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Objective: For the past 30 years there has been a growing emphasis on evidence
as the primary or exclusive basis for nursing practice. Methods: Critical examina-
tion of literature related to evidence-based practice from the 1990s to the present.
Results: This review of the nursing literature from the 1990s to the present reveals
that in the midst of the movement to promote evidence-based practice as the gold
standard, there have been persistent expressions of concern. These concerns are
(a) lack of alignment of evidence-based practice with nursing’s disciplinary perspec-
tive; (b) wrongful privileging of empirical knowledge over other sources of knowl-
edge; (c) underappreciation of the complexity of practice and practice wisdom;
(d) possibilities of evidence-based practice thwarting innovation and creativity;
(e) vulnerabilities of empirical evidence to be flawed, inconsistent, and influenced by
competing interests; (f) situational realities that limit access to and critical appraisal
of evidence that access to and critical appraisal of evidence is not feasible or practi-
cal; and (g) lack of relationship of evidence-based practice to theory. Conclusions:
We call for a recalibrated practice epistemology that promotes a greater appre-
ciation for the myriad sources of knowledge for nursing practice, and offer rec-
ommendations for international change in education, literature, scholarship, and
public media.
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of nursing practice itself. In part, this complexity arises from the nature of

human beings, the intricacy of socially-situated experience, and the elu-
sive nature of health and illness. Practicing nurses are constantly admonished to
base their nursing practice on evidence, only to realize that there is a lack of
empirical evidence that is generally viewed as adequate or sufficient for practice.

The knowledge needed for the practice of nursing is as complex as the nature
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Further, there are many challenges in nursing that simply cannot be fully guided
by empirical facts. Nurses facing this dilemma are left feeling inadequate and at a
loss to know what to do. The purpose of this article is to address the limitations of
empirical evidence and to provide ways to justify and explain sound nursing prac-
tice that includes consideration of empirical evidence, but that also incorporates
best practices that lie beyond empirical evidence alone.

For decades, nurses have retained a dedicated commitment to the wholeness
and complexity of human experience when health is threatened or compromised.
In practice, nurses attend to the human experience and consider context, culture,
and values when making care decisions. In order to advocate for each person and
family, nurses must know what the patient needs and wants and balance those
desires with the demands of the treatments available to them. Nurses consistently
look to the wholeness of the situation in order to provide nursing care. Nurse schol-
ars have set their sights on the essential nature of the human health experience,
and projected the nature of nursing approaches to assure the best possible passage
through these complex experiences. However, once nursing’s theoretical ideas are
placed into empirical structures designed to produce evidence of the validity of
those ideas, the challenges in doing so are immense. Human health events and
circumstances can certainly be empirically recorded and documented, but each
experience and encounter is ultimately filtered through the meanings that humans
make of the specifics of a situation.

We are not alone in raising concerns related to the continuing trend to value
empirical evidence as the measure by which to judge the quality of nursing practice
and pointing out the limitations of this standard (Burgoyne, 2019; O'Halloran et al.,
2010; Wall, 2008). Yet this sustained focus continues to bypass the complex issues
involved, and evidence-based practice remains a shortcut for empirical evidence
and a mantra throughout the nursing world as the foundation for nursing practice.
Even the common use of the acronym EBP implies a certain fundamental value
placed on what can be justified as “evidence.” It is for this reason we have decided
not to use the acronym in this article.

We join with many others to argue that while the demands for nursing evidence-
based practice have merit and cannot be ignored, empirical evidence alone is not
sufficient as a reliable and worthy basis on which to determine good or even ade-
quate practice. We also maintain that adherence to empirical evidence as the pri-
mary and most valued justification for sound practice leaves a vast realm of human
health experience outside the boundaries of what can be viewed as that which con-
cerns nursing practice. We do not advocate abandoning the project of producing
evidence relevant to nursing practice, nor do we advocate substituting something
in place of empirical evidence. However, we do advocate for a judicious pursuit of
empirical evidence in a focused and intentional manner, alongside equal valuing of
other capacities arising from human judgment that are essential in forming “good”
nursing practice. We believe there are various reasons why, despite widespread
recognition of the limits of empirical evidence, the abiding allegiance to evidence-
based practice persists without due consideration of its limitations and possibilities
beyond evidence alone.
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EVIDENCE-BASED PRACTICE

