1: The Johns Hopkins Nursing EBP Model

Implementing EBP within an organization requires (1) a culture that believes 
that EBP leads to optimal patient outcomes, (2) strong leadership support at all 
levels with the necessary resource allocation (human, technological, and finan-
cial) to sustain the process, and (3) the establishment of clear expectations by 
incorporating EBP in standards and job descriptions (Newhouse, Dearholt, Poe, 
Pugh, & White, 2007).

The JHNEBP process (Figure 1.2) was designed in three phases to provide 
the clinician with a step-by-step guide for (1) developing a Practice Question 
of importance to the clinician; (2) locating and appraising the Evidence; and 
(3) Translating the evidence into practice. The acronym PET provides an easy 
means for remembering each phase. 
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The Johns Hopkins Evidence-Based Practice Process

PET (Practice Question-Evidence-Translation)

PRACTICE QUESTION

stEP 1:  identify an EBP question

stEP 2:  define scope of practice question

stEP 3:  assign responsibility for leadership

stEP 4:  recruit multidisciplinary team

stEP 5:  schedule team conference

EVIDENCE

stEP 6:  conduct internal and external search for evidence  

stEP 7:  appraise all types of evidence

stEP 8: summarize evidence 

stEP 9: rate strength of evidence 

stEP 10:  develop recommendations for change in processes or systems of care 
based on the strength of evidence 

TRANSLATION

stEP 11: determine appropriateness and feasibility of translating recommenda-
tions into the specific practice setting  

stEP 12: create action plan 

stEP 13: implement the change 

stEP 14: Evaluate outcomes

stEP 15: report results of preliminary evaluation to decision makers 

stEP 16:  secure support from decision makers to implement recommended 
change internally

stEP 17: identify next steps

stEP 18: communicate findings

PRACTICE 
QUESTION EVIDENCE TRANSLATION

Figure 1.2: the PEt Process
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Several key points are discussed in this section regarding each of the phases 
in the PET process. For a full description of the JHNEBP model, process, and 
tools, refer to Johns Hopkins Nursing Evidence-Based Practice Model and 
Guidelines (Newhouse et al., 2007).

Practice Question
in phase one of the process, Practice Question, a team of individuals with an 
interest in a particular practice question work together to define a problem, 
develop an EBP question related to the problem, and then narrow the question 
to make it easier to search for evidence. The PiCO approach used by Sackett, 
Straus, Richardson, Rosenberg, and Haynes (2000), authorities in the develop-
ment of evidence-based medicine, directs the group to narrow down the (1) 
Patient, population, or problem; (2) Intervention; (3) Comparison with other 
interventions, if appropriate; and (4) desired Outcomes. 

Specific emphasis is placed on forming a multidisciplinary team as early in 
the process as possible. Having representation from all members of the health 
care team who are affected by the practice question—the stakeholders—is criti-
cally important. Members from other disciplines might assist in clarifying the 
question and might bring additional insights and perspectives when appraising 
the evidence. if, as a result of the evidence review, a practice change is war-
ranted, having the affected disciplines involved from the onset helps ensure 
their understanding and support for the practice change. in addition, EBP group 
members often champion the need for practice changes among their fellow col-
leagues, facilitating the change process. 

Another key focus point in this phase is the identification of an EBP group 
leader. At least one member of the group needs to take the lead in setting up 
initial and ongoing group meetings with team members. The leader divides up 
the work, monitors the group’s progress, and helps keep the project on track. 
The leader should have a good understanding of the PET process and be able to 
provide support and incidental training as the group proceeds in the examina-
tion of the EBP question.
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Evidence
in the Evidence phase, the team first identifies where to look for evidence. This 
step always includes a thorough literature search, as well as a search for other 
types of evidence (for example, clinical practice guidelines, position statements 
from professional organizations, quality improvement and risk management 
data, expert opinion, patient preferences, and community standards). The team 
then critically appraises all evidence for both its strength and quality (Tables 1.1 
and 1.2). They then summarize the individual evidence and determine the over-
all findings, strength, and quality of the body of evidence.

Table 1.1: JhnEBP Evidence strength rating scale

Johns Hopkins Nursing Evidence-Based Practice

Strength of Evidence Rating Scale

 ■ Level i— Experimental study/RCT or meta-analysis of RCTs

 ■ Level ii—Quasi-experimental study

 ■ Level iii—Nonexperimental or qualitative study

 ■ Level iV—Opinion of nationally recognized experts based on  
scientific evidence or consensus panel (includes systematic 
reviews, clinical practice guidelines)

 ■ Level V—Opinion of expert based on experiential evidence 
(includes case studies, literature reviews, organizational experi-
ence, clinical expertise, quality improvement, financial data, or 
the opinion of a nationally recognized expert based on personal 
experience) 

© The Johns Hopkins Hospital/The Johns Hopkins University
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Table 1.2: JhnEBP Evidence Quality rating scale

Johns Hopkins Nursing Evidence-Based Practice 
Quality of Evidence Rating Scale

a. High Scientific Consistent results with sufficient sample size, 
adequate control, and definitive conclusions; 
consistent recommendations based on extensive 
literature review that includes thoughtful reference 
to scientific evidence.

Summative 
reviews

Well-defined, reproducible search strategies; 
consistent results with sufficient numbers of well-
defined studies; criteria-based evaluation of overall 
scientific strength and quality of included studies; 
definitive conclusions.

Experiential Expertise is clearly evident.

b. Good Scientific Reasonably consistent results, sufficient 
sample size, some control, with fairly 
definitive conclusions; reasonably consistent 
recommendations based on fairly comprehensive 
literature review that includes some reference to 
scientific evidence.

Summative 
reviews

Reasonably thorough and appropriate search; 
reasonably consistent results with sufficient 
numbers of well-defined studies; evaluation of 
strengths and limitations of included studies; fairly 
definitive conclusions.

Experiential Expertise appears to be credible.

c. Low quality or 
major flaws

Scientific Little evidence with inconsistent results, 
insufficient sample size; conclusions cannot be 
drawn.

Summative 
reviews

Undefined, poorly defined, or limited search 
strategies; insufficient evidence with inconsistent 
results; conclusions cannot be drawn.

Experiential Expertise is not discernable or is dubious.
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Translation
in the last phase, Translation, the EBP team determines if the evidence is strong 
enough and of sufficient quality to warrant a change in practice. if a practice 
change is recommended, this change is often implemented by means of a small-
scale pilot. Developing and monitoring outcomes during the pilot are critically 
important. if outcome measures are met, the team continues to work with orga-
nizational leaders to implement the change on a larger scale. They then report 
the results of the EBP project both within the organization and externally.

internally, other departments might be interested in implementing the 
practice change within their settings. External reporting on the results of EBP 
projects at conferences, meetings, or through journal articles helps to educate 
others about the EBP process and to translate research and evidence into prac-
tice on a global scale. Once again, the role of the transformational leader is 
front and center, ensuring that team members have the financial support, human 
and material resources, knowledge, and encouragement needed to conduct the 
EBP project, to translate the findings into practice, and to disseminate the find-
ings both inside and outside the organization.

Case in Point

Transforming Outpatient Nursing Practice Through Evidence 
The Johns Hopkins Outpatient Center (JHOPC) is contiguous to a large, urban, 
northeastern academic medical center and is home to ambulatory surgery, 
endoscopy, pulmonary testing, radiology, express testing, and 17 adult 
and pediatric specialty clinics. In addition, Johns Hopkins Medicine treats 
outpatients in two large suburban centers and several smaller outpatient 
practices scattered throughout the city and surrounding county. The total 
number of outpatients treated in these sites annually is well over 500,000. 

Over the years, nurses in these settings have raised many practice questions. 
One question of particular interest to nurse leaders was, “How do we best care 
for patients coming from home with a history of drug-resistant organisms 
from an infection-control perspective, and how do we keep other patients from 
contracting the infection(s)?” Of justifiable concern was the fact that, in the 
absence of an outpatient isolation policy, a widespread variation in the answer 
to this important question existed. Nurse leaders saw evident variations in use 
of personal protective equipment (PPE) in exam rooms; area cleaning following
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visits from persons with known drug-resistant organisms; handling of patients 
with no medical history who arrived with symptoms of contagious illnesses; 
and cleaning of equipment, carpets, and furnishings in clinic and waiting room 
areas. Nurses concerned with patient and visitor safety and efficient use of 
resources were frustrated with the lack of clarity about best infection-control 
practices in this setting. 

To address this issue, nurse leaders formed an outpatient infection control 
committee (OPIC). Membership included clinic nurses, infection control nurses, 
and physicians from 12 departments and three locations. To better understand 
current infection control practices and determine disparity among settings, 
the committee developed and distributed a survey. Questions included the 
following: 

•	 What type of BP cuffs do you use, and how frequently are they 
cleaned?

•	 How often are your exam rooms, tables, medical equipment, door 
knobs, and bathrooms disinfected, and what disinfectant is used?

•	 How many hand-sanitizer dispensers are in your clinic, and where are 
they located?

Results confirmed wide variation in practices—for example, products and 
procedures used for disinfection, housekeeping norms, and number and 
placement of hand sanitizers. 

Evidence
Sources of evidence included the Centers for Disease Control and Prevention, 
the OPIC clinic surveys, The World Health Organization (WHO), and database 
searches (1997-2007) using PubMed, Cummulative Index to Nursing and Allied 
Health Literature (CINAHL), and The Cochrane Collaboration. A University 
Healthcare Consortium (UHC) query was sent to learn about best practices of 
other outpatient facilities affiliated with large academic teaching hospitals. 
Search terms included the following: outpatient, infection control, ambulatory, 
environmental cleaning, disinfection, Methicillin-resistant staphylococcus 
aureus (MRSA), Vancomycin-resistant enterococci (VRE), infectious disease, 
isolation, and precautions. The committee reviewed 19 articles: three 
prospective studies, two systematic reviews, two descriptive studies, and 12 
expert opinion papers. 

Overall quality of research evidence was good, and the committee drew the 
following conclusions. Challenges specific to outpatient settings are affecting 
adherence to established infection control procedures. These challenges
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include variability in staff qualifications, minimal staffing model, large patient 
volumes with rapid turnover, fewer air turnovers (number of complete air 
exchanges within a building with outside air) compared to inpatient settings, 
variability in housekeeping personnel roles in different satellite locations, 
budget constraints related to decreasing revenue with potential overuse of 
some supplies, and limited staff education time. Experts identified a need for 
policies and procedures for cleaning and disinfection of exam rooms, procedure 
rooms, equipment, waiting rooms, and common areas that delineate frequency 
of cleaning, responsible personnel, and staff education on infection control 
procedures, particularly hand hygiene. 

Translation 
Despite the lack of strong research evidence, consistent recommendations by 
experts led nurse leaders on the OPIC to draft an outpatient infection control 
policy that addressed the following: 

•	 Using standard precautions with all patients.

•	 Having PPE and instructions for use available in all outpatient 
settings.

•	 Scheduling patients with known contagious illness as the last 
appointment of the day and escorting these patients directly to exam 
rooms.

•	 Disinfecting all surfaces and patient equipment at least daily, after 
each patient with possible or known contagious illness, and when 
visibly soiled.

•	 Promoting respiratory etiquette and proper hand hygiene.

Nurse leaders were influential in procuring the support of the stakeholders 
to facilitate passage of the policy through medical board committees. Their 
persistence and diligence paid off, despite encountering resistance from 
physicians who had concerns about the ability of current staffing levels to 
meet cleaning and disinfection requirements, the loss of efficiencies in patient 
flow, and the practicality of health care workers donning a mask for all patients 
with respiratory symptoms, particularly during prolonged flu and respiratory 
syncytial virus seasons. The final policy requires patients with symptoms 
(rather than health care workers) to wear surgical masks in outpatient settings 
as tolerated, and to increase supply of reusable equipment in the event that 
timely disinfection of soiled equipment is not possible.
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To ensure adoption of the new policy, nurse leaders:

•	 Developed a policy addendum that clearly outlines the required 
frequency of environmental and equipment cleaning and disinfection

•	 Trained environmental services staff on mode of transmission of 
contagions, use of PPE, and proper use of hospital-approved germicides

•	 Provided PPE ordering information to nursing staff

•	 Procured hand-sanitizer dispensers inside and outside of every exam 
room, waiting area, lobby, and elevator bay

•	 Placed signage, PPE, tissues, and sanitizer at entrances and 
registration areas

•	 Instituted patient and visitor screening procedures to ask those with 
cough, sore throat, and other respiratory symptoms to wear a mask

Transformational nurse leadership has empowered staff members at every level 
to play an active role in preventing the spread of infection in the outpatient 
setting. Individual staff members now have clarity about how to effectively 
execute this role. In 2008, nurse leaders published the results of this project 
in their professional journal, American Academy of Ambulatory Care Nursing 
Viewpoint, and presented a poster at a national conference (Rice & Kubiak, 
2008). Outpatient nurses around the country expressed a strong interest in this 
topic and the guidelines that resulted from this project. When H1N1 surfaced, 
nurse leaders felt confident that outpatient staff members were well prepared to 
meet this challenge. 

Meeting the EBP Challenge
implementing EBP within an organization and insuring that clinicians have the 
appropriate knowledge and skills can be a major challenge. Despite the number 
of published articles and books on EBP, research shows that many nurses are 
still uninformed about EBP. A study of 1,097 nurses (Pravikoff, Pierce, & Tan-
ner, 2005) found that (1) almost half the nurses studied did not know what EBP 
was; (2) more than half reported that they did not believe their colleagues used 
research in their practice; and (3) only 27 participants had been taught to use an 
electronic database. A 2006 Sigma Theta Tau international study of 568 nurses 
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found that more than 40% of respondents reported a high level of comfort with 
the EBP process; 50 percent indicated a moderate level of comfort; and about 
10 percent indicated a low level of confidence with EBP. Clearly, a need exists 
for increased EBP education and the opportunity to participate in EBP projects 
within health care organizations. 

Turkel and colleagues (2005) have developed a progressive model for the 
integration of EBP as part of the Magnet Recognition process. The model 
includes (1) establishing a foundation for EBP, which involves the commitment 
of leadership, incorporating EBP into performance appraisals and clinical lad-
ders, and securing the necessary resources; (2) having staff identify areas of 
concern (practice questions); (3) creating internal expertise through educational 
offerings and journal clubs to build necessary skills and confidence to perform 
EBP; (4) implementing EBP, which involves learning to critique the literature, 
validate or change practice, and disseminate the findings; and (5) facilitating 
staff’s ability to contribute to a research study.

Facing Barriers to EBP
Although selecting and implementing an EBP process within an organization 
are fraught with challenges, the actual translation of EBP findings into practice 
can prove to be even more difficult. Nananda (2005) suggests that two of these 
challenges are the identification of clinically relevant, scientifically robust find-
ings from published research studies to answer the clinical question and con-
tending with conflicting findings. However, even in the face of robust research 
findings, additional factors such as the clinician’s perception of the benefit of 
the change (for example, cost, risk, doing the right thing) and its compatibility 
with existing processes can affect the likelihood of change (Wolff & Desch, 
2005). in fact, logistical barriers exist at multiple levels: clinician, organiza-
tional, and national or policy level. According to Kalassian and colleagues 
(2002):

 ■ Clinicians might face time constraints and skill deficits as they 
attempt to develop a new guideline or assess a body of literature. if 
guidelines exist, the clinician might lack the confidence to put them 
into practice or reject the practice change, believing it is not appli-
cable or appropriate to their patients or setting.
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 ■ At the organizational level, the decision to translate evidence into 
practice might be affected by the institution’s willingness to replace 
long-established practices, even if unproven. Cost is certainly of 
general concern at all levels, with change being less likely if the 
practice change is expensive, is difficult to implement, or affects 
reimbursement.

 ■ Nationally, implementing EBP change requires tremendous 
resources, because the change often affects socially and geographi-
cally diverse health care populations and environments.

Building Support
The EBP team must gain internal support for the practice change despite the 
differing goals of administrators and clinicians. Educating and involving three 
types of people—opinion leaders, change champions, and expert consultants—
are critical steps to promoting change (Titler, 2007). Within the hospital set-
ting, research by Bradley and colleagues (2004) at Yale School of Medicine, 
Epidemiology and Public Health, involving nine hospitals, identified five major 
challenges that must be addressed to be successful in translating evidence into 
practice:

 ■ Gaining internal support for the program or practice change despite 
differing requirements and goals of administration and clinical staff

 ■ Ensuring effective clinician leadership

 ■ integrating with existing programs or practices

 ■ Balancing program or practice change costs with hospital-specific 
circumstances

 ■ Documenting the outcomes of the program or practice change 
despite limited resources for data collection and analysis; maintain-
ing the momentum in the face of unrealistic time frames and limited 
resources
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Wensing and colleagues (2006) found that the use of multidisciplinary teams 
in EBP projects improved patient outcomes, provided improved integrated care 
services, and decreased costs. Careful assessment of current practice, causes of 
identified gaps in current and desired practice, behaviors that need to change, 
and people who should be involved needs to occur early in the change process 
so that the EBP team can tailor the implementation specifically for the organi-
zation (Titler, 2007).

Summary
Developing a strong organizational culture that recognizes the importance of 
using EBP, educating staff, and providing time and opportunity to participate in 
EBP/research projects is essential for creating a strong foundation for nursing 
practice. EBP has been identified as a key to quality and excellence in nursing 
service. Achieving Magnet designation assumes the existence of EBP and the 
related research support structures that are a hallmark of excellence in nursing 
services (Shirey, 2006). Nurse leaders within an organization play a key role in 
setting the vision and ensuring the necessary resources and support for trans-
forming nursing practice based on evidence.
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assessing nursing  
leadership readiness

Evidence-based practice (EBP) holds the promise of improving patient safety 
and outcomes, advancing nursing practice, and elevating the nurse’s role in 
clinical decision making. However, achieving these outcomes in the settings 
in which nurses practice requires a transformational change distinguished by 
effective, involved, and committed leaders. 

Assessing nursing leadership readiness for EBP is a necessary first step 
in implementing this transformational change. Leadership readiness can be 
viewed through two interdependent lenses: leadership roles and leadership com-
petencies. This chapter provides a road map for assessing nursing leadership 
readiness by focusing on contextual attributes of the nursing practice environ-
ment and the essential leadership competencies to implement EBP.

Context of the Practice Environment
The context of the practice environment matters and can encourage and sup-
port, or discourage and impede, the use of evidence in practice. For example, 
organizations or units might nurture and be receptive to innovations and 
encourage risk taking, value learning, and create enabling structures, or they 
might be resistant to change and see those who propose change as a threat to 

2
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stability. Kitson and colleagues (1998) identify context as a core element in 
their conceptual framework for enabling EBP. McCormack, Kitson, Harvey, 
Rycroft-Malone, Tichen, & Seers, (2002) build on this framework through 
their concept analysis of context which they describe as the forces at play in 
the physical environment where practice takes place—the interaction of the 
organizational systems and structures that shape the practice environment. Evi-
dence indicates that complexity, culture, leadership, trust, and staff involvement 
(McCormack, et al., 2002, institute of Medicine, 2004) are characteristics of 
contexts that are receptive to practice change. These contextual factors must be 
understood and assessed because they are essential precursors to, and enablers 
for, a transformational change such as EBP (Laschinger, Finegan, & Wilk, 
2009; iOM, 2004; Titler, 2008).

Complexity
The increasing complexity of health care micro and macro systems is undeni-
able. This complexity is reflected in the practice environments of clinicians 
because of the rapid deployment of new technology, client/patient volume pres-
sures, and consumer demands for quality care and service. Leaders are chal-
lenged by this complexity because of the intense demands on systems of care 
with increasingly scarce resources, as well as requirements for public reporting 
of clinical, quality, and service performance indicators. These realities exert an 
impact on the context in that clinicians are expected to provide highly sophis-
ticated care in an environment that is increasingly driven by unpredictability 
and complex interdependencies among providers and systems. By necessity, the 
leader’s focus has been on reducing cost and increasing efficiency.

Practice based on evidence requires a fundamental change in the way that 
nursing leaders and staff think about practice and the practice environment. 
in his classic 1990 book The Fifth Discipline, Pete Senge notes that because 
our mental model has a profound effect on what we see, and because the most 
crucial mental models in any organization are those shared by key decision 
makers, leaders must examine their models. Assessing mental models requires 
leaders to reflect on deeply held beliefs about the organization, nursing and 
nurses in the organization, interdisciplinary relationships, and how these com-
ponents interact. it also requires leaders to make sense of the complexity in the 
turbulent practice environment. Failure to do so limits them to familiar ways of 
thinking and acting in ways that might no longer be effective in the increasingly 
dynamic nature of the health care system (Senge, 1990).
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Complex Adaptive Systems
The theory of complex adaptive systems (Table 2.1) provides an alternative 
framework for viewing organizations, for bringing about and planning change, 
and for understanding staff behaviors and organizational activity. The organiza-
tion is seen as a complex system “that consists of elements . . . following simple 
rules, unaware of the complexity they are producing, and making no reference 
to a centralized blueprint” (Paley, 2007, p. 235). in their influential series of 
articles on complex adaptive systems (CASs), Plesk & Greenlaugh (2001) char-
acterized CASs as “a collection of individual agents [staff] with freedom to act 
in ways that are not always totally predictable, and whose actions are intercon-
nected so that one agent’s actions changes the context for other agents  
. . . agents respond to their environment by using internalised rule sets that 
drive action . . . Rules can be expressed as instincts, constructs, and mental 
models” (p. 625). Further, “agents change and reorganize to adapt themselves  
to the problems posed by their surroundings” (Holland, 1992, p.18).

Table 2.1: Properties and leadership implications of cass

Properties Leadership Implications

Self-organizing behavior of the 
staff that interacts with, and is 
influenced by, the environment. 

Order emerges without the need for top-down or 
hierarchical control.

CASs are nonlinear and therefore 
non-incremental. 

Small changes can result in complex or significant 
outcomes.

Uncertainty and unpredictability 
of the systems is inevitable.

Create conditions in which the desired future 
can emerge, such as critical reflection, debate, 
dialogue, and new relationships, all of which might 
result in new insights. 

Complex behavior change 
emerges from staff following a 
few, flexible simple rules that are 
internalized.

A short clear vision rather than prescriptions 
for action enables practitioners to create their 
own local solutions to bring about the desired 
future. Outcomes might be changed either by 
an adjustment in rules or by the modification of 
something in the environment, which leads to 
changes in behavior. 

Adapted from Anderson & McDaniel (2000), Paley (2007), Rowe & Hogarth (2005)
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Because CASs are “difficult to understand and control—they constitute 
a moving target” (Holland, 1992, p. 18)—the leader’s focus shifts to making 
sense of the environment, designing a desired future, ensuring structures are 
changeable, and capitalizing on the dynamic nature of the environment (Ander-
son & McDaniel, 2000). One aspect of leadership readiness is the leader’s 
capacity to make sense of the complexity in the environment. The organization 
is seen as an adaptive system that gradually evolves in response to a variety of 
internal and external stimuli. CASs can help to explain the nature of the change 
process that is brought about by increasing the potential for natural adaptation 
and pointing leaders to strategies for sustainability (Rowe & Hogarth, 2005).

Culture
Organizational culture is a major factor in successfully developing or chang-
ing practice (McCormack et al., 2002). Schein (2004, p. 17) defines culture as 
“patterns of shared basic assumptions that were learned by a group as it solved 
its problems of external adaption and internal integration, that has worked well 
enough … to be taught to new members as the correct way to perceive, think, 
feel in relationship to these problems.”

Culture exists at the individual, team, or organizational level and creates 
the context for practice. it is what an organization is, a way of thinking about 
or viewing an organization that is reproduced through social interactions. 
Readiness for a change to EBP necessitates an explicit process of defining the 
organizational and unit subcultures in terms of prevailing values, beliefs, and 
assumptions. Making this process explicit is important because culture oper-
ates below the surface. Although invisible, culture is a potent force that guides, 
constrains, and stabilizes the behavior of group members through shared group 
norms (Schein, 2004).

Certain cultures are more conducive to practice based on evidence. Aus-
tin and Claassen (2008) identified five components of organizational culture 
supportive of EBP: leadership, staff involvement, teamwork, organizational 
resources, and readiness to become a learning organization. Large, complex 
organizations such as those found in health care often have a dominant cul-
ture with coexisting subcultures based on professional, departmental, or geo-
graphical (caregiving units) lines (Scott, Mannion, Davies, & Marshall, 2003). 
Though subcultures might share or enhance the core organizational values, they 
might also adopt incongruent or conflicting values. Scott et al. (2003) identify 
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three types of subcultures: enhancing cultures, orthogonal cultures, and counter 
cultures (Table 2.2).

Table 2.2: types of organizational subcultures

Subculture Description

Enhancing culture Members hold core values, beliefs, and assumptions 
that are aligned with the dominate organizational 
culture and they are often more impassioned. Specialty 
units, for example.

Orthogonal culture Members accept the organizational values, beliefs, and 
assumptions as well as espouse their own professional 
values, beliefs, and assumptions. Department of 
nursing values, for example.

Counter culture Members hold values, beliefs, and assumptions that 
directly question the dominant organizational culture. 
Groups with competing priorities, for example.

Adapted from Scott, Mannion, Davies, & Marshall, 2003

in any cultural transformation such as EBP, leadership plays a central role in 
shaping and defining culture by providing a context where ideas, dialogue, and 
desired behaviors are more highly valued (Scott-Findlay & Golden-Biddle, 
2005). When leaders understand culture in the context of practice, it provides 
direction for how best to bring about change and increases the likelihood that 
the change is going to be meaningful and lasting (McCormack et al., 2002).

Transformational Leadership 
For the past two decades, research has shown that Magnet hospitals have a 
significant impact on nursing practice and patient care, and now Magnet des-
ignation is internationally recognized as the hallmark of excellence for nurs-
ing practice and good patient outcomes. Transformational leadership and the 
integration of evidence into practice, two of the five domains in the Magnet 
model (Wolf, Triolo, & Ponte, 2008), are critical organizational attributes for 
the Magnet journey and for managing the unprecedented change occurring in 
health care.
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Emerging evidence indicates that implementing EBP fundamentally chal-
lenges and shifts commonly held beliefs about the practice of nursing (Gifford, 
Davies, Edwards, Griffin, & Lybanon, 2007; Newhouse, Dearholt, Poe, Pugh, 
& White, 2007; Titler, 2008). Leadership that is intimately tied to this type of 
fundamental change is characterized as transformational leadership. Transfor-
mational leadership is based on a relationship between the leader and followers 
where leaders engage with followers in pursuit of shared goals (Burns, 1978); 
are able to see, act on, and satisfy followers’ values and motivations in addition 
to their own (iOM, 2004); and where both leader and follower are inspired by 
something higher than their own self-interests. 

Characteristics of Transformational Leaders
Carless, Wearing, and Mann (2000) researched behaviors of transformational 
leaders and concluded that the transformational leader communicates a clear 
and positive vision; develops staff; provides support through encouragement 
and recognition; empowers staff by fostering trust, involvement, and coopera-
tion among team members; is innovative and encourages thinking in new ways 
and questioning assumptions; leads by example; and is charismatic and inspires 
others to be highly competent. Out of this work came the Global Transforma-
tional Leadership Scale, which was designed to measure transformational lead-
ership behaviors. 

Other valid and reliable tools have been developed to measure competen-
cies associated with transformational leadership. Kouzes and Posner (2003) 
developed the Leadership Practices inventory, a 360-degree leadership assess-
ment tool that measures mastery of five practices of exemplary (transforma-
tional) leadership: modeling the way, inspiring a shared vision, challenging the 
process, enabling others to act, and encouraging the heart. Another 360-degree 
leadership tool, the Multifactor Leadership Questionnaire (MLQ-Form 5X), 
measures three dimensions of transformational leadership: charismatic behav-
iors, individual development, and intellectual stimulation (Antonakis, Avolio, & 
Sivasubramaniam, 2003).

Transformational leadership results in positive organizational outcomes. 
Cummings and colleagues (2008, 2009) conducted two extensive systematic 
literature reviews to examine factors that contribute to leadership and relation-
ships between various leadership styles and nursing workforce and health care 
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environment outcomes. They concluded that transformational and relational 
leadership styles can be learned and that they are particularly effective in 
increasing nurse satisfaction, recruitment and retention of nurses, and healthy 
work environments. 

Because implementing EBP is a vision-drive change, the decision to begin 
this journey sits squarely with the chief nurse executive (CNE). it must be 
undertaken intentionally, with a full commitment and understanding that a shift 
to a new nursing practice culture takes time—usually 3 to 5 years to embed. 
After this decision is made, implementation falls to the collective nursing lead-
ership team at all levels in the organization and begins with a comprehensive 
assessment of their readiness to serve as change leaders.

Trust
Creating and sustaining trust is one of five management practices consistently 
associated with successful change initiatives and achieving safety practices 
(iOM, 2004). Trust has been defined as “the willingness to be vulnerable to 
the intentions of another and is strongest when parties believe each other to be 
competent and to have one another’s interests at heart” (iOM, 2004, p. 115).  
Staff’s trust in the organization and its leaders results in significant organiza-
tional outcomes, such as higher productivity (Rousseau, Sitkin, Burt, & Cam-
erer, 1998); commitment and job satisfaction (Laschinger & Finegan, 2005), 
positive business outcomes (iOM, 2004); and positive work attitudes, citizen-
ship behaviors, and job performance (Dirks & Ferrin, 2002).  

The institute of Medicine’s (2004) landmark report on transforming the 
nurse’s work environment provides a review of the evidence to support trust as 
a critical contextual and transformational leadership behavior. The evidence 
indicates the importance of trust in organizational relationships:

 ■ Trust links people and groups to organizations, and as a result, staff 
members are willing to contribute without expectations for some-
thing in return.

 ■ Trust increases staff members’ capacity for change by reducing the 
uncertainty and the discomfort that comes with change.

 ■ Trust creates honest and open communication and increases the 
amount of knowledge that flows among staff.
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 ■ Trust can be fostered by an organization’s reputation for compe-
tence, members’ ability to access the expertise of others, and the 
collective capabilities of members.

 ■ The degree of trust between staff and leadership is dynamic and is 
enhanced or reinforced by positive interactions over time.

Dimensions of Trust
Trust is an attribute that must be earned through the consistent actions of the 
leader over time. Trust finds its voice in the interactions between leaders and 
staff, and at its core, is about relationships built on shared values. in their clas-
sic book on trust, Maister, Green, and Galford (2000) offer a framework for 
trust-building based on four dimensions of trust: 

1. Credibility

2. Reliability

3. intimacy

4. Self-orientation 

They suggest that being trustworthy requires that a leader display all four 
dimensions. Leaders might find this framework useful in assessing their trust-
worthiness and the level of trust within nursing and the larger organization.

Credibility is one aspect of trust that is most frequently achieved. it is 
engendered through behaviors rather than through words. Credibility is built 
on expertise, which includes both accuracy and completeness. Factual informa-
tion and communication, logic, and others’ experiences of the leader are used to 
assess accuracy. Completeness is perceived on an emotional level and generally 
conveys a sense of honesty. Among the four components, credibility takes a 
moderate amount of time to develop.

Reliability is about dependability and consistency in behavior. it is largely 
about the repeated experience of making promises and following through with 
actions. Staff unconsciously judge reliability by the leader’s follow-through and 
timeliness on simple actions such as returning phone calls, keeping appoint-
ments and meetings, and delivering on commitments on time.

intimacy is the most effective and the most common source of differentia-
tion in trustworthiness, yet it is also where the most failure in building trust 
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occurs. People trust those who are willing to talk with them about what they 
feel, see, or think. intimacy is about achieving emotional honesty, while at the 
same time maintaining mutual respect and boundaries. intimacy is more about 
who we are, and if done well, takes the least amount of time to develop. if done 
without regard for mutual respect and boundaries, it can have significant inter-
personal consequences. 

Self-orientation refers to preoccupation with the leader’s own agenda at 
the expense of what is important to the staff. in building trust, the goal is to 
keep self-orientation low and other-orientation high. Behaviors that build other-
orientation include asking staff to share their understanding of an issue, using 
open-ended questions, focusing on defining the problem rather than the solu-
tion, reflective listening, and trusting that as a leader, you can add value during 
the interaction.

Staff Involvement
Staff involvement in a transformational change such as EBP is an essential 
component of professional practice and requires a paradigm shift in how lead-
ers, staff, and organizational systems interact (Laschinger et al., 2009). Pre-
conditions for staff involvement in decision making are leadership’s collective 
beliefs and assumptions that staff members want to be involved, that they are 
competent and capable to participate in decisions that affect their practice, and 
the recognition that they are the organization’s most valuable asset. 

Leaders become facilitators of the process of decision making for this 
practice change. They must “be able to create a safe and developmental context 
for both the staff and themselves so that trials associated with a considerable 
change in the traditional locus-of-control can be safely confronted, and profes-
sional practice can truly evolve” (Porter-O’Grady, 2004, p. 1). Through this 
process, leaders must provide staff with information and shared knowledge and 
entrust staff with authority commensurate with their scope of decision making. 
As a result, leaders harness the talents and capabilities of staff through trust 
and their direct involvement in decisions. in addition, staff participation in the 
transition to practice based on evidence increases their ownership and sense of 
empowerment and is a key attribute of learning organizations (Senge, 1990). 

Moving decision making to the lowest level commensurate with available 
knowledge unleashes staff commitment by giving them the freedom to act and 
try out their own ideas while at the same time being responsible for the results. 
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This approach is especially critical in times of rapid change because it increases 
staff’s flexibility, learning, resiliency, and responsiveness to the changing 
demands of the practice environment. Rigid hierarchies that thwart learning 
and diminish the quality of thinking of the staff, both vital features of the prac-
tice environment, also limit the potential for EBP to thrive. 

Case in Point

Leading the Way to EBP
Leadership roles vary based on the leader’s level in the organization. Leadership 
comprises three essential functions related to EBP: 

1. Create a vision and strategic plan for infusing EBP into the fabric of 
the organization.

2. Build capacity by ensuring that nurses have the knowledge and skills 
to acquire and judge the strength of evidence and translate into 
practice.

3. Create and foster sustainability of evidence-enhanced work 
environments that are aligned with the current and future workforces.

Vision
In creating a vision of an EBP environment, the CNE selects a team of nurse 
leaders who are going to have roles in the change process. Ideally, all levels of 
leaders are represented in the group, including nurse leaders from the front 
line. In this way, the process of creating a vision becomes as important as the 
vision itself. During this process, the group clarifies and aligns collective goals, 
values, and ideals and develops ownership for the vision, which subsequently 
positions them to communicate the vision to the staff. 

The vision should reflect an image of the future they seek to create, a mental 
picture that answers the question, “If we were successful, in the ideal world, 
what would we see?” Effective leaders change cultures around a clear, specific, 
and compelling vision that inspires commitment and stretches expectations 
beyond the followers’ comfort zones. Strategic plans are generated from the 
vision and identify the major milestones that need to be achieved during the 
transformation to nursing practice based on evidence.
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Capacity Building
The leader’s role in capacity building is to address key components to create the 
conditions for change:

•	 Facilitate selection of an EBP model

•	 Build the organizational infrastructure

•	 Remove barriers

•	 Ensure EBP knowledge and skills of leaders and front-line staff

•	 Identify, secure, and allocate resources, such as staff time to learn 
the EBP process and conduct projects, library resources, computers, 
and partnerships with experts outside of the organization to 
complement internal expertise

Capacity building is the foundation for implementation planning, which might 
be done by the visioning team or might be assigned to a separate group of 
mid-level leaders. Advanced practice nurses such as nurse educators or clinical 
specialists are ideally suited for this role because of their advanced nursing 
knowledge and their close proximity to practice at the front line.

Sustainability
The role of sustainability is addressed by building an organizational 
infrastructure to support and promote an evidence-based work environment. 
Sustainability requires a culture that values learning, inquiry, risk taking, 
innovation, trust, and shared decision making, that sets expectations for 
EBP in standards for practice and care, that builds EBP competencies into 
orientation, that develops a self-generating mechanism for developing mentors, 
and that aligns incentives to facilitate the uptake and use of the best evidence. 
Sustainability is about creating the infrastructure for a learning organization, 
an organization skilled at tapping staff’s commitment and capacity to learn 
at all levels of the organization. In this way, leaders actively manage the 
learning process and modify the behavior of the nursing organization to reflect 
application of the best evidence in the care of patients (IOM, 2004). 
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Leadership Competencies
A number of professional organizations and health care leadership experts 
have sought to clarify the essential competencies for successful leadership. The 
American Organization of Nurse Executives (2005) suggests that these com-
petencies include communication and relationship building, knowledge of the 
health care environment, leadership, professionalism, and business skills. The 
Robert Wood Johnson Foundation (Morjikian & Bellack, 2005) identifies the 
following leadership competencies as crucial for thriving in today’s emerging 
health care system: interpersonal and communication effectiveness, risk tak-
ing and creativity, self-knowledge, inspiring and leading change, and strategic 
vision. Transformational leadership, advocated by the American Nurses’ Cre-
dentialing Center’s Magnet Recognition Program, demands “emotional intel-
ligence, rationality, motivational skills, empathy and inspirational qualities and 
the intellectual qualities of strategic sensing, analytical skills and self-confi-
dence in public presentation” (McCormack et al., 2002, p. 99). 

Carroll (2005) studied skills and attributes identified by nurse executives 
and female leaders and uncovered six common themes: personal integrity 
(which rated highest and included ethical standards, self-reliance, courage, 
and candor), strategic vision/action orientation, team building/communication 
skills, management and technical competencies, people skills, and personal sur-
vival skills/attributes. Begun & White (2008) enriched the leadership literature 
by identifying competencies for meeting the challenges of health care settings 
as complex adaptive systems, which include shared sensemaking, exploring, 
and connecting. Finally, there has been attention to the importance of the ethi-
cal competency of stewardship in informing meaningful change in practice 
(Murphy, 2009).

Leadership nursing competencies for 2020 have also been defined (Huston, 
2008). These essential skills are identified as

 ■ Possessing a global perspective on health care and nursing issues.

 ■ Acquiring technology skills that enable mobile and portable rela-
tionships.

 ■ Having expert empirically based decision-making skills.

 ■ Being able to create an organizational culture of quality and safety.

 ■ Being politically savvy.
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 ■ Demonstrating highly collaborative team-building skills.

 ■ Balancing authenticity and performance expectations.

 ■ Being able to envision possibilities and proactively adapt to change 
and chaos.

All of the aforementioned competencies are critical to success in all aspects of 
the leadership role. The following discussion centers around seven key compe-
tencies that are particularly important when assessing leadership readiness for 
EBP: 

1. Critical thinking

2. Strategic visioning

3. inspiring and leading change

4. Relationship building

5. Emotional intelligence

6. Managing complexity

7. Stewardship

Critical Thinking
The nurse leader is responsible for ensuring that organizational policies, pro-
tocols, and procedures are evidence-based. Critical thinking skills and the 
inclination to think analytically are vital to transformational leadership in a 
complex, technological environment in which nurses must process large vol-
umes of data to inform decision making (Zori & Morrison, 2009). Translation 
of evidence into practice occurs only after thoughtful deliberation of the fit and 
applicability of the evidence to the particular practice environment. incorpora-
tion of evidence into organizational standards is the product of judicious reflec-
tion.

Critical thinking is a foundational cognitive skill that has a powerful 
impact on leadership decision making in an EBP profession. Effective leaders 
model critical thinking through their own actions. They expect and support 
critical thinking in others. Porter-O’Grady and colleagues (2005, p. 30) propose 
that the discipline of critical thinking is “simply the leader’s systematic and 
organized thinking and expression in a way that represents disciplined think-
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ing.” They describe leaders as creating context grounded in a “spirit of critical 
thinking” (p. 31) that is the foundation for an open environment characterized 
by curiosity, inquiry, and exploration. 

The ability to critically analyze complex issues encountered in day-to-day 
operations while maintaining the energy to explore new knowledge, ideas, and 
innovations is paramount to EBP leadership (AONE, 2005). Facione, Facione, 
and Sanchez (1994), in their timeless study, found that critical thinking skills 
include analysis, evaluation, inference, and deductive and inductive reason-
ing. Nurse leaders process large amounts of information on a daily basis, using 
these higher level cognitive skills to arrive at decisions and to convey a clear 
sense of mission, vision, and values to others within and outside of the orga-
nization. The skills and dispositions of critical thinking, such as analysis and 
open-mindedness, are needed “regardless of the nature of the evidence used by 
nurses, the sources from which such evidence are drawn, and the settings for its 
application” (Profetto-McGrath, 2005, p. 369).

Table 2.3 outlines critical thinking skills that provide nurse leaders with the 
tools required to frame thoughts, decisions, and actions as postulated by Porter-
O’Grady and colleagues (2005).

Table 2.3: critical thinking skills for nurse leaders

Skill Defining Characteristic Application to EBP

interpretation •	 Understanding importance, 
value, and meaning 

•	 Establishes priority for EBP and 
clarifies impact on people and 
systems

Analysis •	 identifying structured 
relationships among 
frameworks of thought and 
underlying assumptions

•	 Examines the basis for EBP 
questions and translation 
recommendations

•	 Probes relationships between 
structure, process, and outcome 
of EBP

inference •	 Drawing reasonable 
conclusions from the 
analysis

•	 Creates or adopts a framework 
for EBP through a process of 
deduction
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Skill Defining Characteristic Application to EBP

Evaluation •	 Appraising the credibility 
and validity of conclusions 

•	 Builds confidence in translation 
decisions

Explanation •	 Clarifying relationships 
and underlying premises of 
conclusions drawn 

•	 Articulates with clarity the basis 
for evidence-based decisions 

Self-regulation •	 Refining personal critical- 
thinking skill

•	 Develops skill in monitoring and 
refining personal EBP-modeling 
behaviors

Adapted from Porter-O’Grady et al., (2005)

Strategic Visioning
The art of envisioning allows nurse leaders to accept the inevitability of change, 
appreciate new opportunities, develop new strategic direction, and articulate a 
compelling vision (ibarra and Obodaru, 2009). Strategic visioning is required 
for the investment in intellectual capital necessary to the creation of a learning 
organization or one that is dedicated to continual growth in its ability to create 
the future (Ceppetelli, 1995). Successful implementation of EBP is facilitated 
by the leader’s ability to create this learning organization where evidence drives 
clinical practice to ensure the delivery of reliable care (Newhouse & Melnyk, 
2009).

An effective leader in EBP demonstrates a personal lifelong commitment 
to learning through example, considers the impact of EBP translation decisions 
on the organization as a whole, and serves as a professional role model and 
coach in evidence-based leadership (AONE, 2005). Senge (1990) introduced 
the concept of the learning organization and described five disciplines (or 
competencies) in thinking and interrelating: shared vision, personal mastery, 
mental models, team learning, and systems thinking. Jeong and colleagues 
(2006) found a statistically significant positive relationship between nurses’ use 
of these competencies and organizational effectiveness. Table 2.4 outlines these 
competencies as they apply to EBP leadership.
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Table 2.4: application of learning organization disciplines to EBP

Competency Defining Characteristics Application to EBP

Shared vision •	 Congruence of 
organizational vision 
with personal vision 
fostering commitment

•	 Keeps the organization focused on 
what could be in a world of best 
practice

•	 Extends this vision to others

Personal mastery •	 Continually improving 
personal proficiency to 
attain goals

•	 Focuses personal energy on 
modeling EBP behaviors and 
developing an EBP culture

Mental models •	 Examining deep-seated 
beliefs that affect 
perspective and action

•	 Challenges deeply ingrained 
assumptions that influence 
translation decisions

Team learning •	 Aligning team 
members’ collective 
capacity to achieve 
common goals

•	 Promotes discussion and dialogue 
among team members to discover 
new views

Systems thinking •	 Understanding 
downstream effects of 
decisions on existing 
systems and workflow 
processes 

•	 Articulates a worldview that takes 
into account the impact of change 
on the interaction between nurses 
and the systems in which they 
work

Adapted from Senge (1990), Ceppetelli (1995) and Jeong et al., (2006)

Inspiring and Leading Change
First and foremost, EBP is about change. it is characterized by a continual 
search for the best ways to do things to achieve optimal outcomes and transla-
tion of these best practices into the health care setting. Leaders are called to 
serve as change agents whether they are developing an EBP culture, building an 
infrastructure to support EBP, or guiding adoption when evidence translation 
results in work-flow redesign. in this era of dramatic changes in health care sys-
tems and processes “leadership arises to accomplish three important tasks that 
are faced by human systems: providing direction, inspiring commitment, and 
facing adaptive challenges” (Begun & White, 2008, p. 240). 
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Leading change requires the ability to communicate effectively and with 
positivity, encourage risk taking and initiative, bring resistance to change out 
in the open to work toward overcoming it, motivate and retain key people, and 
create a supportive environment for change (Pritchett & Pound, 2008). Leaders 
must possess the key attributes of flexibility and adaptability to thrive in chang-
ing workplace dynamics. 

