CHAPTER ONE

Evidence-Based Practice

Kathleen M. White

Let whoever is in charge keep this simple question in her head (not, how can I always do this right
thing myself, but), how can I provide for this right thing to be always done?
—FLORENCE NIGHTINGALE (1860)

EviDENCE-Basep PracTice (EBP) Is Not NEw. In fact, most contemporary literature cred-
its Dr. Archie Cochrane, a British epidemiologist, who in the 1970s was the impetus
for moving medicine toward EBP. Cochrane criticized the medical profession and its
use of findings from medical research: “It is surely a great criticism of our profession
that we have not organized a critical summary, by specialty or subspecialty, updated
periodically, of all randomized controlled trials” (Cochrane, 1972).

The implementation of EBP in healthcare has moved us from a “do something
... anything” framework of patient care to “Why do we do these things when we don't
really know what works?” The Evidence-Based Medicine Working Group (1992), in
promoting a new paradigm for medical practice, is often quoted as saying:

Evidence-based medicine de-emphasizes intuition, unsystematic clinical
experience, and pathophysiologic rationale as sufficient grounds for clini-
cal decision making and stresses the examination of evidence from clinical
research. Evidence-based medicine requires new skills of the physician,
including efficient literature searching and the application of formal rules
of evidence [in] evaluating the clinical literature. (p. 2420)

However, the nursing profession also lays claim to the origins of EBP based on
Florence Nightingale’s collection of epidemiological data that were used to change
practice (Titler et al., 2001). Nightingale emphatically taught her nurses that the
foundation of clinical practice was to use evidence to guide clinical decision-making.
Stetler and Marram (1976), in their earliest work on research utilization for nursing,
noted that even though tools are available to critique research design, there are no cri-
teria to help the nurse—from critique to application—to decide whether and how to
use the findings in the nurse’s specific work environment. For nursing, the framework
for decision-making has long been the nursing process: a systematic problem-solving
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methodology that has served us well. However, this process does not include the step
of questioning one’s own practice and being able to say “I dont know if what I am
doing is really improving the patient’s outcome.” The evaluation step of the nursing
process takes the nurse only halfway to maximizing quality and effectiveness of care.
This chapter discusses the importance of EBP for nursing and presents a summary of
key EBP nursing models in use today.

B WHY EBP AND WHY NOW?

Nurses can no longer rely solely on their clinical experience to provide quality care.
Nurses routinely need to question their practice and look for alternative methods to
improve the processes of care. As the nurse evaluates patient care processes and their
outcomes as part of everyday care, he or she must ask whether the best and the most
current practices are being used and whether those interventions are producing the
best outcomes for the patient. This critical thinking is the foundation for EBP and
should be guided by a systematic approach to the evaluation of current practice. EBP
in healthcare today uses a formal process with specific criteria to appraise emerging
evidence and methods for incorporating that evidence to inform and change practice.

Why has the emphasis for the use of evidence in practice gained so much mo-
mentum? The Institute of Medicine's report, Health Professions Education (2003), called
for all health professional educational programs to include competency in five areas:
patient-centered care, quality improvement, interprofessional collaborative practice,
health information technology, and emphasizing EBP. In addition, a U.S. Department
of Health and Human Services report (2012) defined a national quality strategy, an
important element of the Affordable Care Act, to improve the quality and delivery
of healthcare services, patient health outcomes, and population health. This quality
strategy began with three aims—better care, healthy people/healthy communities,
and affordable care—for quality improvement. It has developed into a road map for
quality with a consensus-based set of core principles to guide the quality strategy and
all efforts to improve health and healthcare delivery. These 10 principles are based on
the implementation of evidence-based interventions that have been shown to have
positive benefit and impact the health and health outcomes of individuals and popu-
lations (Agency for Healthcare Research and Quality [AHRQ], 2010).

The increasing complexity of the healthcare delivery systems has seen five im-
portant factors that challenge clinicians to seek and use evidence to guide their prac-
tice. The first factor is the high visibility of the quality and safety movement in health-
care. In the midst of ever-increasing healthcare choices, clinicians want to know what
works to increase the quality of care delivered, including the best practices to improve
and optimize patient outcomes, the satisfaction with care to optimize the patient
experience throughout the continuum of care, and implementation of safer systems
of care to protect patients from medical error. It has been recommended recently
that consumers should be included in discussions and implementation of safety and
quality initiatives at local levels, and this challenges clinicians to consider the role
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of patients in these initiatives. For example, proper hand-washing before and after
patient contact has been consistently shown to decrease the spread of infections.
Empowering patients to ask their physician or nurse when they enter their hospital
room or clinic suite, “Have you washed your hands?” directly involves the patient in
implementing evidence at the point of care.

