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ABSTRACT 
 
 

Nurses consistent use of evidence-based practice (EBP) will improve healthcare 
quality, improve patient outcomes, and decrease healthcare costs. Nurses constitute the 
largest group of healthcare providers and are in direct contact with patients, thus have an 
opportunity to make the largest impact using EBP. Despite EBP being accepted as the 
best method of providing care, many nurses may not be fully implementing it in daily 
clinical practice. The purpose of this project was to investigate nurses’ beliefs about the 
readiness for and organizational culture for evidence-based practice, attitudes and beliefs 
about evidence-based practice, and nurses’ implementation of evidence-based-practice at 
this organization. This was done by asking the following questions: What are nurses’ 
current individual beliefs and attitudes about EBP at this organization? What are nurses’ 
current levels of self-reported implementation of EBP at this organization? What are 
nurses’ perceptions of organizational and cultural readiness for EBP at this organization? 
This project used a cross-sectional, descriptive design. A 75-question survey was sent via 
email in a SurveyMonkey to a convenience sample of 485 nurses. Nurses were asked 
demographic and professional characteristic questions, three open-end questions about 
EBP and to respond to three surveys: (1) The Organizational Culture & Readiness for 
System-Wide Integration of Evidence-Based Practice scale (2) The Evidence-Based 
Practice Beliefs scale (3) the Evidence-Based Practice Implementation scale. The 
findings were that nurses had positive attitudes and beliefs about evidence-based practice 
but reported low levels of implementation behaviors. Nurses report that they need more 
time, education and training, and resources to increase implementation of evidence-based 
practice. Interventions recommended to increase EBP implementation include 
encouraging more nurses to participate in the clinical ladder program, using mentors to 
assist and encourage use of EBP, and to provide more training and education 
opportunities for nurses.  
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CHAPTER ONE – PROJECT INTRODUCTION 
 
 

Background 
 
 

Evidence-based practice (EBP) in nursing is making clinical practice decisions 

based on the best, most current evidence available and has been distinguished by leaders 

in the healthcare industry as the gold standard for delivery of the best, safest, and most 

cost-effective healthcare. Nurses have the professional and ethical obligation to practice 

nursing based on evidence. Application of the most current and best evidence available 

for patient care is crucial in provision of the highest quality care and improvements in 

patient outcomes. Studies maintain that nurses have practical knowledge and positive 

attitudes towards EBP, but this has not led to widespread use of evidence in clinical 

practice (Thorsteinsson & Sveinsdóttir, 2014; Duff, Butler, Davies, Williams, & Carlile, 

2014; Ubbink, Guyatt, & Vermeulen, 2013). Nurses report relying on personal 

experience and advice from colleagues for information to guide practice (Dalheim, 

Harthug, Nilsen, & Nortvedt, 2012). Nursing care cannot continue to be delivered by 

methods based only on tradition or provider preference. Nurses play a pivotal role in 

ensuring patient safety and quality care as they are highly trained individuals that are 

frequently at the patient’s bedside, thus, well positioned to be involved in EBP and better 

clinical outcomes for patients (Rutherford, Lee, & Greiner, 2004; Wilson et al., 2015).   

The most essential element in delivering the highest quality, most cost effective, 

and efficient nursing care is the implementation and consistent use of EBP. EBP has been 

shown to increase patient safety, improve clinical outcomes, reduce healthcare costs, and 
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decrease variation in patient outcomes (Agency for Healthcare Research and Quality 

2017; American Nurses Association, 2017; Black, Balneaves, Garossino, Puyat, & Qian, 

2015; Melnyk & Fineout-Overholt, 2015; Reigle et al., 2008). EBP is not a new concept. 

The origin of EBP can be traced back to Florence Nightingale, who is the founder of 

modern nursing and one of the first nurses to record health statistics and use the 

information to improve patient care (Winkelstein, 2009). In 1859, she claimed that the 

most important lesson for nurses is the ability to make observations regarding patient care 

and use that information to improve practice. In her book, Notes on Nursing, she makes 

observations of the sick and provides suggestions to fellow nurses. She states:  

The most important practical lesson that can be given to nurses is to teach 
them what to observe- how to observe -what symptoms indicate 
improvement-what the reverse-which are of importance-which are of none-
which are the evidence of neglect -and what kind of neglect (Nightingale, 
F., 1992, p. 59). 
 

Nurses making observations and using that information to improve patient care is the 

essence of EBP.  

In the 1970s, Dr. Archibald Cochrane identified inconsistencies in medical 

practice. He officially published articles summarizing the results of randomized 

controlled trials in 1992 (Brower, 2017). He started the Cochrane review which initiated 

a change in medical practice by relying on evidence instead of personal preference and 

experience. Many sources refer to the EBP movement gaining momentum when Dr. 

David Sackett and colleagues explained evidence-based medicine as the methodical use 

of the most up to date and best evidence along with personal experience in the clinical 

decision making process (Sackett, et al., 1996). The impetus to advance EBP to all fields 
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of medicine came about after the Institute of Medicine’s (IOM) key recommendation that 

healthcare providers use EBP to deliver care (IOM, 2001). The IOM published To Err is 

Human: Building a Safer Health System in 1999 that pointed out major shortcomings in 

patient safety practices and quality in our nation’s health care system. The IOM report 

emphasized that in the United States, medical errors caused over one million injuries and 

could be attributed to 44,000 and 98,000 deaths every year (Kohn, Corrigan & 

Donaldson, 2000). Goals set forth in the IOM report were to reduce medical errors by 

one-half by 2005 and 90% of all clinical decisions will be based on evidence by 2020 

(Kohn, Corrigan & Donaldson, 2000). 

Registered nurses (RNs), with more than three million in the United States, make 

up the largest sector of healthcare providers giving them the most potential to make the 

biggest impact on increasing EBP in healthcare (Institute of Medicine, 2011). One of the 

most current assessments of beliefs and use of EBP by nurses was conducted in 2012 by 

Melnyk, Fineout-Overholt, Gallagher-Ford & Kaplan. They surveyed 1015 American 

Nurses Association (ANA) RNs. The results of this survey demonstrate that only half of 

the respondents felt that EBP is consistently implemented in their organization and about 

one-third of the respondents felt that their colleagues consistently use EBP for patient 

care decisions (Melnyk, et al., 2012). These findings highlight the need to explore the 

reasons that nurses are not using EBP in their clinical decisions, so interventions can be 

implemented to increase the use of EBP. Despite the call for 90% of healthcare decisions 

to be based on evidence, many nurses are deficient in implanting EBP (Foster, 2009; 

Leeman & Sandelowski, 2012; Rodgers, 2000). 
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Sigma Theta Tau International defines EBP as the “integration of the best 

evidence available, nursing expertise, and the values and preferences of the individuals, 

families and communities who are served” (2005). An important pretext to this definition 

is that nurses and other providers have access to and the capacity to decipher the latest 

and best research available. Another way of describing EBP in a nursing context is that it 

is a lifelong problem-solving method to the delivery of healthcare that assimilates the 

best available evidence, clinician’s expertise, and patient values and preferences 

(Melnyk, & Fineout-Overholt, 2015). EBP is the amalgamation of a nurse’s individual 

knowledge and experience combined with thorough consideration of the best and most 

current evidence to make decisions regarding patient care. These decisions also consider 

the patient’s wishes, values, and individual condition. Nurses have the ethical 

responsibility to access evidence and practice using the most current research. Provision 

seven of the American Nurses Association (ANA), Code of Ethics for Nurses with 

interpretive statements affirms, “The nurse, in all roles and settings, advances the 

profession through research and scholarly inquiry, professional standards development, 

and the generation of both nursing and health policy” (ANA code of ethics. p.27). This 

statement denotes that all nurses have an ethical responsibility to advance the profession 

and improve healthcare to all individuals by continually utilizing the best research to 

practice nursing and produce inquiries that lead to further research opportunities.  

Nurses fully engaging in EBP will help the United States save healthcare dollars. 

Berwick & Hackbarth, 2012, estimated that between $158 billion and $226 billion were 

wasted in 2011 from providing care that, based on science and stated preferences, cannot 
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possibly help patients. Additionally, care based on outmoded habits, supply-driven 

activities, and disregard for science contributed to a waste of health care dollars. In 

response, healthcare systems are standardizing practices based on the best available 

evidence to reduce inconsistencies in care and improve quality and patient safety while 

containing costs. Healthcare payment schemes are moving from volume-based systems to 

value-based systems which means that payments and reimbursements will be based on 

evidence-based practices that support efficient and effective care. Hospitals and 

healthcare providers must transition to practices that are based on evidence.  

Many health plans use systematic reviews of information regarding the 

effectiveness of medical interventions to make coverage decisions (Garber, 2001). The 

Centers for Medicare and Medicaid Services (CMS) requires that Medicare-participating 

hospitals that use order sets, pre-printed or electronic standing orders, and protocols for 

patient orders must confirm that they are consistent with evidence-based guidelines and 

recommendations to be reimbursed (Benson, 2012). Therefore, Medicare payments to 

hospitals will be tied to practices that are based on evidence. Nurse’s adherence to EBP 

guidelines for fall prevention, infection prevention, deep vein thrombosis prevention, and 

heart failure results in better patient outcomes and decreased costs for hospitals (Schell, 

2014; Songwathana, Promlek, & Naka, 2011; Titler et al., 2016; White & Spruce, 2015).  