The movement of evidence-based medicine was started by Archibald (Archie)
Cochrane, a Scottish physician and epidemiologist, whose 1972 publication, Effec-
tiveness and Efficiency, called for the medical profession to use evidence from rig-
orous research for treatment decisions, rather than tradition or beliefs. This idea
was a contrast to authority-based medical practice, and a way to engender greater
trust in physician practice, decrease the rising cost of healthcare, and to provide
the best outcomes for efficient, effective, quality, and safe medical care (Holmes
et al., 2006). The Cochrane Collaboration, established in 1993 and named posthu-
mously for Dr. Cochrane, develops, maintains, and updates systematic reviews
of a variety of healthcare interventions. Evidence-based medicine was adapted as
evidence-based practice and adopted by nursing and other healthcare professions
in the 1990s (Melnyk & Fineout-Overholt, 2015). Even with the change in name,
the evidence-based practice movement's gaze is directed toward disease, markers
of mortality and morbidity, and clinical interventions. The most reliable evidence
is deemed to be randomized controlled trials (RCTs), meta-analyses, and system-
atic reviews (Kitson, 1997). Like evidence-based medicine, evidence-based prac-
tice exists to serve goals of efficiency, cost-effectiveness, and measurable outcomes
(Wall, 2008, p. 49).

There are a number of definitions of evidence-based medicine in the literature.
Some examples are:

e “Conscientious, explicit and judicious use of current best evidence in mak-
ing decisions about the care of individual patients . . . (by) integrating clini-
cal expertise with best possible evidence from systematic research” (Sackett
etal., 1996, p. 71);

e “Systematic interconnecting of scientifically generated evidence with the
tacit knowledge of the expert practitioner to achieve a change in a particular
practice for the benefit of a well-defined client/patient group” (French, 1999,
p. 74); and

» “Drawing on the results of systematic, rigorous, critical appraisal of research
related to important practice questions” (Gambrill, 1999, p. 346).

For nursing, Melnyk and Fineout-Overholt (2015) define evidence-based practice
as:

A lifelong problem-solving approach to clinical practice that integrates: 1) a system-
atic search for as well as critical appraisal and synthesis of the most relevant and best
research (external evidence); 2) clinical expertise that includes internal evidence gener-
ated from outcomes management or quality improvement projects, a thorough patient
assessment and evaluation and use of available resources; and 3) patient preferences
and values. (p. 3-4)

This and other more recent definitions are intentionally broad to accommo-
date sources of knowledge that may not have been considered in earlier or
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more conventional and empirically-focused definitions of evidence-based practice.
These authors assert that besides evidence from systematic reviews and RCTSs,
other sources are factored into decision-making. But, even with these caveats,
the authors claim that the sources at the top of the evidence pyramid from
systematic reviews and RCTs are the best evidence. They maintain that knowledge
from descriptive and qualitative research and opinion leaders are relevant to guide
practice only when the higher level empirical knowledge is not available (Melnyk
& Fineout-Overholt, 2015, p. 5).

While this inclusive approach to define evidence more broadly acknowledges
and respects the diverse forms of knowledge needed for nursing practice, it still
privileges empirical evidence. Even though this is one way to come to terms
with the limitations of evidence-based practice within the discipline of nurs-
ing, it bypasses important concerns that persist in relation to the nature of evi-
dence and the nature of human judgment. Thorne and Sawatzky (2014) argue
that a common understanding of the meaning of evidence in needed. Broader
definitions of evidence are not aligned with the common understanding of evi-
dence in the prevailing literature creating confusion and uncertainty in the search
for adequate evidence (Thorne & Sawatzky, 2014). Thorne and Sawatzky (2014)
defined evidence as “that for which a certain level of scientific proof exists against
the inherent unreliability of everything else, including clinical knowledge and
wisdom” (p. 10). This definition is truer to the more general understanding of evi-
dence and the origins of the movement toward evidence in practice. Given this
understanding, clinical judgment, philosophical assertions, and personal values
are not evidence. The idea that all forms of knowledge are evidence misrepre-
sents nonempirical forms of knowing and justification, and creates conceptual
confusion.

LIMITATIONS OF EVIDENCE FOR PRACTICE

A review of the nursing literature from the 1990s to the present reveals that in
the midst of the movement to promote evidence-based practice as a gold stan-
dard, there have been persistent expressions of doubt that this is the only, or best,
approach to assure accountability and quality in nursing practice. Like any other
bandwagon movement, there are serious concerns that need to be addressed, per-
haps even pointing to a recalibration of the movement in a different direction.
These limitations include the following:

e Lack of alignment of evidence-based practice with nursing’s disciplinary per-
spective;

e Wrongful privileging of empirical knowledge over other sources of knowl-
edge;

e Underappreciation of the complexity of practice and the value of practice
wisdom;

e Possibilities of evidence-based practice thwarting innovation and creativity;
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e Vulnerabilities of empirical evidence to be flawed, inconsistent, and influ-
enced by competing interests;

e Situational realities that development, access, and critical appraisal of evi-
dence is often not feasible or practical; and

e Lack of relationship of evidence-based practice to theory or theoretical
ration-ale.