Effective leaders are adept at motivating commitment in the workforce; 
creating an environment for change; and creating, communicating, and opera-
tionalizing the EBP vision (Burritt, 2008). Empowering the workforce to 
develop evidence-based ideas and put them into practice is a leadership talent 
that fosters initiative. Staff members feel that their voices are heard and that 
their opinions make a difference. 

Appreciative Inquiry
Appreciative inquiry is gaining ground as a transformational change process 
in which innovative change emerges from the social interactions among people 
within the system (Richer, Ritchie, & Marchionni, 2009). Emphasis is placed 
on using affirmative questions to create a positive learning environment (Kow-
alski, 2008). This type of inquiry recognizes that nurses both accumulate 
and produce knowledge and that this knowledge is a source of innovation and 
change. EBP extends itself beyond scientific evidence to include knowledge 
gained through the interplay of the political and social environment, interdis-
ciplinary networking, and collaborative decision making. Appreciative inquiry 
acknowledges that capitalizing on the knowledge, skill, and experience of the 
workforce in an affirmative and encouraging manner is one of the best ways to 
create organizational change.

Relationship Building
Those whose leadership strength is in relationship building have the distinctive 
ability to create groups and organizations that are much greater than the sum of 
their parts (Rath & Conchie, 2008). Communication and relationship building 
comprise a variety of behaviors and skills, including relationship management, 
behavior influence, embrace of diversity, shared decision making, community 
involvement, medical staff relationships, and academic relationships (AONE, 
2005). To create an environment conducive to EBP, the nurse leader needs to be 
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proficient at building collaborative relationships with nursing staff, peers, other 
disciplines, community leaders, and faculty. These partnerships are essential for 
success in creating the supportive infrastructure needed for success.

The ability to influence behaviors by creating and communicating a shared 
EBP vision is crucial. Leaders who can produce sound, persuasive verbal and 
written materials to address the value of EBP to patients, clinicians, and the 
organization are more likely to inspire the changes required for an EBP culture. 
Nurse executives who are adept at influencing can represent EBP to the govern-
ing body and educate board members on how EBP advances quality, safety, and 
effectiveness of health care. They are skilled in selling EBP both inside and 
outside the organization.

“A greater possibility for creative and catalytic ideas results from the con-
tributions of many minds working collaboratively toward a common goal and 
shared concerns” (Shirey, 2007, p. 169). Creating an environment that recog-
nizes and values different perspectives enriches the outcome of EBP projects. 
The ability to build strong alliances requires a focus on relationship building, 
communication, and investment in human resources. inclusive behaviors that 
engage a diverse group of nurses and interdisciplinary team members to exe-
cute EBP projects together result in greater success.

Community involvement enables the nurse leader to develop mutually ben-
eficial relationships with other nurse leaders in the community, regardless of 
whether the leader is situated in a high-resource or low-resource setting. For 
example, leaders in small, rural hospitals might not have access to state-of-the-
art knowledge resources needed to build and sustain an EBP culture. Relation-
ship building with leaders of resource-rich academic medical centers helps to 
fill this gap. Such relationships provide a forum for information-sharing, coach-
ing, and connecting that provides benefits well beyond EBP.

Medical staff relationships build credibility and allow for collaboration 
with physician EBP champions. Much of the work of health care is interdisci-
plinary. Changes in the practice of one discipline invariably affect the practice 
of other disciplines. Health care is delivered by teams, so the ability of the 
nurse leader to engage, educate, and gain buy-in from physician colleagues is 
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critical in maintaining focus on the mutual goal of quality patient and organiza-
tional outcomes.

Finally, skill in building strong academic relationships enables nurse lead-
ers in service settings to work in a synergistic manner with nurse leaders in 
academic settings to ensure that both settings produce nurses who are highly 
competent in EBP. Without such relationships, nurse leaders of both settings 
run the risk of either producing nurses with a set of skills that become stag-
nant in the practice setting or having preceptors who do not possess the skills 
needed to effectively model EBP behaviors.

Emotional Intelligence
Emotional intelligence, often labeled as common sense, is “the ability to read 
the political and social environment, and landscape them; to intuitively grasp 
what others want and need, what their strengths and weaknesses are; to remain 
unruffled by stress; and to be engaging, the kind of person that others want to 
be around” (Stein & Book, 2006, p. 14). Viewed as an executive leadership 
skill, emotional intelligence is a competency that does the following:

 ■ Promotes positive working relationships even in chaotic, dynamic 
environments

 ■ instills a passion for excellence and dedication in the workforce

 ■ inspires trust

 ■ Promotes critical thinking

 ■ influences people to consider how knowledge is used in practice 
(Bulmer-Smith, Profetto-McGrath, & Cummings, 2009). 

Goleman, Boyatzis, and McKee (2002), in their classic book, identified emo-
tional intelligence leadership competencies in four broad categories: self-aware-
ness, self-management, social awareness, and relationship management. Table 
2.5 outlines these competencies, how they are expressed, and their application 
to EBP leadership.
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Table 2.5: application of Emotional intelligence leadership competencies to EBP

Competency Expression Application to EBP

Self-awareness •	 Emotional self-
awareness

•	 Accurate self-
assessment

•	 Self-confidence 

•	 Speaks with conviction about 
EBP as a guiding value, 
recognizes own effect on others, 
and welcomes feedback

•	 is self-assured, has a sense of 
presence when envisioning an 
EBP culture

Self-management •	 Self-control

•	 Transparency

•	 Adaptability

•	 Achievement

•	 initiative

•	 Optimism

•	 Demonstrates composure in 
the face of complex change, 
authentic, flexible in adapting to 
the challenge of developing an 
EBP culture, values continual 
learning, creates opportunities 
for best practice, and has a 
positive vision of the future 

Social awareness •	 Empathy

•	 Organizational 
awareness

•	 Service

•	 is attuned to the emotions that 
accompany a change to an EBP 
culture and actively listens to 
differing perspectives

•	 is politically astute and uses key 
relationships to garner support 
for EBP

•	 Monitors outcomes of EBP 
to ensure patient and staff 
satisfaction

Relationship 
management

•	 inspiration

•	 influence

•	 Developing others

•	 Change catalyst

•	 Conflict management

•	 Teamwork and 
collaboration

•	 Moves people along toward a 
shared EBP vision, engaging 
stakeholders and cultivating the 
EBP abilities of staff 

•	 Champions EBP, managing 
conflicts that might arise during 
the transition

•	 Plays as a member of the team, 
builds spirit and commitment to 
EBP in others

Adapted from Goleman, Boyatzis, & McKee (2002)
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Managing Complexity
Begun and White (2008) describe three interdependent competencies that 
enable nurse leaders to meet complex challenges, such as integrating EBP into 
the fabric of a health care organization: shared sensemaking, exploring, and 
connecting. 

Shared Sensemaking
Shared sensemaking is a term used by Weick (1995) to describe organizational 
social behaviors that lead to shared situational awareness. “Shared sensemak-
ing allows participants to understand the nature of problems and opportunities 
and to be able to propose innovative solutions” (Begun & White, 2008). Lead-
ers who are adept at sensemaking learn from past experience, actively focus 
on events that fit the activities in which they engage, use shared meaning and 
shared experience to guide organizational decision making, undergo a continual 
process of refining their understanding, and “when faced with situation uncer-
tainty or information overload … will simplify their information needs in order 
to make plausible, but timely decisions” (Leedom, 2001, p. 11). 

Why is shared sensemaking an important competency for leaders who 
engage in building EBP cultures? EBP requires teams of individuals who join 
together to engage in inquiry, analysis, synthesis, and translation of evidence. 
To accomplish this goal, they need shared understanding and direction. Leaders 
are called upon to make sense of ambiguity or uncertainty and to contribute to 
reshaping ever-changing practice environments by enabling continual learning 
and informed decision making at the point of care.

Exploring
Exploration allows leaders to learn more about the complex challenges they 
face. This uninhibited search enables the discovery of innovative roles and 
opportunities that allow for growth and change (Begun & White, 2008). Armed 
with a global perspective about health care and professional nursing issues, the 
effective nurse leader is open to and aware of cross-cultural diversity and uses 
this knowledge to inform choices. 

Effective EBP leadership is exemplified in the leader who seeks out infor-
mation regarding best practices in developing the infrastructure to build and 
sustain EBP. This trusted leader earns respect by providing others in the orga-
nization with the information they need to succeed in establishing an EBP  
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culture. The leader shares this information with individuals and groups most 
likely to benefit from this knowledge and engages in meaningful dialogue to 
learn from others.

Connecting
Leaders in a complex environment know how to foster the construction of 
strong networks between and among the front line, middle, and top of the 
organization, forging new connections and strengthening existing connections 
(Ford, 2009). They encourage communication among all constituents and cul-
tivate systems thinking, a shared understanding that interactions among parts 
of the system generate a cascade of consequences. Nurses, at the hub of the 
interdisciplinary team, are natural leaders of EBP because they are particularly 
adept at establishing relationships among team members, patients, families, and 
the organization (Begun & White, 2008).

Effective EBP leaders help others to see the big picture and to understand 
the interrelatedness of events and people. They break down barriers that pre-
vent shared knowledge and encourage diverse teams to work together to achieve 
mutual goals (Rath & Conchie, 2008). They can overcome differences among 
team members and build rapport. Effective translation requires shared under-
standing and shared commitment to change. Connections made in the rela-
tionship-building processes ensure that the leader moves beyond self-interest, 
demonstrates respect for the opinions of others, and uncovers the commonali-
ties that exist among diverse factions.

Stewardship
Nurse leaders inform meaningful change in nursing practice and clinical care 
through their own character traits and ethical principles (Murphy, 2009). The 
leadership competency of stewardship acknowledges the moral imperatives of 
nurse leaders. Stewardship is the act of promoting values-based practices that 
preserve respect for persons’ dignity and self-determination and promote equity 
and fairness (Murphy & Roberts, 2008). Haase-Herrick (2005) presents a prac-
tical vision of stewardship as “leaving something as good as, if not better than, 
it was before you touched it” (p. 115). it involves transforming care by engaging 
others in determining solutions and actions. in an EBP culture, such steward-
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ship ensures that practice questions are answered based on evidence and that 
nurses engaging in EBP take into account the context of care and ethical prin-
ciples when translating EBPs.

To be an effective steward of the health care system and the profession of 
nursing, the nurse leader attends to self-stewardship through succession plan-
ning, continual learning, and balance (Haase-Herrick, 2005). Looking beyond 
personal tenure, the leader develops a strong group of future nurse leaders who 
possess the skills and competencies required to sustain an EBP culture. in addi-
tion, nurse stewards understand the need to continually develop their own skills 
and competencies to lead effectively in the twenty-first century, especially with 
respect to developing practice questions and engaging others in crafting solu-
tions. They do this as strong role models who strike a balance between personal 
and professional fulfillment. 

in discussing nurse leaders as stewards, Murphy (2009) discusses the 
concept of communities of inquiry, which can be applied to structure learning 
by enabling nurses to engage in experiences that further knowledge and skill 
acquisition. This strategy is especially effective for leaders who are developing 
an EBP culture. Nurse stewards understand that practical application can help 
to shift nurses’ reasoning so that the development of EBP skills and competen-
cies emerge out of real-world situations. 

Case in Point

Leadership and Organizational Readiness  
In creating the nursing vision and strategic plan for EBP implementation at a 
380-bed community hospital, the new chief nursing officer (CNO) and the nurse 
executive team identified achieving Magnet designation as a key strategy. 
Magnet recognition was viewed as more than an award; it was a huge change 
to the organizational culture. A gap analysis revealed a lack of infrastructure 
for EBP. The leadership team identified the first step to bridging this gap as 
the development of an infrastructure for EBP. The CNO understood the need to 
assess both leadership and organizational readiness before embarking on this 
task. A clear understanding of contextual factors associated with the practice 
environment was critical. 
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Nurse Leadership Readiness 
The nurse executive team was supportive of the strategic goals and saw EBP 
as an important opportunity for professional practice development. Nursing 
directors had long tenures in the organization, with educational backgrounds 
ranging from diploma through PhD. The CNO identified the need to expand 
this team by adding a Magnet coordinator and a director of nursing research 
and professional practice. The CNO was faced with decoding resistance from 
the nursing directors who felt that the executive team should consist only 
of leaders with operational responsibilities. The relationship-building and 
emotional intelligence competencies of the CNO enabled achievement of a  
mutually satisfactory resolution. The result was creation of a monthly meeting 
during which the executive team receives input into the EBP strategic plan  
from the Magnet coordinator and the director of nursing research and 
professional practice. 

The director of nursing research and professional practice role provided a nurse 
researcher whose skill set balanced an appreciation of operations with research 
and EBP expertise. This role was instrumental in establishing the framework 
for EBP; integrating EBP into the fabric of nursing practice; assisting staff to 
develop, implement, publish, and present nursing EBP externally; and writing 
grant applications to support EBP and research. Nurse executives restructured 
the traditional nursing education department, re-classing the Director of 
Nursing Education position as a Director of Nursing Research and Professional 
Practice.

Strong leaders were essential to create successful professional practice 
environments that value and support EBP. Such leaders are tenacious, 
function as mentors and facilitators, and integrate the vision and strategies 
of EBP and nursing research into the fabric of the organization. The CNO’s 
leadership assessment yielded concerns about the scopes of responsibility of 
nurse managers, many of whom managed two units. Some managers had up 
to 120 staff members reporting directly to them. Despite manager support for 
the approach for EBP, they would be challenged to meet staff expectations 
of visibility, accessibility, and mentoring. The CNO garnered support from 
the nurse executive team for a reduction in each nurse manager’s scope of 
responsibility to a single unit and unit-based placement of nurse educators to 
support the EBP strategic initiative.  



chapter 2: assessing nursing leadership readiness 47

The next step was to assure leader education about EBP, as leaders were 
approached by newly engaged staff seeking support, counsel, and mentoring 
in EBP. The Director of Nursing Research and Professional Practice procured 
a grant to develop an EBP leadership program with six faculty experts from 
local universities. The hospital matched grant funds to establish a four-part 
interactive EBP leadership program targeted at nurse executives, managers and 
assistants, educators, advanced practice nurses, and clinical specialists. 

Lessons Learned 

This experience yielded eight key lessons:

1. Create the right infrastructure with the right resources to 
support the vision. 

2. Leverage individuals in key positions to inspire leaders to drive 
the vision and strategy. 

3. Assess executive leadership skills and competencies and engage 
leaders in the vision. 

4. Leverage enthusiasm generated by staff and leader education to 
drive the cultural change. 

5. Build on the basics; tailor EBP education programs to meet 
leaders’ expectations. 

6. Reward and recognize leaders for their work and engagement. 

7. Encourage visible executive leadership participation in EBP 
education.

8. Report on EBP work to others in the senior leadership team and 
key players.

Organizational Readiness
In preparation for Magnet recognition, the leadership team established councils 
for the work of creating and sustaining a professional practice environment 
through shared governance. Most staff nurses had been prepared at the 
associate degree level and, as such, had not been exposed to nursing research 
or EBP in their coursework. The primary strategy to bring EBP to life was to 
engage and educate staff nurses so that they could share their enthusiasm for 
EBP with colleagues.  
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The leadership team also established a Nursing EBP and Research Council to 
promote optimal patient care and advance nursing science by facilitating a 
culture of EBP, nursing research, and the integration of evidence into the 
delivery of nursing care and nursing administration. Facilitating this culture 
was accomplished by educating nurses in EBP methods and providing support 
for nurses in implementing evidence-based processes and measuring outcomes. 

During the first year, the council was chaired by the Director of Nursing 
Research and Professional Practice, with a staff nurse as co-chair. The staff 
nurse co-chair, although lacking in EBP expertise, was enthusiastic about 
EBP and willing to accept this key role. The council included a nurse educator 
consultant with recent exposure to research concepts and EBP in her master’s 
degree coursework and volunteer inpatient and outpatient staff nurses with 
a desire and enthusiasm to learn about nursing research and EBP. The charter 
of this council included choosing an EBP model and educating the council 
members about EBP with the goal that these members would function as unit-
based experts on how to use evidence to improve practice. 

Lessons Learned

This experience yielded ten key lessons:

1. A hospital-based doctorally prepared nurse researcher is effective 
in enhancing early adoption of EBP and nursing research as part 
of the organizational culture. 

2. Council members can perceive the assessment of staff nurse EBP 
knowledge as threatening. Build on the basics so that everyone is 
on the same page.

3. Do not assume that a large percentage of bachelor’s- or master’s-
prepared nurses needed to engage staff in EBP. Assure that 
leaders have the competencies to drive EBP; create a supportive 
environment; and provide required resources, time, and 
recognition. 

4. Ask questions and actively listen to assure staff engagement and 
understanding. 

5. Choose educators well and assure they have a passion for assuring 
staff success. 



chapter 2: assessing nursing leadership readiness 49

6. Engage staff in decision making related to EBP and research. 

7. Leverage early wins and provide staff with the opportunity to 
showcase their work.

8. Develop EBP internships that provide staff nurses with the 
resources and time to participate and contribute to the practice 
of nursing. 

9. Partner nursing staff with graduate students to work 
collaboratively on EBP projects.

10. Build EBP council member roles as supportive of other councils 
such as clinical practice, nursing quality, and patient safety 
and other project work that requires evidence-based policies, 
procedures, and protocols. 

Conclusion
implementing EBP is a strategic imperative for nursing leaders in all set-

tings and requires leadership readiness to create an evidence-based practice 
environment. This chapter provides a road map for assessing the readiness of 
leaders to undertake this transformational change by examining contextual fac-
tors and leadership competencies vital to embedding EBP into nursing practice 
and the environment of care.

Understanding and assessing contextual factors and the competencies for 
those in leadership roles is essential for creating the conditions for and sustain-
ing change to EBP. Contextual factors of importance to creating the learning 
environment capable of sustaining EBP include building new mental models of 
health care as a complex adaptive system, understanding organizational culture 
and subcultures, exploring transformational leadership behaviors, and valuing 
trust and staff involvement in decision making. 

Successful development of an evidence-based practice environment is 
linked to seven core competencies that leaders need to facilitate implementa-
tion of EBP: critical thinking, strategic visioning, inspiring and leading change, 
relationship building, emotional intelligence, managing complexity, and stew-
ardship. Leaders who invest in self-assessment, individually and as a team, are 
well-positioned for inspiring and elevating followers in pursuit of practice based 
on evidence.
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Establishing organizational 
infrastructure

Organizational infrastructure is the foundation on which evidence-based prac-
tice (EBP) is built (Foxcroft & Cole, 2003; Newhouse, 2007b; Stetler, 2003; 
Titler & Everett, 2006). Evidence driven practice is no longer optional; it is a 
requirement and infrastructure is the essential link that supports translation of 
evidence to practice (Porter-O’Grady & Malloch, 2008). Without infrastruc-
ture, no EBP program can succeed. 

infrastructure is threaded throughout successful implementation of an EBP 
program, and includes human and material resources that are antecedents to 
prepare for organizational change (Greenhalgh, Robert, Bate, Macfarlane, & 
Kyriakidou, 2005; Newhouse, 2007b).This chapter presents strategies to estab-
lish organizational infrastructure essential to promote nursing EBP programs. 

Strategic Plan Overview
The development of organizational infrastructure for EBP must be approached 
strategically. The map to building EBP is the strategic plan. The strategic plan 
comprises goals, objectives, and activities with accompanying budgets to sup-
port the human and material resources required. The goals and objectives 

3
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should match the mission and vision of the organization. The specific objectives 
and activities guide the who, what, when, and how to achieve the intended goals 
in a clearly articulated plan. The plan includes realistic timelines, allocation 
of resources with identified responsibilities, and expected outcomes. Each step 
includes measurable outcomes so that the team can evaluate the progress and 
success of the plan. The conceptual (what does it mean?) and operational defi-
nitions (how is it measured?) should be included for all outcomes of interest. 
The first step in the strategic plan is to conduct an organizational assessment. 

in Year 1, objectives are likely to include an organizational assessment 
and gap analysis, budget development, and review of potential EBP models. in 
Year 2, goals might include mentor education and training and endorsement of 
responsibilities for groups or individuals. Year 3 might include expansion of the 
program throughout the organization, incorporation of EBP into job descrip-
tions, EBP training for all nurses, and incorporation of EBP training into new- 
nurse orientation. Table 3.1 includes an example of activities, objectives, and a 
timeline to develop infrastructure for EBP. Most organizations have an accepted 
template for a strategic plan. if you do not have a standard strategic plan tem-
plate, many are available on the internet. Use the search term “strategic plan 
template.” 

Table 3.1: Example of strategic Plan for EBP infrastructure, activities, 
objectives, and 3-Year timeline

Activity Objective Year 1 Year 2 Year 3

Organizational 
assessment

Assess organizational needs to 
build EBP program.

X

Budget Establish budget for EBP 
implementation.

X X X

Mentors Develop EBP mentors though two 
workshops and mentor pairs.

X

EBP model Select an EBP model. X

EBP process Define the organizational process 
for EBP projects.

X
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Activity Objective Year 1 Year 2 Year 3

Formalize 
responsibility 
for EBP in 
organizational 
governance

integrate responsibility for 
EBP into committee structure 
and functions (for example, 
EBP Steering, Standards of 
Care, Nursing Care Quality 
improvement, Research, 
Staff Education, Leadership/
Management).

X

Job descriptions Review and revise all job 
descriptions, incorporating 
responsibility for EBP.

integrate changes into career 
ladder/professional practice 
model.

Obtain approval from human 
resources.

Communicate change to nursing 
staff.

implement new job descriptions in 
evaluation.

X

Staff training Provide four workshops for staff 
nurses to learn EBP process.

X

Orientation incorporate EBP training into 
new-nurse orientation.

X

Policies and 
procedures

Establish standard for evidence 
basis, rating, and grading of 
evidence for approved policies 
and procedures.

X

Effective strategies for building EBP include attention to leadership, capacity 
building, and infrastructure (Stetler, 2003) and theory-driven approaches (New-
house, 2007b). Successful programs have been developed (Newhouse, Dearholt, 
Poe, Pugh, & White, 2007) and sustained (Titler & Everett, 2006) based on 
careful planning in academic medical centers (Newhouse, 2007b; Newhouse & 
Johnson, 2009; Titler & Everett, 2006), rural, and community hospitals (Burns, 
Dudjak, & Greenhouse, 2009).
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Transforming Organizational Culture
As the strategic plan is developed and implemented, leaders begin to focus on 
embedding EBP into the nature of the organization, transforming the organiza-
tional culture. One of the first steps is to begin to influence the organizational 
culture to signal an impending organizational transformation. Organizational 
culture comprises group-learned assumptions as the organization integrates 
and adapts to external forces that become an attribute of the group and are then 
taught as the right way to “perceive, think, and feel in relation to problems” 
(Schein, 2004).

in terms of EBP, the organization needs to move beyond using single 
sources of research evidence and organizational experience to inform policy 
and procedures changes and toward setting the expectation that nursing deci-
sions throughout the organization are going to be evidence-based. Changing 
the culture and expectations is not easily accomplished, because it requires that 
the old values and beliefs are challenged. Nurses in clinical and administrative 
positions alike have to think differently, challenge tradition, demand evidence 
as a rationale for decisions, refine old patterns of behavior, and acquire new 
skills in evidence review, summarizing evidence and creating evidence-based 
recommendations and implementation plans.

Spirit of Inquiry 
in preparation, leaders need to prepare for a new way of doing business. This 
new way becomes reflected in the language used in the organization. The 
nurses are encouraged to question practice, to ask “what evidence do we have” 
for this decision and to use words common to EBP work such as evidence 
search, critique, appraisal, dissemination, and translation. Nurses are then 
expected to seek, summarize, and recommend changes based on the best 
available evidence. For example, practice committees might require evidence 
summaries with an evaluation of the overall evidence using a standardized 
rating system. Leaders might require an executive summary that incorporates 
research, nonresearch, organizational evidence, and patient preferences to sup-
port proposed process changes within the organizational system, such as a new 
preoperative testing process for outpatients. 

The spirit of inquiry should be fostered. For example, leaders can set the 
expectation that nurses challenge any process with no added patient value 
through formal or informal processes. A formal process might involve new 
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standards review for all nursing procedures. The standard review process may 
begin to include the rating of evidence on which each procedure or guideline is 
based. informally, leaders can model behaviors, such as asking for the evidence 
that supports clinical or economic value when new products are requested. Lead-
ers have much work to do to enable nursing inquiry and foster a shared vision 
(Estrada, 2009). A shared vision drives groups to seek and be accountable for 
a common goal. Nurse leaders can affect both the spirit of inquiry and a shared 
vision through infrastructure development (Estrada, 2009). Nurses should be 
encouraged to seek answers to important questions, to work in interdisciplinary 
teams to summarize evidence, and to make practice recommendations. 

A sign of the new culture is the alignment of the EBP program with the 
nursing mission. A mission to “ensure the delivery of optimal patient care and 
excellent patient care services” (Johns Hopkins, 2009) can embed EBP struc-
ture and processes to support nursing decision making. The nursing depart-
ment philosophy, goals, and objectives can begin to integrate the new way of 
approaching nursing and patient problems. 

Magnet Recognition
Magnet recognition has been a major force in revitalizing the use of science 
to inform nursing practice. Magnet organizations are those that are known 
for excellence in nursing practice (ANCC, 2009a). Evidence-based practice is 
incorporated throughout the components of the Magnet model: Transforma-
tional Leadership (system vision leading to strong professional nursing prac-
tice), Structural Empowerment (structures and processes in place to promote 
professional practice), Exemplary Professional Practice (application of new 
knowledge and evidence); New Knowledge, innovation, and improvements 
(application of existing evidence, new evidence, and innovations for improve-
ment); and Empirical Quality Outcomes (impact of application of evidence on 
nurses and patients) (ANCC, 2009b).

Often, the goal to develop a culture of EBP is incorporated into the Mag-
net journey of aspiring organizations, based on indentified needs from the gap 
analysis. Development of the EBP program requires a 3- to 5-year strategic plan 
to create the infrastructure and capacity for EBP if no EBP process or model is 
in place. An organizational assessment needs to be conducted, and goals and 
objectives established. Efforts undertaken to build an EBP program are also 
likely to strengthen the organization’s capacity to undertake nursing research, 
another Magnet expectation.
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Organizational Assessment, Goals, and Objectives
The first step in the strategic plan is to conduct an organizational assessment, or 
gap analysis. Figure 3.1 includes an example of a self-assessment to begin the 
process. Each question includes an assessment of infrastructure necessary to 
support the development of EBP. For example, the tool includes questions about 
whether the organization has literature search capability, available mentors, or 
access to peer reviewed journals. To complete the organizational assessment, 
invite nurses from the EBP planning committee or governance committees to 
review each item, indicating if they think it is present in the organization. The 
group should discuss the responses indicating the areas of weakness. 

Use the organizational assessment to tailor the strategic plan to the organiza-
tion’s goals and objectives for the next 3 to 5 years of the strategic initiative. 
Table 3.2 includes examples of potential goals, objectives, responsibility, and 
evaluation for a 3-year plan. Consider the scope of the EBP program within the 
organization or system. Will the expectations for facilitation of EBP projects be 
the responsibility of governance committees, units, advanced practice nurses, or 
champions? Each approach has been used successfully, and the right structure 
depends on the match with the organizational and program goals. For example, 
organizations with shared governance councils might want to incorporate EBP 
facilitation into the council that is accountable for clinical practice. Or, if an 
organization has an active research committee, nurse leaders might want to 
begin EBP by placing the responsibility for facilitation with these nurses who 
are more likely to have some experience with reading and evaluating research 
articles. if a strong clinical nurse specialist group exists, the organization might 
want to incorporate EBP facilitation into the group’s goals, capitalizing on the 
advanced clinical expertise and additional training on research methods that 
these nurses received as part of their master’s program education. No right or 
wrong place to start exists; the important thing is to assign accountability to a 
group that can carry the mission forward.
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Which of the following evidence-based practice (EBP) activities are present in your organization? 

 Yes No

1. Nurses use research evidence to make patient care decisions. q	 q

2. Nurses are expected to use research to make patient care decisions. q	 q

3. Nurses’ job descriptions include the expectation to use research findings in practice.  q	 q

4. Nursing EBP skills, knowledge and abilities are defined. q	 q

5. There is a mechanism for staff to be informed about EBP projects.  q	 q

6. A newsletter includes EBP relevant topics.  q	 q

7. Research articles are posted in units that apply to patient care.  q	 q

8. The organizational intranet Web page highlights EBP.  q	 q

9. Literature search capability is available for nurses. q	 q

10. Article retrieval is available for nurses in the work setting.  q	 q

11. Article retrieval is available for nurses electronically from home.  q	 q

12. Nurses conduct literature searches.  q	 q

13. Nurses use evidence to developing protocols, policies, and procedures.  q	 q

14. Nurses can critique/evaluate research.  q	 q

15. A rating and grading system is used to review evidence  q	 q

16. EBP mentors are available through affiliation with university mentors  q	 q

17. An EBP consultant is available.  q	 q

18. The organization has EBP linkages with professional organizations.  q	 q

19. There are EBP experts in the organization.  q	 q

20. Advanced practice nurses actively participate in EBP.  q	 q

21. An EBP or research committee is responsible for EBP.  q	 q

22. There are unit based EBP committees.  q	 q

23. Nurses frequently attend research or EBP conferences.  q	 q

24. An EBP model and tools are in place for nurses to access.  q	 q

25. Leaders have defined the scope of the EBP program.  q	 q

26. Leaders are committed to an EBP program.  q	 q

27. A mechanism is established for nurses to have time to conduct EBP projects.   q	 q

Overall, EBP is an important component of professional nursing practice in this facility. 

 Strongly Moderately Slightly Slightly Moderately Strongly 
 Agree Agree Agree Disagree Disagree Disagree

 q	 q	 q	 q	 q	 q

What is the educational preparation of the RN work force?

AA_________% BSN_________% Masters_________% Doctorate _________%

What are your organization’s goals with relation to evidence-based practice?

Short term goal:______________________________________________________________

Long term goal: ______________________________________________________________

November, 28 2009

Figure 3.1: organizational self-assessment for EBP infrastructure



62 Johns hopkins nursing Evidence-Based Practice: implementation and translation

Table 3.2: Example of goals, objectives, responsibility, and Evaluation for 
3-Year Plan

Objective: What will be 
accomplished? 

Responsibility (Target 
date): Who will be 
responsible (When will 
the work be complete)?

Evaluation: How 
will outcome be 
evaluated?

Example of Year 1 Goal: Select EBP model

Review potential EBP models 
using model critique tool, 
recommending two for pilot.

R. Smith with subgroup 
consisting of two 
people from each of the 
following committees: 
practice, education, 
quality improvement, and 
research (June 2010)

Model evaluation 
complete and report 
to the Coordinating 
Council in June 2010.

Example of Year 2 Goal: Develop EBP mentors

Conduct a 2-day train-the-trainer 
seminar to prepare 10 EBP 
mentors to lead EBP projects. 

N. Jones (December 
2011)

Expert in EBP 
will evaluate skills 
and knowledge of 
participants.

Participants will 
self-assess their EBP 
competencies and 
learning needs. 

Example of Year 3 Goal: Each department will complete one EBP project

Each department will generate 
a significant question; search 
and retrieve evidence related 
the question; evaluate, rate, and 
grade the evidence; summarize 
the evidence; make a practice 
recommendation; construct 
a plan to implement the 
recommendation; and implement 
and evaluate the change.

Department EBP 
representative

Each department will 
report outcomes to the 
Practice Committee 
and provide an 
executive summary.

For example, the first-year goal might be to select an EBP model. The first-year 
objective would, therefore, be to review, critique, and evaluate potential EBP 
models and tools to support the process. The objective should include who is 
responsible for this activity and the time frame.
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Case in Point

Finding the Right EBP Model
Recently, an academic acute care hospital conducted an organizational 
assessment to determine its readiness for EBP and reviewed multiple 
EBP models for potential use to guide their EBP initiatives (Newhouse 
& Johnson, 2009). They constructed questions focused on barriers to 
implementation of EBP, current processes, preferred EBP processes, and 
alignment of organizational goals and objectives with EBP (Newhouse 
& Johnson, 2009). The nursing research council set criteria for model 
selection. The EBP model should do the following:

•	 Support the whole process of EBP (generating questions, finding 
the evidence, summarizing the evidence, making a practice 
recommendation, and evaluating the implementation of the 
change)

•	 Include tools to support each step of the process (for example, 
critique, rating scale, summary tool)

•	 Provide implementation direction and structure

•	 Be implementable in the intended setting (Newhouse & Johnson, 
2009)

The hospital selected two EBP models and conducted a pilot to determine 
which model best fit the organization’s need. Different groups of staff 
nurses used the models to conduct a project, evaluating the model utility 
within their setting. The evaluation tool included direction clarity, tool 
utility, and usefulness in each stage of EBP (for example, practice question, 
searching, rating and grading evidence); complexity of the model; 
capability with the current processes; and the respondents level of EBP 
competencies and engagement (Newhouse & Johnson, 2009). One model was 
selected after the groups presented their evaluations back to the research 
council. 

As in this case example, the organization should set criteria to be used for 
model selection, as each organization’s needs might differ. An evaluation tool 
should be used to provide both quantitative (numeric) and qualitative (words 
that reflect experience) evaluation to inform model selection. 
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Major roles for nurse leaders include strategic planning, analyzing nursing 
issues, providing visionary thinking, and creating environments that produce 
intended results (AONE, 2005). Based on the organizational assessment, an 
organization can identify barriers facing nurses in the implementation of EBP, 
and create strategies to address or overcome the barriers. They can then develop 
a plan to implement resources based on the gaps identified in the assessment.

Resources
Depending on the structure and responsibility, programs need to project 
resources. These resources include budgeting for nursing time associated with 
developing the EBP process, education for staff nurses and facilitators/mentors, 
and conducting EBP projects. Nursing time associated with EBP activities is 
usually considered to be indirect time (not direct patient care), so careful plan-
ning at the beginning stage is imperative. Programs that do not plan for nursing 
time to conduct EBP projects will not be successful. The positive momentum 
and commitment to infusing EBP by nurses will be halted and diffused by the 
inability to participate because of patient care demands.

Mentors
Program leaders must also consider planning for mentors to help train nurses 
to lead EBP initiatives. Successful EBP programs provide experts to support 
nurses through the process. Experts in EBP can be trained locally through 
workshops, seminars, and mentorship (Dearholt, White, Newhouse, Pugh, & 
Poe, 2008; Newhouse, 2007a) or linked through clinical and academic part-
nerships (Newhouse, 2007a; Newhouse & Melnyk, 2009). No single approach 
to develop local experts exists. The important thing is to provide training and 
mentorship that is appropriate for the development of the local experts within 
each organization. Some learn best in structured educational programs, so a 
1- or 2-day course with follow-up mentorship might be an option. Others might 
want to be mentored as they facilitate the EBP project or need targeted mentor-
ship in one of the phases of EBP, such as evidence searching or rating and grad-
ing evidence. 

Seeking external experts to supplement or complement internal resources 
can be arranged through consultation, part-time or full-time employment based 
on the organization’s need. For example, if the organization does not have a 
nurse with a doctoral degree or research experience, developing a partnership 
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with a local school of nursing to provide a faculty member 1 or 2 days per week 
who can mentor staff is a mutually beneficial approach to begin developing 
capacity and the necessary research competencies. 

Materials
Programs also need material resources, including space to conduct EBP proj-
ects, tools, computers, internet access, and library resources. After assessing 
the resources in place, incorporate the purchase of required materials in the 
strategic plan so that the budget can be allocated to secure the needed equip-
ment. if not already in place, many of these purchases will be considered capi-
tal equipment, with the expectation for accompanying business plans, budgets, 
and timelines for purchase. 

Programs need library resources for assistance with evidence searches and 
retrieval of evidence. These resources include access to peer-reviewed journals, 
databases to search for evidence, and library experts who can act as a resource 
for staff. Often, staff have excellent library resources available, but are either 
unaware or do not have the skills and knowledge to take advantage of the 
resources. in addition, library experts might not be aware of the level of nurs-
ing engagement in EBP. Forging linkages between nursing and library experts 
early in the process of building EBP infrastructure has a high return in terms of 
accelerating the process. in a recent example, nursing and library services col-
laborated to develop and implement Web-based resources to provide research 
reports, literature, and other sources of evidence to nurses in the clinical setting 
(Pochciol & Warren, 2009). As EBP engagement advances, clinical informa-
tion systems that use evidence-based decision support tools continue to develop 
(Bakken, et al., 2008). As EBP continues to become part of the standard of 
care, demand for point-of-care evidence is going to drive organizational deci-
sions for purchase of integrated medical records and systems that are populated 
with the most recent evidence.

Measuring Success
Measuring processes and outcomes are not new concepts to nurses, who have 
been central to quality improvement efforts. Attention to defining measures of 
success during the strategic plan is required for both formative and summative 
evaluation. Formative evaluation provides the opportunity to adjust the plan 
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based on lessons learned as the plan is implemented, refining and adopting 
changes based on the nature and needs of the organization and situation. Sum-
mative evaluation should be conducted at the defined end point so that an over-
all assessment can inform the next year’s activities. 

Metrics depend on the stage of development of the program and objec-
tives. The metrics might include dichotomous outcomes (did we select an EBP 
model? yes or no) or continuous outcomes (level of EBP readiness based on a 
total survey score). 

Collaboration and Communication
if infrastructure provides the foundation, collaboration and communication  
are the glue that holds the structure together. Establishing a clear process for 
decisions and engaging all people affected by the process is paramount for  
success. Define the responsibility for the groups or persons and map out how 
communication and feedback are going to occur. in most circumstances, prac-
tice recommendations have effects beyond nursing processes (such as changes 
in fall assessment and prevention protocols or implementation of a new technol-
ogy), so other disciplines and stakeholders have to be included. Early communi-
cation and collaboration can help to make practice recommendations acceptable 
to all and adoptable. The EBP process should be mapped through nursing and 
interdisciplinary forums to include all stakeholders within nursing and between 
disciplines. 

Nurses should be engaged in the strategic plan at all levels. Using the 
nursing committee structure (for example, practice, education, research, and 
quality improvement) is an excellent way to garner support and solicit input 
from multiple stakeholders. This might also involve practice, program-specific, 
and administrative committees in nursing and other disciplines that might 
be involved in approving practice recommendations from the EBP process. 
Although many questions or problems are under the domain of nursing, other 
questions are broad and require a unified approach with each discipline being 
actively involved in the solution. More transdisciplinary work in EBP needs to 
be part of the preferred future (Satterfield et al., 2009).
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in addition to communication among those involved in the EBP process, 
communication must also be active with nurses and other organizational health 
care staff. Use multiple forms of communication to update and inform the 
organization on the process and progress. Examples of communication media 
include the following:

 ■ intranet and internet Web pages that provide updated tools, exam-
ples, and resources

 ■ Newsletters that highlight current projects and outcomes

 ■ E-mail updates to describe new evidence and the impact on care pro-
cesses

 ■ Poster sessions to highlight successful projects or lessons learned

Organizational Infrastructure 
Creating the plan to build organizational infrastructure requires significant 
planning, assignment of responsibility, realistic timelines, and evaluation. As 
the plan is developed, a number of activities must be incorporated to assure that 
the program is resourced appropriately. These activities include education for 
nursing staff, incorporation into performance standards, requirements for poli-
cies and procedures, and integration into committee structures. Each is briefly 
discussed here.

Education
Regular basic training for nurses and advanced training for EBP leaders needs 
to be provided. The objectives, timing, content, and instructional design of each 
session needs to match the needs of the target group. EBP education can be 
accomplished in class, Web, and online formats. 

Basic training should include an introduction to the organizational EBP 
model, tools, and resources; job performance expectations; and information 
about how to access resources and become more involved. Completing of basic 
training should be an expectation of every nurse and can be accomplished in 
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one year through annual competencies. At the same time that the training for 
annual competencies is implemented, EBP training can be incorporated into 
orientation so that new staff can receive training. After basic training is com-
pleted by all nurses over the year, EBP basic training can then become standard 
in new nurse orientation. 

Advanced training for EBP leaders must also include knowledge, skills, and 
attitudes associated with the mission, vision, and strategic plan for EBP; EBP 
methods (for example, reproducible search, critical appraisal, use of rating and 
grading systems, and developing and evaluating the implementation of recom-
mendations); mentoring staff and leaders, and facilitating groups. 

Performance Standards 
Establishing clear performance standards through job descriptions, perfor-
mance appraisals and career ladders is essential to set the standard and begin to 
infuse EBP throughout the organization. Job descriptions typically incorporate 
language associated with the delivery of quality nursing care without being 
explicit about what exactly is required of each nurse related to EBP. Being clear 
about the expectations for engagement or leadership in EBP and then tying 
those expectations to a performance appraisal and professional development 
plan communicates the importance of science-based practice. 

Those organizations that have career or clinical ladders to differentiate nov-
ice and expert nurses can use the job description to distinguish levels of EBP 
practice. Others can use one common job description for nurses and use the 
clinical ladder to differentiate levels of practice. Either way, organizations can 
develop performance criteria using the organizational template. 

For example, new nurses might be expected to define important clinical 
problems, state their rationale for a nursing process or decision, and complete 
the EBP basic competency. An experienced nurse might be expected to partici-
pate in an EBP project, generating a question, searching, retrieving, reviewing, 
and rating the evidence with a team and making practice recommendations. 
An advanced practice nurse might be expected to be an EBP mentor or facili-
tate EBP projects. A nurse manager might be expected to foster a unit culture 
that supports EBP and allocate resources for EBP. During annual performance 
evaluation, nurses can complete a self-assessment to describe how they met the 
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performance standard and construct a goal in their professional development 
plan, if indicated, to develop to the next step in the career ladder. 

Policies, Procedures, and Guidelines 
Each organization has a structure and process for the development and review 
of policies and procedures. As the organizational infrastructure is developed, 
the standard for use and documentation of evidence should be incorporated. As 
new policies, procedures, guidelines, and other organizational standards are 
developed, the evidence source and rating should be included. As established 
policies, procedures, and guidelines are reviewed at regular intervals, the evi-
dence sources and rating should be reviewed and added. 

These important organizational documents have supportive reference lists. 
These are not necessarily obtained through the rigorous systematic review and 
analysis of the evidence that characterizes EBP projects. Generally, it is not 
feasible to conduct EBP projects to fully support all steps in existing standards 
documents. However, the evidence base can be built over time. The EBP pro-
cess can be used selectively during the regular review process for specific areas 
with clear clinical questions. Each time the policies, procedures, guidelines, 
and other standards are reviewed, pertinent clinical questions can be asked 
and answered. in this matter, the evidence base of the particular document is 
strengthened over time.

Organizational EBP Processes 
Organizations need to establish organizational processes with responsibilities 
for EBP. The processes need to fit the organizational norms and hierarchy and 
link to other committees or persons involved in endorsement or approval of 
EBP recommendations. This fit can be accomplished by assigning the task to 
a specific committee or to an EBP Steering Committee comprising representa-
tives who are charged with the implementation of the EBP program. Organiza-
tions need to assign responsibility and be clear on the goals and objectives and 
expected timeline. The next step is to integrate EBP into all of the committee 
structures and functions (Table 3.3). 
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Table 3.3: sample committee EBP-related Functions

Standards of Care Committee: Develop and approve policies, procedures, and 
guidelines that include an evidence rating on all approved policies. 

Quality Improvement Committee: implement and evaluate EBP project practice 
recommendations that relate to important clinical problems. 

Research Committee: Develop and maintain EBP processes or tools and develop 
research studies when EBP projects do not result in a clear recommendation for practice. 

Staff Education Committee: Provide education on new procedures or practices 
associated with EBP recommendations.

Leadership or Management Committee: Allocate and assess EBP infrastructure and 
develop and approve budget for EBP processes including indirect nursing time (not 
involved in direct care for patients). 

The organizational infrastructure should be reassessed at regular intervals, at 
least annually, with the expectation that it be dynamic to meet the needs of the 
organization and nurses. For example, the plan in Year 2 might assign respon-
sibility for EBP to the Research Committee, where nurses are more skilled in 
reading research and might then migrate EBP responsibility to the Practice 
Committee after skills have matured.

Conclusion
Building capacity for EBP requires careful attention to the development of sup-
porting infrastructure. After assessment of organizational infrastructure is in 
place, a strategic plan is developed based on gaps, or identified needs. Goals 
and objectives, aligned with the organizational and nursing mission and vision, 
target strategies to build infrastructure over a 3- to 5-year time period. 