Since the 1990s, EBP has been increasingly emphasized in nursing, but 

implementation continues to be absent or inconsistent. Nurses may have heard about EBP 

and may have accessed evidence, but few have a complete grasp of the importance of 

always using the best evidence to practice nursing and the steps involved in the EBP 
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process. Identification of factors that impact the implementation of EBP and creating 

effective interventions to increase EBP is critical. Nurses’ use of EBP has been linked to 

complex factors, particularly the lack of nurses’ individual and organizational readiness 

for EBP. It takes about 17 years for research findings be incorporated into clinical 

practice, as estimated by Balas & Boren (2000) thus, increasing nurses’ involvement in 

EBP is part of the solution to expedite the rate at which research findings are 

incorporated into clinical practice. 

 
Significance of Study of Nursing 

 
Nursing practice must be based on the best most recent evidence available. It is 

crucial to implement and encourage consistent use of EBP because it ensures the highest 

quality care, improves patient outcomes, decreases healthcare expenses, and decreases 

variation in delivery of care (Melnyk, Gallagher-Ford, Long & Fineout-Overholt, 2014). 

Clinicians have higher satisfaction with their roles and will feel empowered when they 

are involved in EBP (Kim, 2017). If clinicians have high job satisfaction, there will be 

less turnover resulting in lower costs and better quality (Wallen, et al., 2010). 

Organizations such the ANA, Sigma Theta Tau International, and The Joint Commission 

have mandated that EBP be a standard of professional practice and that all nurses be 

involved in translating research findings into practice. Organizations where nurses are not 

consistently using EBP will suffer financial consequences from poor patient outcomes 

and potentially missed reimbursement from third party payers. Healthcare information 

such as clinical practice guidelines and best practice information is readily available to all 
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patients. If nurses are practicing contrary to the latest best evidence, patients and family 

may lose faith in their abilities. 

 
Purpose 

 
The main purpose of this project is to explore nurses’ attitudes about EBP, nurses’ 

attitudes about organizational culture and readiness for EBP, and nurses’ implementation 

of EBP and use that information to suggest interventions that will increase EBP 

implementation and thus improve patient care and outcomes. The literature has shown 

nurses’ beliefs about EBP impacts the success of its implementation. Common barriers 

and facilitators that impact implementation have been identified. Gathering and analyzing 

this information is a necessary first step before EBP can be implemented. Not only is it 

important that nurses use the best, most current evidence in their practice, it is crucial that 

nurses know how and where to find evidence and how to critically appraise its value. The 

overarching goal is to increase nurses’ use of EBP at this organization. The results of this 

project will be used to guide recommendations for the implementation of support systems 

and tools to increase the use of EBP by all nurses at St. Vincent Healthcare in Billings, 

MT.  

The objectives of this improvement project are: 

1. To explore nurses’ perceptions of the organizational culture and readiness for 

EBP implementation at this organization.  

2. To evaluate the current beliefs about EBP at this organization. 
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3. To evaluate to the current state of implementation of EBP by the nurses at this 

organization. 

4. To investigate relationships between beliefs, attitudes, and demographic factors of 

the nurses and their use of EBP. 

5. To propose interventions to implement EBP and increase the consistent use of 

EBP at this organization. 

 
Problem 

 
 

Most nurses at this organization have probably heard of EBP but may not be 

consistently incorporating it in daily nursing practice. The current state of nurses’ use of 

and beliefs about EBP at this healthcare facility is not known. Negative attitudes towards 

and barriers to EBP can affect implementation of EBP in a healthcare facility. Nurses that 

are not using EBP must adopt the practice to ensure that they are providing the highest 

quality of care for patients. Nurses are also required to use EBP by healthcare regulating 

bodies. Inconsistent or lack of use of EBP to deliver nursing care is a deficiency in 

nursing practice and must be remedied. Nurses may not be using EBP because they have 

not been taught the skills involved in the EBP process, may not know where to find 

resources, and may not be ready for implementation. This makes it necessary to conduct a 

survey of nurses’ current knowledge, attitudes, and practices regarding EBP. EBP also 

requires nurses’ individual commitment to change the way they practice nursing and the 

organization’s commitment support nurses’ use of EBP  
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Definition of Key Terms 

Evidence-Based Practice: an approach to problem-solving in clinical decision 

making which integrates the best evidence from robust studies with clinicians’ 

expertise (including exterthrnal evidence from patient assessments and practice 

data) and patients’ values and preferences (Melnyk et al., 2012) 

Research Utilization: is a component of EBP, describes applying scientific 

evidence to practice. It is the “process by which specific research based 

knowledge (science) is implemented in practice” (Squires et al., 2011, p. 2).  

Readiness: The state of being fully prepared for something or willingness to do 

something (Readiness, 2018). EBP readiness is the level of confidence in 

employing EBP and actual EBP knowledge level. Nurses’ readiness for EBP 

includes the factors related to nurses’ capabilities to take part in EBP and 

integrate the best evidence into daily practice (Saunders & Vehviläinen-Julkunen, 

2016)  

Barriers: “A circumstance or obstacle that keeps people or things apart or 

prevents communication or progress” (Barrier, 2018)  

Facilitation: the process of enabling or making easier the implementation of 

evidence into practice. A facilitator can help individuals, teams, and/or 

organizations apply evidence in practice (Melnyk & Fineout-Overholt, 2015)  

Belief/Attitude: Beliefs and attitudes are used interchangeably. “A settled way of 

thinking or feeling about something” (Attitude, 2018) 
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Nurse(s): A person trained to care for the sick or infirm, especially in a hospital 

(Nurse, 2018) 

The Evidence-Based Practice Process: The EBP process involves seven 

essential steps as described by Melnyk and Fineout-Overholt (2015). (1) Create an 

environment of clinical inquiry (2) Ask clinical questions in a PICOT format 

where P = Patient/Population, I = intervention or area of interest, C = Comparison 

intervention or group, O = Outcome, and T = Time (3) Search for the best, 

highest levels of evidence (4) Critically appraise the evidence (5) Integrate 

evidence with clinical expertise and patient preferences and values (6) Evaluate 

outcomes (7) Disseminate findings.  

 
Theoretical Framework 

 
Roger’s Diffusion of Innovations 

Roger’s Diffusion of Innovations theory will be the theoretical framework that 

supports this project. “Diffusion is the process by which an innovation is communicated 

through certain channels over time among the members of a social system,” (Rogers, 

1983, p. 11). The main components of diffusion theory are innovation, communication 

channels, time, and a social system (Rogers, 1983). Rogers’s Diffusion of Innovations 

(1983) describes a theoretical framework for the acceptance of innovative ideas or 

practices. This framework will be used to conceptualize the complexity in decision-

making that is involved in a process, new idea, or practice being introduced in an 

organization. The success of a new practice relies on the characteristics of the practice, 
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the people who will use the practice, and the organization in which the practice will be 

implemented. Diffusion, as conceptualized in the framework of this study pertains to the 

deliberate and planned implementation of EBP. A practice or idea that an individual may 

have known about but has not formed an opinion about and subsequently decides to reject 

or accept that practice is considered an innovation. The time it takes to fully accept an 

innovation depends on certain features of that innovation which are relative advantage, 

compatibility, complexity, trialability, and observability (Rogers, 1983). Relative 

advantage of the innovation entails that if an individual thinks a new practice is better 

than the previous practice, it is more likely that it will be accepted. The more 

advantageous the individual perceives a new practice, the faster it will be adopted. The 

compatibility of an innovation involves how well it will mesh with the current culture. 

Complexity of the innovation pertains to how easy it is to conceptualize and put into 

practice. The easier it is to understand the more likely it will be accepted. Trialability 

pertains to if the innovation can be implemented in segments. For example, if the EBP 

process can be trialed on one floor of the hospital and the trial is successful, 

implementation across the rest of the organization is more likely. Observability of the 

innovation is how visible it is to others. If others can see the practice, they may be more 

willing to adopt it. In applying Roger’s theoretical framework to this project, the 

innovation is EBP, which has a greater chance of being adopted and accepted if it is 

viewed as having relative advantage over current nursing practices. Acceptance of EBP 

will be more likely if it meshes well with the existing organizational culture, and the 
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process is presented in a way that is easy to understand. If nurses can visualize the EBP 

process in action and try it out, it will be more successfully implemented.  

Communication channels influence the momentum of diffusion. Rogers theory 

indicates that individuals mainly rely on subjective information from peers to get 

information about an innovation. Communication is more effective when the individuals 

are more alike in certain attributes like personal and social characteristics (Rogers, 1983). 

Communications channels as conceptualized in this project would be small peer groups, 

like-minded individuals, or mentors being the most effective means of disseminating 

EBP. Time is relevant in this framework and pertains to the innovation-decision process 

where the time for the adoption or rejection of a new practice goes through the process of 

five sequential steps. The steps are knowledge, persuasion, decision, implementation, and 

confirmation. The innovation-decision as it pertains to implementing EBP would include 

nurses obtaining information about EBP and ultimately rejecting or acting the practice. A 

social system in this framework is a group of interconnected components that are 

working together towards a common objective (Rogers, 1983). The social system’s 

attributes impact whether an innovation is accepted or rejected and the rate of adoption. 

Regarding this project, the common goal is to provide the best safest care for patients. 

The social systems attributes that will impact the success of the implementation of EBP 

are the access to EBP resources, culture, and leadership structure. A social system that is 

dedicated to supporting EBP by providing resources and time for nurses to apply to the 

EBP process will be conducive to EBP implementation. A culture the supports autonomy 

and innovation in addition to leadership that supports the change will allow EBP to 
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flourish. However, a social system or hospital that is not accepting of change and will not 

provide time and resources for nurses to apply EBP will impede the implementation.  