The following sections address each of these, followed by a discussion of what
these limitations reveal for future directions in nursing.

Lack or ALIGNMENT WiTH THE DiscipLINARY PERSPECTIVE OF NURSING

Lack of alignment is perhaps the most compelling limitation of evidence-based
practice. Evidence-based practice in nursing originated from evidence-based
medicine, not from the underlying focus of the discipline of nursing. In general,
evidence-based practice focuses on evaluating treatments or interventions that
produce specific, measurable outcomes, often related to indicators of morbidity or
mortality. This is certainly relevant to medical practice, and is a factor nurses nec-
essarily take into account, but it is not the central concern on which nursing prac-
tice is based. Nursing has a history of following the lead of medicine to legitimize
itself; however, instead of legitimizing nursing practice, taking this lead all-too-
often diminishes nursing as similar to, but less than, rather than staying true to
the disciplinary uniqueness that is nursing. White (1995) suggested that evidence-
based practice is an example of how nurses embrace what they think will lib-
erate them, when in reality their embrace ensures subservience to the interests
of another discipline. Holmes et al. (2006) offered a convincing argument on this
point:

In a tireless search for ontological and epistemological legitimacy, nursing uses strate-
gies that replicate the characteristics of medicine . . . (including) similar terminology
such as nursing diagnosis, and evidence-based practice. The contradiction between
this flirtation with medicine and nursing’s 50 year quest for independence from it is evi-
dent. (p. 100)

These authors further point out that joining the evidence-based practice move-
ment is a form of conformity with, or submission to, a dominant ideology or dogma
dictated by medicine, and that it is the rejection of an entire body of knowledge
acquired by nursing over many years. Clegg (2005) stated that the biomedical
agenda has both hijacked and diminished the distinguishing discourses of other
disciplines through the evidence-based practice movement. Chinn (2019) reminded
participants at the Nursing Theory Conference in March 2019 that:

We get ourselves into situations in practice, education and research where we find our-
selves erased, serving the interests of other disciplines (sometimes without realizing
it) with our own interests as nurses ignored or placed at the bottom of the barrel; we
become handmaidens to another discipline’s objectives. (p. 20)
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While evidence is necessary for determining the best pharmacological, surgical,
or other treatment approaches in medicine or in establishing sound public health
policies to prevent disease as we witness with the COVID-19 pandemic, it is less
central to the focus of nursing-qua-nursing practice.

So what knowledge is needed for a practice firmly grounded in nursing’s disci-
plinary perspective? In Smith’s (2019) review of literature related to the focus of
the discipline, the four concepts that surfaced as characterizing nursing’s disci-
plinary perspective were human wholeness; health/healing/well-being; human-
environment-health relationship; and caring. Human wholeness referred to the
complexity of bio-psycho-social-spiritual or unitary human nature, and therefore,
the knowledge needed for care is beyond empirical evidence alone. From nurs-
ing’s disciplinary perspective, health/healing/well-being are different from models
that limit health to external indicators or outcomes, but instead recognize the sub-
jective, individually-constructed and dynamic experiences of health, healing and
well-being; therefore, the related evidence or outcomes may not be captured by
empirical evidence alone. The human-environment-health interrelationship refers
to how health is influenced by the multidimensional environmental context; pre-
scriptive single-focused interventions to affect a specific health outcome may have
limited value based on the complex environmental tapestry that affects health.
Finally, caring includes the moral-ethical-spiritual actions that “nurture human-
ization, health, healing, and well-being” (Smith, 2019, p. 11); compassionate, cre-
ative responses to preserve humanity, promote connection, and comfort are more
likely to be based on knowledge from philosophical and theoretical guidance as
opposed to evidence. These foci form the ontology of the discipline, its fundamental
nature. The grand, middle range, and practice/situation-specific theories elaborate
and specify this ontology. The epistemology, or knowledge forms of the discipline,
needs to be consistent with this ontology, a fact that leaves empirical evidence as
only one part, and perhaps not the most significant part, of the knowledge that is
required for nursing practice.