At the basic level, these strategies include both human and material 
resources, which include securing EBP mentors; building nursing skills, knowl-
edge, and abilities in EBP; procuring tools to help nursing staff conduct the 
EBP process; and developing material resources such as library linkages that 
provide support for evidence search and retrieval and a documentation system 
for the EBP process. As the EBP process matures, websites highlighting EBP 
projects, presentations, and publications and regular outcome evaluation of 
projects will be put in place. With appropriate infrastructure, nursing staff will 
be well supported with the foundation for the engagement in and the implemen-
tation of EBP. 
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Building core competencies in 
nursing service

Evidence-based practice (EBP) is a core competency for nurses at all levels and 
in all settings. Nursing knowledge and skills advance continually, and many are 
concerned that nursing practice is evolving faster than decisions can be made 
on how to best assure competency in this diverse practice discipline (ironside, 
2008). Despite the challenge, nurses are compelled to contribute in a meaning-
ful way to search for the best practices to maximize patient outcomes. Nurses 
require specialized knowledge and skills to pose answerable questions, search 
for and appraise research and other types of evidence, and decide on the advis-
ability of translating evidence into practice. This chapter discusses and defines 
core EBP competencies for nurses of different experience levels, ties compe-
tence in EBP to the new vision for Magnet recognition, describes structures to 
build core competencies in service settings, and explores ways in which profes-
sional development can ensure successful evidence-based practice.

EBP Competence and Magnet
The American Nurses Credentialing Center (ANCC) Magnet Recognition 
Program showcases a nursing culture of excellence through the achievement 
of three goals: promoting quality in settings that support professional practice, 

4
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identifying excellence in nursing services, and disseminating best practices in 
nursing services (ANCC, 2009). The newly contemporized model comprises 
five components that both support and are supported by an EBP culture: trans-
formational leadership; structured empowerment; exemplary professional nurs-
ing practice; new knowledge, innovations, and improvements; and empirical 
quality outcomes (Wolf, Triolo, & Ponte, 2008). 

Key Curricular Components for Staff Development
Key curricular components of EBP education are linked to the particular model 
selected by the organization. However, some common elements exist, regardless 
of the model chosen. Staff development efforts should include communication 
of the job description expectations for EBP, supportive resources for EBP, and 
EBP project management, in addition to steps in the EBP process such as for-
mulating a practice question, searching for evidence, appraising evidence, syn-
thesizing evidence, translating evidence, and communicating recommendations. 
Out of this general curriculum, core competencies can be identified.

Core Competencies for Nurses
A recent systematic review of the concept of competency in nursing found 
seven defining attributes of competency: application of skills in the particu-
lar domain (for the purposes of this chapter, the domain of interest is EBP), 
instruction that focuses on specific outcomes or competencies, allowance for 
increasing levels of competency, learner accountability, practice-based learn-
ing, self-assessment, and individualized learning (Tilley, 2008). Although the 
nurse has primary accountability for development of competence in the practice 
specialty, employers of nurses are responsible for facilitating progress toward 
ongoing professional competence (Tabari-Khomeiran, Kiger, Parsa-Yekta, & 
Ahmadi, 2007). Phases of competence development include recognition of 
driving forces that are either intrinsic (for example, self-fulfillment) or extrinsic 
(for example, job requirements), provision of appropriate requisites and support 
for the learner, availability of opportunities for the learner to gain experience in 
the skill, repeated practice and reflection on challenges confronted during the 
process, and integration of the competency with prior skills and knowledge so 
that one can now teach and supervise others with respect to the particular skill 
(Tabari-Khomeiran et al., 2007).
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Cognitive learning can be categorized into six hierarchical steps as first 
defined in the classic taxonomy developed by Bloom and colleagues (1956):

1. Knowledge

2. Understanding

3. Application

4. Analysis

5. Synthesis

6. Evaluation

Effective planning for EBP competencies seeks to stimulate nurse learners 
to progressively gain required skills and knowledge as they navigate through 
all six levels. EBP competence is best obtained through a guided professional 
development process with a knowledgeable mentor or coach. Guided growth 
interventions based on Benner’s (1984) classic From Novice to Expert frame-
work, in which the nurse passes through five stages as he or she acquires clini-
cal experience, have been shown to maximize performance by sharing the 
expertise of experienced nurses with those having less experience (Nedd, Nash, 
Galindo-Ciocon, and Belgrave, 2006). The five stages are as follows:

1. Novice

2. Advanced beginner

3. Competent nurse

4. Proficient nurse

5. Expert

Basic EBP Knowledge and Skills
The journey to mastering EBP competencies begins with knowledge. The nov-
ice nurse is introduced to the basic terminology and strategies used for EBP 
within the practice setting and exhibits basic EBP knowledge. Not only does the 
novice acquire new information, but also he or she can recall that information 
when needed. EBP competencies for the novice are outlined in Table 4.1.
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Table 4.1: EBP competencies for the novice nurse

Knowledge

 ■ Define EBP

 ■ Describe its importance to exemplary professional practice

 ■ Outline the basic components of EBP

 ■ identify the organizational EBP model

 ■ List available EBP resources

After the novice has developed a basic level of understanding, and can interpret 
most communications related to EBP, the novice progresses to advanced begin-
ner. The nurse now comprehends EBP and can tentatively apply what he or she 
has learned as an EBP team member (Table 4.2).

Table 4.2: EBP competencies for the advanced Beginner

Comprehension

 ■ Explain steps of EBP 

 ■ Draw links between EBP and quality of care

 ■ Give examples of evidence-based decisions 

 ■ Describe importance of basing practice changes on evidence 

 ■ Distinguish between EBP and experience-based practice

Application

 ■ Construct an EBP question

 ■ Conduct an evidence search

 ■ Access library resources

 ■ Recognize basic types of research and levels of evidential 
strength

 ■ Use standard tools to analyze evidence

 ■ Demonstrate effective teamwork skills
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Intermediate Level EBP Knowledge and Skills
After exposure to a guided professional development experience in EBP, the 
advanced beginner is well on the way to developing competence in many 
aspects of the EBP process. Nurses who are at the competent level of EBP per-
formance can comfortably apply what has been learned into new situations in 
the work place (Table 4.3). These nurses are more confident in searching for 
evidence, reading research, using basic appraisal and summarization tools, and 
recommending changes.

Table 4.3: EBP competencies for the competent nurse

Application

 ■ Refine the scope of a practice question

 ■ Perform a comprehensive literature search

 ■ Appraise research and nonresearch evidence using a standard tool

 ■ Produce an evidence summary using a standard tool

 ■ Develop recommendations for changes in systems/processes

As the competent nurse progresses to the proficient level, he or she begins to 
develop more sophisticated skills necessary for the analysis phase of cognitive 
development. The proficient nurse can dissect information and examine the 
relationship of each component to the entirety of evidence reviewed. The pro-
ficient nurse progresses to recognizing patterns in the evidence and to assem-
bling the pieces of evidence into a coherent whole with the intent of creating 
recommendations (Table 4.4). Proficient nurses are active members of the EBP 
team and are emerging leaders within the team.
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Advanced EBP Knowledge and Skills
Expert nurses possess the ability to put all parts together to form a whole, 
developing confidence in the cognitive domain of synthesis. These nurses 
have expertise in categorizing, compiling evidence, and creating processes to 
improve outcomes (Table 4.5). in addition, expert nurses are independent in 
the conduct of EBP projects and feel confident making choices based on their 
review of the evidence.

Master’s-prepared specialty nurses, such as clinical nurse specialists, can 
influence every stage of knowledge transformation because of their multifac-
eted role that extends beyond patient care to administrative, educational, and 
consultative functions (Kring, 2008). Developing advanced EBP knowledge 
and skills in clinical nurse specialists’ positions make these advanced practice 
nurses ideal EBP change agents.

Analysis
 ■ Recognize faulty reasoning

 ■ Compare and contrast evidence

 ■ Differentiate among facts and opinions

 ■ Understand standard types of statistical analysis

 ■ illustrate gaps in the evidence

Synthesis
 ■ Draw conclusions based on evidence

 ■ Determine feasibility of evidence translation and change

 ■ Create and carry out an action plan 

 ■ Recruit and lead an interdisciplinary team

 ■ Construct measurable outcomes

Table 4.4: EBP competencies for the Proficient nurse
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Figure 4.1 presents a visual depiction of the core EBP competencies from nov-
ice to expert.

Synthesis
 ■ Combine evidence into a cohesive whole

 ■ Reconstruct new ideas based on evidence 

 ■ Draw conclusions from sophisticated statistical analyses

 ■ Relate knowledge from one area to several areas

 ■ Organize team activities to achieve goals

Evaluation
 ■ Formulate a stakeholder analysis

 ■ Conduct an organizational assessment

 ■ Produce a project management plan

 ■ Manage a project

 ■ identify quality sources of data

 ■ Serve as a change agent for EBP

Table4.5: EBP competencies for the Expert nurse
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Figure 4.1: EBP competencies from novice to Expert
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Structures for Building Core Competencies in EBP
Structures for building core EBP competencies in nurses include those related 
to leadership, empowerment, professional practice, new knowledge generation 
and innovation, and outcomes attainment and sustainability.

Leadership Structures
Translating evidence into practice uproots the status quo and requires leaders 
who have vision, influence, and expertise in professional nursing practice. Such 
leaders understand that nursing practice is continually evolving and that learn-
ing organizations are constantly changing and transforming to meet the needs 
of patients, families, and communities. Transformational leaders enlighten the 
organization with evidence that supports change and generates new knowledge 
through shared lessons learned as they evaluate the impact of findings trans-
lated into practice.

Leadership support of EBP goes beyond financial and human resources 
for the conduct of EBP. One of eight leadership competencies thought to be an 
essential part of the 2020 leader’s repertoire is expert decision making rooted 
in empirical science (Huston, 2008). Modeling decision making based on best 
practices gleaned from the research and experiential learning increases the 
likelihood of making decisions that result in quality outcomes. Using an EBP 
approach to management ensures that the nurse leader has access to state-of-
the-art strategies to make good decisions and increases the credibility of these 
decisions in the eyes of professional colleagues.

Leadership development workshops that incorporate an EBP project into 
learning activities help teach EBP competencies to nurse leaders and serve to 
enable the leadership group to answer key questions of interest. For example, 
a workshop might be designed that teaches EBP skills while guiding a group 
of nurse managers to answer the question of whether or not a link between 
12-hour shifts and medication errors exists. integrating EBP projects into the 
work of leadership groups, such as management development and professional 
practice committees, provides nurse leaders the opportunity to practice and 
hone EBP competencies.
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Empowerment Structures
The structural empowerment component of the Magnet model is synergistic to 
the EBP process. Empowerment, or an individual’s positional power, enables 
successful EBP projects, and successful EBP projects increase empowerment. 
Formal power resulting from the person’s job and informal power arising from 
the nurse’s collegial network facilitate access to four main empowerment struc-
tures: opportunity, information, support, and resources (Knol & van Linge, 
2009). Evidence-based practice activities provide the nurse with an opportunity 
to learn and grow, procure knowledge and expertise needed for effective role 
functioning, benefit from feedback and leadership, and access human and finan-
cial resources needed to transform care based on evidence.

Shared Governance
Nursing strategic plans incorporate structures such as shared governance mod-
els that empower staff to accomplish organizational goals and achieve quality 
outcomes. Shared governance is an evidence-based management process model 
that stresses staff empowerment, accountability, active decision making, and 
ownership (Church, Baker & Berry, 2008). This model supports nurse auton-
omy, control of practice and the practice environment, and effective interdisci-
plinary communication and collaboration. These characteristics are essential to 
the translation of evidence into practice. Nurses in shared governance environ-
ments are empowered through access to information, resources, opportunities 
to learn and grow, and support for ensuring that their practice is evidence-based 
(Moore & Hutchison, 2007). Principles of EBP require that nurses have a voice 
in how they practice, that they not be afraid to question the status quo, and that 
they have control over their work through critical thinking and autonomous 
decision making (Zuzelo, McGoldrick, Seminara & Karbach, 2006).

The hallmarks of shared governance (authority, accountability, and respon-
sibility) are naturally compatible with the EBP philosophy. Nurses who work in 
shared governance environments have experience working in groups and have 
a skill set that facilitates collaboration and negotiation (Zuzelo, McGoldrick, 
Seminara & Karbach, 2006). This skill set is helpful for the conduct of unit- or 
department-based EBP projects. Outcomes of EBP projects within a shared 
governance philosophy include control over practice, staff satisfaction, and 
group cohesion, ultimately contributing to decision making at the point-of-care.
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EBP teams serve as a bridge between the nurse’s clinical autonomy in mak-
ing these patient-related decisions and the decision-making power of the group, 
serving as a venue for shared decision making at the unit, departmental, and 
organizational level (Kramer et al., 2008). Autonomy is facilitated through 
EBP. Magnet organizations, for example, include support for autonomous prac-
tice through active interdisciplinary EBP teams that focus on knowledge and 
best practices; the products of their work form the basis for autonomous inde-
pendent and interdependent decisions (Kramer & Schmalenberg, 2008). The 
institute of Medicine’s groundbreaking book on transforming the work environ-
ment of nurses (2004) recommends higher levels of staff nurse autonomy and 
support for nurses to use outcomes of EBP initiatives in patient care decision 
making.

Professional Autonomy
Professional autonomy is an outgrowth of the nurse’s “ability to critically and 
analytically look into experiences, to develop and utilize the multiple types of 
knowledge, and to implement this developed knowledge into practice” (Mant-
zoukas & Watkinson, 2007, p. 31). EBP encourages the incorporation of both 
research and experiential knowledge into practice. it is in the translation phase 
that the EBP team and the individual nurse reflect upon the advisability of 
transforming the particular evidence-based “best” practice into the care of their 
specific patient populations or individual patients. Reflection allows the nurse 
to transform unconscious types of knowledge and practices (primarily gained 
through the nurse’s experience and the needs of the individual patient) into 
conscious knowledge and practices to justify clinical decisions (Mantzoukas, 
2008).

Structures to Support Exemplary Professional Practice
Exemplary professional practice is the application of the best evidence into 
practice to achieve optimal outcomes. EBP is a model that guides practice, 
ensuring that nurses exhibit safe and ethical practice as appropriate to the 
practice setting. Professional practice involves making judgments; making 
judgments is enabled by critical thinking skills such as questioning, analyz-
ing, synthesizing, and drawing conclusions (Newhouse, Dearholt, Poe, Pugh, 
& White, 2007). Through EBP, nurses shape and are shaped by the acquisition 
and translation of professional knowledge. Organizations can use a variety of 
structures to support this process, including journal clubs and multimodal edu-
cational activities.
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Journal Clubs
Much has been written about use of journal clubs as a time-proven strategy for 
effective teaching of reading and critical appraisal of research in clinicians and 
medical students (Lee, Boldt, Golnik, Arnold, Oetting et al, 2006; Deenadaya-
lan, Grimmer-Somers, Prior, & Kumar, 2008) and, more recently, in practicing 
nurses and nursing students (Thompson, 2006; Steenbeek, Edgecombe, Durl-
ing, LeBlanc, Anderson et al, 2009). An increasing number of professional 
organizations and clinical institutions use journal clubs as a strategy to foster 
critical appraisal skills in interpretation of evidence for translation into practice 
(Thompson, 2006).

With the advent of technology, internet-based journal clubs have been 
widely used in medical and nursing schools to provide a flexible approach that 
is self-paced and convenient (Steenbeek et al., 2009). Although mostly used in 
academic settings, internet-based journal clubs would also be an appropriate 
modality for enhancing EBP journal club activities in the service setting. The 
flexibility of this electronic medium can be particularly helpful in coordinating 
system-wide journal clubs, where members are in different physical locations 
yet are working on a question of interest to all entities in the system. Steen-
beek and colleagues (2009) studied the use of a learning management system, 
Web-CT, to enhance learning through journal club activities across three sites, 
supplemented by teleconferencing for guided evidence synthesis activities. 
Articles pertaining to the question of interest were posted on Web-CT and a 
shared blackboard was used for posting questions. The investigators found that 
blackboard-enhanced journal club activities helped students who participated 
improve research-critiquing scores.

Successful journal clubs have a number of attributes that ensure their effec-
tiveness. A recent systematic review by Deenadayalan and colleagues (2008) 
uncovered the following characteristics: regular meetings; mandatory atten-
dance; clear purpose; appropriate meeting times, locations, and incentives; a 
trained journal club leader to select evidence and lead discussion; circulation of 
papers prior to the meeting; use of the internet for wide dissemination and data 
storage; use of established evidence appraisal processes; and summarization of 
findings. These attributes fit nicely within the context of the EBP project, with 
a trained project leader, a mutually developed project plan, and a well-defined 
EBP process (such as the PET process).
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Another key to success in the use of journal clubs is determining the best 
approach to fit workflow. For example, organizations have found it challeng-
ing to set up and maintain journal clubs in ambulatory settings. Time appears 
to be a limiting factor, because ambulatory nurses are preoccupied with plan-
ning care during clinic hours. Ambulatory nurses have the same EBP develop-
ment needs as inpatient nurses; hence, organizations have sought alternatives 
to the traditional journal club format. One research team (Campbell-Fleming, 
Catania, & Courtney, 2009) successfully instituted a traveling journal club to 
introduce ambulatory nurses to EBP by creating posters outlining the critical 
appraisal of evidence related to a topic of interest and circulating these posters 
throughout various clinics for several weeks at a time. One limitation of this 
method—nurses had no opportunity for formal discussion of the article. How-
ever, the researchers pointed out that subjects reported the presence of informal 
discussion of the article and the critical appraisal as outlined in these posters. 
Other creative approaches to adapting journal clubs to the workflow of ambula-
tory nurses include a breakfast journal club before the clinic opens or lunchtime 
journal clubs that allow for participation by ambulatory and inpatient nurses.

Multimodal Learning Activities
Growth and development of EBP competencies does not lend itself well to a 
one-size-fits-all learning strategy. The diversity of roles and experiences of 
nurse learners, as well as the complex and dynamic nature of the environments 
in which they practice, presents a challenge to nurse educators. Those educa-
tors have developed a variety of novel formats to instill EBP competencies in 
the nursing workforce to support exemplary professional practice. introductions 
to EBP concepts and skills through independent study self-learning packets or 
e-learning modules and opportunities to practice EBP skills through interactive 
workshops and train-the-trainer activities help to prepare the nurse for partici-
pation in an actual EBP project at the unit or departmental level.

Pierson and Schuelke (2009) piloted an independent study packet (includ-
ing readings, a hands-on electronic literature search, a written policy review 
activity, and a post-learning application exercise) supplemented with one-on-
one mentoring in strengthening the use of EBP. Based on the positive results of 
the study, they concluded that “nursing leaders and educators need to provide 
repetition of learning content and skill acquisition and development of EBP 
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skills to ensure enculturation and sustainability” (Pierson & Schuelke, 2009, p. 
175). These investigators clearly understood that EBP workshops alone are not 
sufficient to build these skills, but that ongoing learning activities need to be 
available to nurses to grow and sustain EBP competencies.

Although the terms mentor and coach are often used interchangeably, they 
are very different concepts. Mentors give advice and teach; coaches facilitate 
learning or achievement (Fielden, Davidson & Sutherland, 2009). Using nurses 
with advanced competencies in EBP in both roles can be beneficial in advanc-
ing EBP expertise in an organization. Organizations have found the collabora-
tion of nurses in these complementary roles to be successful in increasing EBP 
skills and knowledge in front-line nurses. Nurses from a large midwestern 
academic center describe the use of nurse staff development specialists who 
perform coaching functions in combination with nurse faculty from a variety 
of academic settings as part-time mentors to facilitate the use of EBP and the 
development of EBP competencies (Jeffers, Robinson, Luxner, & Redding, 
2008).

Having nursing staff members attending educational symposia, workshops, 
or academies represents another way to inculcate EBP competencies. Program 
content for clinical skills workshops and other educational venues that incorpo-
rate EBP competencies into their curricula ensures that nurses within the orga-
nization see EBP in action.

Case in Point

Learning EPB at the Neuro Academy
The Johns Hopkins Nursing Neuro Academy is a three-day program designed to 
provide both a clinical and professional development opportunity for nursing 
staff with two years or greater experience in neurosciences. The program 
content includes a variety of advanced clinical topics in neurosciences, such 
as deep-brain stimulation, acute spinal-cord dysfunction, or care of families in 
crisis. A full day-and-a-half of the program is devoted to the development of 
EBP knowledge and skills. This portion of the program provides nursing staff 
with a foundation in EBP, a key Magnet tenet.
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The program has the following goals:

1. Increase clinical knowledge and skills in neuroscience nursing. 

2. Provide mid-level nursing staff with the knowledge to perform 
EBP.

3. Allow nursing staff to refine their EBP skills by participating in 
an actual EBP project.

4. Provide an opportunity for staff to contribute to the body of 
neuroscience knowledge by examining an EBP question that is of 
importance within the department.

5. Enable staff to apply the EBP process and to serve as leaders for 
future projects that arise on their unit.

EBP Question
The EBP portion of the Neuro Academy provides participants with an 
opportunity to learn EBP core competencies while being guided through the 
process by course instructors serving as mentors. On day one, staff members 
participate in classes that cover the definition of EBP, why it is important, 
the EBP process, how to develop an EBP question, and how to appraise various 
types of evidence. Course content also provides participants with strategies for 
reading research articles and an opportunity for practice using a sample article. 
Following the didactic portion of the program, the participants brainstorm a 
list of clinical questions that concern their practice areas. The group comes to 
consensus on the question of greatest concern and most relevant to both the 
neuroscience critical care and the acute inpatient units. A program goal is to 
make a contribution to the department by way of a practice change or protocol 
revision based on evidence. Under the guidance of the course instructors, the 
group then uses the Patient, Intervention, Comparison, and Outcomes (PICO) 
format to develop and refine their EBP question (Richardson, Wilson, Nishikawa 
& Hayward, 1995).

The Neuro Academy has formulated a number of EBP questions that have added 
to the practice of neuroscience nursing, including the following:

•	 Will allowing adult craniotomy patients to shower/shampoo their 
hair 48 hours post-surgery have any adverse consequences to patient 
outcomes?

•	 Is home laundering of scrubs as effective as hospital laundering of 
scrubs in removing and preventing the transmission of pathogens?
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•	 What are the best practices to prevent errors/accidents related to 
nurses who are rotating 8- and 12-hour shifts?

•	 What is the best form of eye care for neurosurgery patients who 
experience incomplete eye closure to improve patient comfort, eye 
closure recovery time, and prevention of infection?

EBP Research and Analysis
In the afternoon of day one, participants attend a librarian-led class in the 
computer lab, where they learn to refine their online searching techniques. 
Participants use the selected EBP question to conduct an actual literature 
search. In addition, the group identifies other types of evidence relevant to the 
EBP question and divides the work of searching between the group members.

Over the next week, class participants search for evidence. Any articles or 
other types of evidence that are found are submitted to the course instructors. 
The instructors supply each group member with a complete evidence packet. 
Participants then read and appraise each piece of evidence in preparation for 
the next EBP class.

Day two of the EBP program consists of a four-hour session. Generally two 
weeks pass between day one and day two of the program to allow time for 
application of day one content of evidence gathering and review. Participants 
come back together and, as a group, review each piece of evidence for its 
strength and quality. The group then determines the strength and quality 
of the evidence as a whole to identify whether or not a change in practice is 
warranted.

EBP Findings
Organizations have used findings from EBP projects in a number of ways. If 
sufficient evidence to make a practice change existed, the related protocol 
was revised. For example, the Neuro Academy found that the closed moisture 
chamber (lubricant eye ointment and cling wrap) that was currently being used 
was the most effective method for reducing the incidence of corneal damage 
in critically ill patients. In this case, the existing practice was validated by 
evidence and the wording of the standing protocol was modified to clearly 
reflect the findings. In cases where the evidence was not as strong, the group 
developed guidelines or informational sheets so that other staff within the 
department could be informed about the findings.
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Career-Altering Event
Participants have consistently rated the Neuro Academy as “excellent,” using a 
“poor” to “excellent” scale. They report that participating in EBP has increased 
their sense of autonomy and professionalism because they could now influence 
their practice based on evidence. They report high levels of satisfaction even in 
making small changes to a protocol or by disseminating information gleaned by 
the EBP process with fellow colleagues. Kerri Jones who was a nurse-clinician 
member of the moisture chamber EBP group summed up her experience with 
the following statement in a written communication to the author. Through 
the EBP process, “we actually substantiated a task we perform every day with 
evidence. We could now, with certainty, conclude that the moisture chamber 
was the best practice. This is a career altering event for me. I came to the 
realization that every undertaking in my profession, every procedure I perform 
with a patient comes from more than an order written on a chart. A sense of 
accomplishment comes to me every time I review the post-op protocol and see 
the moisture chamber addition.”

Structures to Support New Knowledge Generation, Innovation, 
and Improvement

Because of the constantly evolving nature of the systems and processes of care, 
nurses have an ethical and professional obligation to contribute new knowledge, 
innovations, and improvements to patient care, the organization, and the profes-
sion (Wolf, Triolo & Ponte, 2008). Not only are nurses compelled to apply new 
evidence to guide practice, they are also invited to make visible contributions to 
the art and science of nursing. A multimodal approach is required for this com-
plex endeavor. 

EBP Steering Committee
The task of infusing EBP competencies in the nursing workforce is greatly 
enhanced by the use of an organization-level EBP Committee to facilitate clini-
cal scholarship. The work of this committee is to lead and coordinate the many 
diverse strategies directed at developing and sustaining EBP competence in 
nurses. Mohide and Coker (2005) outline action-oriented principles that emerge 
through the work of such a steering committee:
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 ■ Organizational endorsement is critical to ensure development of 
EBP competence.

 ■ EBP competence

•	 is strengthened through partnerships with academic nurses.

•	 Traverses diverse nursing roles, including front-line nurses, 
thus increasing credibility.

•	 Encourages communication with interdisciplinary partners 
and facilitates nursing influence in organizational decision 
making.

•	 Articulates a shared vision and sense of ownership of the pro-
fession.

•	 When articulated through the selected organizational EBP 
model, reflects shared understanding and endorsement of the 
key tenets of EBP.

•	 is facilitated through use of a practical and easy-to-apply 
EBP model.

 ■ Using an EBP approach as a committee allows modeling of desired 
behaviors.

 ■ Employing multiple implementation strategies to develop and main-
tain EBP competencies increases the likelihood of success.

 ■ Recognizing and acknowledging EBP competence instills EBP 
throughout the organization.

This last principle is critical to engaging nurses and sustaining interest in 
developing EBP competencies. Public venues that showcase the contributions 
of nurses that are the outcomes of EBP and other scholarly activities are very 
effective in communicating exemplary professional practice. Examples include 
scholarly activities and EBP fellowship programs.

Scholarly Activities
As nurses generate and acquire new knowledge as a result of EBP projects, 
organizations need to provide opportunities for these nurses to share their 
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expertise. Organizations can do this externally through publications and poster 
and podium presentations, nursing grand rounds, and other special events. 
Through the sharing of these projects, the organization showcases its status as a 
continual learning environment and engages future learners in both the conduct 
of EBP projects and the presentation of scholarly works to internal and external 
audiences.

Mentored publication and poster development and presentation workshops 
can assist in developing competencies needed to effectively communicate the 
outcomes of EBP projects to internal and external audiences. By offering these 
workshops to members of EBP teams, the organization facilitates professional 
development of evidence dissemination competencies as well as external com-
munication of successes. 

Using special events such as nurse scholar days and nursing grand rounds 
to help nurses build competencies in disseminating and communicating EBP 
outcomes not only increases organizational capacity for EBP but also improves 
individual competence in presentations and poster development. By celebrat-
ing the successes of the many meaningful EBP projects, research studies, and 
scholarly presentations, the organization showcases the contribution of nurses 
to the profession and validates that scholarly activities are valued by the leader-
ship. This exposure engages other nurses who participate in EBP projects to 
watch and learn from their peers. Using a combination of podium presentations 
in break-out session format and poster viewing sessions provides opportunity 
to feature presentations and posters that proficient and expert nurses have pre-
sented to external audiences at professional workshops and conferences. in 
addition, organizations can use this format for the advanced beginner and com-
petent nurse to practice newly learned presentation skills.

Another mechanism organizations can use to build capacity for EBP in the 
service setting involves integrating acknowledgement of EBP work through 
special awards. Recognition of scholarly publications and nursing innovations 
in quality, safety, or service often has the beneficial outcome of engaging other 
nurses to develop the competencies that enable scholarly development through 
EBP. Grant awards that offer financial support for the conduct of evidence-
based quality and safety projects and/or research studies to generate new 
knowledge provide the opportunity for teams of nurses to apply and practice 
EBP knowledge and skills.
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Fellowship Programs
A number of publications report on use of fellowships to build EBP competen-
cies. The clinical scholar model developed by faculty at The University of Ari-
zona uses a fellowship program to build capacity for EBP by training front-line 
nurses to serve as mentors (Brewer, Brewer & Schultz, 2009). This model has 
been successfully employed in a number of academic medical centers as well as 
community hospitals in partnership with teaching hospitals. 

The purpose of an EBP fellowship is to develop advanced evidence-based 
practice skills in nurses to prepare them to lead EBP initiatives at the unit, 
departmental, hospital, or health system level. This fellowship can be executed 
on a full-time or part-time basis and can extend from six months to a year. 
Fellowships that are shorter in length might not provide sufficient time for the 
nurse fellow to accomplish educational or project goals.

Nurses selected for EBP fellowships should meet defined eligibility criteria 
so that they are poised for success. Examples of eligibility criteria are expressed 
interest in the fellowship program, written statement of support from the unit 
manager, demonstration of basic computer skills, and previous participation in 
a unit or departmental EBP project or EBP or research application course(s). 
Applicants submit evidence of their qualifications for the fellowship, such as a 
short essay describing their current abilities and skills and how this fellowship 
can help them achieve their professional goals. A blinded application review by 
a diverse group of EBP-competent nurse leaders using stated eligibility criteria 
promotes a fair and impartial selection. 

When selecting an EBP fellow, those making the selection need to look for 
an individual who demonstrates enthusiasm for EBP and openness to learn-
ing. Attributes that enable success in the role include flexibility/adaptability, 
dependability, attention to detail, time management, customer focus, genuine 
desire to help and assist others in answering EBP questions, and the ability to 
embrace differences among team members. Working cooperatively with oth-
ers enables the EBP fellow to capitalize on the strengths of team members to 
accomplish team goals. 

The role of the EBP fellow includes a variety of responsibilities, such as 
leading departmental EBP teams, scheduling meetings, leading development of 
the project plan, and completing assigned tasks like literature searches to facili-
tate the work of the group. Other aspects of the role involve engaging others in 
EBP projects, educating nurses on EBP principles and practices, assisting lead-
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ers in obtaining answers to clinical or administrative questions, and disseminat-
ing stories of successes.

Outcomes of EBP fellowship programs are many and varied. First, these 
programs promote an increase in numbers of successful EBP projects, provid-
ing an additional layer of support for EBP teams that might be burdened with 
time and energy constraints. Second, EBP fellowships increase the fellow’s 
personal EBP knowledge and skills, which can be transferred to his or her 
colleagues on return to his or her work setting. Third, these programs enable 
nurses from one clinical area to interface with and learn from nurses and inter-
disciplinary colleagues from other departments. Finally, and perhaps most 
importantly, EBP fellowships increase translation of EBP findings into practice 
by enabling EBP projects to come to successful closure.

Case in Point

Building Competencies Through an EBP Fellowship
As part of the fellowship experience, I had access to an EBP mentor and was 
given the opportunity to apply and extend my knowledge of the Johns Hopkins 
Nursing Evidence-Based Practice (JHNEBP) Model to a clinical EBP project. The 
practice area to which I was assigned housed a specialty in which I had no prior 
clinical experience. Nurses in that department had no prior experience with the 
JHNEBP Model. This laid the groundwork for a mutually beneficial relationship. 
I brought knowledge and skills related to the conduct of an EBP project to the 
table; they provided clinical expertise.

Early Investment in Professional Development
The first month of the project was dedicated to EBP training sessions that I 
conducted for the departmental team. This early investment in the professional 
development of team members (sharing information on how the model works, 
demonstrating how to critique a variety of article types, and providing step-
by-step instructions on how to build an EBP project) proved to be invaluable. 
A meticulous review of the definitions of unfamiliar terms (such as the 
distinction between research and nonresearch evidence and common statistical 
tests), of how to recognize inconsistencies and flaws in evidence, and of how 
to identify significant findings were foundational to the group’s learning 
experience. 
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As the EBP process emerged, the group discovered that the best method to 
manage evidence review and appraisal was for group members to first critique 
assigned articles on their own, using the standardized tools provided by the 
JHNEBP Model, and then to review each article as a group. I acted as facilitator 
and mentor for the group interaction and gave team members the opportunity 
to gain confidence and competence in their appraisal skills. As their skill 
level increased, my facilitation became less necessary, and group members 
independently critiqued articles and presented their findings to the group. 
Team members became confident that their literature review formed a strong 
enough foundation to inform the subsequent steps of the model.

Lessons Learned
During the course of the project, as I became more secure in my own EBP 
competencies, I learned other lessons related to group process and politics. 
Early in the process we clearly knew we were dealing with a national problem: 
What is the best way to clean and decontaminate ophthalmic equipment? 
Therefore, we needed to have departmental leadership at the table from the 
start. The magnitude of the issue necessitated the positional power of nurse 
leaders to secure institutional buy-in across the health system clinical sites 
to make the necessary changes as recommended by the literature and by our 
own lack of standardized practice. If leadership had not been a part of the 
process from the beginning, they would not have been convinced of the need 
for the changes we recommended for the translation phase. The beauty of the 
EBP process is that it clearly showed the need for the comprehensive changes 
independent of any single group’s agenda or preference. Another lesson learned 
extended to the fellowship program itself. As the EBP fellow, I became briefly 
embroiled in a controversy over the team’s recommendations. Because of my 
lack of clinical expertise and credibility in this specialized field, I was unable 
to resolve these problems without soliciting the aid of hospital leadership. 
The central group that administers the EBP fellowship modified operating 
procedures for future mentored experiences to include the recommendation 
that only the clinical experts on the team should communicate directly with 
national experts regarding the problem being studied. 

Tailoring the teaching of the EBP process to the departmental team’s mission, 
vision, and values is still paying dividends to the institution. Members of 
the original team are now independently conducting EBP projects on other 
questions of interest in their field. They are building on the competencies 
gained in their original learning experience with the EBP fellow and their EBP 
skills are strengthened with each new project they conduct. In terms of my own 
continued growth, I have led three subsequent EBP projects in my own clinical 
area, one of which has expanded into a departmental quality-improvement 
project with national implications. 
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Structures to Support Outcomes Management
EBP is outcome-focused. Just as the Magnet designation process recognizes 
that structure and processes are developed to assure good outcomes, so does the 
EBP process. EBP allows nurse leaders to demonstrate best practice solutions 
through innovative structures and processes to achieve clinical and/or admin-
istrative outcomes related to nursing, the nursing workforce, patients and fami-
lies, and organizations (Wolf, Triolo & Ponte, 2008). EBP can support outcome 
management in a number of ways: 

 ■ integration into the preceptor role to build EBP competencies and 
promote understanding of linkages between evidence and outcomes.

 ■ Use of structured communications to profile outcomes of successful 
projects.

 ■ integration into continuous monitoring plans to ensure sustained 
improvements.

Integrating EBP into the Preceptor Role
As nursing academia has updated its curricula to include EBP knowledge and 
skills, the service setting is faced with new expectations on the part of incom-
ing nurses. EBP is expected to be a core competency. incoming nurses have 
been taught to actively seek out answers to clinical questions from the evidence. 
Nothing dampens the enthusiasm of an orientee more than asking a relevant 
clinical question and being told, “That is how we have always done it, and we 
are not going to change now.” Preceptors need to embrace the value of evidence 
to their practice and validate the value of evidence in their encounters with 
orientees. Therefore, preceptors need to be as savvy as incoming nurses about 
EBP processes. integration of EBP principles and practices in preceptor train-
ing sessions can help achieve this end. 

After seven years of intensive preceptor development work using an EBP 
approach, Vermont nurse leaders updated the role of nurse preceptors to include 
protector, evaluator, educator/coach, role model (leads by example), and social-
ization and team leader. This model highlighted the importance of critical 
thinking development, documentation of evidence, and team leading respon-
sibilities (Boyer, 2008). Clearly, integration of EBP into the preceptor role is a 
win-win proposition.
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inclusion of EBP competencies for the novice nurse in the first 3 months 
of the nurse’s employment sets the stage for a lifetime of learning. Preceptors 
should seek out teachable moments when instructing the orientee on hospital 
protocols and observing the orientee engaging in evidence-based practices to 
relate that these protocols and practices are based on evidence. The preceptor 
should encourage orientees to ask pertinent clinical questions, and when the 
answers are not known, the pair should seek out evidence together.

Skills checklists for the orientation period and a first-year evaluation period 
should contain incremental EBP knowledge and skill expectations to prepare 
the nurse to participate as a member of EBP teams. Providing new employees 
with repeated opportunities to practice new learned skills builds a workforce 
confident enough to ask pertinent clinical questions and seek out evidence-
based solutions.

Structured Communications to Profile Outcomes
Regular reports at standing meetings, website profiles, and periodic EBP-
focused newsletters or recurring columns in existing newsletters can help to get 
the word out about improved outcomes as a result of EBP projects. interviews 
with members of EBP teams discussing their efforts to translate findings and 
the outcomes they have achieved can serve to validate that the efforts of EBP 
teams yield benefits. Sharing of clinical outcomes achieved by the implemen-
tation of a new technique or protocol serves to enhance compliance with that 
protocol.

A number of studies document improvement in outcomes following 
implementation of evidence-based practices (Gunningberg, Fogelberg-Dahm 
&Ehrenberg, 2009; Titler, Herr, Brooks, Xie, Ardery, Schilling et al, 2009; 
Forbes et al., 2008). Reviews of such articles in EBP-focused newsletters or 
columns can serve to disseminate how evidence-based practices affect patient 
outcomes and emphasize the importance of the development of evidence-based 
practice competencies in improving empirical outcomes.

Measuring Success of Professional Development Initiatives
As with any competency-building initiative, organizations need to evaluate 
whether the goal of increasing knowledge, skill, and experience with respect to 
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the particular area of desired expertise is achieved. Nurse leaders can measure 
success of EBP competency-development initiatives in a number of ways. These 
include competency testing, team evaluation methods, and ongoing monitoring 
of outcome achievement.

Essential attributes of competency in any practice area are the “application 
of skills in all domains for the practice role, instruction that focuses on specific 
outcomes or competencies, allowance for increasing levels of competency, 
accountability of the learner, practice-based learning self-assessment, and 
individualized learning experiences” (Tilley, 2008). Evidence-based practice, 
as one domain of the nurse’s role, is accomplished through the application of 
a specific set of skills and knowledge. Specific competencies as defined in this 
chapter can serve as the basis for competency checklists to enable documen-
tation of the achievement of these skills through focused instruction. These 
competency checks should be integrated into existing skills checklists for the 
various levels of nurse development. Nurses should be held accountable for 
achieving these competencies and should actively seek out opportunities for 
practice-based learning.

Evaluation of EBP team activities is another method for determining the 
effective application of EBP knowledge and skills within these teams. This 
evaluation can take the form of a self-assessment or assessment by a more expe-
rienced team leader who serves as a coach for other team members. Evaluation 
of EBP team activities should include attention to the effectiveness of the EBP 
team leader, not only with respect to exhibiting advanced EBP competencies, 
but also relating to strong coaching competencies. Coaching competencies that 
are particularly effective in helping EBP leaders guide novice team members 
through the process include being present, purposeful, positive, and reliable; 
actively listening and asking questions; and sharing perspectives (Kowalski & 
Casper, 2007).

Finally, organizations need to monitor the outcomes of EBP projects related 
to competency development. Have findings been translated into practice? Have 
identified gaps in evidence spawned the development of research projects? 
What percentage of staff nurses participate meaningfully in EBP projects? How 
many presentations and publications have been generated out of EBP projects?
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Moving Forward
Nurse administrators are faced with a number of barriers to building capacity 
for EBP professional development. Rapid environmental change, new technolo-
gies, knowledge explosions, competing priorities, time and human/financial 
resource constraints, and perceived lack of relevance to patient care and role 
responsibilities all present obstacles to developing EBP knowledge and skills 
in front-line staff. Transformational leadership; structural empowerment; 
exemplary professional practice; new knowledge, innovations, and improve-
ments; and empirical outcomes serve as enablers for EBP. Organizations that 
have embodied these Magnet characteristics are going to be at the forefront of 
eliminating barriers to translation of best practices in patient care, education, 
and research. Professional development of EBP competencies in nurses practic-
ing in service settings is imperative as nursing meets the complex challenges of 
recruiting and retaining nurses in the twenty-first century. 
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Building core competencies in 
nursing academia 

Evidence-based practice (EBP) brings research alive in nursing education (aca-
demia). Research becomes not just about a “t-test” or “threats to validity”, but 
about studies related to nursing practice. Do the findings have rigor? Are the 
results relevant to nursing practice? is there a study that can answer the clinical 
question?

As part of the EBP process, students review available research and propose 
new research for clinical issues that do not have clear practice recommenda-
tions. EBP is an exciting thread in curricula that provides a process for students 
to effectively examine practice questions and ultimately contribute to nursing 
knowledge. 

EBP competencies are integrated through all levels of nursing education. 
Baccalaureate students learn the EBP basics. Classes include searching elec-
tronic databases for nursing literature, critiquing articles, applying the EBP 
process to specific clinical questions, and differentiating between using EBP for 
quality and safety or research. As students move on to graduate education, EBP 
skills are increased with additional exposure to literature identification, cri-
tique, and recommendations for clinical care, education, and administration. At 
the doctoral level, students initiate and conduct research and capstone projects 

5
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to answer clinical questions. Coursework provides the methodological skills 
needed for these activities. This chapter illustrates a road map for integrating 
EBP within baccalaureate, master’s, and doctoral education.

AACN Quality Standards 
The American Association of Colleges of Nursing (AACN) establishes qual-
ity standards for bachelor’s- and graduate-degree nursing education and 
assists deans and directors to implement those standards. in 1986, the AACN 
established a national taskforce to define the knowledge, skills, and abilities 
required for graduates of bachelor’s degree nursing education programs. These 
Essentials of Baccalaureate Education for Professional Nursing Practice were 
the first set of core standards for nursing programs. They were revised in 2008. 
The Essentials series also includes standards for master’s and practice doctorate 
programs. in addition, AACN has identified quality indicators for research-
doctoral programs. Course content in nursing curricula must comply with these 
essentials that form the basis for accreditation of nursing educational programs. 
Additionally, the institute of Medicine (iOM) (2003) and the National Research 
Council of the National Academies (2005) have called for dramatic restruc-
turing of all health professionals’ education that prepares future practitioners 
for interdisciplinary practice with information systems, quality improvement, 
evidence-based practice, and patient safety expertise.

Core Competencies for Baccalaureate Education 
integrating EBP into the baccalaureate curriculum provides students with 
lifelong learning tools. At the Johns Hopkins University School of Nursing 
(JHUSON), EBP is a thread incorporated into every course in the four-semester 
baccalaureate program. Students are guided through the process of locating, 
reading, evaluating, and applying quality evidence as a basis for nursing prac-
tice. Though the overall goal is to prepare nurse generalists, project choices can 
assist students in further defining their areas of clinical interest. EBP provides 
a forum for debate on practice issues, with current research serving as the basis 
for the discussions. 
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EBP is the focus of AACN’s Essential III (p. 3), “Professional nursing 
practice is grounded in the translation of current evidence into one’s practice.” 
This standard is exciting and forward-thinking (Table 5.1). Content ranges 
from models of EBP to collecting and disseminating information. To achieve 
this Essential, EBP is incorporated throughout the baccalaureate curriculum, 
including collaboration with service settings.

Table 5.1: aacn Essentials for Baccalaureate Education (2008) 

The baccalaureate program prepares the graduate to do the following:

1. Explain the interrelationships among theory, practice, and research.

2. Demonstrate an understanding of the basic elements of the research process and 
models for applying evidence to clinical practice.

3. Advocate for the protection of human subjects in the conduct of research.

4. Evaluate the credibility of sources of information, including but not limited to 
databases and internet resources.

5. Participate in the process of retrieval, appraisal, and synthesis of evidence in 
collaboration with other members of the health care team to improve patient out-
comes.

6. integrate evidence, clinical judgment, interprofessional perspectives, and patient 
preferences in planning, implementing, and evaluating outcomes of care.

7. Collaborate in the collection, documentation, and dissemination of evidence.

8. Acquire an understanding of the process for how nursing and related health care 
quality and safety measures are developed, validated, and endorsed.