Rogers describes five categories of adopters which are innovators, early adopters, 

early majority, late majority, and laggards (Rogers, 2003). Roger’s theory explains that at 

first when a new idea is introduced, there are a small number of individuals termed 

innovators who are willing to accept the new idea. The innovators are the champions of 

change and they stimulate interest and encourage others to accept the idea (Kaminski, 

2011). Roger’s theory describes an organizational model of the innovation where five 

stages of the innovation process are agenda-setting, matching, redefining/restructuring, 

clarifying, and routinizing. The initial step in the process of adopting an innovation 

involves information gathering, hypothesizing, and planning. The organizational 

problems that are necessitating a call for innovation are identified and the cost-benefit or 

implementing the innovation are considered (Rogers, 1983). The next step involves 

matching the problem in the organization with the innovation. The problem is that EBP is 

not used or underutilized. The diffusion of innovation theory can be used to conceptualize 

the barriers or facilitators that impact the acceptance of EBP. The theory will also 

describe characteristics of individuals who support the idea and the organizational 

characteristics that will help or hinder the progress. Dissemination of new research 

findings throughout the organizations will occur via nursing colleagues. The rate of 

diffusion is dependent on many interrelated factors such as access, availability, and 

attitudes regarding the best, most current evidence.  
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The Advancing Research and Clinical  
Practice through Close Collaboration (ARCC) Model 

 
 

The ARCC model, as conceptualized by Melnyk and Fineout-Overholt, 2015, 

offers a framework for healthcare organizations to guide implementation of EBP across 

an entire system. The first construct of the model is for an organizational assessment of 

readiness for EBP. The main strengths and barriers are identified with the Organizational 

Culture and Readiness Scale for System-Wide Integration of Evidence-Based Practice. 

Next, EBP mentors, who are usually advanced practice nurses, assist the nurses with 

implementation of EBP. The ARCC model also uses the Evidence-Based Practice Beliefs 

scale to monitor nurses’ beliefs in EBP. This is crucial because a higher belief in EBP 

correlates with greater implementation. The EBP process is demonstrated and taught to 

the nurses. The EBP process involves asking clinical questions, researching evidence, and 

making practice changes at the point-of-care combined with clinician expertise and 

patient preference. Educational and skill-building workshops that focus on the seven 

steps of EBP are provided to the nurses. Implementation of EBP is measured with the 

Evidence-Based Practice Implementation scale. Finally, the practice changes are 

evaluated, and results are disseminated.  
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Figure 1. The Advancing Research and Clinical Practice through Close Collaboration 
(ARCC) Model (Melnyk & Fineout-Overholt, 2005) 
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CHAPTER TWO – REVIEW OF LITERATURE 

 
Review of Literature 

 
 

Literature was searched through the Cumulative Index of Nursing and Allied 

Health Literature (CINAHL), PubMed, Proquest and the Cochrane Database, and other 

internet sources. Keywords included nurses, evidence-based practice, barriers, mentors, 

facilitators, readiness, research utilization, and implementation, evidence-based medicine, 

attitudes, knowledge, and diffusion of innovation. This review of literature offers a 

summary of the most current and relevant research and evidence used to answer the 

following research questions: (1) What are nurses’ current beliefs/attitudes about EBP at 

this organization? (2) What are nurses’ current attitudes about organizational culture and 

readiness for EBP at this organization? (3) What is the current use of EBP at this 

organization? (4) What are the current needs for efficacious and sustained EBP 

implementation at this organization? This review of literature presents research relating 

to nurses’ readiness for EBP, nurses’ attitudes about EBP, organizational and individual 

barriers and facilitators to EBP, and EBP mentors. 

 
Readiness for EBP 

 
Nurses value EBP and believe it is important to deliver high-quality patient care. 

Studies continue to show that although nurses have positive attitudes towards EBP, they 

are not completely ready for EBP due to numerous issues. Pravikoff and colleagues’ 2005 

seminal survey of 1097 randomly selected nurses across the United States, concluded that 
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nurses, in general, were not prepared for EBP. Nurses reported that they received little or 

no training in EBP or information retrieval; further, they did not value or know how to 

decipher the information (Pravikoff, Tanner, & Pierce, 2005). Less than ten years later, 

nurses’ readiness for EBP had shifted. Nurses reported that they valued EBP but still 

needed more knowledge about the EBP process and how to find and utilize evidence 

(Brown, Wickline, Ecoff, & Glaser, 2009; Melnyk et al., 2012; Patelarou et al., 2017; 

Ross, 2010; Thiel & Ghosh, 2008; Thorsteinsson & Sveinsdóttir, 2014). Nurses with 

higher education levels, professional certification, and those in leadership have been 

shown to have better attitudes towards EBP (Melnyk et al., 2012; Warren et al., 2016). 

Nurses are more likely to use and implement EBP when they have more EBP knowledge 

and skills (Brown et al., 2010; Warren et al., 2016; Dalheim et al., 2012; Thorsteinsson & 

Sveinsdóttir, 2014; Wilson, et al., 2015). The first step in EBP implementation is 

assessment of the nurses’ readiness for EBP and assessment of the needs to increase 

readiness. A methodical assessment of the readiness needs will assist in the 

implementation planning and assist in development of tools and resources for the nurses. 

Assessment of the nurses’ ability to engage in EBP and monitoring of the progress of 

EBP implementation is crucial (Brown et al., 2009; Ubbink et al., 2013)  
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Attitudes 
 
 

EBP practice may flourish only if nurses hold positive attitudes towards EBP and 

believe in its value. When nurses believe in, and positively view EBP, they are more 

likely to participate in EBP activities such as appraising research and using evidence and 

research in clinical practice. Nurses have strong positive attitudes about, value, and feel 

that EBP improves patient care (Brown et al, 2009; Duff et al., 2014; Kaplan, Zeller, 

Damitio, Culbert & Bayley, 2014; Majid et al., 2011; Melnyk et al., 2012; Saunders & 

Vehviläinen-Julkunen, 2016; Thiel & Ghosh, 2008; Ubbink et al., 2013; Underhill, 

Roper, Siefert, Boucher & Berry, 2015; Yoder et al., 2014). If nurses do not believe in the 

value of EBP, its implementation can be difficult (Melnyk, Fineout-Overholt, Giggleman, 

& Cruz., 2010; Pravikoff et al., 2005). Attitudes have been shown to have a strong 

positive relationship with unit culture (Thiel & Ghosh, 2008). Organizational culture also 

impacts attitudes towards EBP (Melnyk et al., 2016; Thiel & Ghosh, 2008). More 

knowledge about EBP increases nurses’ attitudes towards EBP (Estrada, 2009; Majid et 

al., 2011; Snibsøer, Espehaug, Ciliska & Nortvedt, 2017; Thiel & Ghosh, 2008; 

Thorsteinsson & Sveinsdóttir, 2014). Attitudes regarding EBP implementation are 

positively linked with a high educational level (Kaplan et al., 2014; Wilson et al., 2015). 

Nurses who attend an accelerated educational program have the potential to significantly 

improve beliefs and attitudes about EBP (Friesen, Brady, Milligan & Christensen, 2017). 
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Barriers 

 
Barriers to the acceptance and implementation of EBP in nursing have been 

recognized and studied by many researchers. Nurses inadequate use of EBP has been 

linked to numerous actual and perceived organizational and individual barriers to EBP. 

Barriers have been studied in numerous nursing settings. The focus in this literature 

review is on barriers in the acute care hospital setting. An understanding of the barriers to 

EBP is important in understanding why nurses may not be fully immersed in EBP. The 

most frequently reported organizational barriers to EBP by nurses include lack of 

mentors, lack of time, lack of access to research tools and resources, lack of financial 

support, and a lack of knowledge and skills (Baatiema et al., 2017; Brown et al., 2009; 

Chan et al, 2011; Dalheim et al., 2012; Gale-Van Patter, & Schaffer, 2009; Mallion & 

Brooke, 2016; Melnyk et al., 2012). The greatest organizational and individual barrier to 

involvement in EBP was a lack of time (Brown et al., 2009; Pravikoff et al., 2005; 

Solomons & Spross, 2011). Organizational barriers include limited or no managerial 

support, lack of time to look up information, lack of access to a library or other site for 

information gathering, lack of access to the proper information technology for appraisal 

of the evidence, and a disconnect in practice goals between staff nurses and 

administration (Brown et al., 2009). Personal barriers to EBP include negative beliefs, 

lack of comprehension of statistical terms, and insufficient comprehension of the 

verbiage used in research articles (Majid et al., 2011; Mallion & Brooke, 2016). 

Additional personal barriers include lack of database searching skills and issues with 

access to online information (Sadoughi, Azadi, & Azadi,2017). Another organizational 
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barrier is nurses’ perceived lack of authority to implement changes in policies and 

procedures regarding patient care (Atkinson, Turkel, & Cashy, 2008). The lack of a 

formal research infrastructure has been reported as a barrier (Atkinson et al., 2008). 

Discovering the perceived personal and organizational barriers is a critical first step in 

determining appropriate interventions to implement and facilitate use of EBP by nurses. 

Ubbink et al. (2013) performed a systematic scoping review that analyzed 31 

surveys regarding EBP attitude, knowledge, awareness, skills, barriers, and facilitators 

among managers, doctors, and nurses in clinical settings. The authors provided a synopsis 

of the top EBP barriers most frequently cited by doctors and nurses. The data from the 31 

surveys in this systematic review along with data from a systematic review regarding 

nurses’ perceived barriers completed by Kajermo et al., 2010, were combined. The top 

barriers were lack of time to read evidence or implement current ideas, lack of facilities 

or resources, lack of staff experienced in EBP, lack of EBP training, lack of support from 

staff and management for EBP, lack of availability of evidence, unfamiliarity with 

research, and evidence is not generalizable to current situation. Specific barriers most 

cited by nurses were lack of authority to change practice, don’t understand statistics or 

research, and not sure how to link evidence to practice.  