An example that Mitchell (1999) provided shows how the values that are embed-
ded in the philosophies and theories of nursing may conflict with evidence, and
the importance of fundamentally relying on disciplinary values to guide practice.
Mitchell’s example focuses on the empirical evidence that supports using a behav-
ior modification program for smoking cessation. The behavior modification is based
on reward and punishment meant to be enacted on the person who needs to stop
smoking, without regard for the nursing values of offering and honoring choice
and respecting personhood. Patient-centeredness, individual choice, humanism
and holism, and values that guide nursing practice are principles that are grounded
in nursing’s disciplinary perspective. Mitchell (1999) stated: “The nurse-person
process isn't data-based; it is human-based and must be guided by values and
theoretical principles” (p. 32) and then further elaborated:

Biomedical, intervention-based, technical research evidence does not serve nurses well
in their goal of caring and does not provide any foundational knowledge or direction
on how nurses can understand or support persons living with loss, despair, struggle,
concern fear, uncertainty, anticipation, restriction or suffering. (p. 44)
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Thorne and Sawatzky (2014), in their critical analysis of the evidence-based
practice agenda, called for a recognition of the essential conflict between the
generalizability that underpins empirical evidence, and the primacy of the unique-
ness and particularities of human life situations which is the focus of the disci-
pline of nursing. The purpose of evidence-based practice and clinical guidelines
is to promote standardization of approaches to care, rather than individualiza-
tion. For this reason, applying general evidence to a particular situation may be
inappropriate, and at times might even be harmful. For example, consider the
complexity involved in deciding what, when, and how to explain the details of a
cancer diagnosis and prognosis for a particular person who has been recently diag-
nosed. A nurse, practicing from the fundamental perspective where the ultimate
goal is this particular person’s well-being, and taking into account the whole of
the situation, may approach the person in a way that defies the evidence-based
guidelines about providing this information. Knowing all the complexities of the
particular situation guides the application of the general evidence-based practice
guidelines.

The knowledge that guides nurses to be present to people, listen to their story,
find out what matters to them in relation to their health experience, and support
their choices comes from the philosophies, values, and theories of the discipline,
not from empirical evidence. Practice that is based on empirical evidence certainly
can be useful, but it is not the sole or even the most important source of knowledge
based on the ontology of the discipline.

ParTERNS OF KNowiNGg UseD IN NURSING PrRACTICE

Evidence-based practice wrongfully privileges empirical evidence over other pat-
terns of knowing used by nurses in practice. This has been the most widely asserted
limitation of evidence-based practice in the literature. Many argue that the praxis
of nursing demands a diverse epistemology. In 1978, Carper published what is
arguably the most important and most cited article in nursing, Fundamental Patterns
of Knowing in Nursing, identifying empirics as the science of nursing, aesthetics as
the art of nursing, ethics as moral knowledge for nursing, and personal as knowl-
edge gained from experience and being-in-the world (Carper, 1978). Other authors
such as White (1995), Chinn and Kramer (2018), Willis and Leone-Sheehan (2019),
and Munhall (1993) expanded this schema, adding new patterns and dimensions
such as sociopolitical, emancipatory, spiritual, and unknowing. Chinn and Kramer
(2018), in concert with Carper’s initial assertion, noted that each pattern of know-
ing is important in the integrated knowledge base for professional nursing practice,
and no one pattern should be viewed in isolation or favored above others. Chinn
and Kramer (2018) identified the danger of privileging one pattern over another,
stating:

When knowledge within any one pattern is not critically examined and integrated with

the whole of knowing, distortion, instead of understanding, is produced. Failure to

develop knowledge integrated within all of the patterns of knowing leads to uncriti-
cal acceptance, narrow interpretation and partial utilization of knowledge. We call this
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“patterns gone wild.” When this occurs the patterns are used in isolation from one
another, and the potential for synthesis of the whole is lost. (p. 12)

Wall (2008) provided a post-structural analysis of nurses’ use of evidence in
practice, arguing that nurses’ positions in healthcare have been at the margins.
Knowledge important to nursing (intuition, spiritual sources, trusted people) or any
nonresearch form, is thus marginalized in the evidence-based practice discourse.
She stated, “The historical tension and differentiation between nursing knowledge
and medical knowledge, and the longstanding marginalization of nursing on the
basis of knowledge and gender, is perpetuated in the evidence-based practice dis-
course” (Wall, 2008, p. 49).