9. Describe mechanisms to resolve identified practice discrepancies between identi-
fied standards and practice that might adversely impact patient outcomes.

Clinical Practice Questions
At JHUSON, the skills to initiate an EBP project are introduced in the first 
semester during the nursing trends class. A class presentation covers the basics 
of EBP with exercises to create clinical practice questions. The PiCO format 
(Patient, intervention, Comparison, and Outcomes) is used (Richardson, Wil-
son, Nishikawa, & Hayward, 1995). in this semester, one group project is to 
complete a scholarly poster presentation of an EBP question. Each group selects 
an EBP question (see Table 5.2). 
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Table 5.2: sample EBP Questions 

Aging
What are effective management strategies for constipation prevention in older adults?

What are effective strategies to prevent pressure ulcers in senior citizens?

Obstetrics
What is the pain-medication effect of a doula with laboring mothers?

What is the effectiveness of Kangaroo care in helping premature newborns regulate their 
respiratory and heart rates?

Adult health
What is the reliability of colorimetric carbon dioxide detection or capnometry as a 
method to validate nasogastric tube placement? 

Does sterile or nonsterile technique make a difference in wound healing in the 
postoperative wound care of patients with open surgical wounds?

What is the recommended vital sign frequency requirement for patients who are 
receiving a blood transfusion?

Pediatrics
is preoperative fasting needed for children prior to surgery?  

What is the evidence for the use of complementary and alternative medicine strategies to 
relieve postoperative pain in pediatric patients?

Psychiatric
What is the best approach to prevent obesity in adult psychiatric patients? 

Nursing Administration
What is the best available evidence regarding preventive strategies of sharp and needle- 
stick injuries?

Does double-check verification of medications prior to administration decrease 
medication errors?

These EBP questions are based on clinical problems identified by local hospi-
tals and include common clinical problems. Working in groups, students use 
the PiCO format to further define the clinical question. With assistance of the 
librarian, students conduct a literature search using electronic databases. The 
question is defined with more precision after searching in established databases 
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such as the Cochrane Database of Systematic Reviews, Agency for Healthcare 
Research and Quality (AHRQ), Joanna Briggs institute, Cumulative index to 
Nursing and Allied Health Literature (CiNAHL), and other databases. Librar-
ian assistance is an important resource to utilize early and frequently in nursing 
education. Each student reviews and rates two articles for the project. Students 
summarize their findings in a scholarly poster format. This project provides 
experience in problem identification, literature search for answers, and clini-
cal decisions based on best evidence. This process continues throughout the 
remaining courses. 

Incorporation of Best Evidence into Care Plans 
Second semester clinical courses focus on clinical skills and nursing care 
plans, requiring the incorporation of best evidence. Students are expected to be 
knowledgeable of EBP and use the best available evidence for their nursing care 
plans. The didactic section of clinical courses stresses the best evidence or lack 
of evidence around specific topics. For example, rigorous evaluation of parent-
centered care on a pediatric unit has not been done. Students interested in this 
topic developed a PiCO question and searched for evidence. This emphasis on 
EBP in the clinical courses sparks interest in students to consider the impor-
tance of nursing research in their practice and career goals.  

Nursing Research 
The third semester includes clinical courses and a three-credit nursing research 
course. in the nursing research course, students have an option to collaborate 
with EBP committees at local clinical facilities and participate in the unit’s 
EBP projects. Students are expected to complete the process and make their 
recommendations for implementation of the evidence. Upon completion of 
the nursing research course, students can then apply the JHNEBP Model to a 
selected clinical problem. The course also includes methodological content to 
insure that students have the tools and skills to evaluate research studies. it pro-
vides students with additional opportunity to practice acquired knowledge and 
skills by creating or selecting an EBP question, using the JHNEBP Model and 
working in groups of five or six students (Table 5.3). 
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Table 5.3: EBP guidelines

Purposes of the EBP Project
The overall purpose of the EBP project is to give students the opportunity to build 
upon their research-critiquing skills by identifying and researching a clinical issue and 
developing practice recommendations for the issue. Working in a group allows students 
to learn how research teams divide their work, communicate within and outside the 
group, and collaborate with other team members. The project also gives students an 
opportunity to perform an in-depth exploration of a nursing area of personal interest.

Description of the EBP Project
The student group either selects a research question from the list provided by clinical 
nurses or develops their own research question. Each group member is required to 
locate, critique, and summarize one or two articles. if the group selects a nurse-designed 
question, the students agree to share their finding with the clinical nurse. in return, the 
clinical nurse agrees to consult with the student group. 

The student group has these responsibilities:

•	 Searching the literature to obtain recent articles 

•	 Highlighting and critiquing the selected articles

•	 Summarizing the key findings from the articles 

•	 Making clinical practice recommendations about the topic 

•	 Recording key findings and practice recommendations 

•	 Presenting these findings to the research class and nursing unit

Partnering with local clinical facilities provides a win-win experience for stu-
dents and the clinical facility. Students immediately appreciate the application 
of EBP to their nursing practice. The student’s work is appreciated and used 
by units participating in this collaboration. Students learn about relevant EBP 
questions and their work is used beyond the classroom. Nurses in the workforce 
hear the student’s perspective and questions about the practice issue. This dia-
logue further refines the EBP question. Nursing units also benefit from addi-
tional support for their EBP efforts. 

Students are directed to search established databases, but they do not 
always find the answer. For example, one EBP question from The Johns Hop-
kins Hospital (JHH) is, “What criteria or factors predispose patients to injury 
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post-fall?” This question goes beyond fall-risk assessment. Do any studies 
assessing risk for injury exist? The students discussed the project extensively 
with the JHH nurse to understand the question. This process was exciting for 
students and provided some evidence for the JHH staff to consider an injury- 
risk scale as an adjunct to the fall-risk scale. Upon completion of the review, the 
JHH staff might tailor preventive interventions to the specific risk. One student 
was so interested in the topic that he became a part-time research assistant for a 
study that grew out of this project. After passing registered nursing boards, he 
continues to supplement his work as a full-time staff nurse with a part-time job 
as a research assistant for this study. 

EBP also provides an opportunity for faculty to collaborate and provide 
consultation with clinical agencies. Faculty can provide consultation and train-
ing to expand the EBP capabilities of an agency.  

Case in Point

Academic-Clinical Collaboration Promotes Unit EBP
Collaboration with service agencies can be initiated by School of Nursing (SON) 
faculty or a clinical agency. One faculty member provides clinical instruction 
at a local pediatric specialty hospital, Kennedy Krieger Institute (KKI), and 
teaches baccalaureate nursing research. As a result of this clinical work, the 
KKI clinical specialist collaborated with SON faculty to initiate an EBP approach 
to clinical questions.

Evidence-based practice is the basis of policy and procedures at KKI; however, 
no formalized EBP process is in place there. KKI is dedicated to helping children 
and adolescents with disorders of the brain, spinal cord, and musculoskeletal 
system achieve their potential and participate as fully as possible in family, 
school, and community life (http://www.kennedykrieger.org). The nursing 
staff is a vital part of the interdisciplinary team of professionals that assists 
the patient and family to optimize wellness, prevent further disabilities, and, 
as needed, adapt to a changed lifestyle. Nurses assist with pre-admission 
assessment, evaluation and treatment, and discharge planning for patients 
seen in the inpatient unit and outpatient clinics. 
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EBP Training Session
The KKI clinical specialist was invited to a one-day JHNEBP education 
program to launch this initiative. This EBP training session provided insight 
and direction on how to conduct a systematic review of the literature and 
use published studies to apply new findings to current clinical practice. The 
training session also gave direction on how to use EBP to validate policies 
and procedures by illustrating current clinical practice at other health care 
facilities. The EBP education program, along with ongoing assistance from 
the JHUSON faculty member, provided nursing staff with the tools needed to 
question current clinical practice, explore existing evidence, and, if applicable, 
translate this evidence into clinical practice. This process allowed nursing staff 
to dispel any remaining doubts as to whether or not current clinical practice 
was up-to-date and gave credence to any policy and procedure updates. The 
clinical agency’s lack of experience and/or system for EBP was a potential 
barrier. However, the willingness to learn and use resources overcame this 
barrier. The agency used the EBP process taught to the nursing students to 
increase the knowledge, skill, and experience with EBP in its nursing staff.

At the direction of the KKI clinical specialist, staff nurses were invited to 
identify clinical practice concerns. A number of questions of particular interest 
to staff nurses were identified for collaboration with nursing students. The 
clinical specialist discussed the nursing staff’s concerns and the clinical impact 
of these concerns with the nursing students. One question that arose from this 
exercise was, “Does negative pressure wound therapy decrease the healing time 
for stage III and IV decubitus ulcers, and is there a cost benefit?” This question 
was formulated after several staff nurses questioned whether negative pressure 
wound therapy was worth the extra time and effort (negative pressure wound 
therapy dressing changes often take more time compared to traditional moist 
gauze dressings) and extra cost (negative pressure wound therapy dressing 
sponges cost more compared to traditional gauze dressings). 

The nursing students agreed that this was a question of interest to them and 
followed the JHNEBP Model to answer the research question. Articles reviewed 
primarily addressed the adult population and supported the use of negative 
pressure wound therapy in decreasing the healing time of chronic wounds when 
compared to traditional moist gauze dressings. The literature also revealed that 
in the adult population this method decreases the patient’s pain because of 
less frequent need for dressing changes (every 2 to 3 days for negative pressure 
wound therapy compared to daily for moist gauze dressings); decreases the 
amount of time dedicated to dressing changes (every 2 to 3 days for negative 
pressure wound therapy compared to daily for moist gauze dressings); and 
reduces hospital length-of-stay cost (faster wound healing results in shorter 
hospital stay). 
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Mutual Benefit
The nursing students’ findings had significant implications to the clinical 
practice at KKI. Despite the lack of studies in the pediatric population, the 
knowledge that research existed to support the use of negative pressure wound 
therapy over traditional moist gauze dressings was very beneficial. The nursing 
staff members were pleased to learn that although initially the negative 
pressure wound therapy dressing changes took longer and were more costly, the 
overall benefit to the patient (decreased healing time, less pain, less frequent 
dressing changes, and less hospital days) was well worth it. The evidence 
provided validation for the staff nurses that they were employing the best 
possible clinical practice for their patients.  They identified the lack of data on 
pediatric patient population as an area of future research. 

The nursing students appreciated that their project had relevance for staff 
nurses that continued beyond the student’s receipt of a course grade. The 
partnership between the SON and the agency was mutually beneficial. 
Discussions with the clinical specialist, who had been trained in the EBP 
model used by the students, assisted students in developing a relevant 
question. At the same time, the agency benefited from the students’ evidence 
search, analysis, and synthesis, allowing nurses to concentrate on translation 
decisions. A continuing challenge for faculty who desire to build EBP skills in 
nursing students is to forge relationships with nurse leaders in the community 
and to assist with skill building of their nursing staff when indicated. In this 
way, the collaboration will be successful in achieving the goals of both service 
and academia. 

Integration of EBP
in their fourth and final semester, baccalaureate students have an option to 
choose a course in their clinical area of interest. The adult and child health spe-
cial topic courses require use of an EBP format to answer a clinical question or 
perform review of an existing policy/procedure at JHH. These courses embrace 
the integration of EBP as delineated in the AACN Essentials document. EBP 
utilization is a basic skill required for each new graduate. Novice nurses report 
feeling more adequately prepared when their nursing programs included a focus 
on EBP (Li & Kenward, 2006). 
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Core Competencies for Master’s Degree Education
The Essentials of Master’s Education for Advanced Practice Nursing was 
developed by the AACN in 1996. A new task force was appointed by the 
AACN in September 2008 to revise The Essentials and delineate the essential 
professional competencies that should be acquired upon graduation from a mas-
ter’s degree program in nursing for today’s practice. Likely the new version will 
not be ready by the time this book is published because the task force’s timeline 
is to complete its charge for review and potential approval by the AACN Board 
of Directors at their July 2010 board meeting and approval by their membership 
at the October 2010 semiannual meeting.

The current Essentials document includes seven foundational standards; 
Essential i is Research. This Essential states that “the goal of the research 
component of the curriculum should be to prepare a clinician who is proficient 
at the utilization of research including the evaluation of research, problem iden-
tification within the clinical setting, awareness of practice outcomes, and the 
clinical application of research” (AACN, 1996, p. 6). The competencies for the 
Research Essential further state that coursework should provide graduates with 
the knowledge and skills to do the following:

1. Access current and relevant data needed to answer questions identi-
fied in one’s nursing practice.

2. Utilize new knowledge to analyze the outcomes of nursing interven-
tions, to initiate change, and to improve practice.

3. Use computer hardware and appropriate software and understand 
statistics and research methods.

4. Utilize information systems for the storage and retrieval of data, 
consistent with the particular population focus.

5. initiate a line of inquiry into comprehensive databases to utilize 
available research in the practice of nursing.

6. Write and communicate effectively—identify a clinical problem, 
demonstrate an understanding of the research related to this prob-
lem, critically analyze the problem and current knowledge, and 
develop a strategy for the incorporation of the research into the treat-
ment regimen.
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in summary, this Essentials document delineates the EBP process expectations 
for master’s graduates, which include the ability to identify a practice prob-
lem, develop a problem statement, critically review and appraise the relevant 
evidence, and synthesize the findings for application to practice. in addition, 
master’s students should begin to develop leadership skills and strategies to 
translate applicable research findings into their practices.

Master’s degree programs also use educational standards from specialty 
organizations—such as the National Organization of Nurse Practitioner Facul-
ties, the American Organization of Nurse Executives, and the National Asso-
ciation of Clinical Nurse Specialists to name a few—to further develop their 
curricula. These organizations have each developed core and specialty com-
petencies for graduates in the role and population focus specialty, and they all 
include evidence-based practice competencies.

EBP in the Master’s Degree Curriculum
EBP knowledge, skills, and application principles are found throughout the 
master’s program curricula at JHUSON. Two of the master’s core courses, 
intermediate Biostatistics and Application of Research to Practice, provide 
content directly applicable to the EBP process. The intermediate Biostatistics 
course teaches both the assumptions and theory behind the statistical methods 
as well as application of their use through problem sets and use of statistical 
applications. This course is required to be taken prior to the Application of 
Research to Practice course so that a foundation of statistical understanding 
is assured. Application of Research to Practice is designed to discuss research 
methods and designs as they apply to evidence critique and appraisal. 

Application of Research to Practice 
The course overview describes Application of Research to Practice as follows: 

This course prepares students for clinical, management, or education lead-
ership roles in health care through translation of the best available evidence into 
practice within organizations and application of research for nursing practice. 
Students will develop skills and knowledge needed to review and synthesize the 
strength of evidence available, and recommend practice changes if indicated. 
Topics covered include a review of the research process (including theoreti-
cal framework, design, and analysis, and research design hierarchy), research 
critique, rating and synthesizing the strength of evidence, decision making for 
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practice, research and research translation opportunities (outcomes, evaluation 
research, quality improvement, cost-effectiveness analysis), risk adjustment, 
measurement, research ethics and organizational change. (NR110.503 Research 
Application to Practice, Fall 2009 syllabus)

Course Objectives

The course objectives state that upon completion of the course, the student will 
be able to do the following:

1. Apply knowledge from the sciences to the advanced practice of 
nursing through utilization of an evidence-based practice model to 
answer a clinical, administrative, or education nursing question.

2. Demonstrate advanced skills and expertise in nursing practice 
through

a. Critique of research and nonresearch evidence through the 
knowledge of the research process and the elements of a cri-
tique.

b. Differentiation among designs for nursing research in terms 
of principles, variables, validity, sampling, procedures, 
strengths, and limitations, and identifying the gaps in knowl-
edge.

c. Analysis of various approaches to the measurement of vari-
ables and collection of data.

d. Discussion of statistical methods used for the analysis of 
research data.

3. Apply management skills to improve services in health care systems 
by synthesizing the current available evidence on a specific problem 
and recommending practice changes based on the best available evi-
dence.

4. Analyze the influences of social and health policy on health care 
delivery and clinical practice through the review of influences on 
evidence-based practice such as regulation, accreditation, or high 
priorities for research.

5. Utilize the research process to address problems within areas of 
advanced clinical nursing practice and nursing systems by synthesiz-
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ing the state of knowledge on a specific topic and recommending 
strategies to test interventions for improvement.

6. Demonstrate ethical decision making in advanced practice nursing 
by identifying issues in the protection of human subjects enrolled in 
research, differentiating between quality improvement and research, 
and discussing the role of the institutional Review Board in research 
and quality improvement.

7. Demonstrate cultural competence in advanced practice nursing 
through discussion of disparities in research and inclusion and 
exclusion of priority populations.

8. Contribute to the advancement of the nursing profession through

a. Demonstration of an understanding of the role of advanced 
practice nurses in leading the use and conduct of research 
and research methods.

b. identification of a gap in knowledge specific to the student’s 
expertise, and recommendations for research and practice 
based on the identified gaps.

Course Requirements

Among many course requirements, two specifically focus on EBP skills and 
knowledge. The individual research critique requires the student to demon-
strate the ability to critically evaluate a scientific paper in the field of nursing 
based on the knowledge of the research process and the elements of a critique 
obtained from the class. For this assignment, the student is required to read and 
critique an article given by the instructor. The critique includes

 ■ Description of the study design, including strengths and weaknesses

 ■ identification of the research question or hypothesis with supporting 
evidence

 ■ Authors’ conclusions regarding the research question/hypothesis 

 ■ Level of student agreement with article conclusions

 ■ Determination of whether the article effectively answered the 
research question
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Proposed follow-up, for example, a research study, to support translation of 
research findings into practice

The second key and major assignment of the course is the state-of-the-
science paper. The state-of-the-science paper is designed to reflect the student’s 
ability to evaluate and synthesize current and relevant data providing the state 
of evidence on a specific nursing issue. The assignment requires the student to 
critically appraise the current evidence on the identified nursing issue, sum-
marize that evidence, and develop a plan to implement evidence-based recom-
mendations from the evidence review (Table 5.4). The paper is submitted in 
two parts so that students can receive feedback on their definition of the clinical 
problem, assuring that the actual evidence review is strong and focused.

Table 5.4: state-of-the-science Paper guidelines

Part I (5-page limit, excluding title page and abstract): 

1. Title page and abstract 

2. Problem statement

3. Purpose of the paper

4. introduction—presents a case for the need to study the topic and its importance 
to nursing

5. The search strategy, keywords, inclusion criteria, and number and types of evi-
dence reviewed

Part II (10-page limit, excluding abstract, references, and appendices)

1. Abstract—with conclusion added related to the state of the science. 

2. State-of-the-science on the nursing issue is described with sources of evidence 
critically reviewed and synthesized. The evidence is summarized in the JHNEBP 
individual Evidence Summary Table format (in appendix).

3. The strengths and limitations of the current evidence are described and the evi-
dence base for practice change is clearly supported or the identified gap in evi-
dence is compelling and significant.

4. Recommendations for translating evidence to practice or initiation of further 
research are identified and linked to the level of evidence from the above syn-
thesis of literature. These recommendations should include a feasible plan for 
implementation of EBP, identification of key stakeholders and appropriate inter-
disciplinary team to assemble. Also, a brief plan for outcome analysis is pro-
vided, including independent and dependent variables and method of statistical 
analysis.



chapter 5: Building core competencies in nursing academia 117

These papers are often used by students to develop a manuscript for submission 
to a professional journal, which is required in most of the master’s options.

Clinical Courses
The master’s degree clinical courses place an emphasis on review of evidence 
in the role- and population-focused specialty area. Students are encouraged 
by their advisors to choose topics for the research state-of-the-science paper 
that are in these specialty areas. in addition, the clinical practicum experi-
ences include identification, use and evaluation of clinical practice guidelines, 
standards of care, and practice protocols. The clinical weekly conference often 
includes discussion of current guidelines for practice, and the students are asked 
to review and evaluate them for use in their practice environment. The students 
are also referred to internet sites where these guidelines for practice can be 
downloaded to their Palm Pilots for easy access and reference in the clinical 
setting. However, these resources are also relevant to other master’s students, 
including those in non-clinically–focused majors. For example, the health sys-
tems management students could review and evaluate for use recommendations 
from the iOM third report, Keeping Patients Safe: Transforming the Work 
Environment of Nurses (iOM, 2003).

Case in Point

Academic-Clinical Collaboration in the Master’s Degree Program
As part of Strategies in Nursing Management, a required graduate course in the 
Master of Science in Nursing (MSN) Health Systems Management program at 
The Johns Hopkins University School of Nursing (JHUSON), graduate students 
are required to attend a clinical practicum for 6 to 7 hours per week for 14 
weeks. Prior to the commencement of this course, graduate students complete 
a Clinical Practicum Placement Form that provides course faculty with details 
of each graduate student’s overall professional experience with area(s) of 
specialization and years in each role, current work experience, career goals 
post-graduation, and preferred area of interest for practicum experience. 
This information enables faculty to coordinate meaningful clinical practicum 
experiences in collaboration with a designated preceptor at each service agency 
based on each graduate student’s areas of interest and career goals. Graduate 
students are also required to complete a negotiated project with a clear 
leadership/management focus that contributes to the overall quality of service, 
efficiency, and success of the mission for the practicum setting. The project
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chosen by the graduate student must be of value to the student’s learning 
experience and the service agency supporting the practicum experience. An 
example illustrates how this partnership uses EBP to further the goals of the 
service agency and provide a rich learning experience for the student.

Project and Practice Issue Identification 
The assigned clinical practicum experience for the graduate nursing student 
took place at a northeastern community hospital that was in the process of 
implementing a computerized provider order management system (CPOM). 
The CPOM implementation had already been integrated in some areas of the 
hospital with relative success; however, data collected by the hospital revealed 
a continued use of verbal/telephone orders despite CPOM implementation and 
extremely poor overall compliance with signing these verbal/telephone orders 
within 48 hours. These findings revealed the lack of buy-in of physicians 
to use the CPOM system. Percentages of handwritten, verbal, and telephone 
orders remained much higher than those of orders being entered into the CPOM 
system. 

Within the first few weeks of the clinical practicum experience, the graduate 
student attended numerous leadership meetings. The meetings were held in 
response to a growing concern about the lack of the CPOM buy-in and findings 
that verbal orders were not being authenticated within the 48-hour time frame 
specified by law and regulation. These regulations surround an important 
Joint Commission Hospital Accreditation Program Standard, Record of Care, 
particularly Standard RC.02.03.07 (The Joint Commission, 2009). Armed 
with master’s-level EBP competencies, the graduate student identified a very 
relevant practice issue. This identification provided an opportunity to conduct 
an EBP project to critically appraise existing literature to determine proven 
best practices and strategies that would address the service agency’s practice 
issue. This EBP project had a clear leadership focus that contributed to the 
overall quality of service, efficiency, and success of the mission for the hosting 
service agency.

Core Competencies for Master’s Education
During the course of gathering data and completing this project to answer the 
EBP question of mutual interest, the graduate student was prepared to utilize 
competencies obtained throughout the MSN program of study as delineated 
by the American Association of Colleges of Nursing (AACN) for achieving core 
competencies through the EBP process (AACN, 2006). The student conducted a 
search of published literature using PubMed and CINAHL databases and selected 
articles that addressed the EBP question for further review. After further 
review of the published articles, only 15 met the criteria for inclusion in this
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project. The student used systematic methods and evidence-appraisal tools 
to critically appraise these articles to identify best practices and strategies 
implemented at other service agencies to determine the best evidence available 
that supported and addressed the current practice issue.

A copy of the completed EBP project was submitted to the student’s clinical 
practicum preceptor. The EBP Overall Evidence Summation contained findings 
and practice recommendations that were presented to nursing leadership. 
Nursing leadership used EBP findings to validate the plan of action and to 
improve the overall implementation strategy. 

Outcomes/Measuring Success
Leadership submitted a periodic performance review to The Joint Commission 
regarding Standard RC.02.03.07. They reported the organization’s overall 
compliance with signing of verbal orders within 48 hours. In addition to the 
reporting of these findings, they also submitted a plan of action to address 
the organization’s compliance. The EBP project completed for this service 
agency by the graduate student was a success because the findings served as 
a validation tool for leadership that the planned strategies for the continued 
CPOM implementation and verbal order signage were in fact evidenced-based. 
In addition, recommendations outlined in the EBP Overall Evidence Summation 
provided additional strategies that could be employed in the ongoing efforts to 
increase compliance with the signing of verbal orders within 48 hours. 

Nurse Practitioner Scholarly Paper
A recent curriculum revision to the nurse practitioner clinical sequence at JHU-
SON resulted in the development of a required scholarly paper. This paper is to 
be developed over three semesters and result in a manuscript for submission to 
a journal before the end of the program. The purpose of the scholarly paper is 
to investigate a complex clinical problem that has psychosocial and/or behav-
ioral implications. The student is expected to synthesize and integrate knowl-
edge gained from current and previous master’s-level coursework and apply this 
knowledge to a clinical problem by using the best available scientific evidence. 
The focus of the paper is on nurse practitioner counseling for behavioral change 
(see Table 5.5). 
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Table 5.5: suggested topics for nurse Practitioner scholarly Paper

•	 Obesity

•	 Smoking 

•	 Alcohol abuse 

•	 Depression 

•	 Anxiety disorders (general, seasonal affective disorder, panic) 

•	 Chronic pain 

•	 Chronic fatigue 

•	 insomnia

•	 Eating disorders

in the first course, the student identifies the problem; begins to review the liter-
ature; submits a problem statement in the PiCO format; and critically appraises 
one relevant article from the review. To show integration within the curriculum, 
nurse practitioner faculty in the next semester require that the student develop 
the state-of-the-science paper for the Application of Research to Practice course 
on the topic chosen in the first clinical course. in the final clinical course, the 
student identifies a journal, provides rationale for journal choice, and develops 
a manuscript to submit to the chosen journal. it is too early to evaluate this 
change; however, faculty is encouraged with the development of the manuscript 
and feels that faculty input throughout the process can increase the manuscript 
acceptance rate.

Core Competencies for Doctor of Nursing Practice
The Essentials of Doctoral Education for Advanced Nursing Practice (AACN, 
2006) outlines and defines the eight foundational standards for the Doctor of 
Nursing Practice (DNP) curricula and provides some introductory comments 
on specialty competencies/content. The specialized content, as defined by 
specialty organizations, complements the areas of core content defined by the 
Essentials. The Essentials document Essential III: Clinical Scholarship and 
Analytical Methods for Evidence-Based Practice lists seven competencies to 
achieve this skill level, including that the DNP program prepares the graduate 
to
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1. Use analytic methods to critically appraise existing literature and 
other evidence to determine and implement the best evidence for 
practice.

2. Design and implement processes to evaluate outcomes of practice, 
practice patterns, and systems of care within a practice setting, 
health care organization, or community against national benchmarks 
to determine variances in practice outcomes and population trends.

3. Design, direct, and evaluate quality improvement methodologies 
to promote safe, timely, effective, efficient, equitable, and patient-
centered care.

4. Apply relevant findings to develop practice guidelines and improve 
practice and the practice environment.

5. Use information technology and research methods appropriately to

a. Collect appropriate and accurate data to generate evidence 
for nursing practice.

b. inform and guide the design of databases that generate 
meaningful evidence for nursing practice.

c. Analyze data from practice.

d. Design evidence-based interventions.

e. Predict and analyze outcomes.

f. Examine patterns of behavior and outcomes.identify gaps in 
evidence for practice.

g. Function as a practice specialist/consultant in collaborative 
knowledge-generating research.

h. Disseminate findings from evidence-based practice and 
research to improve health care outcomes (http://www.aacn.
nche.edu/DNP/pdf/Essentials.pdf) 

in summary, DNP curricula are required to include advanced skills to review 
evidence, including both scientific and nonscientific; use advanced analytic 
methods to appraise the strength and quality of the evidence; synthesize the 
evidence to make practice recommendations; and lead teams to disseminate 
and translate evidence to improve practice and patient outcomes.
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EBP in the Doctor of Nursing Practice Curriculum 
Based on the iOM recommendations for restructured health professional educa-
tion, EBP knowledge skills and translation of evidence into practice strategies 
are foundational and a thread through most DNP curricula. The JHUSON DNP 
program is currently a post-master’s DNP option only. The program builds on 
the current master’s program content to prepare nurse leaders for EBP in both 
direct and indirect nursing roles to evaluate evidence, apply research findings in 
decision making, translate research into practice, and implement viable clinical 
and organizational innovations to change practice.

in the first semester, DNP students take two courses that integrate content 
to meet the first program outcome: utilizes clinical scholarship and analyti-
cal methods for evidence-based practice. The first course is called Analytic 
Approaches for Outcomes Management: individual and Population, and it pre-
pares the student to analyze epidemiological, biostatistical, environmental, and 
other appropriate data related to individual, aggregate, and population health to 
improve quality and safety of health care outcomes. The analytic approaches 
used in this course require the student to analyze and critique the specific meth-
ods for analysis used in the literature. 

One analytic-approaches exercise requires the student to do the following:

 ■ Perform a statistics critique of an article, focusing on methods 
(research question, study design, sample size, power analysis, equiv-
alency, instruments used, variables, and statistical tests used) 

 ■ Submit a write-up to include strengths and limitation of the methods 
and findings

 ■ Develop one suggestion for how the analysis could have been 
improved

The second course integrating methods for EBP is called Nursing inquiry for 
Evidence-based Practice and focuses on EBP techniques as a form of nursing 
inquiry for the doctoral student. The course evaluates the conceptualization, 
definition, theoretical rationale, and methods of EBP. As part of the course, the 
students complete a systematic review of the literature on their capstone prac-
tice problem, including problem identification, development of a comprehensive 
search strategy, and critical review, appraisal, and summarization of the evi-
dence.
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in the second semester, the DNP students focus on leadership for EBP and 
translation strategies for organization and system-wide translation of evidence 
to change practice. Again, two courses integrate the content. The Organiza-
tional and Systems Leadership for Quality Care course facilitates understand-
ing of how to lead, advocate, and manage for the application of innovative 
responses to organizational challenges. Emphasis is placed on the development 
and evaluation of care delivery approaches. The priority is to meet the needs 
of targeted patient populations by enhancing accountability for effective and 
efficient health care, quality improvement, and patient safety. The Translation 
of Evidence into Practice course focuses on the integration and application of 
knowledge into practice through theoretical analysis of case studies that present 
practical challenges to translation of evidence to improve practice and patient 
care outcomes.

Finally, in the capstone project experience, DNP students must lead a 
systems-level improvement in their practice area. The experience enhances the 
student’s ability to employ effective communication and collaboration skills to 
influence health care quality and safety, and negotiate successful change in care 
delivery processes across a broad spectrum of health care delivery systems. 
Upon completion of the capstone, the student will demonstrate 

1. Advanced clinical judgment, expertise, and specialization in a 
defined content area 

2. Advanced levels of systems thinking and accountability in design-
ing, delivering, and evaluating evidence-based care to improve 
health care quality, safety, and outcomes 

3. Leadership in the development and implementation of patient-
driven, institutional, local, state, federal, and/or international health 
policy in a select content/specialty area

Core Competencies for Doctor of Philosophy in 
Nursing

No single organization sets standards for accreditation of PhD nursing pro-
grams in the United States; however, the AACN plays an important role with 
nursing PhD education by bringing leaders in doctoral education together to 
discuss competencies and best practices for PhD curriculum development. 
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in this spirit, the AACN published a position statement entitled Indicators of 
Quality in Research-Focused Doctoral Programs in Nursing (AACN, 2001). 
This document recommends a single set of quality indicators for research-
focused doctoral programs in nursing, whether the program leads to a PhD or 
a DNS degree. The document further recommends that PhD programs of study 
include core and related course content with a distribution between nursing and 
supporting content consistent with the mission and goals of the program and the 
student’s area of focus and recommends that coursework include

 ■ Historical and philosophical foundations to the development of nurs-
ing knowledge

 ■ Existing and evolving substantive nursing knowledge

 ■ Methods and processes of theory/knowledge development

 ■ Research methods and scholarship appropriate to inquiry

AACN currently has a Task Force on the Future of the Research-Focused Doc-
torate in Nursing that was constituted in October 2008 and charged to identify 
the essential curriculum elements necessary to prepare graduates for the roles 
they are going to assume as scientists and/ or academicians and to explore the 
evolving relationship between the research-focused doctorate and the practice-
focused doctorate as they deal with nursing knowledge. Both doctoral degrees 
have important roles in creating, facilitating, and leading evidence-based prac-
tice in nursing today.

EBP in the Doctor of Philosophy Program
The PhD program prepares nurse scholars to conduct original research that 
advances the theoretical foundation of nursing practice and health care delivery. 
However, the foundation of an EBP is also important to the PhD program. This 
fact is obvious in several electives that are offered to PhD students, includ-
ing Evidence-Based Nursing Practice and Advanced Seminar in Translational 
Research. These courses focus on research to answer EBP questions. 

Collaboration with Service Agencies
Collaboration between schools of nursing and service agencies provides 
amazing learning opportunities for students. The collaboration between the 
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JHUSON and JHH has been strengthened by their partnership to develop the 
JHNEBP Model. SON faculty members attend the EBP steering committee 
meetings and provide assistance with hospital research projects. As with any 
successful collaboration, it takes time and commitment to mutual goals. The 
quality products of student work can benefit an agency. Students learn the real-
ity of evidence-based clinical practice and make a contribution to improving 
patient care. The hospital needs knowledgeable new graduates whereas the 
SON seeks meaningful experiences for students. The relationship is synergis-
tic. Students receive the input from clinical experts and clinical experts have 
the benefit of student enthusiasm and “new” perspective. Newhouse (2007) 
describes the synergy between practice and academic partnerships in a gradu-
ate research course. These partnerships are a win-win situation for clinical or 
administrative practice and students and can answer important clinical ques-
tions. Engelke & Marshburn (2006) report similar opportunities with a col-
laborative research team of clinical and academic settings. They report that this 
arrangement bridges the gap between nursing practice and nursing education. 
EBP can be a strong facilitator of mutually beneficial academia-practice part-
nerships. identification of EBP questions expanded from JHH and outpatient 
center to KKi and local community hospitals. 

Overcoming Barriers 
Creating successful partnerships must include identifying and addressing poten-
tial barriers. Barriers can exist for students and the agency, and these different 
barriers require different approaches for resolution. Success is interrelated to 
the commitment of both the agency and students. 

The first barrier for students is their knowledge of the EBP process. At the 
baccalaureate level, nursing skill competence is a competing priority. The bal-
ance between skill acquisition and utilization of the best evidence is learned 
early in one’s nursing career. The new student learns the role of a nurse, includ-
ing utilizing the best evidence for practice. This learning starts with using the 
EBP process as a base and building additional skills, that is, research methodol-
ogy and clinical content, as their learning continues. Additional student barriers 
include student understanding of EBP relevance and its application to practice 
and lack of knowledge of research process, methodology, and statistics. These 
barriers can be overcome through collaboration with nursing units and active 
learning approaches to research and statistical methods. 
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Faculty barriers include inconsistent identification in class lectures of EBP 
and the importance of EBP process to nursing practice, which might be a simi-
lar barrier in an agency if EBP is not a priority for nursing administration. EBP 
models vary among faculty and clinical facilities, which can be confusing to 
students. Regardless of the model used, the fundamental EBP process is similar 
across models. Time availability can also be a barrier, as faculty and clinical 
experts must make time to meet with students and discuss the question. Though 
initial time is increased when working with students on EBP projects, such an 
approach can save time in the long run (Stone & Rowles, 2007). 

Measuring Success
Success measures vary by educational level. For baccalaureate students, success 
is knowledge and application of EBP to their nursing practice. Master’s and 
doctoral level students are expected to generate state-of-the-science data and 
answers to clinical questions. At the graduate level, success is often measured 
as translation and dissemination. Success is also considered by the quality of 
the EBP projects completed, the utilization of reports by agencies, and the pub-
lication of results.

Data on student opinion of the third-semester EBP project for research class 
is very positive. in 2006 and 2007, 446 baccalaureate students were surveyed 
about their satisfaction with the research class EBP project. Most students 
(91%) thought the project was feasible and instructions were clear (88%). One 
key component of the JHNEBP process is the use of tools for the evaluation of 
each article and tables to summarize the evidence, which most students found 
helpful (86%). The EBP project helped students understand the nursing role 
(82%) in organizational and clinical decision making within health care facili-
ties. Overall, most (81%) are somewhat or very satisfied with the process and 
somewhat or very satisfied with the outcome (82%). Student comments support 
these data. Students reported that the project was “fun,” a “good learning tool, 
hands-on experience,” the “most useful assignment in program,” and “more 
interesting and informative than i thought it would be.” Some negative com-
ments included “really dislike group work,” “waste of time,” and “hard to cri-
tique articles before content covered in class” (Shaefer and Newhouse, 2007).

Evaluation of the agency perspective is an important component of the 
process. Students are invited to participate in more projects, and the results are 
very well received. The long-term goal is to expand collaboration and provide 
assistance to units with student clinical papers (see Special Topics in Nursing 
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sidebar). These can be focused on current questions identified by nursing units. 
The ultimate goal is to make nursing education relevant while supporting cur-
rent nursing staff.

Special Topics in Nursing

Introduction to Acute Care of Children Evidenced-Based 
Practice Paper

Purpose:
The purpose of the evidence-based paper is to provide students the opportunity 
to apply evidence-based practice analysis skills learned in previous courses. 
Students identify a practice guideline or practice issue in the pediatric critical 
care setting and conduct a critique of the literature that supports this practice 
or guideline. Students are encouraged to identify something of practical 
interest to both them and a potential future employment setting.

Guidelines:
The topic of the practice guideline includes:

•	 Practice guideline or issue

•	 Source of guideline

•	 Practice setting

•	 If critiquing a practice guideline, use the guideline’s reference list 
to identify four data-based research articles used to develop the 
guideline. If articles are greater than five years old, search the 
literature for more recent articles.

•	 If critiquing a practice issue, conduct a literature search for four data-
based research articles related to this practice.

•	 Using the JHNEBP Evidence Rating Scale, evaluate the quality of the 
evidence in the four research articles.

Conclusion 
EBP is a crucial component of nursing education. Student competencies vary  
by educational level. Baccalaureate students learn the EBP process, research 
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methods, and application of EBP to clinical practice. Master’s and doctoral 
student competencies range from state-of-the-science papers to original transla-
tional research. All of these skills are essential to assure that nursing practice is 
based on the best evidence. 
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managing the EBP Project

The Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Model and 
Guidelines define a process that nurses can use to conduct evidence-based prac-
tice (EBP) projects. The PET acronym describes three distinct phases of this 
multi-step process (Practice question, Evidence, and Translation). Consisting 
of 18 discrete steps, this process can be daunting to the novice EBP team. Care-
ful project management helps the team stay on track and achieve overall project 
success. This chapter acquaints the reader with the necessary competencies to 
effectively manage EBP projects.

Essentials of Project Management
The Project Management institute (PMi), a world-renowned association for 
project management professionals, defines a project as “a temporary endeavor 
undertaken to create a unique product, service, or result” (PMi, 2008, p.5). 
A project has a distinct beginning and end with structured tasks to achieve a 
well-defined goal. Project management is “the process by which projects are 
defined, planned, monitored, controlled, and delivered such that the agreed 
upon benefits are realized” (Association for Project Management, 2006, p, 3). 
Most projects require a focused effort to execute. They are often characterized 
by uncertainty and complexity. Lack of planning and coordination of effort can 

6
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result in a waste of precious time and human resources and lead to failure to 
achieve project goals.

An EBP project is conducted to inform the nurse’s practice in whatever set-
ting the nurse provides services. The desired end product, or deliverable, of the 
EBP project is the translation of findings into the nurse’s practice. Today’s nurse 
deals with multiple competing priorities. The team needs to manage the EBP 
project to ensure completion of project tasks and translation of findings. Man-
aging a project requires knowledge and a particular set of skills with which the 
nurse might be unfamiliar. Mastery of basic project management competencies 
can help the EBP team meet its goals.

Project Attributes
The first step to effectively manage EBP projects is to become familiar with 
the primary characteristics of a project. Schwalbe (2007) offers a list of project 
attributes that can be applied to the EBP project. Each project has a unique 
purpose or objective. An EBP project is designed to answer a specific practice 
question in a structured, analytic manner. 

Projects have a defined life cycle that includes the following processes: 
initiation, planning, executing, monitoring and controlling, and closing (PMi, 
2008). The work of the EBP team is time-limited and temporary in nature. 
After the question is answered and findings are translated into practice, the 
team might disperse, or it might choose to initiate a new EBP project.

The EBP project is developed using progressive elaboration. Simply put, 
the practice question is broadly defined at first, and the team progresses to a 
clearer definition of specific details as it works through the process of develop-
ing the practice question; procuring, analyzing, and synthesizing the evidence; 
and translating findings. 

A project requires sufficient resources to accomplish its aims. EBP projects 
call for commitment of time and energy from team members, organizational 
infrastructure, and access to credible knowledge sources and mentors. These 
resources might be required from a single department or discipline or from 
several different departments or disciplines, depending upon the nature of 
the practice question, the composition of the EBP team, and the stakeholders 
involved. 
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Generally, each project has a primary sponsor. Sponsors are people who 
see a need for change and have the commitment to make it succeed. The spon-
sor of an EBP project can be an individual nurse, a nursing unit, a group of 
nurses across multiple units, an interdisciplinary team, or an established com-
mittee. For example, a clinical standards committee that is updating a patient 
care protocol might ask a clinical question to uncover best practices with 
respect to a particular aspect of care defined in the protocol. Sponsors could 
also be a group of staff nurses who are looking at the best ways to streamline a 
particular clinical task without adversely affecting patient outcomes.

Finally, projects involve uncertainty. The outcome of an EBP project can 
take a variety of forms depending upon the strength and quality of evidence 
related to the practice question. Even when evidence for change is compelling, 
barriers to translation might exist that present risk and uncertainty.

Project Constraints
Managing projects involves trade-offs. Four major constraints need to be man-
aged to assure success:

 ■ Time

 ■ Human and material resources

 ■ Scope

 ■ Money

Nurse members of the EBP team commit their time and energies, which would 
have been engaged in other aspects of their practice, to the conduct of the 
project. Nurse leaders allocate staff time to accomplish project objectives or 
to assist other nurses in the development of EBP competencies, diverting these 
resources from other activities for the duration of the project.

Limited resources demand thoughtful definition of the project scope and 
attention to the financial costs associated with the project. When developing the 
scope of the project, the team defines the patient or staff populations addressed 
by the practice question, what type of change is anticipated (for example, new 
responsibilities, processes, systems, or training) and the location(s) of affected 
individuals (for example, specific units, departments, or organized groups). 
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Well-meaning project teams often fall prey to scope creep, the subtle increase 
in or change of project requirements over time. For example, a team might be 
looking for best practices in managing skin care in orthopedic patients on a 
particular patient care unit. The original plan might include a pilot test of one 
or more best practices on orthopedic patients within this setting. During the 
course of the evidence phase, a team member who uncovers evidence of effec-
tive skin care regimens in neurosurgery patients might suggest that the team 
expand the scope of the question to include skin care on neurosurgery patients. 
Though this question might be of interest to the team, if the team adds an addi-
tional population, the scope of the project and the resources associated with 
executing the project might increase exponentially. Efficient EBP project man-
agement ensures that team members pay attention to containing the scope of 
the project and the dollars associated with indirect staff time.

Project Management Knowledge Areas 
Nurses need to be aware of the basic knowledge areas related to managing  
projects: 

 ■ Human resources

 ■ Communication

 ■ integration

 ■ Scope

 ■ Time

 ■ Cost

 ■ Quality

 ■ Risk

 ■ Procurement (PMi, 2008)

The specific processes that fall under each knowledge area are well-defined 
for professional project managers. The EBP team is not expected to master all 
processes that make up each project management knowledge area. However, 
particular processes can be of benefit to the team.
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Human Resource Management
When setting up an EBP project, a team needs to have an identified project 
leader. This person takes responsibility for ensuring that the project stays on 
track, coordinates team-building activities, provides feedback to the team, 
resolves issues, and coordinates team activities. The project leader can be a 
nurse with experience doing an EBP project or one who leads the team in a 
mentored experience.

Projects are more successful if they have the right people on the project 
team—people who understand their roles and responsibilities, are engaged in 
the project, and are committed to its completion. Human resource management 
includes assembling the project team; developing team members’ knowledge, 
skills, and expertise in evidence-based practice and team collaboration compe-
tencies; and managing the team for performance. 