Several barriers exist in using electronic literature in nursing practice. Clinical 

practice guidelines (CPGs) which are designed to encourage consistent, efficient 

applications of scientific evidence in the daily practice of clinicians, are often 

underutilized. Nurses can use CPGs to increase evidence-based care to patients. CPGs 

allow for quick and easy access to evidence because guidelines are based on evidence 
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rigorous systematic reviews and amalgamation of current medical research studies 

Barriers exist to nurses use of CPGs. Jun, Kovner and Stimpfel (2016) performed an 

integrative review to evaluate and synthesize current literature on barriers to and 

facilitators in the use of CPGs by nurses.  Internal factors were attitudes, perceptions, and 

knowledge whereas format and usability of CPGs, resources, leadership, and 

organizational culture were external factors influencing CPG use. Although the authors of 

the review found many consistent barriers and facilitators to nurses use of CPGs, 

interventions and policies should be tailored to increase nurses’ use of CPGs in order to 

provide evidence-based care and thus increase quality care. The authors also suggest that 

nurses be involved in the creation and maintenance of CPGs.  

Numerous solutions have been proposed to overcome the barriers to EBP 

implementation in nursing practice. Numerous studies confirm that the first step is to 

assess the barriers and develop a multipronged approach to tackle the numerous barriers 

(Melnyk, et al., 2012; Mott et al., 2005). Researchers suggest that obtaining a grasp of the 

organizational and individual barriers is essential to understanding and creation of 

interventions to advance evidence-based practice in nursing (Brown et al., 2009; 

Solomons & Spross, 2011).  

 
EBP Mentors 

 
The importance of EBP mentors/champions has been revealed in numerous recent 

studies. Advanced practice nurses with knowledge and skills of the EBP process typically 

function as EBP mentors. When mentors work with nurses to assist with developing 
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clinical questions, accessing research and journal articles, appraising evidence, and 

evaluating outcomes, EBP implementation is more likely and more successful (Levin, 

Fineout-Overholt, Melnyk, Barnes, & Vetter, 2011). EBP mentors are crucial for the 

successful implementation and sustainability of EBP (Friesen et al., 2017). EBP mentor 

training programs have been shown to increase attitudes towards, skills in, confidence in 

and readiness for EBP (Balakas, Sparks, Steurer, & Bryant, 2013; Black et al., 2015; 

Breckenridge-Sproat et al., 2015; Friesen et al., 2017; Underhill et al., 2015; Wallen et 

al., 2010). Providing education on EBP alone will not improve attitudes, increase 

readiness, and ensure implementation. Nurses need mentors to encourage and facilitate 

EBP to ensure that the process is fully accepted and ingrained in practice. 

 
Facilitation of EBP 

 
Facilitation is necessary for EBP is to be adopted and flourish. A recurring theme 

in nurses’ explanations of facilitators to research utilization and EBP is easy access to 

information. Facilitators for EBP have been reported to be easy access to evidence, 

protocols, and guidelines, both pregraduate and postgraduate EBP education, constant, 

daily practice, and support from staff and management in learning and applying EBP in 

daily clinical practice (Ubbink et al., 2013; Rousseau & Gunia, 2015). Other commonly 

reported facilitators are a culture that supports research and EBP through research 

discussion groups, classes, and mentors, library resources and personnel and research 

departments (Melnyk et al., 2004). Advanced practice nurses serving as EBP mentors has 

been recommended in numerous studies and studies confirm the value of EBP mentoring 



23 
 

to direct-care nurses (Thorsteinsson & Sveinsdóttir, 2014; Wallen et al., 2010). A 

dedicated project champion can be instrumental to the successful implementation of EBP 

(Atkinson et al., 2008). Nurse managers can be facilitators of the EBP process by 

providing support, ensuring that resources are available, and celebrating and recognizing 

successes (Gale-Van Patter & Schaffer, 2009). EBP guidelines should be readily 

available to staff and should be up to date, be written in plain wording, concise, and 

contain information relevant to the unit (Gale-Van Patter & Schaffer, 2009). An advanced 

level degree such as masters or doctorate level, registered nurse position, and prior 

attendance in a formal EBP class; instead of online education have been shown to be 

associated with positive EBP attitudes, practices, and knowledge and skills. Producing 

methods for nurses to practice EBP such as workshops, formal classes, and journal clubs 

are suggested to perhaps be more effective than education alone (Mollon et al., 2012). 

Studies show that many nurses feel confident in their abilities to perform the steps of 

EBP but do not feel as confident in critically appraising and synthesizing research 

findings. (Majid et al., 2011).  

Many studies reviewed and analyzed barriers and facilitators together in the same 

study. Much of the research regarding facilitation of EBP discusses the various strategies 

that have been used to resolve the commonly reported barriers to EBP. Fink Thompson 

and Bonnes, 2005, sought to explore nurses’ attitudes and beliefs about research 

utilization before and after an intervention to encourage EBP. The researchers asked 

nurses an open-ended question regarding what they thought facilitated research 

utilization. The nurses suggested organizational factors such as better staffing ratios to 
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allow for more time to participate in research related activities, acquiring a “champion of 

change” in specific areas, administrative support to engage in research related activities, 

and mentors. Additional recommended facilitators were increasing the availability of 

evidence, posting relevant research articles in key areas, and participation in journal clubs 

and nursing grand rounds (Fink et al., 2005).  
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CHAPTER THREE – METHODS 
 
 

Purpose 
 
 

In this chapter, I will describe the methods used to address the project questions 

regarding nurses’ attitudes, beliefs, and perceptions about readiness and implementation 

of evidence-based practice (EBP) in a mid-sized, faith-based, community teaching 

hospital in the largest city in Montana. The main purpose of this project is to improve 

patient care and outcomes by increasing the use of EBP by nurses by examining nurses’ 

attitudes and beliefs towards EBP and identifying interventions to promote 

implementation of EBP. The questions addressed in this project were:  

1.) What are nurses’ current individual beliefs and attitudes about EBP at this 

organization? 

2.) What is are the nurses’ current level of self-reported level of implementation of 

EBP at this organization? 

3.)  What are nurses’ perceptions of organizational and cultural readiness for EBP at 

this organization? 

This chapter is organized into the following sections: (a) project design, (b) 

population and sample, (c) setting (d) procedures for data collection, (e) instrumentation; 

and (f) discussion of rights of human subjects. 
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Project Design 
 
 

A descriptive, cross-sectional survey design was used in this project. The project 

design consists of three descriptive surveys: The Evidence-Based Practice Beliefs scale 

(EBPB) and the Evidence-Based Practice Implementation Scale (EBPI) developed by 

Melnyk, Fineout-Overholt, and Mays in 2008 and the Organizational Culture and 

Readiness for System-Wide Integration of EBP Scale (OCRSIEP) developed in 2006 by 

Melnyk and Fineout-Overholt to collect data. These surveys were used to address the 

questions in the project: What are nurses’ perceptions of the organizational barriers and 

facilitators to EBP implementation at this hospital? What are nurses’ current beliefs about 

EBP at this hospital? What is the current state of EBP at this hospital? A convenience 

sample of nurses from the hospital was asked to participate in the project. Additionally, 

demographic information (age, floor currently working on, employment status) and 

professional information (years of nursing practice, certification status, education level, 

and clinical ladder involvement) were collected. Open-ended questions were included in 

the survey. The open-ended questions/comments asked in the project were: 

1.) Please explain your current involvement in EBP? 

2.) Are you currently involved in an EBP project or research project? If yes, 

please explain. 

3.) What is the single thing that would increase your involvement in EBP? 

4.) A question about the diffusion of innovation theory was asked. The question 

was: In general, regarding a new practice or idea how would you describe 

yourself? The multiple-choice answers were designed to determine how the 
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participant perceived themselves regarding being considered an 

innovator, early adopter, early majority, late majority, or laggard. 

The open-ended questions were included to discover how many nurses were currently 

involved in a research or EBP project and to elicit additional information not ascertained 

in the survey instruments about nurses’ beliefs, attitudes, and implementation of EBP.  

 
Population and Sample 

 
A total of 485 nurses were invited to participate in the survey. Nurses working 

full-time, part-time, and per diem were invited to anonymously answer the survey 

questions. Temporarily employed agency nurses were excluded.  

 
Setting 

 
The setting is a 258-bed, not-for-profit, faith-based, teaching facility that serves 

Eastern and South Central Montana and Northern Wyoming. The hospital provides 

cardiovascular, emergency, neurosciences, oncology, orthopedic, hemodialysis, 

obstetrics, radiology, nuclear medicine, imaging, rehabilitation, intensive care, surgery, 

and wound care and is in full standards compliance with Joint Commission Accreditation. 