The second factor is the tremendous growth of new knowledge available to today’s
healthcare clinician. As of April 5, 2018, 5,235 journals are currently indexed for
MEDLINE. MEDLINE includes journals that are cited as Index Medicus as well as
other non-Index Medicus journals. There are 4,946 journals indexed as Index Medicus
and 289 additional non-Index Medicus journals, on topics such as dentistry, nursing,
healthcare administration and delivery, healthcare technology, history of medicine,
consumer health, and HIV/AIDS (National Library of Medicine, 2018). The Cumula-
tive Index to Nursing and Allied Health Literature (CINAHL; EBSCO host, n.d.) now
includes more than 4,000 journals in its index for nursing and allied health profes-
sionals. In 1995, when there were fewer journals than are available to clinicians today,
it was estimated that clinicians would need to read 19 articles a day, 365 days a year to
stay abreast of the explosion of new information (Davidoff, Haynes, Sackett, & Smith,
1995). The challenge to be updated with new knowledge in healthcare is even greater
today. Evidence-based practice is a way for nurses to bridge the research—practice gap
(International Council of Nurses, 2012).

The third factor is the research in healthcare that has shown that there is a con-
siderable delay in incorporating new evidence into clinical practice (Balas & Boren, 2000).
There are many examples of these delays in implementing knowledge into practice,
too numerous to cite here; however, the most famous is that in 1973, there was good
evidence for the effectiveness of thrombolytic therapy in reducing mortality in acute
myocardial infarction (MI), which is still not uniformly given in a timely fashion to
patients who would benefit.

The fourth factor is a result of the growth of new knowledge and the delays in
implementing that new knowledge, a resultant decline in best care knowledge for patient
care. There is so much information available to the clinician and limited time to read
and evaluate it for use in practice. It is widely recognized that the knowledge of best
care has a negative correlation with the year of graduation (i.e., the longer the time
since graduation, the poorer a person’s knowledge of best care practices). EBP tech-
niques, such as systematic reviews of evidence, available to the clinician at websites—
such as the Cochrane Collaboration, the AHRQ, National Guidelines Clearinghouse,
and the Joanna Briggs Institute—synthesize new knowledge and make it available to
clinicians to improve best care knowledge.

Finally, the tremendous consumer pressure created by an increasingly savvy con-
sumer who has online healthcare information at her or his fingertips has increased
consumer expectations to take part in treatment decisions. Patients with chronic
health problems who often access the Internet have considerable expertise in the
self-management of their healthcare. Nurses at the point of care are in important po-
sitions to provide up-to-date information to patients, incorporating the best available
evidence when patients question the type and quality of care being provided.
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The factors mentioned previously demand that nurses in today’s healthcare sys-
tem be knowledgeable about their practice and use explicit criteria and methods to
evaluate their practice to incorporate appropriate new evidence. However, the re-
search over the past 15 years has been inconsistent on nurses’ use of evidence to
inform and improve practice.

In one of the earliest EBP studies, Mitchell, Janzen, Pask, and Southwell (1995)
investigated the use of research in practice in Canadian hospitals and found that only
15% had a research utilization/EBP program for their nurses and only 38% based
changes in practice on research, but that 97% wanted assistance in teaching their
nurses about the research process. They also found that only 35% of small hospitals
of less than 250 beds had nursing research journals in their libraries.

In 2000, Parahoo studied nurses’ perceptions of research and found that many
reported a lack of skill in evaluating research and felt isolated from colleagues who
might be available to discuss research findings. The study found that nurses lacked
the confidence to implement change and felt that they did not have the autonomy
to implement changes. Parahoo also found that organizational characteristics are the
most significant barriers to research use among nurses, including lack of organiza-
tional support for EBP, noting a lack of interest; a lack of motivation; a lack of leader-
ship; and a lack of vision, strategy, and direction among managers.

In a Cochrane review, Foxcroft and Cole (2006) examined studies that had iden-
tified organizational infrastructures that promote EBP to determine the extent of ef-
fectiveness of the organizational infrastructure in promoting the implementation of
research evidence to improve the effectiveness of nursing interventions. They found
only seven case study designs to review. They concluded that there were no studies
rigorous enough to be included in the review and recommended that conceptual
models on organizational processes to promote EBP need to be researched and evalu-
ated properly.

Pravikoff, Tanner, and Pierce (2005) studied the EBP readiness of RNs in a geo-
graphically stratified random sample of 3,000 RNs (n = 1,097) obtained from a na-
tionwide publishing company. The purpose of the study was to examine the nurses’
perceptions of their skills in obtaining evidence and their access to tools to obtain that
evidence. Of the RNs, 760 were currently in clinical practice. Among that group, the
study team found that 61% of the respondents said they needed to seek information
at least once per week; however, 67% of those nurses always or frequently sought
information from a colleague instead of a reference text, and only 46% were familiar
with the term EBP. In addition, 58% reported not using research reports at all to sup-
port their practice, 82% reported never using a hospital library, and 83% reported
rarely or never seeking a librarian’s assistance. These are large gaps in nurses’ skills
and knowledge that need to be closed to enable EBP.

In a study to identify the presence or absence of provider and organizational
variables associated with the use of EBP among nurses, Leasure, Stirlen, and Thomp-
son (2008) surveyed nurse executives to identify barriers and facilitators to the use
of EBP. They found that facilitators to EBP are reading journals that publish original
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research; joining journal clubs, nursing research committees, and facility research
committees; and having facility access to the Internet. However, the barriers included
lack of staff involvement in projects, no communication of projects that were com-
pleted, and no knowledge on outcomes of projects.