Team member roles and responsibilities should be clearly defined. This 
clear definition serves a twofold purpose. First, it ensures that each individual 
has a clear understanding of the expectations of his or her role as a member of 
the EBP team. Second, it allows the team leader to monitor and evaluate team 
performance. EBP project leaders often assign responsibilities to team members 
based on the members’ particular skills and experience level. in learning orga-
nizations, team leaders might take a different approach, assigning responsibili-
ties to mentored nurses who need further skill development in the particular 
area.

When planning for and acquiring an EBP team, the team leader needs to 
take several factors into consideration. The first factor is interest; that is, is the 
particular problem of interest to the potential team member? The next factor 
is availability. The team leader needs to know who is available to be released 
from other job responsibilities to participate on the project and when these 
individuals can be available. A third factor is ability. Does the potential team 
member have the competencies required to complete an EBP project or does 
that individual need to be mentored? Fourth, has the person had the experience 
of participating on an EBP project in the past? A final factor that a team leader 
must consider is allocation of resources—can the nurse’s manager afford to 
provide time away from front-line patient care activities so that team members 
can participate? 
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A people-management worksheet can be helpful in assigning tasks to indi-
viduals. it allows for documentation of each team member’s role, the authority 
accompanying the role, skills required to perform the role, and responsibilities 
accompanying the role. This worksheet allows team members to document and 
communicate mutually agreed upon expectations of each other so that work is 
well-coordinated. Table 6.1 is a sample people-management worksheet com-
pleted for an EBP project.

Table 6.1: People-management Worksheet Excerpt

Activity Required 
Competencies

Hours 
Required

Time 
Frame

Source Responsible 
Person 
(Contact Info)

Curriculum 
development

Curriculum 
development, 
Learning 
management 
system use

30 hours April 2010 Clinical 
department

Joe (ext. 2222)

Competency 
checklist 
development

Skills checklist 
development

16 hours May 2010 Pilot unit Susan (ext. 
3333)

Communication Management
A helpful strategy to set the stage for ongoing communication is the kickoff 
meeting. identified stakeholders can be invited to hear a project overview, share 
their communication needs, and endorse the communication plan. The meeting 
to establish the communication plan should address the following questions: 

1. Who needs information—persons or groups?

2. What information do they need—will it have a standard format?

3. When do they need it—how often?

4. Who will provide it—team leader, team member?

5. How will they receive it—face-to-face meeting, e-mail, formal 
report?

To ensure attention to this critical component, the communication plan should 
be included in the overall project plan.
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Integration Management
integration management incorporates those activities that allow the team to 
integrate the various pieces contributed by team members along the course of 
the project. Though the EBP team does not necessarily need to develop a for-
mal project statement, the team should specify the reason for doing the project, 
the scope of the practice question, and how the project fits into the larger orga-
nizational or unit picture. Many EBP models use the PiCO (Patient, interven-
tion, Comparison, and Outcomes) process to assist in the development of the 
practice question. This process is fully described in the literature (Newhouse, 
Dearholt, Poe, Pugh, & White, 2007) and includes specification of how and 
why the question was identified and the scope of the practice question. 

The project management plan is a key deliverable for integration manage-
ment, and EBP teams benefit greatly from incorporating this process into their 
work. The project management plan brings together all of the activities planned 
for the project and “provides a reference document for managing the project” 
(APM, 2006, p. 5). The EBP team directs and manages the execution of the 
project plan and then formally ends the project following translation of findings 
into practice.

Scope Management
The team needs to control what is and what is not within the scope of the proj-
ect. in the course of searching for and analyzing evidence related to the practice 
question, the team inevitably encounters many ideas and best practices not 
directly related to answering the question at hand. Trying to address implemen-
tation of all of these practices in the project plan is tempting. Scope creep com-
promises the team’s ability to focus on translating findings that directly relate to 
the question of interest.

An important tool that outlines the project scope is the Work Breakdown 
Structure (WBS), which is a graphical representation of the steps involved in 
accomplishing project aims. The WBS lists all of the project tasks, from gen-
eral tasks, for example, evidence search, to more detailed sub-tasks, for exam-
ple, identification of key words and selection of search databases (Kaufman, 
2005). The process of constructing a WBS not only forces team members to 
think about all of the steps required, but also allows them to break the project 
down into smaller, more manageable steps. it provides the team with a frame-
work on which to base project status monitoring activities. if a step is not part 
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of the WBS, then it is not part of the project. The WBS provides the foundation 
for the project plan. Figure 6.1 is an example of a WBS developed for the trans-
lation phase of an EBP project.

EBP finding to be translated: 
Smoking cessation advice and/or counseling given 

by nurses to patients in hospital settings can increase 
patients’ success in quitting smoking.  

Feasibility
Assessment 

Complete a SWOT
(Strengths/ 
Weaknesses, 

Opportunities/
Threats) Analysis

 

Select a change to
pilot (smoking 

cessation protocol)
 

Obtain approvals

Identify team
leaders, members,

staff support, 
and roles/

responsibilities 

 
 

Plan Do  Study Act

Conduct pilot 
kickoff 
meeting
 

Define goals, scope, 
and success criteria 

Identify key
deliverables, risks
that might impede
delivery, and plan

to deal with 
potential risks  

 
 

 

Develop timeline
and assign

responsibilities  

Develop
communication 

plan 

Develop smoking
cessation protocol

and obtain
approvals  

 
 

Develop training
plan and

educational 
materials 

 

Implement 
training

Obtain 
pre-measures

Pilot use of 
protocol

Track lessons
learned 

Obtain 
post-measures

Compare pre-
and post-
measures 

If successful,
determine how to
build into current

workflow 

 
 

If not successful,
determine the

source of the failure 
 

Communicate 
results of pilot and 

plan next steps 
 

Figure 6.1: Work Breakdown structure Excerpt

Time Management
After the WBS has been developed and the team has listed required activi-
ties, the team can benefit from a structured time management process. During 
this process, team members sequence activities, determine which activities 
are dependent on other activities, specify estimated duration of each activity, 
develop an overall project timeline, and set project milestones. This information 
is entered into the overall project plan.
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Although more sophisticated software like Microsoft Office Project is 
available to assist in the development of elaborate project timelines and plans, 
EBP teams can develop a simple Gantt chart in a standard spreadsheet program 
like Microsoft Excel to plan and schedule projects and to monitor the EBP 
project’s progress over time. A Gantt chart is a classic graphical representation 
of task duration against time progression that was developed in the early1900s 
by Henry Laurence Gantt, a management consultant and mechanical engineer 
(Gantt, 1974).

The team can visualize scheduled and actual progress of planned project 
activities. Table 6.2 illustrates an example of a Gantt chart for an EBP project. 
Gray blocks indicate that the activity has been completed on time.

Table 6.2: gantt chart Excerpt

Project 
Activity

Responsibility Start 
Date

End 
Date

Week 1
1/25/10 
to 
1/29/10

Week 2
2/1/10 
to 
2/5/10

Week 3
2/8/10 
to 
2/12/10

Week 4
2/15/10 
to 
2/19/10

Week 5
2/22/10 
to 
2/26/10

identify 
stakeholders

Team leader 1/25/10 1/29/10  

Conduct 
stakeholder 
analysis

Team 
members

1/25/10 2/5/10   

Secure 
leadership 
support

Team leader 1/25/10 1/29/10  

identify pilot 
unit 

Team 
members

2/8/10 2/12/10  

Develop 
action plan 
for pilot

Team 
members

2/1/10 2/26/10     

Cost Management
Teams need to not only control costs but also to actively include a budget when 
planning the EBP project. Though the EBP team might not have a budget for 
its work, the cost of nurse team members’ time on project-related activities and 
any administrative costs (for example, copying, word processing, and librar-
ian fees) should be estimated and tracked. This information is helpful when 
accounting for indirect time and supply costs in financial reports. in addition, 
if translation of findings requires financial resources, teams need to quantify 
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these cost estimates, especially if additional funding is going to be required to 
proceed with evidence translation. Articulating cost enables the team to present 
a more comprehensive report to leadership. Table 6.3 provides an excerpt from 
a budget planning worksheet for an EBP project implementation.

Table 6.3: Budget Planning Worksheet Excerpt

Activity 
or Item 

Cost per 
Item 

# of 
Items 

Total 
Cost 

Supplier Funding 
Source 

Date 
Required

Responsible 
Person 

Data 
collection 

$43/hr 1 RN @ 
160 hrs 

$6880 Nursing 
unit 

Unit 
operating 
budget 

3/8/2010 
through 
4/2/2010 

Nurse 
manager 

Data 
analysis 

$45/hr 1 RN @ 
10 hrs 

$450 School 
of 
nursing 

Grant 
funds 

4/12/2010 
through 
2/23/2010 

Grant 
administrator 

Quality Management
Quality management becomes very important in the translation phase of an 
EBP project. After making a recommendation for change based on analysis and 
synthesis of evidence and deciding to implement a change in current structure 
or processes, the team should begin quality-planning activities. These activities 
include developing a quality-management plan with appropriate metrics and a 
determination of baseline performance with respect to these metrics. 

Rapid cycle tests of change such as the Plan-Do-Study-Act (PDSA) frame-
work (Lipshutz, Fee, Schell, Campbell, Taylor et al., 2008) are very effective in 
managing the quality of changes implemented as part of the EBP project. Dur-
ing the Plan phase, the EBP team answers who, what, when, where, how, and 
why questions related to the evidence-based change and develops an action plan 
to pilot this change. Measures are selected to allow the team to know whether 
the change is successful. Baseline performance on these metrics is measured. 
During the Do phase, the change is implemented, and the team monitors for 
anticipated and unanticipated effects of the change. The team takes the oppor-
tunity to study the effects of the change during the next phase. Finally, the team 
makes the decision to fully implement a successful change (Act) or to conduct a 
test of a different evidence-based change if the original change was unsuccess-
ful in achieving desired outcomes.
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Quality management ensures that “both the outputs of the project and the 
processes by which the outputs are delivered meet the required needs of stake-
holders” (Association for Project Management, 2006, p. 6). A quality-manage-
ment worksheet can be helpful to keep track of quality issues that occur in the 
conduct of the EBP project. This worksheet is often organized in terms of deliv-
erables or outputs, criteria for judging the quality of the process by which the 
deliverables were obtained, persons responsible for producing the deliverable, 
and corrective or preventive actions to improve the quality of the deliverable. 
Table 6.4 provides an excerpt from an EBP quality-management worksheet for 
the translation phase of an EBP project conducted by school nurses.

Table 6.4: Excerpt from an EBP Quality-management Worksheet

Deliverable Quality Criteria Responsibility Pass/
Fail

Corrective 
Action

Education 
packet on 
improving 
family-centered 
care in schools

Uses competency-
based approach

includes pre- and 
post-test to assess 
learning

Marie and Peggy Fail Consultation 
with nurse 
education liaison 
with expertise 
in competency-
based testing

Risk Management
Risks abound in any project; EBP projects are no exception. A project risk is 
any potential source of deviation from the project plan (PMi, 2008). Risks are 
uncertain. Those that have a negative impact on the project are called threats; 
risks that have a positive impact on the project are called opportunities. The 
EBP team needs to identify potential threats and opportunities and analyze 
these risks in terms of probability of occurrence and impact if they occur. They 
should make efforts to increase the probability of opportunities and reduce the 
probability of threats by developing contingency plans to deal with the identi-
fied threats. These activities can be formally documented in a risk-management 
plan.

One tool that is very helpful in terms of quantifying project risks is the 
SWOT (Strengths-Weaknesses-Opportunities-Threats) analysis. A SWOT 
analysis enables the team to identify facilitators and barriers when planning 
all phases of the EBP project, but has particular application to the translation 
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phase. A technique that has been used in strategic, career, and project planning, 
the SWOT analysis is an effective way of helping the team focus its activities 
on areas in which it is strongest and where the most opportunities lie (Pearce, 
2007). During a SWOT analysis, the EBP team considers its strengths and 
weaknesses and uses information from these internal factors to capitalize on 
strong points and develop remedial actions for weak points. The team also 
recognizes opportunities and threats and uses information from these external 
factors to recognize opportunities that arise and to deal with threats to project 
completion. Table 6.5 depicts a sample SWOT analysis conducted by an EBP 
team whose practice question centered on best practices in documentation of 
skin assessment to support quality monitoring of pressure ulcer prevention and 
treatment.

Table 6.5: sample sWot matrix for Pressure ulcer Prevention EBP Project

Strengths 
•	 EBP project team is led by content 

experts in pressure ulcer prevention and 
treatment. 

•	 EBP project team has experience in 
conducting EBP projects and translating 
findings. 

Weaknesses 
•	 Staff members on nursing units do not 

have sufficient expertise in pressure 
ulcer staging.

•	 Clinical documentation is a hybrid 
model (part electronic, part paper) and 
does not prompt nurse to document 
data related to pressure ulcer 
screening.

Opportunities
•	 Organization is moving to a paper-lite 

documentation system that is mostly 
electronic and is in the design phase.

•	 Potential to improve documentation of 
skin and wound using decision support 
tools.

•	 increased leadership attention because of 
changes in Medicare reimbursement for 
hospital-acquired conditions.

Threats
•	 Nursing staff is challenged by 

multiple competing priorities.

•	 Electronic documentation rollout is 
contingent on continued funding and 
sufficient manpower.

Another tool that is useful for helping to prioritize negative risks is the proba-
bility-impact matrix (Ginn & Varner, 2004). The team lists the likely risks that 
the EBP project faces and assesses the probability of the risk occurring. The 
team also assesses the size of the negative impact (in terms of organizational 
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or patient outcomes) should the risk occur. This information can be depicted 
graphically, with probability on the y-axis and impact on the x-axis. Risks are 
plotted on the chart, with respect to these characteristics and are categorized 
into one of nine groups based on low, medium, or high probability of occur-
rence and low, medium, and high impact on the project should the risk occur 
(Ginn & Varner, 2004).

The team’s top priorities should be those risks that fall in the high probabil-
ity, high impact category. Contingency plans should be developed for these risks 
and for those in the low probability/high impact group. Figure 6.2 shows a sam-
ple probability/risk impact chart for a hypothetical EBP project that resulted in 
development of a new protocol for preventing pressure ulcers in nursing home 
residents. in this example, the EBP team wants to be confident that the people 
and equipment needed for the translation project (wound care specialist, equip-
ment such as mattresses and seat cushions, and aids such as heel protectors) are 
available in time for implementation and that contingency plans are in place if 
resource or cost constraints occur. 

Assessing the Probability and Impact of Risks

Failure of all staff 
to complete protocol 

inservice

Proceed with Caution

Delay in approval 
of protocol

Address before 
Proceeding

Wound care specialist 
not funded

Do not proceed

Unscheduled state 
inspection

Proceed

Delay in delivery of 
specialty mattress

Proceed with Caution

Inability to recruit wound 
care specialist 

Address before Proceeding

LowImpact on 
Project:

Medium High

Large number of new 
orientees

Proceed with Caution

Delay in delivery of 
specialty mattress

Proceed with Caution

Partial funding for 
equipment

Reassess Project
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M
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Figure 6.2: sample Probability/risk impact chart 
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Procurement Management
For the EBP project, procurement management is a knowledge area that comes 
into play with the need to purchase or acquire products or services from exter-
nal sources to accomplish project goals. For example, a community hospital 
might need to procure online library services from an academic medical insti-
tution to support EBP projects. Another example is seen when the team wants 
to make an evidence-based change in the manner in which wounds are dressed 
that requires the addition of a new type of dressing material to the supply man-
agement system. Though front-line nurses might not be directly involved in 
purchasing operations, they often have a role in product evaluation and selec-
tion decisions. The team should seek assistance from persons who can facilitate 
the approval, contract negotiation, and procurement process.

Planning an EBP Project
Planning a project requires defining success, identifying the practice question, 
providing structure, planning artfully, and establishing controls.

Defining Success
Before planning an EBP project, teams need to lay the groundwork for success. 
First, the team should define what project success means. How does the team 
determine that the project has been successful? is this conclusion based on team 
performance against process measures? For example, the team might measure 
success by its ability to keep to specified scope, time, and cost constraints.

Another measure of success evaluates the outcome of the project, such as 
the quantity or quality of the deliverables produced. For example, success could 
be measured by the number of evidence-based practices identified for consid-
eration and implementation by the team, the nursing unit, or the organization 
as a whole. if practice variations are a safety concern, the team might feel a 
sense of achievement if it finds one effective practice to standardize across the 
organization. Success could also be measured by the quality of the deliverables. 
For example, the team might feel a sense of accomplishment if project find-
ings indicate that the state of the evidence is not sufficiently robust to warrant a 
change in current practice.

Another measure of success could focus on fulfillment of stakeholders’ 
interests. For example, the team might define success by the level of customer 
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satisfaction with the deliverables produced. First, the team needs a clear under-
standing of its customers, for example, nurses who are required to institute 
practice changes based on the evidence or other health care team members 
whose work might be affected by the changes. Second, the team needs to 
understand the drivers of satisfaction for each of these customers. Other mea-
sures of success include the extent to which team members and other staff 
learned new EBP competencies and how the EBP project influenced staff atti-
tudes toward EBP.

Defining the Practice Question
in planning for maximal success, the team needs a clear and complete state-
ment of the problem so that it understands how its practice question fits into the 
larger picture. For example, an EBP team that is trying to find best practices 
related to fall prevention should be cognizant of the fact that the hospital is in 
the process of developing a bed replacement plan. in this example, the team 
might want to narrow the practice question to look at the effectiveness of bed 
alarms in reducing falls.

The team should identify all internal and external stakeholders. Stakehold-
ers are defined as “persons or organizations … who are actively involved in 
the project or whose interests may be positively or negatively affected by the 
performance or completion of the project” (PMi, 2008, p. 23). Knowledge of 
project requirements and expectations of all stakeholders allows the EBP team 
to manage the influence of the various stakeholders to ensure project success. 
For example, during an EBP project probing the best way to assess dyspnea 
in oncology patients, the EBP team consisting of inpatient nurses might find 
that nurses in the outpatient oncology clinic are hoping to use whatever tool is 
selected by the EBP team in their practice. The astute team leader might invite 
an outpatient nurse to join the EBP team to provide the outpatient nurse with 
the opportunity to participate in the process so that the outpatient nurse devel-
ops skills to conduct a similar project in her own clinical area.

The team should look at a realistic timeline for answering the EBP ques-
tion. The following temporal factors need to be addressed when developing the 
timeline: the time commitment of individual team members (when and how 
often they are available to do project-related activities), anticipated duration of 
each activity, timeline associated with any external dependencies (for example, 
completion of a pilot test can be dependent on the delivery of a product pur-
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chased from an external source), and time frames or limits associated with 
available resources (for example, access to meeting rooms might be limited 
during certain times).

Providing Structure
The next key to planning a successful EBP project is to provide structure. The 
team needs to understand what it needs to do and how it needs to do it. As pre-
viously mentioned, the WBS is a helpful way to outline the various activities 
required for project completion. The Johns Hopkins Nursing Evidence-Based 
Practice (JHNEBP) Project Management Tool (Newhouse, Dearholt, Poe, Pugh 
& White, 2007) outlines the PET (Practice question, Evidence, Translation) 
process in simple steps so that team members do not have to process all compo-
nents at once. The WBS starts off broadly defined and becomes more granular 
as the EBP project unfolds. For example, at the start of the project, the team 
has not completed the analysis of evidence that leads to a recommendation for 
change. The specific steps for evidence translation are dependent upon the type 
of change being piloted.

As part of the project plan, tasks are assigned to team members based on 
their individual capabilities and developmental needs. Task allocation can be 
used as a way to capitalize on current knowledge and skills and build new 
competencies for future projects. Additionally, teams need to order tasks in a 
reasonable sequence and estimate time involved in the project. PERT (Program 
Evaluation and Review Technique) charts are helpful tools for managing large, 
complex projects with a high degree of intertask dependency. This technique 
involves the following steps as suggested by the internet Center for Manage-
ment and Business Administration, inc, (2009):

1. identification of specific activities and milestones

2. Determination of proper activity sequence

3. Construction of a network diagram

4. Estimation of time requirements

5. Determination of a critical path

6. Update of the chart with project progression

Figure 6.3 depicts a sample PERT chart for an EBP project.
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Figure 6.3: sample PErt chart 

Planning Artfully
The EBP team leader cannot develop the project plan alone; team involvement 
in planning is critical to its success. Participation in planning enables team 
members to feel a sense of ownership of the EBP project. The project leader 
is often responsible for actually putting the formal plan together. However, by 
contributing information and ideas, the team assists the project leader by mak-
ing use of all available expertise and ideas.

Another hallmark of a well-thought-out plan is determining the quality of 
work. Using defined measurable criteria, the team ensures that no step of the 
process is completed until defined criteria are met. For example, if the project 
plan calls for a search of six databases for evidence using specific keywords, 
then the search is not complete until all in the plan is accomplished. The team 
specifies the search strategy and uses this specification to determine if the 
search was carried out as planned.

PERT CHART

WP1 (1/4/2010)
Develop the EBP Question

Leader: Mary
Partners: All

WP2 (1/5/2010 — 1/8/2010)
Develop Search Strategy
Leader: Jane
Partners: Mike, Susan

WP3 (1/11/2010 — 1/29/2010)
Conduct Search
Leader: Kim
Partners: Jane, Mike, Susan

WP5 (2/8/2010 — 2/12/2010)
Assign Evidence Appraisal
Leader: Mary
Partners: Jane, Kim

WP6 (2/15/2010 — 3/12/2010)
Appraise Evidence

Leader: Kim
Partners: All

WP4 (2/1/2010 — 2/5/2010)
Select Articles
Leader: Mary
Partners: Jane, Kim
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One rule to keep in mind when conducting EBP projects is to do the best 
job possible, not to be perfect. Competing priorities, time constraints, and 
resource constraints might not allow the team to complete all steps in the ideal 
way. Project management tools can help teams ensure that all steps are appro-
priately addressed, however. 

if team members have external pressure and workload imposed upon them, 
the team leader should be flexible and look for ways to decrease the complex-
ity of the project. Breaking the steps of the PET process down into manageable 
portions can help to decrease complexity. For example, in planning to translate 
findings from an EBP project that entail implementing a new system for moni-
toring intracranial pressure, team members might need to “divide and conquer.” 
They could divide up sections of the protocol and current self-learning packet 
to be revised as part of this change. The astute team leader can help re-allocate 
tasks, as needed.

Artful planning is at its best when the team tries to predict where barriers 
or risks might occur in the process and determines ways to manage these risks. 
The EBP team should always ask the question, “What can go wrong?”, when 
developing the project plan. Some problems can be predicted, for example, if 
the translation plan includes procurement of new equipment, the risk exists 
that the equipment will not be available at the time it is needed. Other risks 
are harder to foresee, for example, the pilot unit has staffing problems because 
of a flu outbreak and cannot execute the planned change in the requested time 
frame. The project plan should allocate time to account for unanticipated prob-
lems or should include developed contingency plans.

Establishing Controls
Establishing controls allows for successful completion of an EBP project. 
Examples include establishing milestones, monitoring the project plan, tracking 
costs, and defining a communication plan. 

Milestones are useful to help the team to monitor its progress. Clear, unam-
biguous milestones, or targets, describe what is to be done within a stated time 
frame. For example, during the evidence phase of PET, one milestone might be 
to conduct an internal and external search for evidence by May 2009; another 
milestone might be to complete appraisal of all evidence collected by June 
2009. Setting milestones is often based on the WBS or the Gantt chart. Mile-
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stones allow team members to have shared goals, and charts provide a visual 
mechanism for tracking progress.

The team should track and review the project on a regular basis and iden-
tify any areas in which changes to the plan are required. Monitoring of the 
project plan helps with early identification of problems with the intended time-
line. Tracking milestones enables the team to determine if scheduled tasks have 
been completed on time. Sometimes the amount of time needed to complete a 
particular step is underestimated. The extra time required for the nurse to per-
form the step has an impact on the amount of money charged as indirect time to 
the unit’s budget, so teams want to recognize delays and take corrective action 
as early as possible. 

Tracking costs is another way of establishing controls. Not all EBP projects 
require additional funding or a formal budget. However, in the spirit of fiscal 
accountability, the team should still keep track of costs related to the project. 
For example, a team might incur unanticipated copying and printing costs with 
respect to the EBP project communication plan. Monitoring such costs calls 
attention to these expenditures so the team can implement corrective measures, 
such as a paper-lite strategy. When implementation of a translation strategy 
requires funding, the team can benefit from a budget. Soliciting the help of 
departmental administrators or managers who have experience in budget prepa-
ration can help a team in anticipating changes that might occur, especially with 
translation projects that take longer than is expected. After a budget has been 
developed, the team needs to make certain that costs are controlled as the trans-
lation plan is implemented.

Finally, establishing a communication plan serves as another mechanism 
for keeping the team on course. Having a written communication strategy 
reminds the team to keep stakeholders informed of progress. This progress 
reporting generally serves as an incentive to stay on track because delays are 
noticeable and stakeholders may request corrective action plans.

EBP Project Management Skills and Competencies
EBP is a team effort. Diverse perspectives and experiences add substance  
to the decision-making process of how to translate findings. Team leaders 
should assist members of their teams to work interdependently with each  
other and with project stakeholders. Building an effective EBP team is an 
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ongoing process; the leader plays a key role in helping team members develop 
competencies required to work effectively in the team. Health care teamwork 
training competencies have been identified and fall within five competency 
domains: 

 ■ Communication

 ■ Task management

 ■ Situational awareness

 ■ Decision making

 ■ Leadership

(Clay-Williams & Braithwaite, 2009).

Communication
One of the largest contributors to the success or failure of any project is com-
munication. EBP teams are formed with a mutual purpose. Communication 
among team members begin with mutual respect for each other and for the 
skills and knowledge each person brings to the table. Active listening is a pre-
requisite for communication and includes the actions listed below:

 ■ Pay undivided attention to the speaker 

 ■ Refrain from side conversations in group settings

 ■ Use body language to illustrate attention to the speaker’s words

 ■ Provide feedback to show understanding about what is said

 ■ Allow the speaker to finish his or her thoughts before offering a 
response

 ■ Respond appropriately in a candid, respectful manner

Communication can also be enhanced by team members’ learning to ask ques-
tions to clarify understanding, focus the conversation, discover the speaker’s 
perspective, and challenge the speaker to look at things in a different way. EBP 
team members should provide timely feedback when requested, using a direct 
and supportive communication style, and respond in an open and accepting 
manner when feedback is offered.
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Nurses on EBP project teams need to be aware of the communication styles 
of team members and any cultural or personality factors that have the potential 
to serve as barriers to effective communication. Leaders of EBP projects should 
identify appropriate communication channels and should be attentive to the 
communication needs and styles of team members. Communication should be 
focused on the goals of the project and ensure that team members receive infor-
mation needed in a timely manner.

Task Management
The EBP team needs to manage tasks efficiently and effectively. Team members 
need to manage changing priorities and prioritize critical tasks when necessary. 
They need to allocate sufficient resources and time to complete tasks, distribute 
and assign tasks thoughtfully, and re-allocate tasks where required (Clay-Wil-
liams & Braithwaite, 2009).

Situational Awareness
Teams require a shared mental model to function. Each team member should 
understand his or her role, responsibilities, and contribution to the project. 
Nurses on EBP teams need to be tuned into local unit, departmental, and 
organizational politics and power structure. Project outcomes that recom-
mend actions contrary to the organization’s mission or the agency’s policies 
are doomed to fail. individual cultural differences and organizational cultural 
norms influence the buy-in for change, so team members must be aware of how 
to manage cultural diversity (PMi, 2008).The ability to influence project out-
comes requires an understanding of the motivations and concerns of stakehold-
ers, active listening skills, artful negotiation, appreciation for the contributions 
of others, and expertise in providing and receiving feedback in a constructive 
manner.

Decision Making
Decision making is critical in the translation stage of the EBP process. After 
evidence has been compiled, analyzed, and synthesized, the team needs to 
decide on the translation strategy. Nurse members of EBP teams should under-
stand how to rate the pros and cons of alternatives, select the best solution, 
secure buy-in for the planned change, plan a pilot, and evaluate achievement of 
project goals. Mastery of these competencies by all team members ensures that 
decisions are made through consensus.
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Leadership
EBP team leaders should display effective teamwork skills. True leaders can 
focus the efforts of a group of individuals toward a mutual goal. Trust and 
respect are critical to this ability. EBP project leaders establish and maintain 
the vision, keep the team’s focus on answering the practice question, discuss 
opportunities for change, and develop action plans for translation of findings. 
EBP project leaders should consider the capabilities of other team members to 
perform assigned tasks. They might be called to back up other team members 
when the situation warrants. To keep the team engaged, leaders should maintain 
a positive, supportive attitude and a participative leadership style.

Case in Point

Distractions and Interruptions to Medication Administration
Pediatric nurses at an urban academic medical center wondered if and how 
distractions and interruptions affect the nurses’ ability to complete the five 
medication rights during medication administration. Looking for clues, the 
group queried its online event reporting system and conducted staff nurse 
focus groups. A common theme surfaced; distractions and interruptions were 
perceived as contributing to lack of completion of the five medication rights. 

Armed with this information, the group committed to conducting an EBP 
project aimed at examining and reducing distractions and interruptions during 
medication administration. With medication safety as an organizational 
priority, the nurses focused on ways to manage resource, time, scope, and 
financial constraints of EBP project implementation. 

Overcoming Project Constraints
Resources were needed to complete the project. A team was assembled that 
consisted of members with combined knowledge, skills, and experience in EBP 
and project management. The medication safety nurse, a student in a Doctor of 
Nursing Practice (DNP) program, served as project leader for the pediatric team, 
which included a nurse manager and a unit-based staff nurse champion. If all 
members were to contribute fully to the project, everyone needed to have the 
same basic knowledge about the organizational EBP model. 
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In a synergistic effort, the team joined forces with the hospital’s Nursing 
Clinical Quality Improvement (NCQI) Committee, whose members were 
educated in use of the model and served as mentors in EBP project planning 
and implementation. Mentoring, coupled with easy-to-use tools and written 
summaries of the project and its relevance to clinical care, helped to develop 
competence in EBP project management. Further expertise was offered by 
DNP faculty as the team refined the problem, appraised the evidence, and 
planned translation strategies. One strategy included an observation of actual 
interruptions that occurred during medication administration. The project 
leader garnered additional resources by enlisting the support of students from a 
school of nursing. This strategy gained the team the support they required and 
provided students with exposure to and practical experience in the execution 
of the EBP process. 

Allocation of time from routine activities to work on the project was a concrete 
measure of the priority given to this project by nurse leaders who recognized 
the project’s importance to the entire organization. For one year, an hour of 
each monthly NCQI meeting was devoted to the conduct of the project. Support 
at the unit-level came from the nurse manager who allocated approximately 20 
hours of time, free of patient care duties, to the staff champion to participate 
in project-related activities. The project leader incorporated the pilot of the 
evidence-based translation strategies into her DNP coursework. From the 
beginning, the leader needed to understand, articulate, and mesh expectations 
from the hospital with the academic program to create a timeline that enabled 
the two entities to be in sync with each other. 

Despite having a well-thought-out and endorsed timeline, things can go awry. 
To keep the project on track, teams need to anticipate potential stumbling 
blocks. For example, the team planned to collect baseline data until 304 
distractions and interruptions were observed (n=304). They reached the desired 
sample size quickly after just two days (a Tuesday and a Thursday). The team 
felt that a reasonable critique would be that they had little variability in data 
collection days, and they wondered whether more data should be collected 
on different days. Team members wrestled with issues related to maintaining 
a quality study, extending the timeline, and re-enlisting the same data 
collectors. After weighing the short-term impact of additional data collection 
on the timeline against the long-term impact on study quality, the team 
decided to collect more data on other days of the week.
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The team defined and managed the scope of the project for implementation 
in a single pediatric unit. Discussion of the problem statement and evidence 
appraisal with NCQI members from other departments enticed the team to 
consider a variety of avenues to explore. Through an iterative process of 
refining the problem and critical appraisal of the evidence, the team developed 
four project aims to guide decisions and maintain the focus on evidence 
translation:

1. Describe perceived and observed distractions and interruptions 
during medication administration on a 24-bed adolescent 
medical-surgical inpatient unit.

2. Examine the relationship between the frequency of observed 
distractions and interruptions and nurse perceptions of the 
frequency of distractions and interruptions.

3. Determine if medication storage location influences the frequency 
and types of distractions and interruptions.

4. Describe the effectiveness of changes within the nurses’ work 
environment, including the education intervention, on actual and 
perceived distractions and interruptions.

Before selecting a translation strategy, the project leader developed a budget 
to identify associated costs. Although costs were modest, the educational 
programs developed for this project could not happen without funding. 
The team proceeded with planning the educational intervention as they 
investigated funding options. With the encouragement of their mentors, team 
members applied for and received an award given annually to a nurse-led team 
proposing the most promising quality improvement/research project focused on 
patient safety. 

Lessons Learned
Here are pearls of wisdom to share about the implementation of an EBP project: 

1. Assemble the right team. A team can design the perfect project, 
incorporate the most recent evidence, and develop the most 
proactive timeline ever, but if it does not have talented and 
dedicated champions at various leadership and clinical levels, 
ensuring the project’s success is difficult. 
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2. Manage time and timelines efficiently and flexibly. Clearly 
articulate the problem, its impact on clinical care, and required 
resources. Provide a clear action plan to key project stakeholders 
with milestones and time frames for completion. Maintain a focus 
on quality. Make adjustments when it can improve the outcome. 

3. Keep the project focused and sharp. Create and refer often to 
the project’s “charter,” for example, a written summary of the 
projects aims, objectives, and outcome. This document serves 
as the project compass. Remain alert for situations that might 
compromise the scope, intent, and overall success of the project.

4. Ask for help and explore all possible sources of funding, 
when needed. Don’t be bashful! Prepare a list of organizational 
leaders who might help with funding. Make the business case and 
sell the idea to each leader on that list. Align the request with 
the organization’s mission, values, or a department’s objectives. 
Answer the question: “What’s in it for team members or the 
organization as a whole?” 

5. Be passionate and positive. Select an area of practice change 
that intrigues and motivates the team. Enthusiasm (or lack of 
it) can transfer to others, so maintain genuine eagerness even 
when things don’t go as planned. “Successful thinking” leads to a 
successful EBP project. 

Conclusion 
Successful projects meet their scope, time, resource, and cost goals. Team 
members feel a sense of accomplishment when the well-planned project enables 
them to answer the practice question, develop and implement translation strate-
gies, and evaluate the impact of the change strategy and progress to desired out-
comes. By effectively managing EBP projects, nurses experience a high degree 
of satisfaction in knowing that the best available evidence has been translated 
into practice. Project management knowledge and skills allow nurses to gain 
confidence in their ability to seek out, appraise, and translate evidence into 
practice. With each new EBP project, the nurse gains expertise to assist col-
leagues in answering future EBP questions. 
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measuring and managing EBP 
outcomes

The most important mandate in today’s health care environment is preserv-
ing and enhancing quality of care while delivering services in the most efficient 
and cost effective manner (Schuster, McGlynn and Brook, 2005). One response 
to this mandate certainly has been the creation of programs to measure and 
manage outcomes of care. The goal of having an evidence-based practice (EBP) 
is to assure the highest quality of care by using evidence to promote optimal 
outcomes. 

A major current health care political debate centers around the use of com-
parative effectiveness research (CER), which is the generation and synthesis of 
evidence that compares the benefits and harms of alternative methods to pre-
vent, diagnose, treat, and monitor a clinical condition or to improve outcomes 
and the delivery of care. The purpose of CER is to assist consumers, clinicians, 
purchasers, and policy makers in making informed decisions to improve out-
comes of health care at both the individual and population levels, and CER is 
viewed as a viable way to help drive down spiraling health care costs while 
continuing to provide quality care (institute of Medicine, 2009).

7
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Block (2006) has identified factors that have created the demand for out-
comes measurement and management:

1. Need to define quality (and quantify that definition)

2. Need to measure effectiveness and appropriateness of care

3. Need to contain costs in health care (efficiency)

4. Outcry for safety in health care 

5. Demand by providers in EBP environment to choose appropriate 
and effective care and treatments

6. Demand by purchasers for value (balance of cost and effectiveness)

7. Demand by consumers for information and transparency about 
health care

8. Tremendous variability in health care

9. Need to provide benchmarks

10. Need to report and compare

What Are Outcomes?
We usually think of outcomes in our practices as a measurable change in the 
health status or behavior of the client. Health care providers have been measur-
ing outcomes for over 150 years. Florence Nightingale measured and wrote 
about outcomes of care during the Crimean War in the mid-1800s. in 1917, a 
physician named Ernest Codman called for the implementation of a program 
that he referred to as the end-result idea. He called on hospitals to measure and 
make public the “end results” of patient care to improve the practice of their 
staff. He was labeled an eccentric by his peers, and we really didn’t hear much 
more about outcomes for another 50 years. But in the epilogue of his 1917 End 
Result Hospital report, he says, “Who knows but someday a copy of this book 
may be dusted off in a library and shown to some lonely hospital trustee. i’m 
convinced that if a single great general hospital did this thoroughly that other 
hospitals will have to follow” (Codman, 1917). We are now all following his 
dream. 
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Framework for Evaluation
Modern outcomes evaluation in health care began with the work of Avedis 
Donabedian (1966) who discussed a framework for evaluation of quality care 
that included three dimensions:

1. Structure—What is the physical location where care is provided, the 
philosophy of care, or such things as staffing ratios, availability or 
type of facilities and/or equipment?

2. Process of care—What is being done? Was appropriate treatment 
provided? Was it done correctly?

3. Outcomes of care—What are the results of the actions?

This framework is still important in health care evaluation today. However, 
when relating the framework of quality to health care, we have seen a shift in 
focus over time from structures (having the right things in place) to processes 
(doing the right things) to most recently an emphasis on outcomes (having the 
right things happen).

Types of Outcomes
in the nursing literature, some have proposed different classifications or sche-
mas for outcomes evaluation. Lang and Marek (1990) listed 15 measures of 
effectiveness in nursing: physiological, psychosocial, functional, behavior, 
knowledge, symptom control, home maintenance, well-being, goal attainment, 
patient satisfaction, safety, nursing diagnosis resolution, frequency of services, 
cost of care, and rehospitalization. Lohr (1988) discussed the five Ds of negative 
outcomes: death, disease, disability, discomfort, and dissatisfaction. Hegyvary 
(1991) proposed four categories of outcomes assessment: clinical, functional, 
financial, and perceptual. Jennings, Staggers, and Brosch (1999), while review-
ing the literature, discussed three categories of outcomes indicators that they 
found: patient-focused, provider-focused, and organization-focused outcomes. 
They mentioned a fourth category, population-focused outcomes, but did not 
discuss it.

From years of work and research in cost and outcomes of care, this author 
describes five types of outcomes important to both direct and indirect nursing 
practice: 
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 ■ Clinical

 ■ Functional

 ■ Perceptual

 ■ Process or intervention

 ■ Utilization or administrative

When translating evidence into practice, nurses need to use a specific and com-
prehensive outcomes framework that allows consideration for measurement of 
all outcome categories that might be important (Kleinpell, 2001, Flarey, 1997).

Clinical Outcomes
Clinical outcomes are patient-focused or disease-specific. These are the out-
comes with which we are most familiar; they are physiologic indicators and are 
more typically focused on a certain aspect of an illness. For example, clinical 
outcomes measure changes in vital signs, laboratory values, weight gain or loss, 
or wound healing.

Functional Outcomes
Functional outcomes measure patients’ responses and their adaptation to health 
problems, including maintenance of or improvement in their physical function-
ing and how well they are living with their particular problem. Examples of 
functional outcomes include the patient’s ability to perform activities of daily 
living (ADLs) and independent activities of daily living (iADLs) such as being 
able to shop for food, go to church or synagogue, visit the physician’s office, and 
have their prescriptions refilled. Functional outcomes also include the measure-
ment of quality of life. Typical measurement tools such as the SF12 or SF36 
assess how well the patient feels he is coping, how he feels about living with his 
disease, and whether or not the disease is interfering with his quality of life. 

Perceptual Outcomes
Perceptual outcomes focus on a patient’s self-report of her experience with 
care, her satisfaction with care that has been given to her, how well she feels 
she related with her providers, and her report of or demonstration of knowledge 
about her disease or treatment regimen. Patient education is inherent in many 
nursing interventions and an essential measure of nursing care. Perceptual out-
comes also include provider satisfaction with care and the work environment. 
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These outcomes have become increasingly important in nursing and health 
care. When implementing any type of evidence into practice, organizations 
must consider the satisfaction of both patients and nurses. 

Process or Intervention Outcomes
Process or intervention outcomes measure the appropriateness of treatment or 
care, that is, what the provider orders or does that affects all of the other out-
come measures. Process measures are provider-focused. in the evaluation of 
implementing evidence into practice, much of what we measure in health care 
today concerns these process or intervention measures. For example, most of 
The Joint Commission core measures are process or intervention measures and 
were developed to increase the likelihood that strong research findings would 
be implemented into everyday clinical practice. Evidence-based, nursing-
specific process measures used in everyday practice include implementation of 
fall precautions, turning schedules to prevent pressure ulcers, and medication 
reconciliation to prevent medication errors. 

Utilization or Administrative Outcomes
Utilization or administrative outcomes are organization-focused and generally 
measure the quality of care by the institution or facility as a whole. Usually 
quantitative, these measures are typically aggregated across patients to provide 
evidence of an organization’s effectiveness. Some of these measures, such as 
morbidity and mortality rates, have been around for a long time, but adminis-
trative outcomes also include measures such as length of stay, cost of care (total 
and specific types of care such as laboratory costs, pharmacy costs, and so on), 
number of emergency department visits, admission rates, and readmission rates. 

Outcomes Evaluation 
Outcomes evaluation includes both measurement and management of outcomes. 

 ■ Outcomes measurement deals with describing and/or quantifying 
outcomes. 

 ■ Outcomes management is the process designed to provide safe, 
timely, effective, efficient, equitable, patient-centered, quality, and 
accessible health care. 
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Thus, outcomes evaluation is at the heart of all EBP work. it is the bottom line 
of any evidence implementation and looks at the impact of the evidence on cost, 
quality, performance, and productivity. How do you decide what to measure, 
and after you have decided, how are you going to measure in the phenomenon 
of interest? Most importantly, you have to answer this question: What happens 
to a patient as a result of implementing this evidence into practice? Have you 
been able to improve, or at least maintain, outcomes of care while implement-
ing this new evidence into practice? 

Outcomes evaluation usually serves two purposes: quality improvement 
internally to improve practice and accountability externally to decrease practice 
variations and to compare practice to benchmarks and make improvements. 
Organizations meet both of these purposes when evaluating outcomes of imple-
menting evidence into practice.

According to McGlynn (1996), the purposes of outcomes measurement are 
as follows:

1. Provide information for consumer choice for health care providers 
or for treatment choices

2. Design financial incentives to achieve cost containment, access, or 
quality of care

3. identify areas in which quality should be improved

4. Monitor and evaluate changes in policy or new treatments

President Clinton’s Advisory Commission on Consumer Protection and Qual-
ity in the Health Care industry through a Strategic Framework Board did a lot 
of work on identifying a common set of quality measures for the nation (these 
measures can be found at http://www.hcqualitycommission.gov/final/). One 
of the most interesting aspects of the work of this Strategic Framework Board 
was the development of guiding principles for selection of measures (McGlynn, 
2003):

1. The measure should link directly to a national goal.

2. The intended use of the measure should be clear and compelling.

3. The common set should be parsimonious.

4. The common set should not impose undue burden on those who pro-
vide data.
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5. The common set should help providers improve the delivery of care.

6. The common set should help all stakeholders make more informed 
decisions.

7. The common set should be improved over time based on feedback 
from providers and other key users of the information.

The objectives of parsimony and avoiding undue burden imply that the com-
mon set of measures is a small number of key measures that are useful for both 
choice and improvement rather than a comprehensive set of all acceptable mea-
sures.

This national work has direct application to any nursing practice, and the 
guiding principles are important factors to consider when deciding what to 
measure to evaluate the effectiveness of implementing evidence into practice. 

Selecting the outcomes to be measured in your practice is both important 
and challenging. Planning is critical to the success of an outcomes measure-
ment project. in identifying the outcomes, those involved need to understand 
what is to be measured, why the measurement is critical to patient care (internal 
and/or external reasons), and the impact of the outcomes measurement plan. 
Mapping the process for all who are involved in the data collection can be help-
ful. The development or adoption of a specific data-gathering tool to collect 
outcomes data can assist the process and ensure that the outcomes are collected 
and documented in a consistent manner. Give consideration to these issues 
when choosing or developing an outcomes measurement tool or instrument: 

 ■ Patient population

 ■ Setting

 ■ Purpose of measurement

 ■ Outcomes definition

 ■ Measurement specifications

 ■ Timing (when to be collected and for how long)
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Outcomes Evaluation Process
The process of outcomes measurement and management involves seven distinct 
steps:

1. Problem description

2. Outcome description

3. Team building

4. Outcome measurement plan

5. Data collection

6. Data analysis and presentation

7. Translation of evidence into practice

Problem Description
identify the area of weakness that you have on your unit and prioritize the focus 
on something about which your organization cares, such as a high cost, high 
volume, or high risk problem, to get the resources (time, people, and money) 
for the project. Determine the focus of implementing the evidence into practice: 
performance improvement, safety initiative, pilot study, or research. Finally, ask 
yourself who wants the information, what do they want to know, and why do 
they want to know it, so you can figure out who is really interested in this and 
design the outcomes evaluation process appropriately. 