As of 2017, the hospital saw 11,629 admissions, 179, 216 outpatient visits, and 1,631 

births (American Hospital Association, 2018). Currently, over 500 nurses are employed 

at this hospital. The hospital has shared decision-making councils in which nurses are 

involved in decisions about professional practice.  
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Procedures for Data Collection 

 
Institutional Review Board (IRB) approval from Montana State University and 

the local IRB was obtained. The three Melnyk and Fineout-Overholt scales along with the 

demographic and open-ended question were combined into one survey for a total of 75 

questions that were delivered via Survey Monkey in the employee’s email. The email 

addresses were obtained from the current email lists for each unit. If a nurse was not 

included in the email list, the nurse did not receive a survey. I asked the managers for 

each floor via email to attend a staff meeting to explain and promote the survey. Some 

units did not have a meeting scheduled during the time the survey would be available and 

some did not respond. I attended the cardiology, neurology, clinical resource, and 

orthopedic unit staff meetings in May and June 2018, after the survey was sent out and 

explained the survey and asked the nurses to complete the survey. I explained that the 

survey would arrive via email in a Survey Monkey with an informed consent and 

explanation of the purpose and objectives of the project.  

Nurses were additionally notified of the electronic surveys by communication 

methods such as announcements in daily unit pre-shift meetings and flyers posted in 

breakrooms. Individuals who did not complete the survey received a reminder to take the 

survey. Three reminder emails with the survey attached were sent via Survey Monkey 

and only the non-respondents received reminders. The process of reading the 

introduction, informed consent, and filling out the surveys was expected to take 15 to 20 

minutes. The survey was conducted from May 2018 to August 2018. 
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Instrumentation 

 
Content validity and internal content reliability for the three instruments used in 

this project have been established to be 0.85 or higher (Melnyk & Fineout-Overholt, 

2008). Permission to use the three scales was purchased from one of the creators, Ellen 

Fineout-Overholt (E. Fineout-Overholt, personal communication, May 26, 2017).  The 

EBPI consists of 18 questions that measure the frequency of EBP behaviors using a 5- 

point Likert scale to score frequency of activities such as “I have used evidence to change 

my practice” and “I have generated a PICO question about my clinical practice.” Each 

question asked the nurse how often he/she had participated in the activity in the past eight 

weeks. The 5-point Likert scale indicated that 0 = 0 times and a 4 = 8 or more time in an 

eight-week period. The 5-point frequency scale demonstrates the amount of times nurses 

implemented EBP activities in the past 8 weeks (0 = 0 times and 4 = > 8). The items in 

the scale are totaled and the scale is scored by adding the responses to the 18 items for a 

total score that could range from 0 to 72 where higher total scores indicate more frequent 

implementation of EBP skills and actions (Melnyk, Fineout‐Overholt, and Mays, 2008).  

Validity of the EBPI has been established. The Cronbach’s alpha has been greater than or 

equal to 0.85 in different samples (Melnyk & Fineout-Overholt, 2015). Cronbach’s alpha 

is a “widely used index that estimates the internal consistency of a composite measure 

composed of several subparts,” (Polit and Beck, 2017, p. 725). 

The EBPB scale measured EBP beliefs and values. The scale consists of 16 

statements about evidence-based practice. The participants were asked to choose a 

response that best fits their agreement or disagreement on a 5-point Likert scale that 
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ranges from 1 (strongly disagree) to 5 (strongly agree). There are two reverse-scored 

items. The items are totaled, and results can range from 16 to 80 with a higher score 

equating with a more positive belief in EBP. The instrument measures individual’s 

beliefs about EBP with statements like “I am clear about the steps of EBP” and “I believe 

I can overcome barriers in implementing EBP (Melnyk & Fineout-Overholt, 2015). The 

Cronbach’s alpha has been greater than or equal to 0.85 in different samples (Melnyk & 

Fineout-Overholt, 2015). 

The OCRSIEP includes 19 statements that measure the nurses perceived extent to 

which the organization is ready for EBP. This instrument is intended to evaluate RNs 

perceptions of the organization’s culture and the organization’s readiness for system-wide 

implementation of EBP. The first 16 items and item 19 use a Likert scale from 1 (none at 

all) to 5 (very much). Item 17 uses a 5-point frequency scale from 1 (none) to 5 (100%) 

of the time. Item 18 uses a Likert scale from 1 (not ready) to 5 (past ready and into 

action). Items on the scale are added to total score that can be from 25–125. A higher 

score correlates with RNs perception of better organizational readiness for evidence-

based practice. Melnyk and Fineout-Overholt, 2015, reports that the scale has established 

face and content validity with internal consistency reliabilities greater than or equal to 

0.85. 

 
Ethical Issues and Human Rights 

 
Participants in the project were provided with an explanation of the purpose of the 

study and informed consent. Participation in the study was voluntary and the participants 
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were informed that they could end their participation at any time. Completing the survey 

was considered consent to participate. As an incentive to fill out the surveys, each RN 

who filled out a survey had the choice to be entered in a drawing for a chance to win one 

of two $50-dollar Amazon gift cards. The respondent was asked to provide a contact 

phone number if they wished to be included in the drawing. A risk of this study is the 

inconvenience of completing the 15 to 20-minute survey. 
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CHAPTER FOUR – FINDINGS 
 
 

Sample Description 
 
 

The 75-question survey was sent via St. Vincent Healthcare’s secure Intranet to 

485 nurses using the unit email lists for each floor. Unit email lists are created by unit 

managers requesting that individuals be added to the list from the technical assistance 

department. Nurses not included in the unit email list did not receive the invitation and 

were thus excluded from the survey. A total of 106 nurses completed the survey, based 

on the number of emails sent, this represents a 22 % response rate. The average age of the 

nurses who responded was 39 years (SD = 12.5). The nurses’ average length of years of 

practice in nursing was 12 years (SD = 10.2). Almost three-quarters (71 .4 %, n = 75) of 

the respondents were employed full-time, about one-fifth were part-time, (22.9 %, n= 24) 

and the remaining 5.7%, n = 6, were per diem/relief. Four respondents (3.6 %) 

participated in the clinical ladder. A total of 102 nurses (96.2 %) did not participate in the 

clinical ladder. Forty-three (43%) of the respondents held a professional certification, 

58% (n =57) did not. When asked what their highest level of education was, two-thirds 

(66.7 %, n = 70) of the nurses that responded to the survey had a bachelor’s degree, one-

quarter (25.7%, n = 27) had an associate degree, (2.9%, n = 3), had a certificate (1%, n = 

1) had a diploma of nursing, and (3.8%, n = 4) had a master’s degree. None of the 

respondents had obtained a doctorate or Ph.D. Most of the respondents (40.6 %, n= 41) 

worked on the cardiac, medical-oncology, and medical/surg-neurology floors. Most of 

the respondents reported having learned about evidence-based practice (EBP) in college 
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(61.2 %, n = 63) or at work (49.5 %, n = 51). See Table 1 for the respondents’ 

characteristics. 

 
Certification Status 

 
Nurses were asked if they had a professional certification and if so, which one. 

This question was included in the survey to explore if holding a professional was 

associated with beliefs and implementation of EBP. A total of (42.6, n = 43) nurses hold 

a professional certification. Researchers have observed nurses with a certification also 

report higher frequency of EBP behaviors and skills and more ambitions to be involved in 

EBP compared to non-certified nurses (Wilson et al, 2015). Because researchers have 

shown that nurses who hold professional certifications are more likely to be involved in 

positive EBP behaviors, it is important to know how many nurses currently hold a 

certification and take measures to encourage more nurses to become certified. 

 
Previous Knowledge About EBP 

 
Nurses were asked to report how they learned about EBP. The respondents could 

answer with more than one response. This question was included in the survey to 

discover how nurses have been exposed to EBP education. When asked how they learned 

about EBP, most of the respondents replied that they learned about it in college (61.2%, n 

= 63) or at work (50 %, n = 51). Nurses also learned about EBP by hearing about it (37 

%, n = 38), attending a conference (19%, n = 20), reading about it in a journal (19%, n = 

20), learning about it in an online journal (17 %, n = 17), and learning about it in an 
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online course (11 %. n = 11). Researches stress clinicians have different backgrounds in 

EBP education and skills, thus obtaining baseline information about EBP allows the 

organization to create appropriate education initiatives (Mollen et al., 2012) Researchers 

also emphasize that it is critical for nurse leaders to employ strategies to increase and 

enhance nurses EBP education and skills (Melnyk et al., 2012). 

 
Clinical Ladder Participation 

 
Nurses were asked: Do you participate in the clinical ladder and if yes, which 

level? This question was asked to elicit more information regarding the project question: 

what are the nurses’ self-reported level of implementation of EBP at this organization? 

This question was asked because one of the requirements of participating in the clinical 

ladder at this organization is that the participant be involved in EBP activities. The 

clinical ladder program at St. Vincent Healthcare consists of five levels from novice to 

expert. Pay differentials begin at Level III (SCL Health, 2018). Nurses who participate 

are required to engage in and document EBP activities and the EBP requirements 

increase as the levels on the ladder increase. Level III requires the participant to provide 

documentation of participation in one EBP activity, Level IV requires documentation of 

participation in two EBP activities of which one must be in the participant’s own 

department and one outside their department, and Level V requires documentation of 

participation in three EBP activities, with two outside the participant’s department. The 

respondents in this survey had a low level of clinical ladder participation (3.8 %, n = 4) 

with the remaining 96%, (n = 102) not participating. Nurses must participate in EBP 
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activities to be on Level III of the clinical ladder, thus, the more nurses involved in the 

clinical ladder, the more EBP activities will take place at this organization. Examples of 

accepted clinical ladder EBP activities are conducting a discussion using current evidence 

in a journal club or hospital council or staff meeting; completing a poster that highlights 

EBP or provide staff education on a relevant topic using EBP literature or research. 