More recent studies by Melnyk and colleagues have assessed beliefs about and
the state of EBP among U.S. nurses. They found that having an organizational cul-
ture and work environment that supports EBP is positively associated with nurse
satisfaction, belief in EBP, and implementation of EBP by nurses and other health-
care providers (Melnyk, Fineout-Overholt, Gallagher-Ford, & Kaplan, 2012; Melnyk,
Fineout-Overholt, Giggleman, & Cruz, 2010). They also found that even though EBP
is generally accepted by nurses despite differences in this acceptance by Magnet® and
non-Magnet institutions, the nurses still identify barriers to positive implementation
of EBP in their practices (Melnyk et al., 2012).

Importance of Using Best Available Evidence to Guide
Nursing Practice

It is clear from this sampling of studies that EBP is continuing to evolve, but not to
the extent that is necessary. Nurses must understand the importance of EBP, and
healthcare organizations must invest in resources necessary for nurses to have access
to evidence at the point of care. However, a systematic approach to using that evi-
dence is necessary: A formal process is needed that uses specific criteria to appraise
evidence to enhance efficiency and effectiveness of practice and uses methods for
incorporating that evidence into practice. There are many good EBP models that
have been developed to organize and assist nurses to ask clinical questions, evaluate
new evidence, and to make changes in the clinical setting. Each of these models has
advantages and disadvantages, and they vary in usefulness by setting and context.
Gawlinski and Rutledge (2008) suggested that a deliberate process should be fol-
lowed by an organization to select a model for EBP. They suggested that first a group
should be developed to champion the EBP process and that this group should review
models by using specific criteria and then summarize the strengths and weaknesses
of the models by asking specific questions such as:

* What elements of EBP models are important to your organization?
* Is the model useful for all clinical situations and populations?

* Has the model been tested and disseminated?

* Is the model easy to use, and who will use the model?

They also suggested that once a model is chosen, the EBP champion group
should educate the staff. Dearholt, White, Newhouse, Pugh, and Poe (2008) have
gone further, suggesting that once the organization decides that an evidence-based
foundation for nursing is needed, a model should be chosen that is easy for the staff
nurse to use; the administration should also create a strategic initiative around the
implementation of EBP for the nursing department, supporting the initiative with
resources in terms of time, money, and people.
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B EBP CONCEPTUAL FRAMEWORKS AND MODELS

A conceptual framework or model is a guide to an empirical inquiry that is built
from a set of concepts, deemed critical to the inquiry, which are related and func-
tion to outline the inquiry or set of actions. Frameworks have been used in nursing
to guide research and to define the foundation for nursing practice and educational
programs. Likewise, models for implementing EBP have been developed to guide
the process. These models vary in detail and in explicit criteria and methods for
carrying out an EBP inquiry. However, the following steps or phases are common to
most models:

1. Identification of a clinical problem or question of practice

2. Search for best evidence

3. Critical appraisal of strength, quality, quantity, and consistency of evidence

4. Recommendation for action (no change, change, further study) based on
the appraisal of evidence

5. Implementation of recommendation

6. Evaluation of that recommendation in relationship to desired outcomes

The chapter continues with a presentation of the key nursing EBP models in
use today.

Stetler’s Model of Research Utilization

Cheryl Stetler's Model of Research Utilization (Figure 1.1) was one of the original
models developed as an EBP for nursing that began to receive attention. She originally
developed the model in 1994 and revised it in 2001. The purpose of the model is to
formulate a series of critical-thinking and decision-making steps that are designed to
facilitate the effective use of research findings (Stetler, 2001; Stetler & Marram, 1976).
The model is an individual practitioner-oriented model rather than an organizational-
focused model. The revised model promotes the use of both internal data (such as
quality improvement, operational, evaluation, and practitioner experience data) and
external evidence (such as primary research and consensus of national experts). The
model describes five phases of research utilization. In phase 1, preparation, the nurse
searches for and selects research to be evaluated for practice implementation. This
step is driven by critical thinking about potential internal and external influencing
factors. During phase 11, validation, the nurse appraises the findings of the study using
specific methodology and utilization considerations. In phase III, the comparative
evaluation or decision-making phase, a decision about whether a practice change can be
made is determined using four applicability criteria: (a) the substantiating evidence,
(b) the fit for implementing the research findings in the setting, (c¢) the feasibility
of implementation, and (d) the evaluation of current practice. Phase IV is when the
translation or application of the research findings is implemented and the “how tos” of
implementation are considered. Phase V, evaluation, requires that processes include
different types and levels of evaluation.
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Dobbins’s Framework for Dissemination and Utilization of Research

In 2001, Dobbins, Cockerill, and Barnsley studied the factors affecting the utilization
of systematic reviews. The purpose of their study was to determine the extent to which
public health decision makers in Ontario used five systematic reviews to make pol-
icy decisions and to determine the characteristics that predict their use. The findings
of the study were used to assist health services researchers in disseminating research.
Informed by their own research and using Everett Rogerss Diffusion of Innovations the-
ory, the Dobbinss framework for dissemination and utilization of research (Figure 1.2)
was developed to inform policy and practice. The model illustrates that the process of
adoption of research evidence is influenced by characteristics related to the individual,
organization, environment, and innovation. The model includes five stages of innova-
tion: knowledge, persuasion, decision, implementation, and confirmation. Identified