Outcome Description 
The second step in the outcomes evaluation process is to identify, define, and 
describe the outcomes to be measured. At this step in the process most nurses 
look for assistance and search for appropriate outcomes to measure. First, 
decide what is important to measure about this evidence implementation. Are 
there only clinical concerns or are there also perceptual and administrative out-
comes? For example, if you were going to compare the effectiveness of using 
multidose inhalers compared to nebulizers for treating pediatric patients receiv-
ing beta-agonist therapy in the emergency room for an acute exacerbation of 
asthma, you would be concerned not only about improvement in arterial blood 
gases and the effect of the medication on heart rate, but also about the time 
spent in the emergency department and the rate of hospital admission. Think 
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about all five types of outcomes to be sure that you have considered all areas 
important to your evidence implementation. Remember to keep it as simple as 
possible and the number of outcomes to be collected to five or less.

You might also look at best practice organizations, places which you might 
have read or that you heard are doing something in a particular area of interest 
to help you select the outcome measures for your evaluation. Benchmarking is 
another strategy to help identify outcomes measures. Look for measures that 
are being collected by an organization that is similar to your organization or 
those organizations known as centers for excellence in the clinical area. These 
organizations might also have a clinical practice guideline for care with specific 
outcome measures. 

Also, state and national sources of outcomes measures—the National Data-
base of Nursing Quality indicators (NDNQi), Quality indicator Project, the 
institute for Healthcare improvement (iHi), National Guidelines Clearinghouse 
(NGC), and the Agency for Healthcare Research and Quality (AHRQ)—can 
easily be accessed through the internet. Last, many nursing specialty organiza-
tions and the American Nurses Association (ANA) have developed standards 
of practice or clinical practice guidelines that might also be useful. For any 
specific clinical problem, you can find many examples of outcome measures 
applicable to your situation. Your organization need not struggle to develop out-
comes measures if this is not your strength, and using published outcome mea-
sures that can be benchmarked against other organizations has advantages.

Team Building
The next step in the outcomes evaluation process is to build your team. inter-
estingly, this outcomes evaluation process parallels the Practice question, 
Evidence, and Translation (PET) process and uses the same principles for 
developing good teams and positive multidisciplinary collaborations. in health 
care today, anytime you have a problem in the clinical area and need to col-
lect data, consider who needs to be involved in the particular process. Develop 
agreement on the problem, what outcomes need to be measured, and what data 
need to be collected. Discuss which professionals might have an impact on the 
process, might help with the data collection, or might be a barrier to collect-
ing the data in which you are interested. involve those stakeholders in defining 
the problem even if it means beginning your process over again. identify the 
experts, facilitators, and champions and determine what expertise you need for 
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the implementation. Consider whether or not all of these individuals need to be 
involved in the whole process. if you have a culture of inclusiveness, everyone 
involved in the clinical issue during the implementation might have to be a 
member of the team. Be aware of the need for buy-in and collaboration. Politi-
cally, collaboration can buy a lot of support in the process. 

Finally, be cautious in the outcomes evaluation process as the team devel-
ops and makes decisions. Every time a decision is made in the process, be 
disciplined to write the decisions down either in meeting minutes or the proj-
ect plan. This record keeping is important for standardization and replication 
purposes and for responding to questions from a late-to-the-table expert who 
might wonder why you did or did not do something. For example, you might 
have a record that the seven of those involved in the second meeting of the team 
discussed and made a decision to exclude or not to exclude a certain group of 
patients in the evaluation. This documentation can also help you during the 
analysis, recommendations, and translation phase of the project as it serves as a 
record of decisions made during team meetings. 

Outcome Measurement Plan
The next phase of the outcomes evaluation process is to determine how the out-
comes are going to be measured for this project. To properly measure identified 
outcomes, determine the type of data needed and available to measure the cho-
sen outcomes. For example, if you are interested in measuring the cost of care, 
you would need administrative data that might come from a hospital finance 
database, insurance claims, or a laboratory or pharmacy system. Clinical data 
are usually available from patient records. 

Next, discuss with the team how much data is needed (number of cases, 
charts, months, and so on) and how long the data is going to be collected. The 
length of time for data collection is determined by the number of cases you 
need to show a difference. in quality improvement, the length of time might be 
short if you are using a rapid cycle model of improvement. However, you might 
need several months of data collection if you are looking at a particular patient 
flow issue or a satisfaction issue to ensure that you can see if a change occurred.

Then, determine who is going to collect the data, which involves knowing 
if the data collection is to be original data generation to inform this particular 



chapter 7: measuring and managing EBP outcomes 165

project or data coming from reports supplied to your team. Always look for the 
simplest source and route to obtain required data. Unfortunately, nurses are 
often identified as the easiest way to obtain data. However, before you ask the 
nurses to collect the data, be certain that no one else is already collecting the 
outcomes of interest.

Finally, consider if anything might relate to or influence the outcome 
measure, such as risk factors or variables that might confound the outcomes 
you are measuring. if you find any factors, consider how you can measure or 
control that influence on your outcome. For example, you discovered research 
evidence from the literature that a particular intervention for congestive heart 
failure patients (high cost and high volume problem) improved outcomes and 
decreased hospital readmission rates. What factors might confound measuring 
outcomes in heart failure patients? Consider how different insurance companies 
handle the management of heart failure patients. Consider age and co-morbid 
condition differences in these patients. After you have identified those things 
that might affect outcomes evaluation, then determine how you might try to 
control for or at least measure and account for these differences. in this exam-
ple, you might consider including type of insurance, age, and other co-morbidi-
ties as data or variables that you collect. 

Data Collection
The decision about how and where to record the data is usually one of the hard-
est to make. Evaluate the availability of an electronic infrastructure within your 
organization to determine if the data has to be collected manually or if it can be 
made available through some type of information technology platform, such as 
a handheld device or use of a data collection tool that can be scanned directly 
into a database. 

At this stage of the process, you need to monitor and evaluate the accuracy 
and integrity of the data you are collecting. Did you encounter any important 
barriers to data access that you had not foreseen and included in your plan? 
Were the data available and collected according to plan? Consider the reliability 
of the data collection process and if the results you collected were consistent 
and replicable. For example, if you measured the same variable in the same 
way again, would you get the same result? Finally, determine the validity of 
the measurement technique you are using. in other words, is the data being col-
lected measuring what it is supposed to measure?
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Data Analysis and Presentation
After data collection is complete, analyze and present the results of the data 
collection. You might need a statistician on the outcomes evaluation team to 
assist you to pick the appropriate statistical tests to analyze the data.

Case in Point

Statistical Concepts Related to Outcomes Evaluation
Key statistical concepts include levels of measurement, measures of central 
tendency, measures of variability/dispersion, measures related to tools/
instruments, and statistical tests used in outcomes evaluation.

Levels of Measurement
1. Nominal data: Frequency, count, or categories of data with 

no rankings. This is the lowest level of measurement because 
nominal data represent only the categories or classifications and 
do not have a numerical value attached to it that would make one 
category better than another. Examples of nominal data include 
gender, marital status, educational level, type of insurance, or 
yes/no answers to questions (for example, “Does your patient 
have diabetes mellitus?”). 

2. Ordinal data: Also categories of data, but these data have some 
rank based upon the relative amounts of the characteristic of the 
data of interest. However, no measurable quantitative differences 
or equality can be measured in the ranks. Likert scales are 
often used when measuring ordinal data with categories such as 
strongly agree, agree, neutral, disagree, and strongly disagree. 
Familiar examples of ordinal data are patient satisfaction scores 
that use a similar scale. 

3. Interval data: Data where the differences between the 
measurements have meaning and show rankings on a scale with 
equal intervals. However, in interval data the zero point is 
arbitrary. An example of interval data is temperature.

4. Ratio data: Data variables on scales that have equal intervals and 
an absolute zero point. This is the highest level of measurement. 
Examples of ratio data include age, intake and output, weight, 
pulse, and length of stay
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Measures of Central Tendency
•	 Mean: The average

•	 Median: The middle

•	 Mode: The most frequent

Measures of Variability/Dispersion
•	 Range: The range of values

•	 Normal distribution: Distributed data has something like a “bell curve” 
shape.

•	 Standard deviation: A statistic that tells you how tightly all the 
various examples are clustered around the mean in a set of data. When 
the examples are tightly bunched together and the bell-shaped curve 
is steep, you have a small standard deviation. When the examples are 
spread apart and the bell curve is relatively flat, you have a relatively 
large standard deviation.

Measures Related to Tools/Instruments
•	 Reliability: The consistency with which an instrument measures the 

outcome and accurately reflects the true measure of the attribute. 

•	 Validity: Three important types in outcomes measurement.

 ❍ Content: Does the instrument adequately cover the content 
area? 

 ❍ Criterion: Is there a relationship between scores on the 
instrument and some external criterion?

 ❍ Construct: What construct is the instrument actually 
measuring?

Simple Statistical Tests Used in Outcomes Evaluation
•	 Chi square analysis: Comparison of categories of data

•	 T-Tests: Comparison of means

•	 Pearson’s r: Correlation or relationship between variables
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The entire multidisciplinary team should be involved in the analysis of findings 
and the discussion of results for a complete interpretation and to make the most 
information out of the data for dissemination of the results. The team should 
decide who is going to receive the results, what type of report format to use, 
and if the team is going to do a written report, a verbal presentation, or both. As 
the findings are presented, involve the staff in discussion about their interpreta-
tion of the findings or lack of findings. They are often the best analyzers in the 
process and might have additional insight into the findings. 

Translation of Evidence into Practice 
The last step in the outcomes evaluation process is to apply the findings to the 
practice question. Again, the team must be involved in the decision making 
and agree about any type of practice change or resource allocation to imple-
ment from the evaluation. You also need a plan for follow-up evaluation for any 
change made. The team also has an obligation to disseminate the findings to 
other health care professionals both in your facility and outside so that others 
can learn from your experience.

Case in Point

Using the Outcomes Evaluation Process to Address Patient Falls
As an example to put evidence-based interventions into practice to decrease 
patient falls, follow the seven steps of the outcomes evaluation process. 

Describe the Problem
In the typical general medicine unit in a hospital today, with a majority of 
patients over 65 years of age, falls prevention is a unit priority. Falls have been 
identified as a nursing-sensitive outcome measure, making this an appropriate 
concern for an outcomes evaluation process. The practice question is this: What 
are the evidence-based best practice strategies to decrease fall rates? Begin 
addressing the question by searching the evidence to develop evidence-based 
intervention strategies. 
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Describe the Outcome
What type of data do you need to evaluate your intervention strategies? 
Consider the five types of outcomes. The most important outcome is fall rates, 
which is a clinical outcome measure. Where can you collect or obtain this data? 
Fall rates might come from risk management or from the NDNQI database if your 
hospital is collecting those data. 

What other outcome data is important? If you are putting falls-risk patients 
on beds with alarms, you might be interested in whether this affects their 
satisfaction or experience in your facility. Measuring this experience would be 
a perceptual outcome measure. What if one of the evidence-based strategies 
suggested using “sitters” for those identified to be at risk? You could hire 
sitters, or you could involve family members to “sit.” How you implement 
this piece of evidence determines how you evaluate the strategy. However, 
remember that you need to collect enough data to have a good evaluation, but 
also want to keep it simple to limit the burden on any data collectors.

Build the Team 
Decide who needs to be involved in improving the fall rate on your unit. 
Consider all the expertise you need to implement the intervention, identify 
leadership needed to conduct the intervention, include those who might supply 
or collect the outcome measures, and identify champions from the staff at all 
levels.

Determine How Outcomes Will Be Measured
How long will you have to collect the outcome measures to see impact of the 
translation of the intervention? You might need to look at how many falls you 
have on your unit or in your department per quarter. Also, decide on how you 
are going to obtain the data or who you might have to ask to collect the data. 

You must carefully think through the process and discuss it with your team so 
you don’t leave anything out. Decide how you are going to record the data if 
you have to collect it. Are you going to have to design a data collection tool or 
can you record in a current part of the record? Will it be recorded manually or 
electronically, and how are the measures of interest going to be entered into 
the database for analysis? Finally, discuss with the team if any confounders 
or other things might influence your evaluation of the intervention strategy. 
Those data should also be identified and a decision made as to whether you 
want to collect or obtain them. 
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Your evidence search shows that best practice organizations are routinely doing 
falls risk assessments on every patient on admission and on certain categories 
of patients regularly during their hospital stay. Collecting and receiving those 
data can give you information on when falls happen, the patient profile of 
fallers, and what trends put those patients at risk (medications, diagnoses, 
age, gender, support of significant others, and so on). Again, remember only to 
collect enough additional data to inform your evaluation; keep it simple and 
limit the burden on any data collectors.

Collect the Outcome Data

After these decisions have been made, you can begin data collection recording 
all agreed upon data points and record them on the form that was developed 
to collect the data specific to this project. Educate all involved to the data 
collection process and provide regular updates to the team about the status of 
the data collection. 

Analyze and Present the Results

Were you able to collect the data that you planned? If not, you will have to 
revise your plan for evaluation. Develop a database using a statistical program 
so that you are able to run a statistical analysis on the data you collected. The 
data analysis begins at the identified timeframe for the project. Present the 
results to the team first for discussion and interpretation. Then, disseminate 
the results broadly to the organization and beyond if significant findings would 
help others to improve practice.

Apply the Findings to Practice

After the evaluation is complete, you have to plan to apply the findings 
to practice and influence the change. Are you going to continue with the 
intervention as implemented or make changes to it based on the evaluation? 
You must discuss plans for longer term sustainability of the implementation 
with the team. Identify the necessary leadership support and additional 
stakeholders that might have to be involved and determine what resources you 
need to fully implement and sustain the evidence-based strategies broadly and 
permanently. 
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Factors Influencing Outcomes Measurement
Before we finish this chapter, we need to mention other important factors that 
influence outcomes measurement in health care. The purpose and goal of any 
outcome measurements must be identified and transparent to all involved in the 
process. Are the outcomes being collected because of a regulatory or legislative 
mandate or is the work for internal quality improvement or EBP implementa-
tion? Those involved in the outcomes measurement need to understand the 
end goal of their efforts. To achieve maximum cooperation for data collection, 
provide routine data reports to those collecting the data for two reasons. First, 
those involved in the data collection should regularly see what they have col-
lected and how their efforts matter. Second, the data should be provided and 
discussed regularly to ensure that what is being measured is what was intended 
and that the outcome is the appropriate measure to be collecting. 

You also need to consider the following important challenges when mea-
suring outcomes.

1. Attribution: What part of the outcome measure can be attributed 
to the provider? What other factors affect the outcomes? What has 
the most impact on outcomes? Does a cause and effect relationship 
really exist if that is what you are interested in measuring?

2. Reliability and validity of measures: Whenever possible, use instru-
ments that have been tested and used by others and measures that 
have been tested and are evidence-based. Take advantage of the 
many national sources of outcomes measures available. if reliable 
and valid measures are not available, the team might have to develop 
measures or a data collection tool specifically for this project. if this 
latter scenario is the case, then the other challenges discussed in 
this section become even more important to consider and to remain 
aware of throughout the project.

3. Aggregation: Many outcome measures are at the patient or indi-
vidual level. Consider if you can aggregate the measure and still 
preserve what it is supposed to measure. For example, you might 
need to decide whether to report your outcome in percentages or raw 
numbers based on the goal for collecting that outcome.
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4. Patient-reported outcomes: These outcomes focusing on well-being, 
health status, quality of life, patient experience, and patient satisfac-
tion (currently a hotly debated and controversial issue). Much cur-
rent research examines the reliability and validity of these measures. 
However, patient-reported measures in the form of surveys and 
questionnaires are often used because they are more practical and 
less costly to obtain than observational measures.

Ethical Considerations
Ethical considerations are paramount in any type of outcomes measurement 
in health care. The ethics of outcomes evaluation requires us to consider the 
way in which intended users of outcomes data might respond to that data, how 
they might use the data, and whether or not they are going to use it to improve 
practice and the delivery of health care. Again, when considering the ethics 
of outcomes evaluation, you face questions about the source, reliability, and 
objectivity of the outcomes data, including the validity of any conclusions or 
inferences drawn from the data to create information. Often when you discuss 
the use or misuse of outcomes data that might or might not be risk- or case-mix 
adjusted for direct comparison of the performance of two providers, organiza-
tions, or programs, you face an important ethical question. This question arises 
because when you compare performance, unless outcomes data are risk- or 
case-mix adjusted, variations among providers or organizations have no  
meaning. 

Additional ethical concerns arise over the release of outcomes data to 
public reporting and pay-for-performance/quality programs, the provision of 
incentives to providers, denial of care, and the potential use of those data in 
malpractice or negligence cases. Finally, you must consider the use of any pro-
tected health information, governed by the Health insurance Portability and 
Accountability Act (HiPAA), when designing outcomes evaluation. Although 
an institutional Review Board (iRB) application is not usually required for 
internal quality improvement or EBP projects, you can request an iRB opinion 
about the outcomes data collection to ascertain whether or not the evaluation 
involves acting for the good of the patient in the use of the data. 
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Outcomes Measures in Nursing
The role for nursing in outcomes evaluation includes determining what should 
be measured and defining how outcomes can be positively influenced through 
nursing care at all levels, including the individual patient level, the unit level, 
and the organizational/agency/practice level. Traditional outcomes measures 
such as mortality, morbidity, length of stay, cost, and readmission have not 
reflected nursing contribution to health care. We now have many more choices 
for measuring the outcome of nursing care.

National Database for Nursing Quality Indicators
The National Center for Nursing Quality at the American Nurses Association 
developed a set of nursing sensitive measures that are housed in the National 
Database of Nursing Quality indicators (NDNQi), the only database of nursing 
indicators collected at the unit level (see Table 7.1).  
Go to https://www.nursingquality.org/ for more information about the NDNQi.

Table 7.1: nursing-sensitive measures from the national database of nursing 
Quality indicators

National Database of Nursing Quality Indicators (NDNQI)

Indicator Sub-indicator Type of 
Measure(s)

1. Nursing Hours per Patient Day a. Registered Nurses (RN)

b. Licensed Practical/Voca-
tional Nurses (LPN/LVN)

c. Unlicensed Assistive Per-
sonnel (UAP)

Structure

2. Patient Falls  Process & Outcome

3. Patient Falls with injury a. injury Level Process & Outcome

4. Pediatric Pain Assessment, 
intervention, Reassessment 
(AiR) Cycle

 Process

5. Pediatric Peripheral intrave-
nous infiltration Rate

 Outcome

continues
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Indicator Sub-indicator Type of 
Measure(s)

6. Pressure Ulcer Prevalence a. Community Acquired

b. Hospital Acquired

c. Unit Acquired

Process & Outcome

7. Psychiatric Physical/Sexual 
Assault Rate

 Outcome

8. Restraint Prevalence  Outcome

9. RN Education/Certification  Structure

10. RN Satisfaction Survey 
Options

a. Job Satisfaction Scales

b. Job Satisfaction Scales – 
Short Form

c. Practice Environment 
Scale (PES)

Process & Outcome

11. Skill Mix: Percent of total 
nursing hours supplied by 

a. RNs

b. LPN/LVNs

c. UAP

d. % of total nursing hours 
supplied by Agency Staff

Structure

12. Voluntary Nurse Turnover  Structure

13. Nurse Vacancy Rate  Structure

14. Nosocomial infections 
(Pending for 2007)

a. Urinary catheter-associ-
ated urinary tract infec-
tion (UTi)

b. Central line catheter- 
associated blood stream 
infection (CABSi)

c. Ventilator-associated 
pneumonia (VAP)

Outcome

Reprinted from Montalvo, i., (September 30, 2007)
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National Quality Forum 
The National Quality Forum (NQF), “a nonprofit organization that aims to 
improve the quality of health care for all Americans,” also has as part of its 
mission the setting of national priorities and goals for performance improve-
ment and the endorsing national consensus standards for measuring and publicly  
reporting on performance (NQF, 2009). NQF has endorsed 15 nursing-sensitive 
outcome measures as part of its Quality Data Set (QDS) and provides a common 
technological framework for defining clinical data necessary to measure perfor-
mance and accelerate improvement in patients’ quality of care (see Table 7.2).

Table 7.2: national voluntary consensus standards for nursing-sensitive care

Performance Measures
1. Death Among Surgical inpatients with Treatable Serious Compli-

cations (Failure to Rescue)

2. Pressure Ulcer Prevalence

3. Patient Falls

4. Falls with injury

5. Restraint Prevalence (vest and limb)

6. Catheter-Associated Urinary infection (CAUTi) Rate for inten-
sive Care Unit (iCU) Patients

7. Central Line-Associated Bloodstream infection (CLABSi) Rate 
for intensive Care Unit (iCU) and Neonatal intensive Care Unit 
(NiCU) Patients

8. Ventilator-Associated Pneumonia (VAP) Rate for intensive Care 
Unit (iCU) and Neonatal intensive Care (NiCU) Patients

9. Smoking Cessation Counseling for Acute Myocardial infarction 
(AMi)

10. Smoking Cessation Counseling for Heart Failure (HF)

11. Smoking Cessation Counseling for Pneumonia (PN)

12. Skill Mix
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Nursing Care Outcomes
Nurses in all roles, specialties, and settings are interested in an almost endless 
list of types of outcomes measurement. Here is a list of outcomes worth men-
tioning that might help you to think about how you could measure improvement 
in your practice change implementation:

1. Appropriateness of care (adherence to professional standards)—
Necessary, overuse, or underuse for impact (high volume, high cost, 
high risk) diseases: Diabetes mellitus, asthma, hypertension, depres-
sion, cardiac disease, mental health disorders

2. Potentially preventable complications (PPCs)

3. Rates and completeness of immunizations

4. Screening (cancer)

5. General preventive care

6. Prenatal care

7. Risk factors

8. Antibiotic use

9. Quality of life

10. Patient satisfaction

11. Nurse satisfaction

12. Length of stay

13. Nursing Care Hours per Patient Day

14. Practice Environment Scale-Nursing Work index (PES-NWi)

15. Voluntary Turnover

(Joint Commission, 2005)
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13. Cost of care (total or specific service/product line costs)

14. Admission rates

15. Re-admission rates

16. Potentially preventable re-admissions

17. Morbidity 

18. Mortality

19. Nurse staffing—RN/LPN/NA rates, vacancy rates, turnover rates, 
intent to leave

20. Knowledge of self-management strategies for chronic diseases

21. Effects of health problems on ability to function in everyday life

22. Experiences with obtaining care

23. Never events

Advanced practice registered nurses (APRNs) often contribute to required out-
comes reporting of measures that might or might not represent a relationship 
with the care they are providing. APRNs have an obligation to identify outcome 
measures and routinely measure their practice at the individual and practice 
level. 

Conclusion
Outcomes evaluation provides essential information about the results of nurs-
ing care and our interventions to improve quality and safety of patient care. The 
identification and measurement of appropriate outcomes to evaluate interven-
tions to answer practice questions is critical to the EBP process. Nurses must 
take a leadership role in EBP implementation to change practice. Through 
evaluation of outcomes of care, nurses can take credit for the difference they 
are making in patients’ lives and the organizations in which they work.
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selecting the Pathway to translation 

The goal of evidence-based practice (EBP) is to “validate current practice or 
indicate the need to change practice based on evidence” (Newhouse, Dearholt, 
Poe, Pugh, & White, 2007, p. 37). Modifying or confirming current practice 
is the ideal product of any EBP project. Whether the decision is to accept evi-
dence-based recommendations to change current practice or to reject these find-
ings and maintain the status quo, the nature and quality of the evidence become 
the foci of consideration. This chapter explores factors to consider in choosing 
among alternative options for evidence translation.

Relationship Between Evidence and Translation
Evidence is a function of time. What was the accepted practice guideline yes-
terday might not be the golden rule today. Clinical practice is dynamic. New 
technologies and innovations are emerging at a rapid pace. New evidence is 
continually being generated across settings and has the potential to change pre-
vailing principles and practices.

Developing recommendations for change in systems or processes of care 
or for maintaining the status quo is the final step in the EBP team’s evidence 
appraisal process, but recommendations alone are not sufficient to affect prac-
tice. Final recommendations are the key input into the translation course of 

8
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action. Translation can take a variety of paths, and the course taken is the result 
of a complex decision-making process that is linked to a number of factors:

 ■ Consistency or congruence of findings

 ■ Quantity of evidence

 ■ Strength and quality of studies

 ■ Other characteristics for consideration

Consistency and Congruence of Evidence
When translating evidence into practice, the team should not rely solely on 
recommendations from a single study or the opinion of a single expert to reach 
a decision. Collective evidence that is congruent assures team members by 
providing a degree of reliability in the findings. Evidence is congruent when 
findings are in agreement or consistent across evidence sources. Consistency in 
findings imbues recommendations with greater confidence and makes transla-
tion decisions easier. Unfortunately, not all EBP projects yield findings that are 
in agreement. Sometimes, evidence from an EBP practice question yields con-
flicting or inconsistent findings. Translation decisions become more challenging 
under these circumstances.

Quantity of Evidence
The search for evidence is an important step in the EBP process. The quantity 
of evidence is directly related to the judicious use of search terms and choice 
of publication databases and other evidence sources. Searching for evidence 
can be difficult and complicated for a novice. Search terms and concepts might 
not be obvious; the selection of keywords, which serve as the foundation of an 
effective search, can be a time-consuming and arduous task for novice mem-
bers of an EBP team (Timmins & McCabe, 2005). Search results might yield 
too much or too little information. A successful search should deliver articles 
directly related to the specific EBP practice question. A medical librarian can 
help in this step of the process. 

Sometimes teams find little evidence related to the practice question of 
interest in the literature. The team should also search for community standards 
or position statements published by professional organizations. Specialty or 
health care organization listservs can help in gathering data about community 
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standards. Position statements are generally published on the websites of pro-
fessional organizations. Communities of practice have become increasingly 
popular in the health sector as a mechanism for integrating evidence into prac-
tice in a social environment of knowledge sharing and knowledge creation (Li, 
Grimshaw, Nielsen, Judd, Coyte, & Graham, 2009). Each of these resources 
can help the team to discover nonresearch evidence related to the question. 

Occasionally, despite the team’s best efforts to find it, little to no evidence 
is available. in this case, the team might consider a passive strategy such as 
“watchful waiting” while opting to make no changes to current practice. if the 
practice question is of continuing interest, the team might repeat the evidence 
search periodically to keep abreast of the latest knowledge related to the ques-
tion. Another option is to seek out and join an established learning collabora-
tive, such as that described by Adams and Titler (2009), to maximize resources 
and available knowledge in the field of interest. 

The team can also choose a more proactive path and develop a research 
project to generate new knowledge. This path is recommended for EBP teams 
who have experience in developing small pilot studies or who have access 
to internal or external resources to assist in the development and conduct of 
research studies. 

Strength and Quality of Evidence
in addition to considering the quantity of evidence related to the particular 
practice question, the effective EBP team navigates through a variety of levels 
of evidential strength and quality. The process of evidence appraisal is critical 
to the success of an EBP project; thus, the team should include someone with 
the expertise, experience, and knowledge to support and facilitate discussion 
during, clarify misunderstanding during, and guide the appraisal process. The 
team can also benefit from a framework to guide the appraisal process, such as 
the Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Model. The 
JHNEBP Model categorizes the strengths of evidence into five levels. Level i 
represents the highest evidence strength and includes controlled, randomized 
experimental studies; Level V corresponds with the lowest evidence strength 
and includes expert opinion and organizational review. The JHNEBP also uses 
a broadly defined quality rating scale that has three different grades, grade A 
(high quality) to grade C (low quality).
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The final grading of each piece of evidence is one component, the decision 
to accept or reject recommendations. Though research evidence with a more 
scientific base and a higher quality rating is weighted heavier in the decision-
making process, those making the decisions need to take into consideration a 
number of other factors, such as the appropriateness and feasibility of imple-
menting the recommended change in the particular setting of interest.

Other Characteristics for Consideration
Other characteristics of the evidence that influence the advisability of imple-
menting recommendations include relevance, clinical significance, and applica-
bility and feasibility. 

Relevance
When a team assesses the strength and quality of the evidence, it needs to con-
sider the relevance of the evidence reviewed. A team finds evidence related to 
many interesting facets of practice during an evidence review. The team needs 
to ask clarifying questions to keep the focus on the specific area of inquiry. 
How pertinent is the evidence to the specific question of interest? is it appropri-
ate for the particular setting, patient population, and/or the individual patient 
for which the practice question was generated? 

Every EBP project should have a clear and explicit question and team 
members who collectively understand the reason for the EBP project. Though it 
might be tempting to translate incidental findings into practice, the team should 
stay focused on the original question. 

The team also cannot lose sight of the patient in the process of determin-
ing relevance of findings. No matter how strong the evidence, or how high 
the quality of the evidence, teams must evaluate findings in the context of the 
patient’s priorities and experiences. Failure to take into consideration the indi-
vidual patient’s preferences, internal resources, and personal understanding of 
well-being can lead to inappropriate application of evidence and poor patient 
outcomes (Nolan & Bradley, 2008). Germane and targeted interventions that 
are meaningful to the patient, feasible within the particular practice setting, 
and with which the patient is motivated to comply, have been found to be criti-
cal to effective translation of evidence into practice (Hill, 2009). For family-
centered evidence-based practices, an understanding of patient/family values 
and resources are important determinants in the decision to implement recom-
mended changes (Hidecker, Jones, imiq, &Villarruel, 2009)
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Clinical Significance
EBP teams often focus on the statistical significance of the findings and neglect 
consideration of the clinical significance. Clinical significance is defined as 
“a conclusion that an intervention has an effect that is of practical meaning to 
patients and health care providers” (McGraw-Hill Concise Dictionary of Mod-
ern Medicine, 2002) A study can be rated high quality because of its statistical 
significance; however, the statistical effect (for example, a small change in vital 
signs that is still within normal limits) might have no clinical significance. in 
addition, a study can be rated as high quality and statistically significant, but 
the findings might be impractical or too costly to implement. 

Applicability and Feasibility 
Other attributes in evidence translation are the applicability and feasibility of 
the evidence to the practice question. Despite the fact that evidence has first-
rate strength, high quality, consistent findings, and statistical and clinical sig-
nificance, it might be insufficient to answer the practice question. To judge the 
applicability of evidence, the team assesses the appropriateness and validity of 
the recommendations for the particular setting and population. To determine 
feasibility, the team examines the balance between benefit and risks of imple-
menting recommendations, taking into consideration the resources available 
and the readiness for change. Because applicability and feasibility are central 
aspects in the translation process, implementing EBP findings that are not fea-
sible can result in resistance to change and failed translation. 

Possible Outcomes of the Evidence Phase 
The EBP translation process has four common pathways to translation:

1. Evidence might be compelling and supportive of a change in prac-
tice. 

2. Evidence might be good, with consistent results that support a prac-
tice change. 

3. The team might find good evidence with conflicting results that 
might or might not support a practice change.

4. The team might find insufficient or no evidence to support a practice 
change.
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Table 8.1 depicts the common translation pathway for EBP projects. in inter-
preting the table, assume that recommendations are feasible, applicable, and 
relevant to the question. 

Table 8.1: translation Pathway for EBP Projects

Evidence

Compelling Good, 
consistent

Good, but 
conflicting

Insufficient/
absent

Make 
recommended 
change?

Yes Consider pilot 
of change

No No

Need for 
further 
investigation?

No Yes, 
particularly 
for broad 
application

Yes, consider 
periodic 
review for new 
evidence or 
development of 
research study

Yes, consider 
periodic 
review for new 
evidence or 
development of 
research study

Risk-benefit 
analysis

Benefit 
clearly 
outweighs 
risk

Benefit might 
outweigh risk

Benefit might 
or might not 
outweigh risk

insufficient 
information 
to make 
determination

Compelling Evidence
An EBP project that yields compelling evidence has more than one study 

with high levels of strength (Level i, ii, iii) and quality and consistent and rel-
evant findings. in this instance, the focus of translation activities turns to the 
assessment of organizational readiness to change. Does the change fit in the 
organization? Who are the key stakeholders in making the practice change? 
is the change feasible, cost effective, and manageable with existing resources? 
How can the organization be prepared for the change in practice? 
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Case in Point

Selecting a Sedation Scale
Consider the following practice question: “What is the best sedation assessment 
tool to use for assessing a patient in an acute care hospital?” In the following 
example, the team found compelling evidence to support a change in practice: 
standardization of a sedation assessment tool. The focus of translation is 
to assess the population of patients requiring sedation assessments in the 
hospital setting and decide which valid and reliable tool is the best fit for 
the organization. Evaluating the organizational culture and determining 
implementation steps to initiate a practice change become the focal points.

Introduction
The use of sedative and analgesic medications to moderately sedate patients 
for uncomfortable and painful procedures is widely practiced in multiple 
procedure areas at a large northeastern academic medical center. Mandating 
policy and establishing standards of care related to procedural sedation 
is the responsibility of the sedation committee. The original policy had 
been established in 2001 and was based on regulations from the state 
board of nursing and the community standard at the time. Procedure areas, 
perianesthesia care settings, and intensive care units had become comfortable 
using a level-of-consciousness scale that, though widely used, had not been 
tested for reliability or validity with any of those patient populations. A 
commitment to EBP led committee members to question whether the current 
tool was the best available scale to use for monitoring sedation levels across a 
variety of settings and age groups.

It is widely recognized that sedation occurs across a continuum including the 
stages of minimal sedation or anxiolysis, moderate sedation, deep sedation, 
and general anesthesia. Using a sedation scale that is reliable in establishing 
when a patient has moved from one stage to another and that can communicate 
this information succinctly to the care team was a priority in selecting a new 
sedation scale. In addition, committee members wanted to evaluate tools for 
simplicity and ease of use; adaptability for use in the intensive care unit (ICU), 
inpatient units, and procedure areas; validity in both adult and pediatric 
patient populations; and dissimilarity to the current scale so as to avoid 
unintended consequences during transition.
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The committee set a goal of establishing a new sedation scale that was based on 
evidence. They wrestled with questions such as “Were there reliable and valid 
tools available to meet the criteria established by the committee?” and “Could 
a sedation scale be found that would meet the needs for assessing various types 
of sedation, including nonprocedural sedation of ICU patients?” The committee 
chair requested that the institution’s nursing EBP fellow be assigned to assist 
with the evidence search, analysis, and synthesis to expedite the achievement 
of this goal. 

Evidence Recommendation
The EBP fellow presented the results of a comprehensive literature search to the 
sedation committee. In addition, the fellow surveyed all areas of the institution 
to determine what scales were currently being used in the various departments. 
The fellow developed a structured table to allow for easy comparison of the 
multitude of scales uncovered in the evidence search process, including if 
the scale was currently in use in the institution; the domain assessed by 
the scale (for example, delirium, consciousness, agitation, or anxiety); the 
intended population; the number of scale items; the study author(s); the study 
population; and the published reliability and validity statistics. 

On first review of the evidence table, the committee found it apparent that 
the primary population in which sedation tools had been validated was adult 
ICU patients. The sedation committee decided to send out a brief survey to 
other academic medical centers, requesting that they share which sedation 
assessment tools were being used and in which clinical area(s) they were 
being utilized. The survey yielded 10 responses with 70% of respondents 
reporting use of the Richmond Agitation-Sedation Scale (Ely, Truman, Shintani, 
Thomason, Wheeler et al., 2003) or the Ramsay Sedation Scale (Ramsay, Savege, 
Simpson & Goodwin, 1974). Respondents were equally split on use of the 
selected scale house-wide or solely in ICUs.

Translation 
Based on the evidence review, the committee narrowed down its selection 
process to three scales:

1. Richmond Agitation-Sedation Scale (RASS)

2. Ramsay Sedation Scale

3. State Behavioral Scale (Curley, Harris, Fraser, Johnson & Arnold, 
2006)
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The State Behavioral Scale (SBS), which was being used in the pediatric ICU at 
the time of this EBP project, was evaluated for the pediatric population. The 
pros and cons of each tool were discussed with the sedation committee, whose 
members included an anesthesiologist, nurse educators, nurse managers, nurse 
clinicians, and a pharmacist. Committee members represented various types 
of clinical units, including ICUs, procedure areas, and general inpatient areas. 
Review and analysis focused on scale reliability and validity information, as 
well as feasibility and appropriateness for the patient populations within these 
settings. 

The Ramsay Scale was eliminated based on its similarity to the current 
level of consciousness scale with the numbers inverted. Members of the 
committee strongly agreed that this similarity would lead to confusion and 
misunderstandings during the translation stage and that this could present a 
significant patient safety issue.

The committee selected the RASS scale for house-wide implementation. 
This decision was largely based on several factors. First, the RASS scale was 
currently being used in most ICUs as an adjunct to the Confusion Assessment 
Method (CAM-ICU) and would not require a change in practice for these areas. 
Second, the scale had documented validity and reliability for the domains of 
consciousness, agitation, and anxiety. Third, the RASS scale succinctly labeled 
the stages represented in the continuum levels of sedation, allowing for clear 
communication of each stage among members of the patient care team. Finally, 
two other large medical centers had responded to the community survey that 
they were successfully using the RASS scale hospital-wide.

Good Evidence
Sometimes an EBP project yields good evidence with consistent results, but 
the evidence is mainly drawn from high quality articles with lower levels of 
strength (Levels iii, iV, and V). This class of evidence suggests the change in 
practice should be considered because implementing this change might be more 
beneficial to patients than maintaining the status quo, particularly if no risk or 
minimal risk to implementing the change exists. Further investigation might be 
needed for broad application or confirmation in some situations. Consider the 
example regarding fall injury risk assessment that follows. 
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Implementing a Practice Change
Patient falls continue to be an important clinical problem in acute care set-
tings. in 2006, falls accounted for 13.9% of unintentional injury in patients 
55–64 years old and was the number one reason (45.4%) for unintentional 
injury in patients greater than 65 years old (CDC, 2009). The practice question 
investigated was this: “What factors increase the risk of injury when a patient 
falls?” The team conducted a thorough search for evidence. The topic yielded 
an overwhelming amount of information, so the team narrowed search terms 
to specifically look at fall injury as opposed to fall risk assessment. The evi-
dence primarily comprised nonexperimental studies (Level iii). The EBP team 
discussed the findings and decided that it would be beneficial to develop a fall 
injury risk assessment to complement the fall risk assessment tool as part of the 
hospital’s fall protocol. This decision was based on the evidence that presented 
a good case for increased risk of fall-related fracture and bleeding injury in 
certain patient populations. The importance of injury risk assessment was cor-
roborated by the team’s experience as part of a multi-institutional collaborative 
on fall management. implementing this change, despite the lack of compelling 
Level i and ii evidence, was appropriate because of the potential benefit to indi-
vidual patients and lack of risk. 

Conflicting Evidence
A third potential outcome of an EBP project is the finding of good, yet conflict-
ing evidence to support a change. EBP projects that fall into this category gen-
erally do not result in a change in practice. Typically, more evidence is needed 
to confidently make recommendations. 

Case in Point

Medication Safety: To Check or Not to Check?

At a large northeastern academic medical center, various hospital medication 
clinical standards require certain high-risk intravenous medications to be 
independently double-checked, although the timing of this safety check is 
variable. In some instances, the clinical standard requires the double-check to 
be performed immediately before administration (for example, chemotherapy 
administration); other clinical standards require the independent double-check 
to be performed “as soon as possible” after medication initiation and dose
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change (for example, sedation/vasoactive medication). This variation exists 
because in some clinical circumstances a medication titration needs to be 
made immediately as it could pose a patient safety risk if the nurse needed to 
wait for a second person to perform a double-check. When the anticoagulation 
committee requested that the timeframe for independent double-check be 
standardized to “immediately before administration,” the nursing standard of 
care committee (NSOC) decided to examine the evidence behind this practice. 
The EBP question was this: “Does double-check verification of high-risk 
medications prior to administration decrease medication errors?”

Evidence Recommendation
Using the Johns Hopkins Nursing EBP (JHNEBP) Model and Guidelines, the NSOC 
identified, reviewed, and appraised 12 articles. One publication reported on 
the results of a randomized, controlled trial; four presented details related to 
descriptive studies; three presented systematic reviews; and four expressed the 
opinions of experts, clinical practice guidelines, or case studies. The overall 
strength of the evidence was weak, and the results were inconsistent. Although 
the practice of performing a medication double-check appears to be widely used 
and accepted in nursing practice, the NSOC found no solid evidence to support 
this practice. Opinion-based articles were consistent that double-checking 
medications is helpful in preventing errors; however, recommendations were 
not specific in providing evidence on how and why this practice is helpful. 
Clinical significance was not demonstrated because of the time involved in 
performing double-checks with little demonstrated benefit. 

Most studies focused on a specific medication category such as chemotherapy 
agents, intravenous medication, or blood transfusion. The sample population 
varied from rehabilitation patients to nursing students, and the studies had 
no universal definition of medication error. The number of variants made it 
difficult to summarize the results and make conclusions. The NSOC found little 
evidence on how to best perform an independent double-check procedure in 
any of the articles reviewed. 

Translation and Lesson Learned
Given conflicting findings, the EBP team faced a dilemma. Should the hospital 
discontinue all medication double-checks because of the lack of compelling 
evidence? Should the hospital add additional medications to the list of those 
for which double-checks are required despite the lack of evidence to do so? 
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Because of the low level of evidence, the NSOC decided to continue the current 
practice of double-checking particular medications as outlined by current 
hospital clinical standards in the absence of evidence that definitely refuted 
the value of double-checks. These drugs were limited to those identified by 
the Institute for Safe Medication Practice (2009) as recommended for double-
check verification. The group also chose not to add any additional medications 
that require double-check verification because the benefit of this practice 
was not substantiated by the literature. In addition, the NSOC decided that a 
procedure for “How to do medication double-check verification” was needed 
because the current process was not specified and variation in practice existed 
across the clinical units. Finally, the NSOC agreed that an investigation of 
potential technologic solutions, such as bar-coded medication administration, 
should be explored to determine if double-check verification should be 
required if medications are prepared and handled correctly each time a dose is 
administered.

The EBP team concluded not enough evidence existed to change the current 
practice of “double-checking specific IV medication as soon as possible after 
initiation” to “double-checking these IV medications prior to administration”. 
Making this change posed barriers to ICUs where it is essential to start 
medications quickly and titrate rapidly and a second nurse may not be 
immediately available to double-check the medication thereby delaying 
therapy and posing more of a patient safety risk. This is particularly true with 
vasoactive and/or sedating medications used in the ICU setting. 

Insufficient Evidence
The last potential outcome category that may be encountered is when findings 
are insufficient or no evidence is found to either support or refute a change. 
This class of evidence warrants no change in practice because the evidence is 
weak and inconsistent or absent. Changing practice would require further inves-
tigation or research to confirm recommendations for change. it is important 
to note that, while the EBP team may be frustrated by finding insufficient evi-
dence related to the practice question, this project outcome is just as important 
as outcomes in which the team find more compelling evidence.

No Change in Practice
An example of a project where insufficient evidence was found was a project 
that asked the following practice question: “Does a Lopez valve used at the tip 
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of a nasogastric feeding tube need to be changed every 24 hours?” The process 
of changing a Lopez valve daily creates additional work for staff, and staff 
faces a fear of splash and/or loss of access when it is changed. Staff wanted 
to know why it needed to be changed daily and if this requirement could be 
decreased or eliminated. The team found no information in the literature on 
this type of valve. 

Further investigation found a product literature brochure that did not 
specify or recommend when the device should be changed. The unit protocol 
specified that the device required changing every 24 hours. The team discussed 
the EBP findings with the Hospital Epidemiology and infection Control Depart-
ment. Nurses were advised to leave the standard as is because the longer the 
device stayed on the nasogastric tube tip, the more likely it was to become 
tightly affixed to the tip making it crusty and difficult to separate from the tube. 
in addition, if the valve was not changed, it posed an infection-control risk of 
harboring bacteria. in the absence of literature presenting evidence to the con-
trary, the group decided to continue current practice.