Additionally, any RN can complete a college-level research class, serve as primary 

investigator for an internal review board (IRB) approved research study or present a 

formal poster at a state or national conference to fulfill clinical ladder requirements (SCL 

Health, 2018).  
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Table 1. Characteristics of Respondents
Characteristic N %
Highest Level of Nursing Education 
    Certificate 3 3
    Diploma 1 1
   Associate's Degree 27 26
    Bachelor's Degree 70 67
    Master's Degree 4 4
    Doctorate or PhD 0 0
Work Status 
     Full Time 75 71
     Part Time 24 23
     Per Diem/Relief 6 6
Unit Where Nurse Works 
     3 Tower (Cardiac) 13 12.87
     3 Fortin (Medical/Oncology 14 13.86
     4 Tower (Observation) 2 1.98
     5 Tower (Joint Ortho) 1 0.99
     5 Fortin (Ortho) 6 5.94
     6 Tower (Medical/Neuro) 14 13.86
     ICU 7 6.93
     Emergency Department 8 7.92
     Rehabilitation 2 1.98
     Clinical Resources/Float Pool 7 6.93
     L & D 5 4.95
     Pediatrics 4 3.96
     Mother Newborn 4 3.96
     Health Access 2 1.98
     Cath Lab/Infusion Unit 1 0.99
     Infusion Unit 0 0
     NICU 5 4.95
     OR 4 3.96
     Surgery Plus 2 1.98
Participate in Clinical Ladder (Level III-V)
     Yes 4 4
     No 102 96
Professional Certification
     Yes 43 43
     No 58 57
Previous Knowledge about EBP 
     Heard of it 36.9 38
     Learned about in College 61.2 62
     Learned about at Conference 19.4 20
     Learned about in Journal 19.4 20
     Learned about at Work 49.5 51
     Learned about from Online Journal 16.5 17
     Learned about from Online Course 10.7 11

M SD
Age in years 39 12.5
Years of practice in nursing 12 10.2
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Evidence-Based Practice Scales 

 
The three instruments used to answer to project questions were the Organizational 

Culture and Readiness for System-wide Integration of Evidence-Based Practice scale 

(OCRSIEP), the Evidence-Based Practice Beliefs scale (EBPB) and the EBP 

Implementation scale (EBPI). Each scale was individually scored using the instructions 

for scoring provided by one of the scales creators, Ellen Fineout-Overholt. The Montana 

State University Statistical Consulting and Research Services (SCRS) assisted with data 

visualization with the use of heatmaps, scatterplots, and dot plots. Table 2 summarizes 

the participant mean (M), standard deviation (SD), and range of scores for the three 

scales used in this project. 

 

 

 
Beliefs about EBP 

 
The EBP beliefs scale was used to answer the project question: What are nurses’ 

current individual beliefs and attitudes about EBP at this organization? The EBPB scale 

was designed to measure nurses’ attitudes regarding EBP and beliefs about their 

individual ability and confidence in employing EBP. This 16-item scale uses 5-point 

Likert style questions and contains two reverse-score items that have been converted. 

Scores are calculated by adding the scale items and can range from 16–80. Scores lower 

Scale M SD Range
     OCRSIEP 70.7 16.2 34-113
     EBPB 58.8 8.8 35-77
     EBPI 8.84 9.5 0-44

Summary Statistics for the Organizational Culture and Readiness for System-wide Integration of EBP scale (OCRSIEP), 
Evidence-Based Practice Beliefs (EBPB), and the Evidence-Based Practice Implementation Scale (EBPI)

Table 2. 
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than 48 indicate no commitment to EBP according to the scale authors. Scores below 64 

indicate that overall, there is more disagreement than agreement in nurses’ confidence 

and attitudes about EBP. The closer the score is to 80, the higher the confidence and 

belief in EBP. Scores greater than 64 show a strong belief and commitment to EBP. The 

scale can reveal areas where there are opportunities for interventions to increase 

confidence and knowledge about EBP. The average total score was 58.8 (SD = 8.8, 

range: 35–77) which means there is not a full commitment to EBP but could be. Specific 

items in the scale referring to nurses’ attitudes regarding EBP such as “I believe that EBP 

results in the best clinical care for patients” (93.3 %, n= 98) and “I am sure that evidence-

based guidelines can improve clinical care” 90.1%,n = 95) and “I am sure that 

implementing EBP will improve the care that I deliver to my patients” (89.4%, n = 93) 

received high scores indicating that nurses do have positive attitudes towards EBP. 

However, items on the scale that reflect nurses’ ability to deliver evidence-based care 

such as “I am sure that I can access the best resources in order to implement EBP” 

(45.1%, n = 48) and “I am confident about my ability to implement EBP where I work” 

(58.1% , n = 61) received lower scores, indicating that nurses are confident in EBP but 

not as confident in their ability to deliver EBP. The responses that received lower scores 

reveal where there are opportunities for improvement to increase EBP. See Table 3 for 

the mean scores on the EBPB results. 
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Figure 2 shows a heatmap of the distribution of EBPB responses by each nurse 

where columns represent the questions within the EBPB survey and the rows represent 

each individual nurse surveyed, each color corresponds to an individual’s Likert 

response. Panels are separated by age groups (30 or less, 31–40, 41–50, more than 50). 

Missing responses are shown in bright green. This heatmap provides a visual 

representation of the consistency of Likert responses as seen where there are similar 

colors across each horizontal band. It also appears that most respondents reported overall 

high EBPB, as shown by the large proportion of blue (strongly agree or agree) colors in 

the figure. 

Item Mean SD

I believe that EBP results in the best clinical care for patients. 4.5 0.6
I am sure that evidence-based guidelines can improve clinical care. 4.4 0.7
I believe that critically appraising evidence is an important step in the EBP process. 4.2 0.6

I am sure that implementing EBP will improve the care that I deliver to my patients 4.2 0.7

I believe the care that I deliver is evidence-based 3.9 0.7

I am sure that I can implement EBP. 3.8 0.9

I believe that EBP takes too much time. (reverse scored) 3.6 0.8
I believe that I can overcome barriers to implementing EBP 3.6 0.9

I am clear about the steps of EBP. 3.5 1.0
I am sure that I can implement EBP in a time-efficient way 3.5 0.9
I am confident about my ability to implement EBP where I work 3.5 0.9
I am sure about how to measure the outcomes of clinical care 3.4 0.8                 
efficient way. 3.4 1.0
I know how to implement EBP sufficiently enough to make practice changes 3.4 0.8

I believe EBP is difficult (reverse scored) 3.3 0.8
I am sure that I can access the best resources in order to implement EBP 3.2 0.9

Table 3: Mean Scores For the Evidence Based Practice Beliefs Scale (N = 106)

Items from Evidence Based Practice Beliefs Scale copyright Fineout-Overholt & Melnyk, 2003
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Figure 2: Heatmap of Nurses Responses to the Evidence-Based Practice Beliefs Scale 

 
 

EBP Implementation 

 
The EBP Implementation Scale (EBPI) was used to answer to project question: 

what are the nurses’ current self-reported level of implementation of EBP at this 

organization? The EBPI contains 18 statements using a 5-point frequency scale asking 

how often in the past 8 weeks nurses performed the activity. The responses can be 0 = “0 

times”, 1 = “1 – 3 times”, 2 = “4 – 6 times”, 3 = 6 – 8 times and 4, meaning “> 8 

times” The scale is scored by adding the responses to the 18 items for a total score that 

could range from 0 to 72 where higher total scores indicate more frequent 

implementation of EBP skills and actions (Melnyk, Fineout‐Overholt, and Mays, 2008). 
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The average total score on the EBP Implementation Scale was 8.84 (SD = 7.9, range = 0 – 

48). The score of 8.84 on the EBPI indicates that overall, in the past 8 weeks respondents 

have implemented EBP less than one time. According to Fineout-Overholt (2008), 

clinicians should be implementing EBP at a minimum of at least 6-7 times in the last 8 

weeks; thus, overall scores that are below 72 indicate that clinicians are not fully 

integrating EBP. Focusing on items with lower scores will allow for the construction of 

appropriate interventions to increase these EBP activities. See Table 4 for the mean 

scores of the EBPI results. 
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Figure 3 shows a heatmap of the distributions of EBPI responses. The columns 

represent the questions within the EBPI survey and the rows represent each nurse 

surveyed, and the colors correspond to an individual nurse’s Likert response. Panels are 

Table 4: Mean Scores For the Evidence Based Practice Implementation Scale Scale (N = 106)

Item Mean SD

In the past 8 weeks, I have used evidence to change my clinical practice 1.0 0.0

In the past 8 weeks, I have critically appraised evidence from a research study 0.6 0.8

In the past 8 weeks, I have generated a PICO question about my clinical practice 0.2 0.6

In the past 8 weeks, I have informally discussed evidence from a research study 
with a colleague 0.7 0.8

In the past 8 weeks, I have collected data on a patient problem 0.5 0.8

In the past 8 weeks, I have shared evidence from a study or studies in the form of a 
report or presentation to more than 2 colleagues 0.4 0.7

In the past 8 weeks, I have evaluated the outcomes of a practice change 0.6 0.9

In the past 8 weeks, I have shared an EBP guideline with a colleague 0.6 0.7

In the past 8 weeks, I have shared evidence from a a research study with a colleague 0.5 0.7

In the past 8 weeks, I have shared evidence from a research study with a 
patient/family member 0.6 0.8

In the past 8 weeks, I have shared evidence from a research study with a 
multidisciplinary team member 0.4 0.7

In the past 8 weeks, I have read and critically appraised a clinical research study 0.5 0.7

In the past 8 weeks, I have accessed the Cochrane database of systematic reviews 0.3 0.7

In the past 8 weeks, I have accessed the National Guidelines Clearinghouse 0.2 0.6

In the past 8 weeks, I have used an EBP guideline or systematic review to change 
clinical practice where I work 0.4 0.7

In the past 8 weeks, I have evaluated a care initiative by collecting patient outcome 
data 0.3 0.7

In the past 8 weeks, I have shared the outcome data collected with colleagues 0.3 0.6

In the past 8 weeks, I have changed practice based on patient outcome data 0.3 0.6

In the past 8 weeks, I have promoted the use of EBP to my colleagues 0.3 0.6

Items from Evidence Based Practice Implementation Scale copyright Fineout-Overholt & Melnyk, 2003
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separated by age groups (30 or less, 31–40, 41–50, more than 50). Missing responses are 

indicated in bright green. The heatmap presents a visual representation of the Likert 

responses being consistent as demonstrated by the similar colors across each horizontal 

band. The respondents overall reported low EBPI scores which are shown by the large 

amount of brown as brown stands for (0 times) and the light brown standing for (1–3) in 

the heatmap. 