Knowledge ——>» Persuasion ——>» Decision ——> Implementation ——> Confirmation

Research Evidence-based Research
dissemination decision-making utilization € 3 ST
| Academic detailing | | Type of decision 1 Adopt Reject
i Outreach ! i Values ]
! Audit and feedback ] ! Beliefs ]
1 CME 1 1 Evidence 1
{ Workshops : | Organizational '
! Conferences ] ! decision-making T
1 Publications 1 1 Type of innovation 1
1 Executive summaries) ! ]
A A

v iResource allocation | I Patient outcomes 1

| i h teristi 1Maintain program/ : 1 Resource allocation:

nnovation characteristics ! services : ! Expenditures :

:Discontinue program/ : Organizational :

b 1

1 services \ 1 performance |

i Initiate new ] | indicators :

| program/services 1 ! :

1Change clinical practice; : :

.. 1

Organizational Individual 1Change health policies | ' i

characteristics characteristics (Professional training 1+ | |

Environmental characteristics
< T Y A 4

FIGURE 1.2 Framework for research dissemination and utilization.
CME, continuing medical education.

Source: Adapted with permission from Dobbins, M., Ciliska, D., Cockerill, R., & Barnsley, J. (2001).
Factors affecting the utilization of systematic reviews: A study of public health decision makers.
International Journal of Technology Assessment in Health Care, 17(2), 203-214. doi:10.1017/
S0266462300105069
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under each of the five stages are the considerations for transferring research to practice
in healthcare (Dobbins, Ciliska, Cockerill, Barnsley, & DiCenso, 2002).

Funk’s Model for Improving the Dissemination of Nursing Research

In 1987, the research team of Funk, Champagne, Tornquist, and Wiese, after con-
cluding that there was a huge gap between the conduct of nursing research and the
use of research findings to improve practice, developed the BARRIERS scale to assess
the perceptions of barriers of clinicians, administrators, and academicians to the uti-
lization of research findings in practice. Items were derived from the literature, from
research data, and from the Conduct and Utilization of Research in Nursing (CURN)
projects research utilization questionnaire (Crane, Pelz, & Horsley, 1977). The
BARRIERS scale consisted of 28 items in four categories: characteristics of the adopter,
the organization, the innovation, and the communication. The tool was tested with a
sample of 1,948 RNs in clinical practice (n = 924). Standard psychometric analyses
of the tool were performed and replicated. Using the results of this analysis, the team
developed a model for improving research utilization. The Funk model for improving
dissemination of nursing research (Figure 1.3) includes three components: the quali-
ties of the research, characteristics of communication, and facilitation of utilization
(Funk, Tornquist, & Champagne, 1989). The model delineates three mechanisms
to achieve the dissemination of research: (a) hold topic-focused, practice-oriented
research conferences; (b) write monographs that are based on the research conference
presentations; and (¢) develop an information center that provides ongoing dialogue,
support, and consultation for the dissemination (Funk et al., 1989). The goal of the
approach is to reach the practicing nurse with research results and to provide support
and consultation to those doing the research.

Clinical Practice Guideline Implementation Model

The Registered Nurses Association of Ontario (RNAO; 2002) took the lead in Canada
in developing best practice guidelines for nurses. The Nursing Best Practice Guidelines
(NBPG) project was funded by the Ontario Ministry of Health and Long-Term Care
and involved the development, implementation, evaluation, and dissemination of a
series of clinical practice guidelines (CPGs). Early on in the project it became evi-
dent that healthcare organizations were struggling to identify ways to implement
the guidelines, and little attention was being paid to implementation strategies. The
RNAO established a panel of nurses and researchers, chaired by Alba DiCenso, to
develop a planned, systematic approach to the implementation of the CPGs (DiCenso
et al., 2002). The likelihood of success in implementing CPGs increases when:

* A systematic process is used to identify a well-developed, evidence-based
CPG.

» Appropriate stakeholders are identified and engaged.

* An assessment of environmental readiness for CPG implementation is
conducted.



12 I: TRANSLATION OF EVIDENCE

* Evidence-based implementation strategies that address the issues raised
through the environmental readiness assessment are used.

* An evaluation of the implementation is planned and conducted.

* Consideration of resource implications to carry out these activities is ad-

equately addressed (DiCenso et al., 2002).

The panel developed an implementation model (Figure 1.4) with an accom-
panying tool kit for implementing CPGs (rnao.ca/bpg/resources/toolkit-implementa-

tion-best-practice-guidelines-second-edition).

DISSEMINATION COMPONENTS

Qualities of the research

Topic:
Focus on one broad area
Relevance and importance for nursing practice
Applicability to range of settings

MECHANISMS TO ACHIEVE

Topic selection:
Literature review
Survey of clinicians
Survey of researchers

A

Availability of research

Ability of nursing to control interventions

Gap between research and practice
New research:

Scientific merit

Significance

Readiness for practice

l

Characteristics of the
communication

Update on current bases of practice

Use of non-technical language

Description of effects, not statistical tests

Emphasis on implications for practice B S
Delineation of what is ready for practice

Clarification of limitations on generalizability

Strategies for implementation

Demonstration of new techniques

Discussion between researchers and clinicians

Broad dissemination

Facilitation of utilization

Reinforcement of new knowledge
Ongoing dialogue between researchers

=)

ch selection:
Review by panel with expertise in
Clinical area
Methods
Psychometrics
Statistics

Guidance provided to researchers:
Editorial
Methodological
Statistical
Conference
Monograph

Information center
Newsletter

A

and clinicians
Update on research in the topic area

Assistance with implementation problems
Sharing of implementation experiences
Support during implementation

FIGURE 1.3 The Funk research dissemination model.