Practice WispoMm AND THE COMPLEXITY OF NURSING PRACTICE

Evidence-based practice under-appreciates the complexity of practice and dimin-
ishes the value of practice wisdom. The concept of evidence-based practice was
born in part from a motivation to gain efficiency, and to diminish the decision-
making power of individual nurses by privileging evidence over professional
judgment. While practitioner expertise is identified within the definition of
evidence-based practice, reflecting on, evaluating and applying evidence within
practice is emphasized in the process. Giving evidence greater weight in the
gestalt of practice knowledge implies that clinicians bring results from research or
systematic reviews about a specific intervention seamlessly into the world of clin-
ical engagement. The current movements related to reflective practice and imple-
mentation science can offer some perspective on the complexity of a practice
epistemology that belies the simple application of evidence. Schén (1983) defined
reflective practice as the process by which professionals become aware of their
implicit knowledge base and learn from their experience, situating practice knowl-
edge within the context in which practice occurs. Reflective practice involves both
reflection-in-action, which is reflecting on behavior as it happens, and reflection-
on-action, the process of reflecting after the event, to review, analyze, and evaluate
the situation. Through this reflective process there is an inner discernment arising
from reflection on all sources of knowledge including empirical evidence.

The relatively new field of implementation science is the study of how to best
apply and integrate research evidence to inform practice and policy toward the goal
of improving health (Eccles et al., 2012). This science acknowledges the complex
orchestration of variables such as system characteristics, partnerships with other
practitioners, and patient values and preferences in the process of making a dif-
ference in health outcomes through applying evidence. Practitioners take empiri-
cal evidence and consider it in the context of the individual’s unique life situation
and values. This integration of evidence may seem tacit or intuitive, but it emerges
from a synthesis of embedded knowledge from experience. How evidence is woven
with clinical experience, contextual factors, and the experiences and preferences
of the one cared for has not yet been explicated, and is the frontier of understanding
the complexities of practice, and suggests that this involves “artistry that includes
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critical appreciation, synchronicity, balance and interplay” (Rycroft-Malone et al.,
2004, pp. 86-88). This is a “fine-tuned capacity” to use evidence in combina-
tion with clinical expertise and patient preferences (Thorne & Sawatzky, 2014,
p. 10).

Cody (2011) contrasts evidence-based practice with evidence-based care. Care
is the product, that which would be received as treatment or intervention, and
it is based on a synthesis of the available evidence. Practice is a complex con-
stellation of actions guided by the knowledge and values of the discipline and
exercised with personal artistry within a professional context directed toward
the well-being of the recipient of care. Cody (2011) also uses the term “praxis,”
defined by Aristotle, as “a human situation requiring practical reasoning to inform
action . . . unfolding in a context that is profoundly interpersonal and relatively
unpredictable” (Cody, 2011, p. 8). Praxis is informed by more than scientific evi-
dence. On the other hand, care is received by the person (individual, family, or
community) and is delivered by professionals. Patients or clients receive care that
is based on best evidence and the decision to select this care is their choice. Cody
asked the question, “What guides practice . . . evidence or values?” and asserts
that “evidence-based care is based on a synthesis of available evidence; however,
there may be no evidence for any number of interventions or acts during caregiv-
ing” (Cody, 2011, p. 7).

Table 1 shows the difference between practice and care. Practice is driven by the
knowledge base of the professional. “It is highly contextual and situational and no
external resources can be absorbed rapidly enough to inform all action or inaction.
Values drive one’s practice; they inspire action” (Cody, 2011, p. 11). On the other
hand, care is in the hands of the consumer and is structured by evidence. The con-
sumer, patient, or client selects care or can accept or reject it even though it is often
prescribed by others. The professional facilitates an informed choice by the care
recipient (Cody, 2011). This model is helpful in that it shifts evidence from practice
to care; patients, clients, or consumers receive evidence-based care; professionals
engage in values-based, theory-guided practice.

TABLE 1. Differentiating Practice from Care

Practice Care

Belongs to the practitioner Belongs to the consumer

Controlled by practitioner, profession,  Controlled by consumer, rules/laws,
and society and society

More discipline-specific because it is More interdisciplinary because it is
practitioner-driven consumer-driven

Values-based Evidence-based

From: Cody, W. K. (2011). Values-based practice and evidence-based care: Pursu-
ing fundamental questions in nursing philosophy and theory. In W. K. Cody (Ed.),
Philosophical and theoretical perspectives for advanced practice nursing, (5th ed.,
pp. 5-12). Jones & Bartlett. Reprinted with permission.
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CREATIVITY AND INNOVATION IN CARE