 
Figure 3: Heatmap of Nurses Responses to the Evidence-Based Practice Beliefs Scale 

 
 
 

Perception of Organizational Culture and Readiness 

 
To answer the project question: What are nurses’ perceptions of organizational 

culture and readiness for EBP at St. Vincent Healthcare? the Organizational Culture and 
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Readiness for System-Wide Integration of EBP scale (OCRSIEP) was included in the 

survey. The OCRSIEP was designed to measure cultural factors that impact the 

implementation of EBP within an organization and the nurses’ perceived readiness across 

the entire system for integration of EBP. The scale consists of 19 items. The range of 

possible scores is 12–125 and scores less than 75 indicate that more can be done to 

promulgate EBP culture. Scores above 75 indicate moderate advancement towards EBP 

and EBP culture, and scores above 100 show essential movement towards an 

organizational culture that supports EBP (Melnyk, Fineout-Overholt and Mays, 2008). 

The mean score on the OCRSIEP was 70.7 (SD = 16.18, range = 34-113) indicating that 

on average, the participants felt that there were opportunities for improvement in the 

organizational culture for movement towards EBP. When asked about the overall beliefs 

regarding the organization’s readiness towards EBP, (43.8 %, n = 46) of the nurses 

responded that the organization was perceived as “ready to go or past ready & onto 

action”. A total of (26.7%, n = 31) of the respondents feel that the organization has “been 

ready and not acting” and (26.67%, n = 28) of the respondents perceive that the 

organization is “not ready or getting ready” for EBP. Overall, responses reflecting beliefs 

about EBP being clearly described in the mission and philosophy were positive. Over half 

(58%, n = 62) of the respondents felt that EBP is moderately to very much clearly 

described as central to the mission and philosophy of the institution. Over half (66.1 %, n 

= 70) of the respondents feel that EBP is moderately or very much practiced in the 

organization. Overall, responses reflecting beliefs about mentors to assist with EBP or 

generation of evidence were lower. Over half of the respondents (53.4 %, n = 63) feel 
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that there is “none or a little” amount of nurse scientists (doctorally prepared researchers) 

available to assist in generation of evidence when it does not exist. Over half (60.4 %, n = 

64) felt that there are “none or a little” amount of Advance Practice Nurses (APNs) who 

are EBP mentors for nurses. The respondents felt strongly that staff nurses have access to 

quality computers and access to electronic databases to search for the best evidence 

(62.2%, n = 64) and that staff nurses have proficient computer skills (77%, n = 79). 

However, almost half (41.2 %, n = 42) believed that there is “none or little” librarians 

within this organization with EBP knowledge and skills and (65.2%, n = 67) felt there 

were “none to little” use of librarians to help search for evidence. Table 5 displays the 

item mean scores for the OCRSIEP.  
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The heatmap below shows the distribution of OCRSIEP responses. The columns 

represent questions within the OCRSIEP and rows represent each nurse surveyed. The 

colors correspond to each nurses’ Likert response. Panels are separated by age groups (30 

or less, 31–40, 41–50, greater than 50). Missing responses are indicated in bright green. 

 
 

Item Mean SD

To what extent do s taff nurses  have proficient computer ski l l s? 4.0 0.8

To what extent i s  the nurs ing s taff with whom you work committed to EBP? 3.9 0.9

To what extent i s  phys ician team with whom you work committed to EBP? 3.9 0.8

To what extent i s  EBP clearly described as  centra l  to the miss ion and phi losophy of your insti tution? 3.7 1.0

To what extent do you bel ieve that EBP i s  practiced in your organization? 3.9 0.9
To what extent do s taff nurses  have access  to qual i ty computers  and access  to electronic databases  for searching for best 
evidence? 3.8 1.1

To what extent are there adminis trators  within your organization committed to EBP ( i ,e., have planned for resources  and 
support [e.g., time] to ini tiate EBP)? 3.5 1.0

To what extent do practi tioners  model  EBP in their cl inica l  settings? 3.5 1.1

In your organization, to what extent i s  there a  cri tica l  mass  of nurses  who have s trong EBP knowledge and ski l l s? 3.4 0.9

To what extent i s  the measurement and sharing of outcomes  part of the cul ture of the organization in which you work? 3.3 1.2

Overa l l , how would you rate your insti tution in readiness  for EBP? 3.2 1.1
To what extent are there EBP champions  (i .e., those who wi l l  go the extra  mi le to advance EBP) in the envi ronment among 
phys icians? 3.1 1.1

To what extent are there EBP champions  (i .e., those who wi l l  go the extra  mi le to advance EBP) in the envi ronment among 
nurse educators? 3.1 1.2
To what extent are there EBP champions  (i .e., those who wi l l  go the extra  mi le to advance EBP) in the envi ronment among 
s taff nurses? 3.0 1.1

Compared to 6 months  ago, how much movement in your organization has  there been toward an EBP cul ture? 3.0 1.1

To what extent are there EBP champions  (i .e., those who wi l l  go the extra  mi le to advance EBP) in the envi ronment among 
adminis trators? 2.9 1.1

To what extent are there EBP champions  (i .e., those who wi l l  go the extra  mi le to advance EBP) in the envi ronment among 
advanced practice nurses? 2.9 1.1

To what extent are fi sca l  resources  used to support EBP (e.g., education-attending EBP conferences/workshops , computers , 
pa id time for the EBP process , mentors )? 2.7 1.0

To what extent do l ibrarians  within your organization have EBP knowledge and ski l l s? 2.6 1.0

To what extent are there nurse scientis ts  (doctora l ly prepared researchers ) in your organization to ass is t in generation of 
evidence when i t does  not exis t? 2.4 1.2
In your organization, to what extent are there Advance Practice Nurses  who are EBP mentors  for s taff nurses  as  wel l  as  
other APNs? 2.4 1.2

To what extent are l ibrarians  used to search for evidence? 2.1 1.1

Choose the percent of decis ion making that fi ts  the extent that decis ions  are generated from direct care providers : 0.5 0.2

Choose the percent of decis ion making that fi ts  the extent that decis ions  are generated from upper adminis tration: 0.6 0.2
Choose the percent of decis ion making that fi ts  the extent that decis ions  are generated from phys ician or other 
heal thcare provider groups : 0.6 0.2

Items from Organizational Culture & Readiness for System-wide Integration of EBP scale copyright Fineout-Overholt & Melnyk, 2005

Table 5: Mean Scores For the Organizational Culture and Readiness for System-wide Integration of EBP  Scale (N = 106)
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Figure 4: Heatmap of Nurses Responses to the Organizational Culture and Readiness for 
System-wide Integration of Evidence-Based Practice Scale  

 

 
Visually, the Likert responses by respondents appear to be less consistent than the other 

scales, as evidenced by the changing colors across each horizontal band. The proportion 

of respondents reporting overall low OCRSIEP seems comparable with those reporting 

overall high OCRSIEP, as there appears to be equal amounts of blue and brown 

throughout each plot which indicated less consistency overall in the answers to this 

survey.  
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Unanswered Survey Questions 

 
It is unlikely that the unanswered questions substantially impacted the overall 

results as respondents, for the most part, had a low number of unanswered questions 

within each survey. Also, there did not appear to be a trend of any one question that was 

left unanswered. Of interest, regarding the unanswered questions, is the overall survey 

scores compared to the demographic characteristics. If certain demographics were less 

likely than other demographics to answer all survey questions (for example, older 

respondents may be less likely to answer questions compared to younger respondents), 

then we would not want to compare overall scores of the three instruments within that 

demographic. To investigate, for each respondent, the total number of unanswered 

questions from the three survey instruments was calculated, and the total number of 

unanswered questions was plotted against four demographic variables recorded (age, 

years of practice, certification status, education). The plots demonstrate that four 

respondents have distinctly more unanswered questions compared to the rest of the 

respondents. The rest of the respondents, on average left one to three questions 

unanswered and the unanswered questions are relatively consistent across the 

demographics. For example, the number of unanswered responses is similar between 

those with an associate degree and those with a bachelor’s degree. Since the number of 

unanswered questions is consistent across the different demographic variables, we can 

safely compare the survey responses across these demographics. 
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Figure 5: Plots of Unanswered Survey Responses Compared with Demographic 
Characteristics 

 
 

The y-axis shows the number of unanswered questions for the three EBP scales, for each 

respondent. The x-axis represents the demographic variables if interest, where each 

demographic variable is separated, be a panel. Points were randomly spread horizontally 

for demographic variables, to assist in visualization. 