Consultation
Referrals

Source: Reprinted with permission from Funk, S. G., Tornquist, E. M., & Champagne, M. T. (1989).
A model for the dissemination of nursing research. Western Journal of Nursing Research, 11(3),
361-372. doi:10.1177/019394598901100311. Copyright by Sage Publications, Inc.
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! !

Resources (6) €«—> Identify CPG (1)<€—> Stakeholders (2)

\4
Environmental
readiness (3)

Y

\ Implementation /

strategies (4)

\ 4 /
Evaluation (5)

FIGURE 1.4 CPG implementation model.
CPG, clinical practice guideline.

Source: From Registered Nurses Association of Ontario. (2002). Toolkit: Implementation of clinical
practice guidelines. Retrieved from http://rnao.ca/bpg/resources/toolkit-implementation-best-
practice-guidelines-second-edition.

The Johns Hopkins Nursing EBP Model and Guidelines

The Johns Hopkins Nursing EBP (JHNEBP) Model (Figure 1.5) was developed by
a collaborative team of nurse leaders from the Johns Hopkins Hospital (JHH) and

PRACTICE

Practice " . ]
question #Ewdence ’E#Translatlon }> | Best Practices I
LEARNING M

Practice

=)

Improvements
(Clinical, Learning,
Operational)

FIGURE 1.5 Johns Hopkins Nursing evidence-based practice conceptual

model.
Source: From Dang, D., & Dearholt, S. (2017). The Johns Hopkins nursing evidence-based practice
model and guidelines. Indianapolis, IN: Sigma Theta Tau International.
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the Johns Hopkins University School of Nursing JHUSON) asked to evaluate cur-
rent practice, policies and procedures to ensure they were evidence-based. The team
developed this practical model with accompanying guidelines and tools so that
staff nurses would be able to evaluate current evidence and translate research find-
ings into patient care. The goals of EBP at both the JHH and JHUSON are to:

* Ensure the highest quality of care.

* Use evidence to promote optimal outcomes or provide equivalent care at
lower cost/time.

* Support rational decisions (including structural changes) that reduce inap-
propriate variation.

* Make it easier to do our job (optimal processes).

* Promote patient satisfaction and health-related quality of life (HRQOL).

¢ Create a culture of critical thinking and ongoing learning.

* Grow an environment where evidence supports clinical and administrative
decisions.

The JHNEBP conceptual model was updated in 2017 to reflect more contempo-
rary practice and terminology.

The JHNEBP model is defined as a problem-solving approach to clinical de-
cision-making within a healthcare organization, which integrates the best available
scientific evidence with the best available experiential (patient and practitioner) evi-
dence, considers internal and external influences on practice, and encourages critical
thinking in the judicious application of such evidence to the care of the individual
patient, patient population, or system (Newhouse, Dearholt, Poe, Pugh, & White,
2005). The model also includes the three domains of professional nursing: nursing
practice, education, and research.

The guidelines that accompany the model describe the three phases in getting
to an EBP (Figure 1.6). These three phases are described as the “PET” process, an
acronym that stands for the practice question, evidence, and translation.

The first phase, or “P” in PET, is the practice question and involves six steps:

1. Recruit an interprofessional team.
2. Define the problem.

Practice question ~———>» Evidence —_— Translation

FIGURE 1.6 Evidence-based practice process.

Source: Reprinted with permission from Newhouse, R. P, Dearholt, S. L., Poe, S. S., Pugh, L. C., &
White, K. M. (2005). Evidence-based practice: A practical approach to implementation. Journal of
Nursing Administration, 35(1), 35-40. doi:10.1097/00005110-200501000-00013. Copyright by the
Johns Hopkins Hospital/Johns Hopkins University.
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3.

4.
5.
6.

Develop and refine the EBP question using the PICO format, which will

help to identify key search terms for the evidence search (Richardson, Wil-

son, Nishikawa, & Hayward, 1995):

P — Patient, population, or problem (age, gender, patient setting, or symp-

toms)

I — Intervention (treatment, medications, education, and diagnostic tests)

C — Comparison with other treatments (may not be applicable or may not
be apparent until additional reading is done)

O — Outcome (anticipated outcome).

Identify stakeholders.

Determine responsibility for project leadership.

Schedule team meetings

The second phase, or “E” in PET, is evidence and involves another five steps:

1.

U WS

Conduct an internal and external search for evidence: Think about key
search terms for the evidence search and brainstorm about what databases
and other places there are to search for the evidence.

Appraise the level and quality of each piece of evidence.

Summarize the individual evidence.

Synthesize the overall strength and quality of the evidence.

Develop recommendations for change based on evidence synthesis:

= Strong, compelling evidence, consistent results

= Good evidence, consistent results

= Good evidence, conflicting results

= Insufficient or absent evidence

The third phase, or “T” in PET, is translation, which includes the following nine

steps:

1.

©® N oA WS

Determine the fit, feasibility, and appropriateness of recommendations for
translation path.