Some authors warn that there is a danger in uncritically following evidence-
based clinical practice guidelines because this discourages the discovery of inno-
vative approaches to care. These criticisms may be more related to evidence-based
medicine and implementation of clinical guidelines that more or less direct treat-
ment decisions. Timmermans and Mauck (2005) observed that implementing these
standards may diminish the motivation for considering individualized approaches
and thinking outside the box, leading to untailored uniformity or what is
commonly referred to as “cookbook medicine.” Evidence-based medicine may
actually result in a lower standard of safety by de-skilling practitioners (Timmer-
mans & Mauck, 2005). Instead of using clinical judgment, practitioners follow pro-
tocols which may result in treating all patients the same way. Holmes et al. (2006)
added a slightly different rationale for concern related to the effect of evidence-
based practice on innovation: relying on only one form of knowledge becomes
dogma; it thwarts critical thinking, limiting new thinking and alternative ideas.
They refer to this as microfascism (Holmes et al., 2006). Traynor (2002) drew paral-
lels of strict adherence to evidence-based medicine guidelines to evangelical reli-
gious discourse that discredits those that do not promote the cause. Mykhalovskiy
et al. (2008) concluded that the tendencies to follow evidence-based practice ideals
religiously have colonized the health sciences, restricted creativity, and excluded
the possibilities that might emerge by embracing alternative approaches to treat-
ment. While the above authors express their concerns about the lack of innovation
that may result from evidence-based medicine or even evidence-based practice, it
is clear that evidence-based practice requires creative synthesis and interpretation
of large bodies of information in the process of developing practice interventions.
The desire to develop and test practice approaches is in itself a creative process
born from a deep commitment to provide the best care possible.

LiMmrTATIONS OF AND PRESSURES ON EVIDENCE

Empirical evidence can be inconclusive, flawed, unnecessary, and influenced by
economic, social, and political pressures. Prasad and Cifu, in their book Ending
Medical Reversal, discussed a number of examples of how evidence that has been
adopted to guide practice has been overturned by new evidence (Prasad & Cifu,
2015). They used these examples to show how medical practitioners place a cer-
tainty and faith in evidence that is not warranted. As Nutley et al. (2003) pointed
out almost two decades ago: “There is no such thing as ‘the’ evidence; evidence
is a contested domain and is in a constant state of becoming” (p. 133). Even the
most rigorous RCTs are fraught with biases and weaknesses. Prasad and Cifu (2015)
reported that their research revealed that 40% of established interventions by test-
ing were found to be ineffective. Only 38% reaffirmed the established practice,
and 22% were inconclusive. They cited another study of 3,000 medical practices
in which 35% of interventions were effective, 50% had unknown effectiveness,
and 15% were harmful or unlikely to be beneficial (Prasad & Cifu, 2015). Quoting
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Ioannidis (2005) they reminded readers of his observation: “A finding from a well-
conducted, adequately powered RCT starting with a 50% pre-study chance that the
intervention is effective is eventually true about 85% of the time” (Ioannidis, 2005,
p. 0699). Studies sponsored by the pharmaceutical or medical device industry are
four times more likely to reach positive conclusions regarding benefits or cost-
effectiveness of a treatment, probably due to economic incentives (Prasad & Cifu,
2015, p. 138).

The authors of a recent blog on “Time to Acknowledge the Dark Side of the
Impact Agenda” Derrick and Benneworth (2019) stated that there is growing pub-
lic and political pressure for research to quantify and justify its existence through
the contributions it makes to society. There is a focus on new findings that will
gain publicity from their ability to impact practice. This rush to publish is what
the authors called “grimpact.” They provided the example of the study linking the
measles-mumps-rubella (MMR) vaccine to autism published in the Lancet in 1998.
While the study was found to be based on biased selection of participants and was
in part funded by attorneys representing parents seeking damages after immuniza-
tions, the article’s 2010 retraction 12 years later has never received the publicity
that the original publication received (Eggertson, 2010). This failure to adequately
publicize the flawed “evidence” has undoubtedly contributed to persistent anti-
vaccine sentiments and the resulting increase cases of measles and other infec-
tious diseases (Patel et al., 2019). Note that because of this, we have opted not to
include the citation to the original, but now retracted, study in this article.

The process of investigating and developing sound evidence is a time-
consuming, costly, and complex process. In most cases these inputs of time and
money are warranted, resulting in reasonable decisions or guides to action. But, at
times, the link between action and outcome is obvious and we might question if
the costs of the inquiry are justified. Common sense is the ability to intuitively dis-
card avenues of inquiry that are unlikely to be fruitful and to not pursue those that
are self-evidently useful (Prasad & Cifu 2015). We do not need evidence for every-
thing. If an action is not based on evidence from research and systematic reviews,
but works 95% of the time, it is common sense, and this has value for people who
live in the real world (Prasad & Cifu, 2015).