Barriers to EBP
A discussion of the path to translation is not complete without reference to bar-
riers. As with any new policy, program, or initiative, you can anticipate barriers 
to change. Even if an organization is amenable to innovation and creativity, 
staff might not be ready or willing to assimilate a particular EBP recommen-
dation. Effective implementation requires a receptive climate and a good fit 
between the recommended practice change and the users’ needs and values 
(Titler, 2007). 

EBP teams must identify barriers to implementation before any efforts at 
translation can succeed. These barriers can include the following:

 ■ Lack of synergy between behavior of leaders, front-line staff, and 
other professionals related to EBP (Rapp, Etzel-Wise, Marty, Coff-
man, Carlson et. al., 2009)

 ■ Difficulty interpreting findings and applying them to practice (Van-
hook, 2009)

 ■ Cost and resources required to implement

 ■ Lack of time
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 ■ Extrapolation of findings to various groups/populations

 ■ Downstream impact on other processes within the organization

You need to consider if the change is going to improve clinical outcomes, 
patient or nurse satisfaction, or clinical processes, systems, or operations. Suc-
cessful implementation of practice change is more likely to occur when the 
practice change can improve one or more of these factors. 

Getting evidence into practice is complex and does not follow a prescribed, 
logical, or linear path. Evidence, context, and facilitation are key elements 
in moving evidence into practice. When evidence is disseminated, cultural, 
social, and/or historical barriers play a role in how the evidence is perceived 
and whether it is accepted. Contextual or organizational fit and resources avail-
able to implement change have been found to be potent predictors of successful 
implementation of evidence into practice (Rycroft-Malone, Harvey, Seers, Kit-
son, McCormack et al., 2004).

Teams need to acknowledge the range of diversity of stakeholders and the 
positive and negative role these individuals and/or teams might play in affect-
ing change. 

Professional networks can play a role in the acceptance of change. if a 
professional organization sponsors the change through practice guidelines, 
organizations have more support for implementing change. Having a facilitator 
or project leader can help to move evidence into practice as well. The facilitator 
has the background and context behind an EBP project and can articulate issues 
and develop effective implementation strategies. The facilitator is also available 
to evaluate measures of success (Rycroft-Malone et al. 2004).

Decoding Resistance to Change
To tailor interventions to overcome barriers to change, the team must first 
assess what is causing the gap between current practice and a specific evidence-
based practice. Resistance to change is common and to be expected. Resistance 
is a form of feedback teams can use to keep dynamic and vibrant conversation 
about the project alive. After a recommendation for change has been made, the 
EBP team focuses on reducing resistance to change, viewing resistance as a 
resource rather than a barrier. Ultimately, a better project implementation plan 
results if all the identified barriers are noted and the team devises a plan to 
mitigate these barriers.
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A team can use even a litany of complaints or a highly charged conversa-
tion to improve the project implementation plan. Change theory and moti-
vational theory are especially helpful in decoding resistance. if resistance is 
viewed in a positive way and considered as feedback rather than opposition, 
team members can remain less frustrated in their mission and stay motivated to 
continue their efforts. Ford and Ford (2009) propose five strategies for decoding 
resistance to change: 

1. Boost awareness (communicate what)

2. Return to purpose (communicate why)

3. Change the change (get it right by capitalizing on feedback)

4. Build participation and engagement (embrace concerns)

5. Complete the past (acknowledge historical failures and turn to the 
future)

Case in Point

Translating Safe Sleep Evidence into Nursing Practice
Infants who sleep on their backs in a safe sleep environment decrease their risk 
of dying suddenly and unexpectedly (American Academy of Pediatrics (AAP), 
2000, 2005). One component of the safe sleep effort is the “Back to Sleep” 
Campaign that has halved the number of babies dying from Sudden Infant 
Death Syndrome (SIDS) (AAP, 2005). This simple intervention is supported by a 
substantial body of evidence (Dwyer, 2009). The practice adds neither expense 
nor hardship for parents and communities, yet is inconsistently adopted. 

Strategies that accelerate adoption of safe sleep guidelines promise to save 
lives and move the nation closer to attaining the goals of Healthy People 2020. 
The Infant Safe Sleep Program (ISSP) was implemented in urban Michigan 
hospitals and depended on the hospital’s ability to develop nursing practice 
policy, implement policy, and evaluate compliance with policy. The approach 
provides a model for effective translation of evidence into nursing practice, 
which applies strategies for decoding of resistance and program evaluation. 
Results are based on a 4-year project, 2004–2007. This collaborative effort was 
initiated by Tomorrow’s Child/Michigan SIDS, a public health–funded program 
that interviews and provides grief support to bereaved mothers. Based on these 
interviews and national data, this forward-thinking program started ISSP. 
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Collaborative Effort
Building participation and engagement, the ISSP team initiated an extensive 
collaboration with the target hospitals. They jointly developed clear materials 
explaining both the desired intervention and the expected outcomes and 
produced detailed policies and procedures to assure fidelity to the intervention. 
Nursing policy included both nurse behavior and patient education. The ISSP 
team provided assistance throughout implementation and evaluation to help 
address challenges encountered throughout the implementation process. 

A process description, including observation and a pre-test/post-test design, 
answers the following questions: “What is the process to translate evidence 
on safe sleep into nursing practice in urban Michigan hospitals? Does 
implementation of a comprehensive approach to safe sleep result in nurses 
disseminating and role modeling safe sleep messages to parents?” 

Tomorrow’s Child/Michigan SIDS staff worked with administrators and nurse 
educators at the hospitals to establish quality improvement processes. Each 
hospital formed a quality improvement workgroup for infant safe sleep that met 
regularly for the duration of the ISSP. Tomorrow’s Child/Michigan SIDS staff 
attended workgroup meetings to assist in initiating the project activities and 
to provide guidance. 

Model Policy Development
Each workgroup identified policies that affect newborns and their mothers. The 
workgroups were charged with reviewing and revising their hospital’s policies 
to include infant safe sleep in clinical practices and information on infant safe 
sleep in their patient education materials. Model policies were developed. The 
time between first meeting with hospital staff to final evaluation ranged from 6 
to 12 months. 

None of the hospitals had policies that met the two sets of criteria for adequate 
infant safe sleep practice. Each hospital drafted model policies that were 
adopted after substantial review and discussion with hospital administration. 
The average time from initiation of project to final crib audit with parent 
interview ranged from 6 to 12 months. Adoption of safe sleep was a shorter 
process when hospital administrators were included early in the process. The 
dedication of both nurse educators and administrative staff was imperative for 
success. All levels of administration within hospitals needed to be aware and 
committed to the implementation of the program. Representation at each level 
of administration was necessary to champion the initiative and to provide
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continuity to project activities, especially when personnel changed. Hospitals 
that involved hospital administration at the beginning of the process had a 
faster adoption of the new policies. Some hospitals already had components of 
the safe sleep message and expanded existing policy/procedures.

Success
The program was effective. Hospitals involved saw a significant increase in 
the mean number of safe sleep practices identified by nurses following the 
education program [t (623) = -8.54, p = .001].

Nurses were asked their opinion on the safest sleep position for an infant and 
then asked what the AAP recommended as the safest sleep position. Following 
the educational program, significantly more nurses reported that back was 
safest as recommended by AAP. 

A total of 1,296 cribs were audited pre-policy change, and 1,443 cribs were 
audited 12 months after the new policies were implemented. Among infants in 
those cribs at the time of the audits, auditors found a significant increase in 
the percentage of infants on their backs. They also found a significant increase 
in the percentage of mothers who had been told about infant safe sleep from 
62.7% to 91.4%.

Success in translation of research into practice is multifaceted. All levels 
of administration within hospitals must be aware of and committed to the 
implementation of these initiatives. Organizations that identify a person at 
each level of administration to champion the initiative are more likely to 
maintain continuity of project activities when staff change. The dedication of 
both nurse educators and administrative staff is imperative for success. The 
next challenge is to sustain the program. Sustainability of clinical practice 
changes is likely because of the organizational culture of these hospitals. Safe 
sleep training becomes a part of annual competency requirements for nurses.

Adoption of new evidence is a challenging process that requires time. 
Stakeholder engagement and commitment is an essential and significant 
facilitator to the process. Sustained clinical practice changes involve both 
institutional stakeholders and community agencies. This translation program 
demonstrates that collaboration between agencies results in parents’ knowledge 
of safe sleep for their newborn babies. Nurses facilitate this change by 
changing nursing policy and implementing safe sleep messages by word and 
example. Ultimately, this results in saving infant lives.
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Conclusion
Many pathways to translation exist. The nature of the evidence is the focal link 
to translational decision making. This chapter provides translation decision-
making guidance for four typical EBP outcomes: compelling evidence, good 
and consistent evidence, good but conflicting evidence, and insufficient evi-
dence. it also summarizes clinician and environmental barriers to implementa-
tion. Evidence is presented as the core of an EBP project. Consideration of the 
nature of evidence and potential barriers to implementation of change is an 
important driver of successful translation of EBP into practice. Recommended 
practice changes must support a good fit among internal and external factors to 
ensure a smooth translation decision.
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applying translation science to 
improve health outcomes

Moving research into clinical practice is not easy. The time required to trans-
late new findings into practice has been estimated at about 17 years (Westfall, 
Mold, & Fagnan, 2007). Recognizing this difficulty, the National institutes of 
Health (NiH) have funded and established a consortium to support this pro-
cess. Working together, national members share a common vision to improve 
human health by transforming the research and training environment. This 
group has been developed to foster the development of a new discipline, Clini-
cal and Translational Science (CTS). its goal is to use the NiH road map to help 
translate bench research to clinical practice and back. Consortium members are 
expected to serve as magnets that concentrate translational and clinical investi-
gators, community clinicians, clinical practices, networks, professional societ-
ies, and industry to facilitate the development of new professional interactions, 
programs, and research projects. Details about these efforts can be accessed 
electronically (NiH, 2009).

The science base for implementing evidence-based practices (EBPs) contin-
ues to be developed. in her groundbreaking report, Titler (2004) suggested that 
the study of natural experiments would advance the field of translation science. 
She argued that we need to move beyond describing barriers and facilitators of 
translating EBP and design research to test interventions that target these bar-

9



202 Johns hopkins nursing Evidence-Based Practice: implementation and translation

riers. Thus, testing implementation of EBPs in diverse settings begins building 
a foundation of translation science (Titler, 2004). This chapter explores frame-
works and factors that should be considered by practitioners and researchers as 
components of the translational process.

Framework for Translation
The impact of research and EBP on a cost-restrained, regulated health care 
environment presents a translation challenge. Rogers (1995) proposed the clas-
sic Diffusion of innovation framework that provides a comprehensive approach 
to adoption of innovations. Diffusion is a process by which an innovation is 
communicated over time among members of a social system. Rogers found four 
primary elements in diffusion:

1. innovation is an idea or practice that is considered new by an adopt-
ing unit including individuals, organizations, or whole health care 
systems. 

2. Communication channels provide the means by which messages 
are transmitted from one individual to another. Communication can 
be through formal organizational mechanisms, for example, news-
letters, or via informal channels, such as colleagues who socialize 
together. 

3. Time is often critical if the innovation involves implementing a 
standard or practice to secure the health system’s future. The time 
involved in adopting an innovation can be dependent on the charac-
teristics of the innovation, such as simplicity, trialibility, and observ-
ability.

4. Social system is defined as a “set of interrelated units that are 
engaged in joint problem-solving to accomplish a common goal” 
(Rogers, 1995, p. 23).

The diffusion pattern has four key drivers or determinants:

1. Alignment of the external environment

2. Features of the adopting organization

3. Features of the innovation
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4. Dissemination strategy (Bradley, Webster, Baker, Schlesinger, 
inouye et al., 2004; Bradley, Curry, Ramanadhan, Rowe, Nembhard 
et al., 2009)

Figure 9.1 identifies the major components of each driver. 

Features of the Innovation
• Relative advantage
• Compatibility
• Simplicity
• Trialibility
• Observability

Features of the Adopting 
Organization

• Internal champion 
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• Is a learning 
 organization
• Structure supports 
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Dissemination Strategy
• Presence of expert 
 resources
• Relationship between 
 the dissemination 
 infrastructure and 
 potential adopters

Alignment of External 
Environment

• Regulatory
• Reimbursement
• Public reporting
• Professional norms
• Community

Figure. 9.1: determinants of diffusion Pattern 

Adapted from Bradley et al., 2009; Bradley et al., 2004

Alignment of External Environment
The Johns Hopkins Nursing EBP (JHNEBP) Model recognizes the influence of 
external factors on translation of evidence.  The external factors that influence 
the translation of evidence are regulatory compliance, reimbursement, public 
reporting, professional norms, and community environment. Each factor is 
reviewed in the context of current forces that affect practice.



204 Johns hopkins nursing Evidence-Based Practice: implementation and translation

Factor 1: Regulatory Compliance
The Joint Commission (TJC), an accrediting organization for health care sys-
tems, has established National Patient Safety Goals (NPSGs). The purpose 
of the NPSGs is to promote improvements in patient safety. The goals and 
requirements for compliance are guided by a Sentinel Event Advisory Group. 
Each year, safety goals are reviewed, revised, and updated when needed after 
a systematic review of the literature and review of reported sentinel events. A 
sentinel event is an unexpected occurrence involving death or serious physical 
or psychological injury, or the risk thereof. Serious injury specifically includes 
loss of limb or function. The phrase “or the risk thereof” includes any process 
variation for which a recurrence would carry a significant chance of a serious 
adverse outcome. Further information on sentinel events, including a guide-
line for conducting root cause analysis, can be found on the TJC website (TJC, 
2009). 

Challenging goals include the following:

 ■ improve the safety of using medications (NPSG 3)

 ■ Reduce the risk of health care-associated infections (NSPG 8)

 ■ Accurately and completely reconcile medications across the con-
tinuum of care (NPSG 8)

 ■ Reduce the risk of patient harm resulting from falls (NPSG 9)

 ■ Reduce the risk of influenza and pneumococcal disease in institu-
tionalized older adults (NPSG 10)

Each goal has an impact on nursing practice and is further defined by specific 
processes, for example, implement best practices or evidence-based guidelines 
to prevent central line bloodstream infections. Achieving these goals might 
require the adoption of an innovation within a health care organization. 

Factor 2: Reimbursement
The Centers for Medicare and Medicaid Services (CMS) on October 1, 2008, 
enacted new payment provisions. Medicare is no longer going to reimburse hos-
pitals for a higher paying Diagnosis Related Group (DRG) when specific condi-
tions were not present on admission and could have reasonably been prevented 
using evidence-based guidelines. These conditions are referred to as never 
events. Eight selected hospital-acquired conditions—including pressure ulcers, 
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falls or trauma resulting in serious injury, and vascular catheter-associated and 
catheter-associated urinary tract infections—are in the first group of diagnoses. 
The total Medicare cost for payment for these cases is over $20 billion. Further 
information can be accessed electronically (CMS, 2009).

Factor 3: Public Reporting
Hospital Compare was created through the efforts of the Centers for Medicare 
and Medicaid Services (CMS), the U. S. Department of Health and Human 
Services, and other members of the Hospital Quality Alliance (HQA): improv-
ing Care through information. Participating hospitals have agreed to submit 
quality information to Hospital Compare to make public the results. Care pro-
cesses reported for selected conditions, often referred to as core measures, are 
recorded as percentages of compliance, for example, the percentage of heart 
failure patients given discharge instruction or the percentage of heart failure 
patients given smoking cessation advice/counseling. 

Hospital Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS) is a national survey that asks patients about their experiences dur-
ing a recent hospital stay. A sample of these questions follows:

 ■ How often did nurses communicate well with patients?

 ■ How often did staff explain about medicines before giving them to 
patients?

 ■ How often was patients’ pain well controlled?

Results from each participating hospital are reported in percentages and can be 
viewed by accessing the Hospital Compare website (U. S. Department of Health 
and Human Services, 2009).

Factor 4: Professional Norms
Oncology nursing offers an excellent example of application of EBP to onco-
logic patient care. The Oncology Nursing Society (ONS) Outcomes Resource 
Area (ORA) provides information for both the nurse providing direct patient 
care and the nurse who is looking for research evidence regarding outcomes. 
Evidence-based literature summaries of specific conditions can be found to 
explain best practices (ONS, 2009).
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A major portion of the ORA is devoted to ONS Putting Evidence into 
Practice (PEP) resources. This area displays tables listing levels of evidence 
regarding interventions for nursing-sensitive patient outcomes, findings from 
synthesized reviews or meta-analysis, summaries of relevant guidelines, defini-
tions, and extensive reference lists. All resources on the ORA can be printed 
from PDF files. Subjects include prevention of infection with evidence rating 
categories including recommended for practice, likely to be effective, benefits 
balanced with harms, effectiveness not established, effectiveness unlikely, and 
not recommended for practice.

American Association of Critical-Care Nurses (AACN) Standards are 
authoritative statements that describe the level of care and performance com-
mon to the profession of nursing by which the quality of nursing practice can be 
judged. Standards of Care and Standards for Professional Performance for acute 
and critical care nurses can be accessed on the professional association website 
(AACN, 2009). 

Resources such as these promote evidence-based care and also advocate for 
the nurse’s professional responsibility to be aware of professional association–
endorsed guidelines in his or her practice area. Multiple publications outlining 
scope and standards covering general nursing and a wide array of specialty 
practices, such as cardiovascular, home health, hospice and palliative, and pub-
lic health are available from the American Nurses Association (2009). 

Factor 5: Community Environment: Health of the Population
The institute of Medicine’s publication The Future of the Public’s Health in the 
21st Century discusses the role of the news media as a powerful tool to direct 
the public’s attention to health issues (2003). 

Media tools that promote health behaviors include social marketing, which 
combines marketing influence with social theories to motivate individuals to 
change behaviors. The diffusion of innovation theory has been used to encour-
age safe health practices, for example, prevention of sexually transmitted 
diseases. Nelson provided this compelling message as an example of social 
marketing math: Every weekend, more than 16,000 children are infected with a 
sexually transmitted disease. Using numbers and time that people can relate to 
provides a “hook” to the message (Nelson, 2002).
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Compelling messages are ideas that “stick,” that is, the ideas are under-
stood and remembered and have an impact that changes the audience’s behav-
ior (Heath & Heath, 2007). The institute for Healthcare improvement (iHi) 
100,000 lives campaign was successful using public media with a message 
that was “sticky,” targeting six EBP areas that had demonstrated improved out-
comes. Details of the campaign can be found electronically (iHi, 2006). 

Rogers (1995) notes that mass media (radio, television, newspapers) can 
reach large audiences rapidly, create knowledge, and spread information. 
Change can also occur if views opposing the new knowledge are not strong and 
if attitudes are flexible to new ideas. Nurses might be questioned by patients 
and families about the latest trend or health care innovation reported in the pub-
lic media, creating pressure for caregivers to remain up-to-date with changes in 
their area of practice.

Features of the Adopting Organization 
According to Bradley and colleagues (2009), adopting organizations have these 
features:

 ■ Presence of internal champions

 ■ Learning organization environment

 ■ Structural supports

When these features are aligned, translation is enabled.

Internal Champions
internal champions are critical for diffusion of innovation in adopting organi-
zations. Senior leaders cannot carry the entire burden for diffusion of change. 
They are, however, in a unique position to be visionary, articulate their vision, 
and identify key clinical leaders who can serve as internal champions. ideally, 
these champions possess clinical expertise, teamwork skills, and communica-
tion skills to ignite change diffusion. They have talent in delegating appropriate 
work to a taskforce or workgroup with appropriate resources. 

Successful champions in a clinical setting are ideally practicing clinicians, 
supplemented by information technology resources and other clinical experts 
whose skills match the project requirements to maximize success of the team. 
Champions might be members of the actual workgroup or might be engaged 
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later when the innovation is almost ready for implementation. The role of the 
champions should be clear with expected time requirements understood and 
accepted by the champion. Champions might be key clinical leaders by any 
title, but are often opinion leaders who can help predict and overcome resis-
tance at the local and organizational level. 

Learning Organization
Bradley and colleagues (2009) describe organizational use of “positive 

deviance” as a method that goes beyond performance improvement, assessing 
best practices in the area of concern and encouraging the organization to learn 
to apply best practices to its own setting. Adapting these best practices is easi-
est when organizations share information on practices. Certainly, this sharing 
is not always a reality in the competitive health care market, but sometimes 
practices can be identified by formal inquiry to the organization, participation 
in a collaborative, professional networking, or via the literature. incentives to 
adopt best practices might be mandated via regulatory means and public report-
ing, thus providing high motivation for improvements. Bradley and colleagues 
(2009) identify steps in the positive deviance approach (see Table 9.1).

Table 9.1: steps in Positive deviance approach

1. identify the positive deviants or highly performing organizations 
in your topic of interest.

2. Use qualitative methods; generate a hypothesis about the organi-
zation’s practices, structure, leadership, culture, and norms that 
might interact to facilitate high performance.

3. Test your hypothesis via a larger sample of representative highly 
performing organizations in your industry.

4. Work with stakeholders to convey information learned about  
best practices. Be aware that each organization provides unique 
variables that can interact to produce mere mediocrity or great 
success.

Structural Supports 
An adopting organization also must have sufficient structural supports in place 
for adoption. These supports include data and resources. Bradley (2004) identi-
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fied several key lessons learned about diffusing innovation into practice.  She 
stated “that data to support start-up, implementation, and ongoing evaluation 
must be credible and persuasive to those who influence budget decisions” 
(2004, p.2). Without data, an organization can implement only broad theoreti-
cal changes and hope for improvement. With specific pre-and-post measures 
with supporting graphs, organizations can clearly show progress and the need 
for modifications to the adopted change. ideally, ongoing data should be shared 
with people closest to the work to be changed to engage them in the process 
and to seek their own ideas to make the adoption process better. Aggregate data 
should be reported to senior leaders who oversee the success of the innovation. 
Senior leaders cannot shoulder the entire burden for change, but they can pro-
vide the necessary human resource structure for diffusion of changes.

The importance of human resources is often underestimated whenever dif-
fusion of change is needed. Organizations need individuals who can challenge 
the status quo, people who select individual workgroup members, arrange meet-
ings, write computer programs, gather data, analyze and display findings, make 
compelling arguments for change, and communicate findings in a positive, 
motivating manner to front-line workers and upper administration. Preferably, 
all steps are supplemented with informal networking and interpersonal support 
that keeps diffusion of change on target, motivating, and enjoyable. 

Case in Point

Improving Door-to-Balloon Time after Acute Myocardial 
Infarction
An example of applying change in a learning organization involves 
improvement of the core measure for acute myocardial infarction (MI), 
specifically door-to-balloon time—that is, the time from hospital entry to 
the start of angioplasty. A large inner-city organization’s quality leaders and 
cardiac interventional laboratory or “cath lab” leaders were not happy with its 
below national norm scores for door-to-balloon time. Despite having excellent 
clinicians and low mortality, this group felt challenged by external regulatory 
mandates and the organization’s own competitive culture to improve its score 
on this measure. 

The organization’s score calculation was compounded by a low denominator 
for MI patients included for this core measure. Additionally, some MI patients 
walked into the emergency department (ED) without prior notice or were
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transferred from other organizations, thus eliminating precious lead time 
minutes. The target core measure performance is less than or equal to 90 
minutes.

Exploring Changes
The group applied learning organization principles, explored positive deviants, 
trialed best practices, and monitored data. All organizations must work across 
groups; the interventional laboratory was challenged by different departments, 
multiple leaders who reported to different directors, and a busy ED with many 
trauma cases. When examining positive deviants, the group found that in 
some highly performing organizations, emergency medical personnel phone 
ahead to the ED about a confirmed ST-elevation MI. Other organizations with 
outstanding scores had personnel who were cross-trained or in geographically 
close proximity to the ED and the cath lab or to the cardiac care unit (CCU) and 
the cath lab. This cross-training or proximity allowed a trained clinician to 
alert the cath lab team and initiate prep procedures for the interventional case. 

Diffusion of change must apply qualitative methods and hypothesis testing. 
The cath lab multidisciplinary team examined data, reviewed outliers that 
negatively affected their scores, explored positive deviants, and considered 
what they could do to apply similar but unique procedures. 

Implementing Changes

The team implemented the following actions:

•	 Made use of early alert notification, engaging the ED to work with 
emergency medical services for alerts to possible ST elevation MIs.

•	 Assured necessary blood work was drawn stat and 12-lead ECG taken in 
the ED.

•	 Worked with ED physician leaders to have the ED physician read and 
verify the ECG findings. 

•	 Administered medications in the ED per cardiology best practice 
guidelines.

•	 Designated a single room and one alternate room in the cath lab to use 
for on-call MI cases, stocking the room appropriately and labeling vital 
equipment.

•	 Educated targeted individuals in cath lab specifics (room setup, 
medication, monitoring equipment, emergency equipment, and so on).
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•	 To minimize travel time delays, identified cath lab clinicians who lived 
the closest to the hospital (less than 30 minutes away) so that these 
individuals could be on call for cases.

•	 Utilized critical care transporters to transfer the patient from the ED 
directly to the cath lab and begin the prep process while the cath lab 
on-call team was coming to the hospital.

•	 Introduced team members who would likely be working together during 
cases.

•	 Set up data collection methods for the following time entries: arrival 
at door, ECG, ED physician ECG reading, ED physician activation of 
emergency transport team, arrival of patient into the cath lab, start of 
balloon procedure, and total time from door to balloon.

•	 Conducted a multidisciplinary review of all ST-elevation myocardial 
infarction cases within 48 hours to identify areas of improvement. 

Group Dynamics and Results
Project leaders had to work with stakeholders and assign champions. Champions 
of each of the involved departments (ED, critical care transport team, cath 
lab, cardiac care unit, and interventional cardiology) had to be aware of the 
rationale for trialing a different method. These individuals met every week for 
a year and then decreased meeting frequency to every other week to monitor 
individual case data, offer improvement ideas, and modify practice as needed. 
The group challenged workplace cultures as they continued to work toward a 
common cause. The multiple departmental priorities had to be coalesced into 
a common goal.  The group was challenged by the fact that each department 
had a different work focus. While the cath lab focused on the interventional 
cardiology specialty, the ED’s focus was general emergency medicine, triage, 
and disposition of patients with multiple bodily system maladies. Additionally, 
the cath lab staff was acutely sensitive to ST-elevation myocardial infarctions, 
while the ED staff performed and read many ECGs on a given shift during the 
performance of multiple lab tests and X-ray work and were less sensitive to 
ST changes. Thirdly, the cath lab was focused on prompt treatment, while the 
ED was focused on emergency medicine while assessing the need to admit 
or discharge its patients. Only one of the dispositions of the ED would be to 
the cath lab. The group discovered that they could best approach the work 
by agreeing on what they had in common—emergency treatment of a cardiac 
condition to quickly isolate that subset of patients and move them efficiently 
along the care continuum to the cath lab. That focus met the needs of both 
groups.
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The group celebrated success and excellent compliance scores; they viewed 
disappointments as learning opportunities. One year post-intervention, 
outcomes showed that the time to balloon improved by 44%. The 
multidisciplinary group, in its continual efforts to achieve best practice, has 
recently raised their goal to a desired 95% compliance with this core measure.

Innovation
Rogers (1995) identifies specific characteristics of the innovation that contrib-
ute to its adoption and speed of adoption: relative advantage, compatibility, 
complexity, trialibility, and observability. This section uses an example from a 
patient unit that focuses on care of patients diagnosed with Human immunode-
ficiency Virus (HiV) to discuss these characteristics.

The impact of widespread social marketing campaigns disseminating HiV 
awareness and prevention messages is minimal without a system of targeting 
smaller groups of vulnerable individuals, the factors that contribute to health 
literacy, and the abilities of those individuals to alter their own determinants 
of health. in addition to findings in the literature, staff on an inpatient unit that 
cares for predominately HiV patients has reported through observation that low 
literacy levels among the primary patient population admitted to the service 
likely interferes with comprehension of complex medication regimens, follow-
up, and health maintenance programs. Nurses attribute recidivism, poor health 
outcomes, and nonadherence with treatment regimens to the low literacy and 
lack of available resources for both providers and patients to intervene. The 
nurses on the patient care unit were concerned about their patient’s understand-
ing and compliance with the highly active antiretroviral therapy (HAART) 
regimen. They decided to intervene by supplementing patient education with 
visual tools and teach-back methods to improve understanding of their medica-
tions. Teach-back is a method to enhance understanding by asking individuals 
to explain the information that has been discussed in their own words. 

The innovation is incorporating the teach-back method with a standardized 
medication teaching tool that provides color pictures of each medication used in 
the HAART regimen. Teach-back is reportedly a method that achieves under-
standing in the informed consent process (Kripalani, Bengtzen, Henderson, & 
Jacobson, 2008). The application of the characteristics of innovations defined 
by Rogers (1995) and updated by Bradley (2009) is depicted in Table 9.2.
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Table 9.2: application of the characteristics of innovations 

Characteristic and/or 
Definition

Application to Intervention

Relative advantage: The 
perception that an innovation is 
better than the idea it precedes.

Will the individual patients perceive an advantage 
to having consistent information provided and being 
asked to repeat back the information to the nurse? is 
the nursing staff willing to commit the time to adopt 
this new method of patient education? The patients 
can receive their medications without cost through 
outpatient follow-up at a hospital clinic. 

Compatibility: The degree 
to which an innovation is 
consistent with existing values, 
past experiences, and the needs 
of the adopters.

in this example, the adopters are both the nurses and 
patients on the unit. The nurses are familiar with the 
drug regimens the patients are using; however, they 
have concern that the observed nonadherence might 
be in part related to literacy.

Simplicity: The ability of an 
innovation to be understood and 
used.

The nurses have developed a scripted teaching tool 
that discusses each medication, dose, and possible 
side effects that a patient might experience. A brief 
measure of literacy, Rapid Estimate of Adult Literacy 
in Medicine (REALM) was added to the admission 
nursing assessment (Davis, Long, Jackson, Mayeaux, 
George, Murphy et al., 1993). Do the members of 
the social system understand the purpose for the 
innovation? The nurses see recidivism as an issue in 
their patients. The standard medication information 
is meant to simplify complex medication therapies.

Trialibility: The degree to 
which an innovation might be 
experimented on a limited basis.

Laminated HAART charts are readily available for 
education. Before discharge, the patients are shown 
how to fill a weekly pill container with their actual 
medications.

Observability: The ability 
to view the results of the 
innovation.

Patient outcomes can be measured by disease 
progression, readmissions, lower CD4 counts, and 
higher viral loads that might indicate nonadherence. 
Patient satisfaction can be assessed with a focus 
on discharge preparation and patient knowledge of 
medications. Literacy levels can be correlated with 
recidivism and time to achieve teach-back. 
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A national initiative sponsored by iHi and The Robert Wood Johnson Founda-
tion is testing many innovations identified by medical-surgical bedside care-
givers. The iHi initiative “Transforming Care at the Bedside (TCAB)” is an 
example of innovations designed and trialed in patient care areas, ranging from 
white boards that designate when a nurse is able to take an admission to van 
rides home for patients (iHi, 2004). 

Dissemination Strategy
Diffusion occurs within a social system. Many innovations are conceptualized 
through small pilot projects, often within a larger organization. The iHi pub-
lished a white paper making suggestions for preparing for spread (2004). The 
iHi sees spread as a leadership responsibility after the innovation demonstrates 
the innovation to be clearly better than current state. Needed elements for dis-
semination include a communication strategy using a clear message by people 
who are capable of influencing others in the target population. Although the 
iHi (2004) brings improvement teams together, as in the TCAB project, the 
spread of the innovation is in the domain of an organization’s senior leadership. 
Resources such as staff time might be required as part of the innovation. Rec-
ognition by senior leaders that resources are required for diffusion can ensure 
strategies of implementation are not thwarted. 

Bradley and colleagues (2004) characterized the dissemination as requiring 
two essentials components:

1. Presence of expert resources for ongoing dissemination efforts to 
clinicians and administrators

2. Relationship between the dissemination infrastructure and the poten-
tial adopters

Great ideas come from bedside caregivers in an organization. Champions are 
thought of as engines of change; however, a small improvement team led by 
champions cannot be solely responsible to spread innovations within an orga-
nization. The role of the teams is to test the innovation and serve as experts to 
explain new innovations to potential adopters (Bodenheimer, 2007).

Rogers’ division of adopters of innovations into groups that form a bell 
curve is widely accepted. The range of innovation adoption is from the inno-
vators who develop an innovation to the last ones who join in the change, 
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known as the laggards. The first two groups, the innovators and early adopters 
are considered as visionaries bringing new ideas and innovations to practice 
(Gladwell, 2000). The next group, early majority, represent about one-third 
of the adopters in the framework (Rogers, 1995). Members of this group are 
those open to new ideas but are also tasked with the application of new best 
practices. Finding these individuals in the organization is critical to the adop-
tion of an innovation and they should be used as the pilot unit. Once the effort 
is embraced and implementation begins there is a point when the innovation 
is recognized as being an improvement and becomes widely accepted and 
adopted, which Gladwell (2000) characterized as the “tipping point.” After this 
occurs the next group, the late majority, are beginning to recognize and incor-
porate the improvement. The last group, the laggards, are traditionalists slow 
to adopt but may provide stability to an organizational unit in turbulent times. 
For front-line caregivers, an innovation affecting their daily work must be seen 
as a clear advantage, for example, improvement on publicly reported measures 
of direct care. Bodenheimer (2007) notes that concerns from those individuals 
working daily to care for patients must be heard and not considered as laggards 
in the adoption of changes.

Champions, as frequent users and problem solvers, provide a resource to 
disseminate the innovation to other clinicians and administrators. Local cham-
pions should develop a toolkit to help with innovation spread. The iHi provides 
21 implementation toolkits at their website (iHi, n.d.). 

in complex organizations, choosers of innovations might not be the users 
(Dearing, 2008). Process innovations cause change in the workflow; however, 
the work environment might also need adjustment. Although practitioners 
might want to modify innovations to create a “better fit,” Dearing suggests 
adopters should modify a process or program by adding local components. This 
addition can help the adopters avoid deleting components of the process that 
are essential to the effectiveness of the innovation. “Guided adaption” serves to 
explain to adopters what aspects of a process are essential for the effect to be 
achieved and what components are possibly changeable (Dearing, 2008). Using 
Dearing’s suggestions, adaptation becomes part of the adoption process, and 
fidelity becomes an outcome property. Fidelity is defined as the degree to which 
program adopters implement programs as intended by the originators (Rohr-
bach, Grana, Sussman, & Valente, 2006).
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Innovation-Decision Process
A key message is the realization that health care innovations must reduce costs 
to be sustainable. An organization paying for an innovation must derive benefit, 
or that organization is going to find it difficult to sustain the innovation. Many 
transitional care programs facilitating the movement of patients from hospital to 
community have demonstrated excellent pilot results (Coleman, Parry, Chalm-
ers, & Min, 2006; Jack, Chetty, Anthony, Greenwald, Sanchez et al., 2009). 
Hospitals using personnel resources to provide the innovation must align rev-
enue with the expenses to help sustain the innovation. 

The decision process by an organization to accept or reject an innovation is 
complex as illustrated in Figure 9.2.

Information/Knowledge of Innovation

Perceived Characteristics of the Innovation by Potential Adopters

Adoption of 
Innovation

“Guided Adaption” 
of the Innovation 

for an Organization 

Continued 
Rejection

Later Adoption
“New Driving 

Forces”

Decision
Process

RejectAccept

Figure 9.2: decision Process

Rogers (1995) suggests that the decision could be adoption or rejection. How-
ever, health care organizations have unique cultures and the decision is complex 
even when an innovation is accepted. Adaption may need to occur to ensure fit 
within the norms of the organization. Bradley and colleagues (2009) illustrated 
positive deviance as a method that can be used by organization members who 
are advocates of the innovation. if “guided adaption” is chosen, fidelity of the 
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vital components of the innovation must be used by the adopting organization 
to ensure outcomes. Rogers notes that initial rejection could be followed later 
by adoption. Today, payment incentives may be realigned with health reform, 
and innovations rejected as not cost-effective could be reconsidered as innova-
tive approaches as new driving forces occur in the health care environment. The 
determinants of diffusion are continuously changing the health care system.

Promoting Action on Research Implementation in 
Health Services

Kitson, Harvey, and McCormack developed the Promoting Action on Research 
implementation in Health Services (PARiHS) framework to facilitate the 
translation of knowledge (1998). This framework is excellent for outlining the 
components of innovation adoption with concepts familiar to clinicians. Kitson 
and colleagues’ formula for successful implementation of evidence guidelines 
or research is a function of three interrelated concepts: evidence, context, and 
facilitation. A formula to illustrate successful implementation of the framework 
is

Si = f (E, C, F)

Successful implementation (Si) is a function (f) of evidence (E), context (C), 
and facilitation (F).

Evidence
Kitson and colleagues’ framework includes research, clinical experiences, and 
patient preferences in their definition of evidence. They describe a continuum 
for each of these elements, recognizing that Level i evidence, for example, ran-
domized control trials (RCTs), is at one end of the continuum with anecdotal 
evidence at the other end. Clinical experience is viewed along a continuum 
ranging from a high level of consensus to divided expert opinion. Patient prefer-
ences are viewed at one end of the spectrum as highly integrated with partner-
ships between provider and patient or at the other end of the spectrum with no 
patient involvement. 

in practice, it is typical to find that even Level i evidence of an RCT might 
not be feasible to implement if clinicians do not find the intervention practi-
cal and safe. For example, the gold standard for confirmation of placement of 
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a nasogastric tube for feeding is chest X-ray, but how many times can a patient 
safely be exposed to X-ray to confirm nasogastric tube placement? Clinicians 
can adopt supplemental methods to confirm placement of nasogastric tubes, 
such as colorimetric carbon dioxide testing, by investigating evidence from 
research literature and nonresearch literature (Burns, Carpenter, Blevins, 
Bragg, Marshall et al., 2006; Meyer, Henry, Maury, Baudel, Guidet et al., 
2009). Therefore, both research and nonresearch evidence is often needed to 
determine a translation strategy in the clinical environment.

Context
What goes on in adopting organizations can make the difference in the likeli-
hood of positive and intended outcomes being achieved. McCormack, Kitson, 
Harvey, Rycroft-Malone, Titchen et al. (2002) completed a concept analysis 
of the meaning of “context.” She found three sub-elements contribute to the 
characteristics of context including culture, leadership, and evaluation. Each 
sub-element has components to explore when an organization is adopting an 
innovation into a system:

1. Culture: Type of organization, its cultures and beliefs, collaborative 
relationships among clinicians who work together

2. Leadership and Management: Listening and responding to staff con-
cerns; resonant leadership that supports nursing practice by provid-
ing resources and removing barriers

3. Evaluation: Providing feedback on performance both for individuals 
and teams; multiple evaluation measures used to evaluate progress 
including clinical and economic indicators

McCormack and colleagues concluded that the elements within context 
coalesce to either enable change or to act as barriers.

Facilitation
People who make things easier or help others toward achieving goals are 
facilitators. Kitson and colleagues (1998) distinguish a facilitator from a local 
opinion leader. An opinion leader informally influences individual behavior. 
However, in translating research or evidence into practice, the facilitator’s role 
is to help individuals understand what needs to change and how to bring for-
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ward the change. Facilitators use a series of skills to achieve change whereas 
opinion leaders might influence because of their status or technical ability. 
Opinion leaders can be peers and experts. Facilitators can come from outside 
an organization, whereas opinion leaders are often found within the system. 
Locock, Dopson, Chambers, and Gabbay (2001) provide an excellent discussion 
of the role of opinion leaders.

Facilitators in Action
Alkema and Frey (2006) used the PARiHS framework to translate a Commu-
nity-Based Medication Management (CBM) intervention. The original program 
implemented an evidence-based medication management intervention to reduce 
medication problems in frail older adults. An expert consensus panel devel-
oped home health criteria. These criteria focus on factors that can be assessed 
by home health nurses and resolved as part of the plan of care. The model was 
empirically tested by a university with a randomized control trial (Meredith, 
Feldman, Frey, Hall, Arnold, Brown, & Ray, 2002).

The innovation, an evidence-based program developed from the random-
ized trial, was implemented in a Medicaid waiver care management program 
in two different agencies. The intervention centered on having an on-site phar-
macist who served as a consultant within the home health care setting to assist 
nurses in resolving medication problems. Using this model resolved medication 
problems in 50% of the intervention group compared to 38% of the control 
group. Three additional outcome measures showed improvement. 

Technical assistance facilitated the translation of the CBM intervention 
into four additional home health agencies. Within these settings, the model was 
feasible and sustainable in providing in-home services to the frail elderly. The 
translation of the program into a different practice environment that serves dis-
abled low-income older adults demonstrated stress between model fidelity and 
adoption to the new setting. The evidence was strong; however, the context in 
which the research was placed was different. The model of care included nurses 
and social workers in the role of primary care managers. The pharmacist was 
available by phone and occasionally on-site. Occasionally, social workers were 
placed in the position of contacting the primary physician about medication 
issues. Staff visitation for the disabled included monthly phone calls and quar-
terly visits compared to several times a week in the original study. The facilita-
tion team from the first intervention site was on-site specifically for meetings 
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and phone consults. Alkema and Frey (2006) conclude that program evaluation 
of translation of the CBM intervention needs to capture outcomes at a client 
level and also the lessons learned by implementing an evidence-based practice 
in diverse settings.

Partnerships in Translation
Translation of evidence into practice challenges practitioners to evaluate the 
strength in developing partnerships. These partnerships can take shape between 
and among researchers and practitioners, health care organizations and schools 
of nursing, and diverse health care settings.

Researchers and Practitioners
Developing evidence through randomized control trials provides health care 
practitioners with best practice knowledge. Translation to practice from the 
“ideal” research setting of controlled trials to “real”-world practices requires 
an extension of research into diverse contexts. Clinical practitioners can help 
researchers interpret best practice processes. The term “knowledge brokers” 
has been used to describe individuals who serve as the link between researchers 
and the bedside practitioners. Educators and clinical specialists often have the 
designated organizational role of knowledge broker, assuming the responsibility 
for translating new evidence into practice (Kent, Hutchinson, & Fineout-Over-
holt, 2009).

The complexity of health care organizations is best critiqued by those who 
practice in the setting. Facilitation of organization-wide EBP implementation by 
either opinion leaders or change agents needs to be completed with an under-
standing of the organization culture. An example that illustrates this point is 
an institution’s adoption of an institutional vaccination protocol to help meet 
regulatory compliance. Despite vaccination compliance being an element of an 
evidence-based core measure reported by the hospital and approved as an insti-
tutional vaccination policy for adult patients, implementation across the institu-
tion was not smooth. Several departments expressed concerned that vaccination 
might cause post-vaccination fever, prompting unnecessary and costly work ups 
and possibly prolonging length of hospitalization. Some departments adopted 
the policy only because of facilitation by change agents such as performance 
improvement leaders, educators and physician, and nursing opinion leaders, and 
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because of the scientific evidence provided. Opinion leaders within departments 
needed to hear the concerns at the local and departmental level, follow-up with 
answers to those specific concerns, and develop an implementation strategy 
and timeline. This example stresses the importance of two-way communication 
whenever a challenging policy is implemented. Just mandating something does 
not equate to acceptance and implementation. Even today, some departments 
have chosen alternative methods to meet compliance that are better suited to 
their patient populations. 

Health Care Organizations and Schools of Nursing
Four years of collaboration between nurses at The Johns Hopkins Hospi-

tal (JHH) and The Johns Hopkins University School of Nursing (JHUSON) 
resulted in the synergy of ideas about practice and the development of the 
JHNEBP Model. This collaboration continues in dissemination of the model 
and in collaboration in other venues.  

At JHH, the Nursing Research Committee with members representing 
clinical divisions of the hospital includes a faculty member from the JHU-
SON. Clinical nurse committee members have identified an Art and Nursing 
Research Study that they want to develop into a research proposal. The study 
plan uses quantitative (survey) and qualitative (focus groups) measures and is 
to be a combined proposal from JHH and JHUSON. The JHUSON faculty is 
assisting the committee to look for a small grant to subsidize the study through 
the JHUSON Development Office. The faculty member is an expert in con-
ducting focus groups; the hospital nurse researcher has a quantitative research 
focus. Combining the researchers’ and clinicians’ expertise results in the ability 
to conduct a mixed-methods study in the acute care setting. The JHUSON and 
JHH are each going to disseminate the results from the study evaluating the 
benefit of incorporating art as a media to reduce stress in practicing nurses and 
student nurses.

Diverse Settings Partnerships
Best practices can be translated from the site of origination to other settings, 
including community hospitals, health departments, regulatory agencies, and 
patient homes. This is referred to as a Type ii translation, which is aimed at 
enhancing the adoption of effective practices in the community (Rohrbach, 
Grana, Sussman, & Valente, 2006). in the process of translation, identifying 
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community stakeholders is critical for those who disseminate findings and for 
those who are invested in implementing programs. The dissemination of pro-
grams into other settings can employ several techniques. 