Create an action plan.

Secure support and resources to implement the action plan.

Implement the action plan.

Evaluate the outcomes.

Report the outcomes to the stakeholders.

Identify the next steps.

Disseminate the findings.

This model includes a set of tools for use during each of the phases discussed
previously and a very important project management tool that delineates the 19 steps
in the PET process for the user. These tools are a critical added dimension to the
model and make its use very practical for the staff nurse. The eight tools are:

1.
2.
3.

Development of a practice question
Stakeholder analysis tool
Evidence appraisal guideline—Ilevels of evidence and quality-rating tool
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Review tool for scientific evidence

Review tool for nonscientific evidence
Individual evidence summary table

Synthesis of evidence and recommendation tool
Project management tool (action-planning tool)

© N o Vs

The lowa Model of Research-Based Practice to Promote Quality Care

The Towa Model of Research-Based Practice was developed as a decision-making
algorithm to guide nurses in using research findings to improve the quality of care
(Figure 1.7). It was originally published in 1994, revised in 2001, and revised again
in 2015 by the Iowa Model Collaborative. The revision was based on changes in the
healthcare system, emerging evidence in implementation science, and questions from
users (Cullen, Hanrahan and Kleiber, 2018). The lowa model uses the concept of
“triggers” for EBP, either clinical problem-focused or new knowledge-focused triggers
often coming from outside the organization. These triggers set an EBP inquiry into
motion and at each point in the algorithm, the nurse must consider the organizational
context and the strength and quantity of evidence, while answering several questions:

¢ Is the evidence to change practice sufficient?

* Are findings across studies consistent?

* Are the type and quality of the findings sufficient?

* Do the studies have clinical (not just statistical) relevance?

* Can the studies reviewed be generalized to your population?
* Are the findings of the study feasible?

» How appropriate is the risk—benefit ratio?

This model emphasizes the use of pilot testing versus the implementation of a
practice change.

Rosswurm and Larrabee’s Model for EBP Change

Rosswurm and Larrabee (1999), at the University of West Virginia, developed a six-
step model to facilitate a shift from traditional and intuition-driven practice to imple-
ment evidence-based changes into practice (Figure 1.8). The model has been tested
in the acute care clinical setting, but the authors think it is adaptable to primary care
settings. The following are the six steps in the model (Larrabee, 2009):

1. Assess the need for change in practice by comparing internal data with
external data.

2. Link the problem with interventions and outcomes (standard interventions,
if possible).

3. Synthesize the best evidence (research and contextual evidence).

4. Design a change in practice.

5. Implement and evaluate the change in practice, including processes and
outcomes.

6. Integrate and maintain the change in practice using diffusion strategies.
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Identify triggering issues / opportunities
® Clinical or patient-identified issue
® Organization, state, or national initiative
® Data / new evidence
® Accrediting agency requirements / regulations

® Philosophy of care

State the question or purpose

Is this topic a No

priority?

Consider another
issue / opportunity

Form a team

|

Assemble, appraise, and synthesize body of evidence

® Conduct systematic search
* Weigh quality, quantity, consistency, and risk

Is thgre No
sufficient
evidence?

Yes

Conduct research

Design and pilot the practice change
® Engage patients and verify preferences
® Consider resources, constraints, and approval
® Develop localized protocol
® Create an evaluation plan
o Collect baseline data
o Develop an implementation plan
e Prepare clinicians and materials
e Promote adoption
e Collect and report post-pilot data

Redesign

Is change
appropriate for
adoption in
practice?

Consider alternatives

Integrate and sustain the practice change
® |dentify and engage key personnel
® Hardwire change into system
® Monitor key indicators through quality improvement

® Reinforse as needed

Disseminate results

FIGURE 1.7

The 2017 lowa Model—Revised: Evidence-based practice to

promote excellence in healthcare.

Note: Used/reprinted with permission from the University of lowa Hospitals and Clinics, Copyright
2015. For permission to use or reproduce the model, please contact the University of lowa Hospi-
tals and Clinics at 319-384-9098 or uihcnursingresearchandebp@uiowa.edu.

Source: From lowa Model Collaborative. (2017). lowa Model of evidence-based practice: Revisions
and validation. Worldviews on Evidence-Based Nursing, 14(3), 175-182. doi:10.1111/wvn.12223
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1. Assess 2. Link 3. Synthesize 4. Design 5. Implement 6. Integrate
need for problem best evidence practice change  and evaluate and maintain
change in interventions change in change in
practice and outcomes practice practice
* Include * Use * Search * Define * Pilot study + Communicate
stakeholders standardized research proposed demonstration recommended
classification literature change change to
* Collect systems and related to * Evaluate stakeholders
internal data language major * |dentify process and
about current variables needed outcome « Present staff
practice * |dentify resources in-service
potential * Critique * Decide to education on
* Compare interventions and weigh * Plan imple- adapt, adopt, change in
internal and activities evidence mentation or reject practice
data with process practice
external data * Select * Synthesize change * Integrate into
outcomes best evidence ¢ Define standards of
« [dentify indicators outcomes practice
problem * Assess feasi-
bility, benefits, * Monitor
and risk process and
outcomes

FIGURE 1.8 A model for change to evidence-based practice.