PracTiCALITY AND FEASIBILITY OF APPRAISING EVIDENCE

Some authors question whether or not evidence-based practice is practical in
the current healthcare environment where nurses are practicing. Mitchell (1999)
stated, “The idea that nurses in practice can access relevant literature, make judg-
ments about the credibility of findings, interpret the significance in light of relevant
theory and implement changes in practice is inconsistent with current realities”
(p- 30). While nurses in current practice environments have easier access to evi-
dence through technology, the demanding, hectic nature of the practice environ-
ment continues to present challenges. Multiple surveys of practitioners indicate
that they do not consistently know of, read, or apply clinical practice guidelines.



18 Smith et al.

A meta-analysis of the use of clinical guidelines for treating various medical con-
ditions reported mean adherence rates ranging from 50% to 67% (Timmermans &
Mauck, 2005, p. 23).

Estabrooks et al. (2005) reported findings from two large ethnographic stud-
ies that revealed sources of nurses’ practice knowledge and identified four broad
groupings: social interactions, experiential knowledge, documents, and apriori
knowledge. Social interactions were most prevalent and included interactions
with peers, other professionals, patients, and more formal interactions such as in-
service training, meetings, or workshops. Experiential knowledge was knowledge
gained through observations by themselves and colleagues, what worked (or did
not work), and intuition. Documentary sources included the patient record, books,
and journals; however, their use was limited. Apriori knowledge referred to per-
sonal beliefs, basic education, and common sense. The most prevalent sources
were from social interactions and apriori knowledge. The use of research was
limited, with nurses arguing that usability of research was “low” and findings
needed to be presented in a more understandable format. (Estabrooks et al., 2005,
p. 470). The authors determined that the nature and structure of nurses’ work cause
a heavy reliance on knowledge through interactions and experience, and noted
that research designed to produce evidence for practice was assumed to remove
the biases inherent in apriori knowledge and personal beliefs, but that the intended
outcomes are compromised by the structure of nurses’ work. They concluded that
more research is needed on the legitimacy of social interactions and experience
as epistemic forms for nursing practice. “The insights gained add new understand-
ing about sources of knowledge used by nurses and challenge the disproportion-
ate weight that proponents of the evidence-based movement ascribe to research
knowledge” (Estabrooks et al., 2005, p. 460).

EviDENCE-BASED PraCTICE AND NURSING THEORY

Evidence-based practice often tests interventions without any theoretical rationale
underpinning the possibility of their effectiveness. The acronym PICOT: Population,
Intervention, Comparison group, Outcome, Timeframe describes a process that is
frequently used to create research questions to generate and test evidence. While
particular interventions may be supported by theories, there is no explicit connec-
tion to a theory required for evidence-based practice. This disconnect defies the
fundamental premise that scientific advancement includes theory testing or devel-
opment. Without this, there is a lack of organization and coherence to scientific
knowledge. For evidence-based practice the focus is on “if it works,” bypassing the
theoretically relevant concern with “how it works.” Theories provide descriptive
and explanatory frameworks for understanding why a treatment or intervention
might be effective. Without a theoretical rationale for an intervention, the findings
are isolated, limiting the value and power for future lines of inquiry related to prac-
tice. If an intervention is determined to be effective (or not) for a particular out-
come, the results can be related to the theory to support, refute, or modify it.
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Fawcett et al. (2001) asserted that theory is more important in nursing practice
than evidence and suggested the adoption of the phrase “theory-guided, evidence-
based practice,” first introduced by Walker and Redman (1999). They stated that
“the current emphasis on the technical-rational model of empirical evidence denies
or ignores the existence of a theory lens” (Fawcett et al.,, 2001, p. 117) and
“advances a conventional, atheoretical, medically-dominated, empirical model of
evidence, which threatens the foundation of nursing’s disciplinary perspective on
theory-guided practice” (p. 115).

Nursing philosophy and theory is the foundation of nursing practice upon which
any practice is based. Theories in all professional disciplines guide the practice in
that discipline. Theories are empirically tested or informally “tried out” in practice,
and what comes from that “testing” informs the continuing development of the
theory. Values are embodied in the assumptions and propositional statements of
theories; examples of these values are honoring personal choice, seeing beyond
the labels of disease to the person, and a mutual relationship between nurse
and patient to guide decision-making. Thorne and Sawatzky (2014) described
the need for philosophy and theory as a foundation for nursing practice and
stated:

The nursing models and frameworks that have been all too often regarded as if they
were inconvenient remnants of an immature disciplinary science can instead serve as
a strong philosophical foundation for expanding our understanding of the complexity
and contexts within which nursing enacts a particular role in the healthcare spectrum.