Rohrbach, Grana, Sussman, and Valente (2006) explored program provider 
training methodology to enhance adoption and implementation. Techniques 
ranged from material only, for example, toolkit; to materials plus workshops; 
to materials, workshops, and technical assistance/consultation for a six-month 
period. The last and most comprehensive approach was associated with high 
levels of program adoption and implementation. However, the cost of work-
shops and consultation can be a barrier to the decision to adopt an innovation. 
Therefore, an assessment of the dissemination strategy must be coupled with an 
assessment of the complexity of the innovation. Toolkits with checklists might 
suffice in adopting an innovation that is easily understandable, such as evi-
dence-based controlling of bloodstream infections through procedure checklists 
and empowering critical care nurses to stop an insertion if a violation in the 
protocol occurs (Pronovost, Needham, Berenholtz, Sinopoli, Chu et al., 2006).

Case in-Point

Nurse-Pharmacist Collaboration on Medication Reconciliation
An estimated 400,000 preventable adverse drug events (ADEs) occur in 
hospitals each year resulting in at least $3.5 billion in extra costs (Institute 
of Medicine, 2007). A contributing factor of these ADEs is incomplete 
medication information. In 2005, The Joint Commission (TJC) recognized 
this problem by establishing a National Patient Safety Goal to promote 
medication reconciliation. Recognizing the difficulty of completing medication 
reconciliation, TJC suspended grading of the standard in 2009; however, a 
revised standard is to be introduced in 2010 (Mansur, 2009). 

Practice Question
Does using a nurse-pharmacist team to identify and correct discrepancies 
during medication reconciliation on admission and discharge reduce the 
number of medication errors in acute medical patients?
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Evidence
Deficits in information transfer across the care continuum place the patient at 
serious risk for harm (Kripalani, LeFevre, Phillips, Williams, Basaviah & Baker, 
2007). Nowhere is this more evident than with respect to the medication use 
process. Physicians and nurses have historically obtained medication history 
information; however, the hurried admission process leaves little time to 
explore a detailed medication history. Organizations have responded to this 
continuity of care challenge by developing physician-led, nurse-led, and 
pharmacist-led medication reconciliation processes to prevent harm (Gleason, 
Groszek, Sullivan, Rooney, Barnard et al., 2004; Cornish, Knowles, Marchesano, 
Tam, Shadowitz et al., 2005). 

Because a literature review yielded little evidence in this practice area, a 
research study was designed to contribute new information. The study, funded 
by The Robert Wood Johnson Foundation’s Interdisciplinary Nursing Quality 
Research Initiative (INQRI), was aimed at testing the effectiveness and cost 
benefit of a nurse-pharmacist team in identifying and correcting unintended 
discrepancies in acute medical patients during medication reconciliation on 
admission and discharge. Study findings included the following:

•	 Of the 563 patients who entered the study, 226 (40%) experienced 
discrepancies on admission or discharge.

•	 162 patients (28%) had discrepancies rated as having the potential to 
cause harm as determined by two physicians and two pharmacists.

•	 An average of 11 minutes was required for the study nurse to complete 
the patient medication interview protocol and an additional 29 minutes 
to complete the list.

Translation

External Environment

In this era of health reform, strong evidence indicates that Medicare patients 
return to the hospital within 30 days of discharge at rates of over 19.6% at 
a cost of $17.4 billion in health care spending (Jencks, Williams, & Coleman, 
2009). Payment for care episodes, inclusive of the 30 days after hospital 
discharge, is being proposed in Congress and is designed to eliminate the 
payment that now occurs for each admission. Health care organizational
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responsibility extends into the patients’ communities. Assurance of complete 
medication reconciliation is the key to avoid unplanned re-entry into the 
system and loss of revenue. Discharge calls or visits by the hospital care team 
might provide a safety net until the patient can access the primary care 
provider.

Features of the Innovation

The premise underlying the nurse-pharmacist model was that replication can 
be achieved by other organizations. Research nurses were clinicians who were 
involved in bedside care before the study. With knowledge of the hospital 
systems and structures, the nurses were equipped to implement the study 
and develop workflow processes. They modified practice from handwritten 
medication lists to electronic entry of these lists. Pharmacist consultation was 
facilitated by using a pager system with texted communication. 

Use of a nurse-pharmacist team was seen by the bedside care team as 
providing a relative advantage in that the study team had time to access 
outside sources of information, for example, community pharmacies. The study 
team communicated with patients after discharge to correct any discharge 
discrepancies and provided a wallet-sized medication card, and they used 
organizational resources to incorporate the innovation into daily operations. 
Other organizations planning to trial this innovation could use current 
resources to establish a team or team functions within existing structures. A 
toolkit might be sufficient because of the simplicity of the innovation.

Features of the Adopting Organization
The team needs to leverage its internal champions, many of whom are involved 
in the research study. In anticipation of questions and ideas, the team plans 
for special attendance at select meetings by key study team members. The 
study site is a learning organization, so showing data that includes harm scores 
and financial implications can be very compelling. The team shows that the 
institution indeed can and must do better with medication reconciliation.

The current departmental structure does not easily support adoption. A 
research nurse spends almost 30 additional minutes to accurately reconcile 
admission medications. Assessing roles that support patient care, for example, 
point-of-care pharmacists, case managers, or mid-level providers, might 
identify opportunities to restructure work and integrate the innovation into 
existing roles. 
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Dissemination Strategy
The study has just ended. The team schedules presentations to key groups in 
the organization, such as safety and quality improvement committees. The 
research nurses, who have developed expertise in this intervention, have 
designed a toolkit that explains successful workflow processes. The relationship 
between the dissemination infrastructure and potential adopters is the biggest 
challenge. The team must make the regulatory, financial, and moral case to 
redesign workflow so that medication reconciliation duties at admission and 
discharge are reassigned to a care provider who has the knowledge and time to 
complete the process. 

The organization is implementing new information systems whose functionality 
can be leveraged to identify high-risk patients for an enhanced medication 
reconciliation protocol. New partnerships with home care providers can provide 
assessment of medication compliance after discharge. A change in payment

structure by Medicare to episodes of care can move the system to develop new 
strategies and partnerships that can spotlight the need for transitional care 
quality improvements across all organizations. 

Lessons Learned
An evidence-based change in care requires multiple sources of support. 

1. Keep key audiences informed during the evidence-based 
investigation and/or research study. Waiting until all results are 
analyzed or all the literature is reviewed can result in delayed 
dissemination. In this example, the study team was aware of 
the study trends, but they did not brief key leadership decision 
makers during the study. Although most investigators want 
to share results at the completion of a project, this can delay 
adoption.

2. The decision to accept or reject an innovation can change 
over time. A change in health care payment might stimulate 
adoption of this innovation. Champions who have knowledge 
of the innovation and persuasive power are essential to ensure 
the adoption decision is balanced when compared to the present 
state.

3. Adoption strategies in a decentralized organization can vary; 
therefore, the development of a toolkit can help maintain the 
fidelity of the intervention model. 
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Summary
This chapter uses the Determinants of Diffusion framework to explore factors 
that must be considered when translating innovations into practice. Assessment 
of an organizations readiness to adopt a new practice must be evaluated within 
the context of the external environment, features of the innovation, the driving 
forces for change in the adopting organization, and a planned strategy for dis-
semination.  implementing EBPs in diverse settings builds knowledge and con-
tributes to the foundation of translation science.
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translating and sharing results

Traditional evaluation of the success of work in health care usually involves 
measuring quality and safety outcomes, patient and staff satisfaction, identifica-
tion of structure and process facilitators and barriers, and attainment of pre-
defined goals. These measures of success hold true for evidence-based practice 
(EBP) work as well. However, the success of EBP work does not end at the 
conclusion of the project. in all aspects of the nursing organization, the use of 
evidence-based nursing practice findings must be valued and supported. EBP 
mentoring must highlight the importance of disseminating project results. Men-
toring nurses to disseminate EBP findings is critical to ensure that these find-
ings are made available to both providers and consumers of health care. 

Considerable barriers to broad dissemination of EBP work exist. Organiza-
tions must develop capacity to support nurses in increasing their expertise in 
common strategies to ensure effective dissemination. This chapter focuses on 
common dissemination strategies that nurses can use both inside and outside 
the organization to share results of EBP projects. 

10
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Translation and Dissemination
Translation of evidence into practice can take a variety of paths and depends on 
the consistency or congruence of findings, the quantity of evidence, the strength 
and quality of studies, and other characteristics of the evidence that influence 
the advisability of implementing recommendations in the particular practice 
setting. Although translation and dissemination might seem like similar pro-
cesses, differences between them exist. Translation includes decision making 
about what to do with the evidence and the subsequent implementation of the 
recommended plan of action. Dissemination is a translation technique that fol-
lows after the decision making and plan of action have been determined. 

Merriam-Webster’s online dictionary defines dissemination as to spread or 
disperse throughout (Merriam-Webster, 2009). With effective dissemination, 
organizations raise awareness and cultivate recognition that practice must be 
evaluated for change because of new evidence. The successful dissemination of 
the results of an EBP project is seen in the appropriate use of the new informa-
tion and translation of the evidence into practice. However, effective dissemina-
tion involves a two-way communication process and is part of a well-developed 
strategy to regularly communicate results of EBP project work within the orga-
nization. 

The National Center for the Dissemination of Disability Research 
(NCDDR) has identified 10 elements of an effective dissemination plan 
(NCDDR, 2001) to remind professionals of the importance of planning for dis-
semination from the start of proposal development to meet the challenge of 
timely dissemination (Table 10.1). This also applies to EBP project work. When 
a practice question is generated and the evidence search plan is developed, the 
EBP team should discuss strategies to communicate the results of the evidence 
search and who should be included in the dissemination plan. 

Table 10.1: ten Elements of an Effective dissemination Plan (ncddr, 2001)

1. Goals: Determine and document the goals of your dissemination 
effort for your proposed project. 

2. Objectives: Associate each goal with one or more objectives that 
clarifies what you are trying to accomplish through your dissemi-
nation activities. 
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3. Users: Describe the scope and characteristics of the “potential 
users” that your dissemination activities are designed to reach for 
each of your objectives. 

4. Content: identify, at least, the basic elements of the projected 
content you have to disseminate to each of the potential user 
groups identified. 

5. Source(s): identify the primary source or sources that each 
potential user group is already tied into or most respects as an 
information source. Consider ways to partner with these sources 
in your dissemination efforts. 

6. Medium: Describe the medium or media through which the con-
tent of your message can best be delivered to your potential users 
and describe the capabilities and resources that will be required 
of potential users to access the content for each medium to be 
used. 

7. Success: Describe how you will know if your dissemination 
activities have been successful. if data is to be gathered, describe 
how, when, and who will gather it. 

8. Access: Describe how you will promote access to your informa-
tion and how you will archive information that may be requested 
at a later date. Consider that most people will use your project-
related information when they perceive a need for it—not neces-
sarily when you have completed your research project. 

9. Availability: identify strategies for promoting awareness of the 
availability of your research-based information and the availabil-
ity of alternate available formats. 

10. Barriers: identify potential barriers that may interfere with the 
targeted users’ access or utilization of your information and 
develop actions to reduce these barriers.

Reprinted with permission, National institute on Disability and Rehabilitation Research (Project 
#H133A0311402, 2001), Retrieved December 30, 2009, from http://www.researchutilization.org/
matrix/resources/dedp/
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Internal Dissemination
The dissemination of EBP project results within the organization requires 
development of a communication strategy. This strategy includes the creation 
of several standard formats for communication of all EBP project work and a 
menu of individual strategies of potential relevance to a specific project. The 
most important question to answer when planning the communication strategy 
is “What’s in it for me?” The staff must understand what the new evidence 
means for their everyday patient care and how the evidence can improve out-
comes and quality of care. For example, if a new set of guidelines for care are 
developed and need to be implemented, share the highlights of the changes in 
practice with the staff (need-to-know versus nice-to-know) and emphasize how 
new testing recommendations or treatment changes can improve outcomes and 
quality of care provided. 

Effective communication strategies consider how the information is dis-
seminated, what format to use that is accessible to the majority of the staff, and 
how to make the evidence easy to read and use by busy staff. Organizations 
can use many venues for dissemination, such as newsletters, websites, bulletin 
boards, staff meetings, journal clubs, nursing grand rounds, orientation, and 
staff continuing education. 

Newsletters
The use of an internal newsletter with an “EBP Column” is a nice regular 
opportunity to report on EBP projects. The newsletter should allow for a report 
of new practice questions, EBP teams forming that need additional members, 
EBP projects in progress, and finally, the results of EBP work completed. The 
dissemination of completed work should include plans for follow-up and trans-
lation so staff members see the work’s value to their practice.  

Websites
An EBP website is a valuable dissemination tool for the nursing department. A 
well-designed website includes the EBP model or approach used in the orga-
nization; appraisal tools and other important EBP resources; links to valuable 
EBP information outside of the organization, such as to the library, databases, 
and EBP educational sites; and a dedicated space for reporting on EBP proj-
ects, similar to the sections discussed previously for the newsletter. This space 
on the website can also serve as an archive for the history of EBP project work 
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completed by nurses in the organization. Developing a standard tool for report-
ing on completed EBP work so that the nurses become familiar with a common 
format and know what to look for in the report of findings is also helpful. 

Journal Clubs
A journal club is another great venue for dissemination of EBP information in 
the work environment. Most of us think of using a journal club for EBP work to 
discuss and appraise the evidence in a nonthreatening group format. However, 
organizations can also use it to review and disseminate new evidence or the 
results of an EBP project. 

The important thing in developing a journal club is for the staff to have 
a good time and to actively participate in the discussion of the new evidence. 
Each unit or department must decide on the format for its own journal club, 
but be sure that the journal club is conducted in a way in which everyone feels 
comfortable. An interesting format for the busy nursing unit whose staff say 
they never have time to read the journal club article is a weekly journal club for 
a half hour that includes the reading of the article. 

During the first week of the month, the article is distributed, and the group 
reads and discusses the abstract together. if the article is of interest, the group 
agrees to continue with the article the next week. if the article does not interest 
the group, another article is chosen and the reading cycle begins again. in the 
second week of the cycle, the group reads and discusses the introduction and 
discussion/conclusion of the article to understand the problem and quickly jump 
to what the authors found out in the study. During the third week, the group 
reads and discusses the literature review and the results. Finally, during the last 
weekly group meeting, the hardest section, the methods, is read and discussed. 
if this format works for you, keep the articles in a folder on the unit so that hard 
copies are available for each week. An unintended and positive consequence 
has been that staff members who are really interested in the article actually do 
read it prior to the next group meeting!

Continuing Education 
You can perform continuing education outreach efforts to disseminate new evi-
dence in a variety of ways. Oral presentations, such as nursing grand rounds, 
unit-specific educational meetings, and orientation, are excellent opportunities 
to present the latest results of an EBP project. Many EBP projects have broad 



234 Johns hopkins nursing Evidence-Based Practice: implementation and translation

appeal and applicability to many nurses in an organization; be prepared that 
your fellow nurses are going to be very interested in the project and how they 
might use the results in their clinical area. if you feel unprepared for this type 
of oral presentation, select a mentor from the nursing education department and 
work with that individual to develop your first presentation. Each time you pres-
ent your work, it gets easier. Developing presentation skills within the organiza-
tion can give the nurse valuable practice and confidence to make a successful 
presentation to an external audience.

Practice-Based Learning
interdisciplinary, interactive practice-based learning where nurses, physicians, 
and other health professionals have the opportunity to discuss what the new 
evidence means for practice at the local level and for their individual patients 
facilitates buy-in and makes more likely a desired change in behavior. The edu-
cational offering should include discussion of the risks and benefits of the rec-
ommended new practice and how the new evidence or proposed change can fit 
with the organizational culture, provider practice preferences, nursing and other 
clinician expertise, and the local patient population.

Allow for discussion of differences in the local setting and, if they are 
significantly different from the setting in which the evidence was generated, 
what things are essential for the proposed translation. Likewise, discussion of 
facilitators and barriers to the change and lessons learned from previous trans-
lations are important to include in the education. Use the educational session as 
an opportunity to involve providers in generating the action plan for translation 
and let them plan how the new evidence can be translated into patient care. 

Opinion Leaders
Use of respected opinion leaders in the organization can help to connect the 
new knowledge to the local context and increase buy-in and adoption of the 
proposed change in practice by other providers. Clinicians, in general, have 
concern about cookbook implementation of new evidence without proper dis-
cussion, feedback, and planning. Clinical expertise is important for deciding 
what and how evidence gets implemented into the new setting. Opinion leaders 
can offer sound advice and counsel. 
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Decision Support Systems
A strategy for dissemination that is gaining popularity is the use of decision 
support systems in health information technology. Decision support systems 
can be programmed to provide automated reminders, triggers, algorithms, and 
advice in the form of the new evidence at the point-of-care to aid in clinical 
decision making, to promote consistency of implementation, and to maintain 
standards. With these programmed reminders, nurses and other health care 
providers have regular encouragement to adopt the new evidence resulting in a 
positive change in practice.

Submitting an Application to the Institutional  
Review Board 

The question of whether or not to submit an application to the Institutional 
Review Board (IRB) always comes up as the action plan is being developed, 
especially when the decision is made to conduct a rapid-cycle quality 
improvement study or a pilot study. The IRB is an administrative body 
established to protect the rights and welfare of human research subjects 
recruited to participate in research activities conducted under the auspices 
of the institution with which it is affiliated (Office for Human Research 
Protections, 1993). The first two questions the IRB asks are whether the 
activity involves research and whether it involves human subjects. 

The Institutional Review Board Guidebook (Office for Human Research 
Protections, 1993) defines these two terms as follows:

•	 Research as “a systematic investigation, including research 
development, testing and evaluation, designed to develop or contribute 
to generalizable knowledge.” 

•	 Human subjects as “living individual(s) about whom an investigator 
(whether professional or student) conducting research obtains (1) 
data through intervention or interaction with the individual, or (2) 
identifiable private information.” 

According to the Institutional Review Board Guidebook, some subjects might 
be exempt from the regulations requiring IRB review, including those using 
educational testing and survey procedures where no identifying information is 
recorded that can link subjects to the data and where the disclosure of the data 
could not reasonably place the subjects at risk of civil or criminal liability or be
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damaging to the subjects’ financial standing, employability, or reputation and 
research that involves the use of existing data, documents, or specimens, where 
no identifying information is recorded that can link subjects to the data (Office 
for Human Research Protections, 1993).

Research Versus Quality Improvement
At times your EBP team might find insufficient evidence to answer the 
practice question and decide to conduct a rapid-cycle quality improvement 
(QI) study or a pilot research study to fill that gap. “A clear understanding 
of the differentiation between QI and research will enhance evidence-
based practice efforts that focus on improvement and strengthen studies 
intended to generate knowledge through research” (Newhouse, Pettit, Poe, & 
Rocco, 2006, p. 218). You should be careful to avoid misrepresenting quality 
improvement as research, the consequence of which can be poorly designed and 
interpreted studies, potential infringement on subject rights, or sanctions for 
noncompliance with federal or institutional policies. Conversely you can also 
face dangers in misrepresenting research as quality improvement in that ethical 
standards can be overlooked and human protections review can be bypassed. 
Consultation with the local IRB helps you to determine whether the planned 
activities fall under the quality improvement or research umbrella. Here is some 
helpful information to assist you to differentiate between quality improvement 
and research.

Research uses disciplined methods to answer questions or solve problems. 
Quality improvement uses specified methodologies to analyze current 
performance to improve quality of care and services.

Research activities are intended to generate new knowledge—knowledge that 
is intended to be generalized to a broader population of interest than the 
sample alone (Kring, 2008; Newhouse, Pettit, Poe, & Rocco, 2006). Quality 
improvement activities are aimed at internal process improvements—intended 
to benefit specific groups of patients (present and future) within the internal 
organization and are not intended to have any application outside the 
organization in which they are conducted (Newhouse et al., 2006; Kring, 
2008). These activities are used as management tools to improve the care of 
specific patient populations within the organization or department in which 
the activities are conducted. You need to understand the distinction between 
quality improvement and research if your EBP team is considering conducting 
either type of inquiry for the action plan. 
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Research almost always involves some sort of risk to subjects, however 
minimal, and any benefits realized are usually to future patients or the 
scientific community that implements findings in the future (Kring, 2008). 
Quality improvement, on the other hand, rarely involves risk, and because only 
practices that have proven to be beneficial are tested, you see an anticipated 
benefit to current and future patients, staff, and providers in the particular 
organization or department.

If you are unsure about whether your EBP project action plan involving quality 
improvement or a pilot study should have IRB review, the safest road is to 
submit a query to your IRB for a consultation on the methods of the project. It 
is better to be safe than sorry at the conclusion of the project work. 

External Dissemination
External dissemination of EBP findings involves presenting the result of your 
EBP project to the broader health care community to foster improved patient 
care and interdisciplinary collaboration. External dissemination usually 
involves three options: oral presentation, poster presentation, and written pub-
lication. External oral and poster presentations are usually peer reviewed and 
invited following the submission and review of an abstract. This section of the 
chapter focuses on the development of a successful abstract, poster, oral presen-
tation, and manuscript. 

Abstract
An abstract is a summary description of your work and must make sense as a 
stand-alone document. The abstract should describe the purpose, significance, 
and results of your work and what you recommend. it needs to answer the “so 
what?” question and describe succinctly what is new about your work and what 
you are adding to the current knowledge on the topic. 
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Types of Abstracts
Generally you have two types of abstracts. The first is a summary abstract that 
is submitted with a manuscript or grant proposal and provides a summary of 
what is to come in the submission. This abstract is written for a review commit-
tee. The second type of abstract is a conference abstract. This type of abstract 
is written for consideration to make an oral presentation or develop a poster 
for a professional or specialty organization meeting. The requirements for the 
abstract are usually described in a “Call for Abstracts” from the conference 
organizers. Watch for these announcements to be publicized many months 
before a meeting or convention either in the conference brochure or in a sepa-
rate announcement. The conference abstract is written first for a review com-
mittee and second for the conference participants to whom you actually deliver 
your presentation or poster. The abstracts are often published in a conference 
overview booklet so that attendees can decide which sessions best meet their 
educational needs. 

Word Limits, Objectives, and Keywords
Most abstracts have a word limit that can range from 100 to 500 words with 
250 words being the most common. if you are submitting online, the text box 
is often designed to prevent you from exceeding the word limit. Be careful and 
use the word count feature to meet the guidelines as many reviews eliminate 
abstracts that go over the word limit. 

if you are submitting an abstract to a conference, you often need to write 
two objectives for the presentation or poster session, and you might be asked to 
identify how your objectives meet the conference objectives or which confer-
ence objective the abstract is targeting. You might also be asked to provide  
“keywords” about your work. Keywords are often requested to determine how 
the abstract meets the conference goals or to assign the review of the abstract 
to a reviewer. in writing both the objectives and the keywords for the abstract, 
you are often determining whether, how, and by whom your abstract is going to 
be reviewed. Avoid writing in the first person, using “i” or “we,” even though it 
was your project. Always write in third person for a formal submission. Careful 
attention to these additional steps in the process can help you to be successful.

Format
The format of the abstract depends on the person to whom you are submitting 
the abstract and the work itself. Pay close attention to the required format as 



chapter 10: translating and sharing results 239

outlined by the journal or the conference and include those words bolded as the 
topic area for each section. in that way, you can avoid leaving out an important 
part of the abstract and can show the reader that you have followed their format. 
However, most abstracts have similar essential sections:

1. Problem statement or motivation for the work: This section 
describes what question you are trying to answer or what problem 
you are trying to solve. it should also describe the scope and impor-
tance of the work, why people should care about the problem, and 
why it is going to be interesting to readers or conference attendees.

2. Approach or methods: This section describes what you did to get 
your results. For example, this would describe how you conducted 
your search, the evidence appraisal, and might also include impor-
tant decisions you made in the approach to answering your question 
(for example, excluding international studies from the evidence 
search and review or limiting the search to English language or 
adults). 

3. Results: The results section of the abstract tells the reader what 
you found or learned. it describes the answer to the question. With 
a limit to the number of words in most abstract submissions, how 
specific or general you are in this section depends on the magnitude 
of the results. 

4. Implications and recommendations: This final section of the 
abstract describes the changes, if any, that should be implemented as 
a result of the work, whether the results are generalizable or specific, 
and what the next steps or future work might be. 

The difference between a research and EBP abstract is the focus of each sec-
tion. A research abstract includes more scientific methods and merits of the 
study, including research questions, hypotheses, statistical approaches, and lim-
itations of the study. in contrast the EBP abstract focuses on the importance of 
the practice question for efficiency and effectiveness of practice, the appraisal 
of the current evidence, and discuss practice recommendations and innovations.

The successful abstract results in dissemination of the EBP project work in 
one of three formats: poster presentation, oral or podium presentation, or a pub-
lication. Figure 10.1 provides an example of a successful abstract submitted to 
the Doctor of Nursing Practice LLC Conference.
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Title: Translating the Use of the 5A’s intervention to improve Adult Type 2 
Diabetes Self-Management 

Goal: The 5A’s behavioral intervention (ask, advise, agree, assists, and 
arrange) has been successfully used to improve behavioral risk factors in 
primary care. The purpose of this systematic review of the literature is to 
evaluate the evidence for use of the 5A’s intervention to improve adult type 2 
diabetes self-management by nurse practitioners in primary care.

Objectives: The participant will be able to

1. Evaluate the methodological quality of articles identified in the 
systematic review of the literature.

2. Review the strengths and limitations of the evidence for self-
management interventions to improve glycemic control.

3. Determine whether the 5A’s intervention is a feasible option to 
improve adult type 2 diabetes in primary care.

Summary: Although there is no identification of a “best practice” diabetic 
self-management intervention, there is clear evidence that overall interven-
tions modestly improve glycemic control. interventions that are patient-
centered, intensive in nature, and in particular involve nurses or nurse 
practitioners are most effective. Nurse practitioner use of the 5A’s interven-
tion to improve adult type 2 diabetes self-management in primary care is a 
feasible option.

Figure 10.1: successful abstract submitted to doctor of nursing Practice llc 
conference by andrea schram

Posters
Presenting a poster at a conference or convention usually results from the sub-
mission of an abstract as described previously to a “Call for Abstracts” from 
the conference organizers. You most often use posters to disseminate a work 
in progress, and presenting one affords several advantages. First, that sort of 
presentation is a great way to get comfortable with dissemination of your work 
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without the pressure of a podium presentation. Second, it gives you the oppor-
tunity to interact and network with those in attendance during a poster presen-
tation session and can allow for valuable feedback for the work that is still in 
progress. Preparation for a poster presentation involves more than the develop-
ment of a great poster. it also means that you as the presenter need to discuss 
the main points of your work succinctly, aiming for less than one minute of 
interaction with conference attendees who are circulating in the poster session. 
To get their attention, you should have a sound bite to pique their interest, for 
example, a question to stimulate their curiosity in the topic (Have you ever won-
dered what the evidence is for doing…?). 

Creating an effective poster is both an art and a science and requires care-
ful planning and consideration to the message that you want to provide. The 
science involves the planning of format and message. The art involves the 
design of text, headings, color, and graphics.

The Science of Creating Posters
Posters are usually designed in two formats. The style you choose depends on 
the presentation venue, cost, and/or personal preference. The first format is a 
single-sheet format that is usually mounted on a corkboard in the conference 
room. The second format is a multipanel poster that is usually designed to sit 
on a table. Obviously, you need to find out what presentation venue is offered 
for the poster session before you begin the planning and development of your 
poster. You also need to consider portability of the poster to the conference. 
Can you carry the poster, can you put it in your luggage, or do you need a 
special case to pack the poster? it might be worth mailing/shipping the poster 
ahead of time to your hotel for ease and travel comfort. Check with the hotel 
about the proper procedure to insure that your poster is waiting for you on 
arrival. 

The most important part of the development of the poster is the planning 
and organization of the poster message. Ask yourself a few questions to begin: 

1. What is the message that i want to convey? 

2. How do i want to convey the message? 

3. What words/images/tables are critical to illustrate the message?
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Keep the message simple, brief, and focused on the critical ideas. Determine 
what size poster you can have and create a life-size mockup of the poster with 
the main points. Remember to leave space across the top for a title and a list of 
authors and their employment site or site of the work. The sections of the poster 
should basically be the sections of the abstract you submitted. The methods sec-
tion can be shortened or eliminated on the poster because most of those visiting 
your poster are going to be mainly interested in the results and your recom-
mendations. You can provide a handout of the poster for conference attendees. 
Many poster handouts include a miniature of the poster on one side and then 
additional information or a copy of the abstract on the back. You can often 
gauge the interest in your work by the requests for handouts. Always have your 
business card available in case you run out of handouts so that attendees can 
e-mail you to request a copy of the handout.

After you have drafted the message of your poster, you need to edit for 
readability. Readability involves both format and flow of ideas. Limit the 
amount of text and stay focused on the message by using bulleted key points 
and begin to think about the design. 

The Art of Creating Posters
The art of poster development is all about the design. Posters are designed left 
to right and top to bottom. The most important messages of your poster need 
to be visibly highlighted and positioned to catch the eye of those in attendance. 
if you design a poster with three columns, the most important messages should 
be at the top of the three columns. For example, the practice question should be 
on the upper left, the evidence summary can be displayed in the upper middle 
under the title, and the practice recommendations can be on the upper right-
hand side of the poster display. Figure 10.2 illustrates the poster presentation.
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Figure 10.2: successful Poster Presentation submitted to doctor of nursing 
Practice llc conference by andrea schram
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The use of headings, text, font, color, graphics, tables, charts, and pictures helps 
to communicate your planned message. Headings convey the major points of 
the message and help the attendee understand the project. Use only words that 
are absolutely necessary, evaluate the necessity of everything you place on the 
poster, and eliminate any redundancy or extraneous material. Vary the font to 
create a more visually pleasing poster with headings larger than subheadings 
and text to catch the eye. However, do not use more than three to four differ-
ent fonts and use them consistently across sections of the poster. Never use 
less than a 12-point size font because of readability. Choose your colors for the 
poster carefully. Color borders, backgrounds, and contrasts are ways to add 
color to the poster but should be pleasing to the eye and not detract from the 
poster. Use graphics in the form of charts, tables, and pictures as much as pos-
sible to illustrate key points and substitute for text. 

Several software packages, such as Microsoft PowerPoint, can help you to 
design the poster. See Table 10.2 for a quick guide to great websites for develop-
ing poster designs. 

Table 10.2: Quick guide to Poster design Websites

1. The Health Sciences Library of the New York Medical College has several 
very helpful websites for design of posters. The first website is a step-by-
step guide on “How to Create a Poster Using PowerPoint” and the other 
two links are reference guides to Microsoft PowerPoint poster design:

 http://library.nymc.edu/access/create_PPposter.cfm

 http://www.nymc.edu/infotech/Site/Quick_References_Guide/powerpoint-
quick-reference-2007.pdf

 http://www.nymc.edu/infotech/Site/Quick_References_Guide/powerpoint-
quick-reference-2003.pdf

2. The University of Washington has several public websites designed to 
assist in poster design:

 http://faculty.washington.edu/robinet/poster.html

 http://sph.washington.edu/practicum/ppposter.asp



chapter 10: translating and sharing results 245

Oral Presentation
An oral presentation is a great way to share expertise and the results of your 
EBP project work. However, many nurses do not like to make oral presenta-
tions. it has often been said that public speaking is one of the things people fear 
most, just ahead of death! To get over any barriers or fears to oral presentation, 
you can make a presentation in the work setting for practice and confidence 
before attempting an external oral presentation. in addition, you can use certain 
important strategies to increase your chances of delivering a winning oral pre-
sentation. 

Preparation
Preparation is critical for the development and delivery of the presentation.  The 
first preparation strategy is to know and understand your audience. Clarify the 
goals of the conference with the conference planners and assess if this is a spe-
cialty or multipurpose conference. This information can help you to determine 
the audience’s knowledge level, experience, motivation, and understanding of 
the topic and assist you to develop the appropriate level of content for your pre-
sentation.

3. Colin Purrington from the Department of Biology at Swarthmore College 
in Pennsylvania has designed a very comprehensive website on designing 
scientific posters. 

 http://www.swarthmore.edu/NatSci/cpurrin1/posteradvice.htm

4. The Teaching Learning and Technology Center at Texas Tech University 
has a very good poster tutorial with specific tips to increase success for 
poster creation and printing: 

 http://www.tltc.ttu.edu/posters/How_to_Make_a_Poster_Using_Power-
Point.pdf

5. The University of Kansas Medical Center has a general website on effec-
tive presentations (both oral and written) and it includes a link to creating 
posters:

 http://www.kumc.edu/SAH/OTEd/jradel/effective.html
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The next preparation strategy is to know what you want to accomplish. 
What is the goal of the presentation? is the presentation designed to inform, 
persuade, and/or move the audience to action? in presenting results of an EBP 
project, you might want to accomplish each of these goals. You certainly want 
to provide the evidence that you have found and critiqued to the audience, and 
you might want to make recommendations for a practice change based on the 
evidence. You might also feel that you have to persuade the audience with the 
strength and quality of the evidence to change an approach to practice that has 
been embedded for a long time in tradition and ritual in their practice. 

After you have determined the goal for the presentation, develop spe-
cific objectives. You might have submitted objectives when you submitted the 
abstract for review and acceptance to the conference. Revisit those objectives 
and add specific objectives for different sections of the presentation. These 
objectives can serve as an overall outline for the presentation.

The final stage of preparation is to develop the content and determine what 
you want to say to the audience. You should be able to state the “walk away” 
message in no more than one sentence. Select the appropriate resource material 
to use in the presentation and create a detailed outline to organize your material 
and begin content development. At this point, you have to decide what type of 
presentation aids you plan to use to get the message to the audience; for exam-
ple, are you going to use a PowerPoint presentation, show a video, or develop a 
case study? Many professional meetings and conferences use PowerPoint as a 
visual aid for the presentations. 

PowerPoint Tips

Here are a few basic tips for developing effective PowerPoint presentations:

1. Choose one design template for the entire presentation.

2. Limit the information on each slide.

3. Use the rule of “six,” no more than six words on a line and no more 
than six lines on a slide.

4. Standardize the format, fonts, punctuation, capitalization, colors and 
contrast, and transitions and animation as much as possible.

5. Know the length of time for your presentation and develop no more 
than one slide per minute.
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Writing the Script
After you have developed the content, write a script or text for the presenta-
tion. Give careful consideration to scripting your opening to the presentation 
to engage the audience and get their attention immediately. Common thought 
is that you only have 10 to 15 seconds to get their attention and to establish 
yourself as knowledgeable and worth listening to. The opening could include 
a direct statement of the significance of the EBP project to your unit or depart-
ment. Tell the audience what led you on the journey to look for the evidence 
you are about to present. You could also use a more indirect approach by begin-
ning your presentation with something of vital interest to the audience, a related 
important statistic, or a story or anecdote. After developing the main content, 
once again, give careful attention to the development of a powerful closing to 
your presentation. You should provide a summary of the main points and then 
challenge the audience, recommend a course of action or tell another story to 
drive home the message of your presentation. Always leave the audience with 
something to think about.

Other Considerations
Keep in mind these few final considerations for any type of presentation. First, 
practice is the key to any successful presentation. Be familiar with the content 
and do several practice runs to check timing and flow. Many peer-reviewed and 
invited oral presentations have a tight time limit, ranging from 20 minutes to 45 
minutes. Often a moderator is assigned to the session to time the presentation 
and cue you when you have reached the time limit. You should be prepared to 
summarize your presentation if you have run out of time and have not finished.

Second, when you arrive at the conference, visit the assigned presenta-
tion room to view the floor plan seating arrangement of the room, the speaker 
accommodations (stage, podium, table, microphone, and so on), the presenta-
tion technology, and to assess how your presentation is going to be viewed. Be 
prepared that on the day of the presentation, the equipment might not work, 
and you still have to proceed. Never be so dependent on the equipment that you 
cannot continue and deliver your message. Many conferences have a “speaker-
ready” room where you can view your PowerPoint on the conference’s technol-
ogy platform and take one more opportunity to practice your presentation and 
timing. 
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Appearance and rapport can affect the presentation delivery and should be 
considered when preparing for the presentation. Professional dress and a pleas-
ant demeanor (open body language, smile, and eye contact) with the audience 
are essential to a successful delivery. Again, these things have to be learned and 
should be practiced. Even the most experienced speakers give consideration to 
dress and appearance at each presentation. 

Finally, if you are involved in a team presentation, everyone should share 
the team focus and each team member should understand that their contribution 
is essential. Develop a master outline with time allocations for each team mem-
ber, and attempt to match team members’ expertise with their assigned topics. 
Decide ahead of time which team member is to coordinate the question and 
answer portion of the presentation.

Publication
if writing that article for publication sounds like something you don’t think you 
could do, you are mistaken. Fear of writing is a similar barrier to dissemination 
as fear of public speaking. Your experience in EBP projects is very important 
work, and the profession needs to know about it. You can begin to write for 
publication in two simple ways. The first is to write with the team who were 
part of the EBP project and to develop the manuscript together. The second way 
is to find a mentor who has been successful with publishing and to work with 
that person on the manuscript. Either strategy can help you to jumpstart the 
writing process. Additionally, consider every abstract, poster, and oral presenta-
tion you do as the beginning of a manuscript for publication.

Authorship
The first issue to consider when developing a manuscript for publication is the 
matter of authorship. Some departments have developed their own detailed, 
written guidelines on authorship practices and make them available to every-
one. Discuss these as you begin your work. if no formal guidelines exist, make 
sure that you discuss authorship prior to the onset of a working relationship and 
regularly so that people are comfortable asking questions about their work and 
how it is to be credited. 



chapter 10: translating and sharing results 249

in 1978, a group of medical editors met in Vancouver, British Colum-
bia, to establish guidelines for the format of manuscripts submitted to their 
journals. They became known as the Vancouver Group initially and are now 
called the international Committee of Medical Journal Editors (iCMJE). The 
requirements for manuscripts were first published in 1979; the latest version 
was developed in 2008 (iCMJE, 2008). According to the iCMJE’s Uniform 
Requirements for Manuscripts Submitted to Biomedical Journals: Writing and 
Editing for Biomedical Publication, all persons designated as authors should 
qualify for authorship. Each author should have participated sufficiently in the 
work to take public responsibility for the content of the whole article. Author-
ship credit should be based on a potential author meeting all three of these cri-
teria:

1. The potential author should make substantial contributions to con-
ception and design, acquisition of data, or analysis and interpretation 
of data.

2. The potential author should participate in drafting the article or criti-
cally revising it for important intellectual content.

3. The potential author should give final approval of the version to be 
published. 

Manuscript Development
So, how do you get started writing that article for publication? You have already 
decided that you want to publish your EBP project results. You have several 
publication options from which to choose: review of literature, an innova-
tion report, a scientific report, a letter to the editor, and other journal-specific 
departments. Choose the publication option based on the significance of the 
content of the EBP project and the proposed readership. Next, you should select 
the journal to submit your manuscript. Review the author guidelines and to 
improve your chances for acceptance pay close attention to the required format 
for the manuscript preparation and for managing references and citations. Man-
uscripts that do not follow the prescribed guidelines are often returned to the 
author unreviewed. Prior to final selection of the journal, review the last 2 years 
of monthly indexes of the journal to make sure that it publishes the type of 
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work you intend to submit and that no recent publication of similar work exists 
in that journal. You might also write a query letter to the editor of the journal to 
determine if interest in the manuscript topic exists. 

A few tips can help you get started with the writing. First, develop an out-
line to help you organize the material and focus your content. Begin by devel-
oping major headings and then develop subheadings within each section. Make 
sure that you have researched the practice question thoroughly and review your 
records of any inclusion or exclusion decisions that you made during the evi-
dence search process.

Format Options
You can use two types of outlines for scholarly writing. The first type of outline 
is the “iMRAD” or introduction, Methods, Results, And Discussion format, 
which follows the process of scientific discovery. The iCMJE established this 
format for text of observational and experimental manuscripts submitted to 
biomedical journals. The introduction section includes background on the study 
or project and answers the why question. You would also include a description 
of the problem in this section. The Methods section details the approach taken 
to study the problem and answers the questions of when, where and how? The 
Results section reports on the what question and discusses what was found. 
And the Discussion section explains what the results mean and discusses limi-
tations and conclusions. Long articles might need subheadings within some sec-
tions (especially Results and Discussion) to clarify their content. 

However, the iCMJE agrees that other article types, such as case reports, 
reviews, and editorials, probably need to be formatted differently (iCMJE, 
2008). Unfortunately, scholarly accounts of the methods, experiences, and 
results of health care quality improvement work are often not published (Davi-
doff & Batalden, 2005). These improvement efforts focus primarily on mak-
ing care better at local sites, but despite the local focus, improvement efforts 
frequently generate important new knowledge about systems of care and about 
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how best to change those systems (Davidoff & Batalden, 2005). Davidoff and 
Batalden (2005) cite the many reasons for this failure to publish health care 
improvement work: 

 ■ Competing service responsibilities of and lack of academic rewards 
for improvement staff

 ■ Editors’ and peer reviewers’ unfamiliarity with improvement goals 
and methods

 ■ Lack of publication guidelines that are appropriate for rigorous, 
scholarly improvement work

They view this failure to publish as a serious deficiency, limiting the available 
evidence on efficacy, depriving staff of the opportunity and incentive to clarify 
thinking, slowing dissemination of established improvement work, inhibiting 
the discovery of innovations, and compromising the ethical obligation to return 
valuable information to the public. 

A new outline format was developed and has reached a level of consen-
sus as the format for reporting of improvement studies, Standards for Quality 
improvement Reporting Excellence (SQUiRE) guidelines (see Figure 10.3). 
(Davidoff, Batalden, Stevens, Ogrinc & Mooney, 2008; Oermann, 2009). The 
SQUiRE outline format is also appropriate for reporting EBP project work and 
is being used in nursing journals. The SQUiRE basic outline format includes 
introduction, Methods, Results, and Discussion, but the suggested subheadings 
under each section allow for report of more relevant information to improve-
ment work including information about the planned intervention, the context in 
which the intervention will be implemented, and effectiveness evaluation (Davi-
doff et al., 2008). See Figure 10.3 for a complete description of the SQUiRE 
Guidelines. 
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Figure 10.3: the sQuirE guidelines, with extensive additional resources, is 
available free from http://www.squire-statement.org/

You can use either of the two outline formats for manuscript preparation for 
EBP project work, and a combination of the two could be useful. Using the PET 
(Practice question, Evidence, Translation) process as an outline format with an 
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introduction and Discussion section also makes sense. To start the manuscript 
writing, begin with the development of the introduction, which includes the 
goal of the EBP project, a background discussion of the problem, the current 
status, and why the problem is important. 

The second section of the manuscript, the Practice Question, includes a 
statement of the practice question and a discussion of the scope of the project 
work, including development of the project management plan with timeline and 
assignment of responsibilities. This discussion of who does what, when, and 
how gives the reader a feel for the development of the work. 

The third section of the manuscript, the Evidence section, provides a report 
of the logical sequence of the search for evidence. it includes a list of the search 
terms, search strategies, databases used, and any inclusion and exclusion cri-
teria developed. This section also includes a discussion of how the review was 
conducted, by whom, what tools were used for the appraisal of strength and 
quality of evidence, and how the evidence was summarized. Finally, this sec-
tion should make a statement on the strength of the evidence and discuss prac-
tice recommendations based on the strength of the evidence. 

The fourth section of the EBP project manuscript is the Translation sec-
tion. Here you discuss the implementation plan, including practice changes if 
sufficient evidence strength exists, or discuss the design and results of the pilot 
study. if the pilot is successful, you present strategies for a full implementation 
and dissemination of findings, including the communication plan to share the 
results of the work. The final section of the EBP manuscript is the Discussion 
and Conclusions of the work, including lessons learned, final recommendations, 
and a discussion of what comes next.

Summary
Embracing the concept of EBP is easy, but implementing it in practice presents 
many challenges (Oermann, 2008). One of the greatest of those challenges is 
the translation and dissemination of the results of EBP projects both inside and 
outside of the organization. The importance of direct involvement of front-line 
staff first in leading EBP projects and then in disseminating the results of those 
projects cannot be overemphasized (Burns, Dudjak, & Greenhouse, 2009). The 
dissemination strategy for EBP project results must be two-pronged and must 
include a communication strategy for inside the organization and the three Ps 
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of dissemination (posters, presentations, and publications) for external com-
munication. Only through a comprehensive approach to translation and sharing 
of the results of EBP work can the profession move from tradition and ritual to 
a practice based on a spirit of inquiry that searches for the most current and rel-
evant evidence for each practice setting. 
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