Source: Reprinted with permission from Rosswurm, M. A., & Larrabee, J. H. (1999). A model
for change to evidence-based practice. Journal of Nursing Scholarship, 31(4), 317-322.

doi:10.1111/j.1547-5069.1999.tb00510.x. Copyright by Blackwell Publishing.

The ACE Star Model of Knowledge Transformation

The Academic Center for Evidence-Based Practice (ACE; n.d.) Star Model of
Knowledge Transformation (Figure 1.9) was developed by Kathleen Stevens and
staff at the University of Texas Health Science Center in San Antonio to provide a
framework for understanding the cycles, nature, and characteristics of knowledge
that are used in EBP processes (http:/nursing.uthscsa.edu/onrs/starmodel/institute/
su08/starmodel.html; Stevens, 2013). The goal of the process is knowledge transfor-
mation that is defined as “the conversion of research findings from primary research
results, through a series of stages and forms, to impact on health outcomes by way
of [evidence-based] care” (Stevens, 2004). The model promotes EBP by stressing
the identification of knowledge types (from research to integrative reviews to trans-
lation). This model does not discuss the use of nonresearch evidence. The ACE
Star Model is depicted using a five-pointed star for the five stages of knowledge
transformation:

Point 1:  Knowledge discovery (knowledge generation)

Point 2:  Evidence summary (single statement {rom systematic review)

Point 3:  Translation into practice (repackaging summarized research—clini-
cal recommendations)

Point 4:  Integration into practice (individual and organizational actions)

Point 5:  Evaluation (effect on targeted outcomes)



1: EVIDENCE-BASED PRACTICE 19

Discovery

Evaluation Summary 2

Integration Translation

FIGURE 1.9 The ACE Star Model of Knowledge Transformation.

Source: Adapted from Stevens, K. R. (2004). ACE Star model of EBP: Knowledge transformation.
San Antonio, TX: Academic Center for Evidence-Based Practice, The University of Texas Health
Science Center at San Antonio. Retrieved from http://nursing.uthscsa.edu/onrs/starmodel/institute/
su08/starmodel.html. © Stevens, 2015. Used with expressed permission.

Advancing Research Through Close Clinical Collaboration

The Advancing Research and Clinical Practice Through Close Collaboration (ARCC)
Model (Figure 1.10) was originally developed by Fineout-Overholt, Melnyk, and
Schultz (2005) at the University of Rochester Medical Center.

The goals of the ARCC Model are as follows:

Promote the use of EBP among advanced practice nurses (APNs) and nurses.
Establish the network of clinicians who are supporting EBP.

Obtain funding for ARCC.

Disseminate the best evidence.

Conduct an annual conference on EBP.

Conduct studies to evaluate effectiveness of the ARCC Model on process and
outcomes of clinical care (Melnyk & Fineout-Overholt, 2005).

This model was originally developed to create a link between a college of nurs-
ing and a medical center. It is referred to as a clinical scholar model and relies on men-
tors with in-depth knowledge of EBP and expert clinical and group facilitation skills.
The following are the five steps in the model:

Step 1:  Ask the clinical question.
Step 2:  Search for the best evidence
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Potential strengths 4 Nurse
- Philosophy of EBP satisfaction
(paradigm is system-wide) 4 Nurses' beliefs about PN _
- Presence of EBP mentors the value of EBP and Cohesion
and champions ability to implement
- Administrative support the EBP process* A4 :gtair: @
T / ¥ Turnover
Assessment of Identification of / l
organizational strengths and Development 4 EBP Decreased
culture and —» major barriers —» and use of EBP —» . | tation*! hospital
readiness for to EBP mentors impiementation costs
EBP* implementation \ T
l Improved
Potential barriers Implementation patient
outcomes
- Lack of EBP DIERCS
mentors and SIEEgEs
champions
- Inadequate EBP Interactive EBP
knowledge and skills-building
skills workshops
- Lack of EBP

EBP rounds and

valuing
journal clubs

FIGURE 1.10 The Advancing Research and Clinical Practice Through Close
Collaboration Model.

*Scale developed.

'Based on the EBP paradigm and using the EBP process.

ARCC, Advancing Research and Clinical Practice Through Close Collaboration; EPB, evidence-
based practice.

Source: Adapted from Melnyk, B. M., Fineout-Overholt, E., Giggleman, M., & Cruz, R. (2010). Cor-
relates among cognitive beliefs, EBP implementation, organizational culture, cohesion and job sat-
isfaction in evidence-based practice mentors from a community hospital system. Nursing Outlook,
58(6), 301-308. doi:10.1016/j.outlook.2010.06.002

Step 3:  Critically appraise the evidence.

Step4:  Address the sufficiency of the evidence: to implement or not to im-
plement?

Step 5: Evaluate the outcome of evidence implementation.

Melnyk and Fineout-Overholt (2005) conducted a pilot study to test the ARCC
Model at two acute care sites. The pilot study examined what must be present for a
successful implementation of EBP in the acute care setting. These essentials include
identifying EBP champions, redefining nurses’ roles to include EBP activities, allocat-
ing time and money to the EBP process, and creating an organizational culture that
fosters EBP. In addition, practical strategies for implementing EBP are presented to
encourage implementation of EBP (Melnyk & Fineout-Overholt, 2005).