(pp. 14-15)

MOVING BEYOND

The fundamental and critical first challenge in moving beyond evidence-based
practice alone is a clear, unwavering conviction as to the defining nature of the
discipline of nursing. The specific ways in which each individual or group might
express the defining nature of the discipline can vary, but the essential elements of
wholeness, health/healing/well-being, human-environment-health relationship,
and caring must be clearly discernible. These broad statements of focus are crucial,
but in addition, certain characteristics that are essential to the nature of nursing
practice give these broad statements a clearer focus and context.

Fundamentally moving beyond the limitations of evidence-based practice
requires recognizing the danger in not doing so. As Chambliss (1996) asserted, “For
nursing as a profession, the great moral danger would be for nursing to lose its
own center . . . If nurses want to be heard they will have to speak with their own
authority, based on their own experience, their own knowledge, and their own val-
ues” (p. 184). Thorne and Sawatzky (2014) echoed this warning, stating:

Our disciplinary credibility in a context of increasingly vigilant accountability depends
upon our collective skill at interpreting and explaining the sources of knowledge upon
which we rely and the manner in which we translate those knowledge sources into
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action. Unless nursing is prepared to abandon its unique contribution to the particular,
it will continue to need strength in disciplinary theorizing and philosophizing to steer
its way through the landmines of an evidence-based practice agenda that inevitably
privileges the general. (p. 17)

RECOMMENDATIONS

Based on this discussion of the privileging of evidence-based practice and its limi-
tations in general and the search for explicit practice knowledge, beyond evidence
alone, that is grounded in nursing’s disciplinary perspective, we offer these recom-
mendations:

e Education: If nurse educators shift the focus of their curriculum, teaching

strategies, learning activities—all of these—to clearly reflect nursing'’s disci-
plinary focus, then the ways in which nursing practice is taught will be fun-
damentally reformed to move beyond the limitations of empirical evidence
alone. The new direction will certainly include empirical evidence and knowl-
edge, but all sources of knowing will be equally valued, and nursing knowl-
edge and practice will become the center.

Literature: The production, review, critique, and application in nursing liter-
ature needs a renewed focus on the value and centrality of nursing perspec-
tives and nursing knowledge. As Chinn and her colleagues recently revealed,
in a sample of articles from 71 nursing journals, only 28% of the citations
used were from nursing sources (Chinn et al., 2019). They called on authors
to increasingly build nursing’s disciplinary focus by citing nursing literature,
on journal editors to use criteria related to the development of nursing as
a discipline in selecting journal content, and on readers to become increas-
ingly aware of the focus on the discipline in their critique and application of
the nursing literature.

Scholarship: All nursing scholarship, from the earliest assigned papers in
undergraduate programs to the largest funded nursing research grants, need
to be clearly focused on nursing’s own disciplinary perspective in order to
build and develop the discipline and develop the kinds of knowledge needed,
beyond empirical knowledge, for the practice of nursing. This clarity of focus
will serve not only the vital purpose of strengthening the discipline, it will
provide material to communicate with those outside of nursing the impor-
tance of who we are, and what we provide, in service to those in our care.
Public Media: If we are to overcome the damaging images of nurses and
nursing in the public media and gain a meaningful “voice,” we need to have
a firm dedication to the fundamental values on which nursing rests. The spe-
cific, individualized, caring, nature of our service, our advocacy, our connec-
tions with those we serve, our ability to ease the passage that people take
when they experience a health crisis—these are the things that the public
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wants and needs. We can take significant steps to make our fundamental
essence visible in the public eye. The findings of Mason et al. (2018) which
noted that nurses were identified as the source of only 2% of quotes in health
news articles and were never sourced in stories on health policy have to
change. Perhaps a silver lining of the COVID-19 pandemic is the increased
visibility of nurses in the media and recognition of our important roles in
practice, research, and advocacy within the healthcare system.

CONCLUSION

In this review of 30 years of discourse on the limitations of privileging evidence as
the necessary knowledge for nursing practice, we sought to reignite reflection and
debate on this important topic. We call for a greater appreciation for the myriad
sources of knowledge that are necessary for practice and assert the primacy of the
philosophies and theories of the discipline for guiding nursing practice.
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