The Clinical Scholar Model

The Clinical Scholar Model is attributed to work facilitated by Alyce Schultz and a
team of nurses at the Maine Medical Center in Portland, Maine (see Figure 1.11).
The model is based on the assumption that “knowledge users produce better patient
outcomes,” and is a grassroots approach to developing a core group of point-of-care



Curiosity-Reflective Thinking

OBSERVE
Patient/Family Driven Data Driven Staff/Practice Driven Knowledge Driven
DETERMIINE
Significance
Independent or Interdependent Practice
Key Stakeholders
Outcome of Interest
Feasibility
INTERNAL EVIDENCE Cost/Benefit INTERNAL EVIDENCE
. Risk/Benefit _———
Literature search Affirmed experience
Critique current research ANALYZE Retrospective chart data
Review national guidelines Quality-improvement data
Synthesize findings Risk management
Identify level of evidence Patient satisfaction
Nurse satisfaction
SYNTHESIZE

Completeness/Strength of the Evidence

INCOMPLETE EVIDENCE COMPLETE/ ADEQUATE EVIDENCE

Prepare Proposal _ Create or Review
Complete IRB ethics program Policy, Procedure, Protocoll, Clinical Pathway
Educate staff Develop project
Complete IRB ethics program
Educate staff

APPLY & EVALUATE
Conduct study, Implement on pilot unit
Monitor outcomes
Evaluate
Implement House-wide/Change to New Practice/Discard Old Practice
Monitor Outcomes

DISSEMINATE
Present findings (internally/externally)
Publish an article

What makes a clinical scholar?

High level of curiosity

Critical thinker
Continuous learner
Reflects on experience
Seeks and uses a wide spectrum of resources
Uses evidence to improve effectiveness of interventions

NEVER STOPS ASKING WHY

FIGURE 1.11 The Clinical Scholar Model.

IRB, institutional review board.
Source: Courtesy of Alyce A. Schultz RN, PhD, FAAN, Chandler, Arizona.
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nurses who become clinical scholars and are committed to improving patient
care through research, evidence-based practice, and quality improvement (Strout,
Lancaster, & Schultz, 2009). The model uses an inductive approach to promote
interdisciplinary EBP teamwork at the point of care by developing bedside nurses
who mentor their colleagues to critique, integrate, implement, and evaluate evidence
and build a cadre of innovators necessary to develop and sustain an EBP culture.
The model proposes five major steps to the use of evidence in practice: observation,
analysis, synthesis, application/evaluation, and dissemination.

Honess, Gallant, and Keane (2009) reported on three EBP projects that started
at the point of care by staff nurses who questioned traditional practices; used the
model to guide the identification, implementation, and evaluation of their current
clinical practice; and used internal and external evidence to develop sound EBP
changes.

Veterans Administration’s Quality Enhancement Research
Initiative Model

The Quality Enhancement Research Initiative (QUERI) Model (Figure 1.12) was
developed by the Department of Veterans Affairs in 1998 to improve the quality of
healthcare throughout the veterans system through the use of research-based best
practices (Stetler, Mittman, & Francis, 2008). The program had a quality-improve-
ment focus and included a redesign of organizational structures and policies and
implementation of new information technology and a performance accountabil-
ity system (Perrin & Stevens, 2004). The QUERI process model includes six steps
(Stetler et al., 2008):

Research

Targeted HSR

Translation

FIGURE 1.12 Quality Enhancement Research Initiative Model.
HSR, health services research; Ql, quality improvement.

Source: From Feussner, J. R., Kizer, K. W., & Demakis, J. G. (2000). The Quality Enhancement
Research Initiative (QUERI): From evidence to action. Medical Care, 38(6, Suppl. 1), [1-16.
doi:10.1097/00005650-200006001-00001
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1. Select conditions per patient population that are associated with a high risk
of disease and/or disability and/or burden of illness for veterans.

Identify evidence-based guidelines, recommendations, and best practices.
Measure and diagnose the quality and performance gaps.

Implement improvement programs.

Assess improvement program feasibility, implementation, and effects on
patient, family, and healthcare system processes and outcomes.

6. Assess improvement program effects on HRQOL.

U WS

The program has been implemented in a four-phase pipeline framework that be-
gins with pilot projects for improvement and feasibility, then advances to small clinical
trials, and moves to regional rollouts, and, finally, the improvement based on research
becomes a national effort (Department of Veterans Affairs, 2011a, 2011b). The QUERI
Model is highlighted graphically showing an intersection between research and prac-
tice, and showing that the translation of research is accomplished through clinical and
quality-improvement (QI) activities and enhanced by feedback in the system.

B CONCLUSIONS

The EBP movement has made a tremendous impact on nursing clinical, administra-
tive, and educational practices. As full partners in designing and transforming our
healthcare system, nurses are critical to providing evidence-based, safe, effective,
and efficient healthcare. The key to making these important contributions in today’s
complex healthcare environment is to understand the challenges and opportunities
involved in developing, implementing, and sustaining EBP at every level of practice
and setting. However, there is a lot to be learned about how those interventions are
implemented and how evidence is translated into practice. The next two chapters in
this book present translation frameworks that can be used to guide the implementa-
tion of evidence into practice and explore the key interrelationships within organiza-
tions that drive or restrain the translation.
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