 
Relationships Among Scales 

 
 

The averages of the Likert responses were calculated for each respondent for each 

EBP scale. The following scatterplot displays each nurses’ average EPBI response and 

average EPBB response, to visualize any association between these nurses’ EPB 

implementation and EPB beliefs.  The plot shows that for an average EBPB below 3.5, 

the average EBPI typically ranges between 1 and 1.5. However, for average EBPB above 

3.5, the average EBPI is more spread out, with values ranging from 1 to 3. There may be 

some visual evidence of a positive association between average EBP behavior response 
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and average EBP implementation response, but the relationship does not appear to be 

linear. 

Figure 6: Scatterplot Showing Average EBPI Score and EBPB Score  

 
 
 
The following scatterplot can be used to visually assess if there is an association 

between nurses’ average OCRSIEP response and average EPBB response. A higher 

average EBP behavior response is associated with higher average OCRSIEP response, 

displayed as the overall upward trend in the plot which indicated that respondents who 

believe that they have higher overall EBP attitudes and beliefs also perceive their 

organization as being readier to implement and practice EBP. 
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Figure 7: Scatterplot Showing Average OCRSIEP Score and EBPB Score  

 
 
 

The following scatterplot was designed to assess for an association between 

average OCRSIEP response and average EPBI response. The average scores between 1 

and 2 on the EBPI does not appear to have a positive association with average OCRSIEP 

responses and responses between 2 and 3 may be associated with higher average 

OCRSIEP responses but there is too little of respondents to say for sure that there is a 

positive association between EBP implementation and perception or organizational 

readiness.   
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Figure 8: Scatterplot Showing Average OCRSIEP Score and EBPI Score  

 
 
 

Relationships between Evidence-Based Practice  
Beliefs and Evidence-Based Practice Implementation and Demographics 

 
 

Plots showing the average EBPB response and average EBPI response with the 

demographic variables of interest (age, years of practice, certification status, education) 

were created to assess for associations among the two EBP scales and the demographic 

variables. Scatterplots were used to assess for any relationships with the quantitative 

demographic variables (age, years of practice) and dot plots were used to assess for any 

relationships with the categorical demographic variables (certification, education). No 

visual evidence of relationships between average EBP behavior responses and 

demographic variables of interest appear in the plots. No visual evidence of relationships 
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between average EBP implementation responses and demographic variables of interest 

appear in the plots. For example, when the average EBPI responses were plotted against 

years in practice, the spread of the average EBPIs responses remains similar across years 

in practice with no general trends visualized. In the plots shown below, the left column 

shows the average EBP Implementation response on the y-axes and the demographic 

variables of interest on the x-axes. The right columns show average EPB beliefs response 

on the y-axes, with the demographic variables on the x-axes. Random points were spread 

out horizontally to help with visualization or the categorical demographic variables.  
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Figure 9: Scatterplots and Dot Plots Displaying Average EBPB Score and EBPI Score 
with Demographic Variables 
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Nurses Self-Reported Involvement in EBP 

 
Nurses were asked several open-ended questions to gain a better understanding of 

their current involvement in EBP activities. The open-ended questions were:  

1.)  Please explain your current involvement in EBP? 

2.)  Are you currently involved in an EBP project or research project? If yes, please 

explain. 

3.) What is the single thing that would increase your involvement in EBP? 

The open-ended questions were asked to elicit more information regarding the project 

question: what are the nurses’ self-reported level of implementation of EBP at this 

organization?  

Fifty-six nurses responded to the question: Please explain your current 

involvement in EBP? Of the fifty-six respondents, most answered by indicating that they 

were on a professional development committee, that they have learned about EBP, that 

they use EBP to care for patients, or they are involved in an EBP project. Fourteen 

respondents answered “no” or “none” to this question. Most responses were positive 

towards EBP, such as, “I use it in my practice; I don't give practice without EBP.” Some 

responses were negative, such as, “I do what upper management tells me that I need to do 

to comply with EBP.” The open-ended comments about EBP indicate that there does not 

appear to be a consensus of what EBP entails. The comments about EBP demonstrate that 

there are many different ideas about EBP and this enforces the need for more education 

about the EBP process.  
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Sixty-eight respondents answered the question: Are you currently involved in an 

EBP project or research project? If yes, would you please explain what you are working 

on? Twelve answered yes (18%, n = 12), they were currently working on an EBP or 

research project and the remaining (82%, n =56) answered no. Most respondents 

indicated that they were involved in the development of protocols, are involved in a 

practice improvement project, or that they have taken classes about EBP. One respondent 

stated, “development of cardiology nursing protocols” and another respondent answered 

this question with, “fall team, looking at fall scales” and another answered, “code status.” 

The answers to the questions regarding nurses’ current involvement in EBP projects and 

current involvement in EBP did not reveal a great amount of information about nurses’ 

current involvement in EBP at this organization.  

 
Facilitators for EBP Implementation 

 
Nurses were asked the open-ended question: What is the single thing that would 

increase your involvement in EBP? This question was included in the survey to generate 

ideas for interventions that would increase nurses’ implementation of EBP and to identify 

potential facilitators to EBP implementation. Fifty respondents answered this question. 

Several themes emerged from the open-ended responses. Nurses reported that time to 

learn about and practice EBP (32%, n=16) was the single thing that would increase their 

involvement in EBP activities. Education was reported to be the one thing that would 

increase EBP involvement by (32%, n = 16) of the respondents. Easier access to 

resources was reported by (18%, n = 9) of the respondents to increase their involvement 



57 
 

in EBP. The finding from the three EBP scales along with the open-ended and 

demographic questions will guide the suggestions for interventions. 

 
Theoretical Frameworks 

 
The design of the project was guided by the Advancing Research and Clinical 

Practice through Close Collaboration (ARCC) conceptual framework and Roger’s 

Diffusion of Innovations Theory. The ARCC framework posits that the first step in 

system-wide integration and implementation of EBP is to assess the organizational 

culture and identify facilitators and barriers. The next step is to explore nurses’ attitudes 

and beliefs about EBP and identify interventions to promote sustainable implementation 

of EBP. Mentors, in the ARCC model, are critical components for the successful 

implementation of EBP in an organization. Finally, after an EBP intervention is 

introduced, the effectiveness should be evaluated, and results disseminated (Melnyk & 

Fineout-Overholt, 2015) 

Rogers’s Diffusion of Innovation Theory (2003) describes the process that takes 

place when a new idea or practice is introduced to individuals. When a new concept, or 

perception of a new concept, is introduced, initially a few innovators (2.5%) will accept 

the new concept and adopt and promote it within the organization. Then early adopters 

(13.5%) start to accept the idea or concept. Next the early majority (34%) followed by 

late majority (16%) and finally laggards (16%) will accept the concept. 

Acknowledgement that there will be individuals in each of the categories will allow for 

interventions that will accommodate each type of adopter. Respondents were asked how 
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they would describe themselves in relation to rates of adoption (Kaminski & Spring, 

2011). The self-reported adoption characteristics by the respondents is shown below.  

 
Graph 1: Self-Reported Adoption of Practice Change Characteristics  

 

 
A “critical mass” of EBP mentors is suggested by the ARCC model as an 

essential part of the strategic initiatives to increase the implementation of EBP at this 

organization. The EBP mentors encourage and help front-line nurses to be involved and 

increase their use of EBP. The mentors are the few innovators and the early adopters who 

in the Rogers Diffusion of Innovation Theory encourage others to adopt the innovation. If 

we look at the perceptions of the respondents, many of them feel that they are in the 

category that correlates with the mentors or early adopters. Opportunities for training and 

education in EBP should be made available to enable the early adopters to learn more 

about EBP in orders to effectively spread the idea to others.  
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CHAPTER FIVE – DISCUSSION 

 
Discussion and Conclusions 

 
The purpose of this scholarly project was to explore nurses’ attitudes, beliefs, and 

perceptions about readiness and implementation of evidence-based practice (EBP) in a 

mid-sized, faith-based, community teaching hospital in the largest city in Montana. The 

overarching goal of the project was to improve patient care and outcomes by identifying 

and proposing interventions to increase the implementation and use of EBP by nurses at 

this organization. To accomplish the goals of this project, the following questions were 

posed: 1.) What are nurses’ current individual beliefs and attitudes about EBP at this 

organization? 2.) What are the nurses’ current level of self-reported level of 

implementation of EBP at this organization? 3.) What are nurses’ perceptions of 

organizational and cultural readiness for EBP at this organization? Additionally, 

demographic information was obtained, and the nurses were asked about their 

certification status, clinical ladder status, how they learned about EBP, the biggest thing 

that would increase involvement in EBP, and how they perceive themselves as risk takers 

to take on a new belief or practice. In this chapter, I will discuss the summary of results, 

review of literature in relation to the findings in this project, implication for practice, 

limitations, recommendations for further assessment, and a conclusion. 
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Summary of Results 

 
Nurses at this hospital believe in and have positive attitudes about EBP. The 

Evidence-Based Practice Beliefs scale designed to measure nurses’ beliefs and 

confidence in EBP produced a mean score of 58.8 (SD = 8.8, range: 35–77), which 

according to survey authors equated to positive attitudes towards EBP. The items on the 

scale that nurses rated the highest were items that indicated EBP is the best way to deliver 

care and that EBP will improve care. Responses to open-ended questions posed to nurses 

participating in the survey indicated they had positive attitudes towards EBP. One nurse 

stated, “If it’s evidence based, we should do it” another nurse stated, “we use it all the 

time in emergency department for best practice” and another nurse commented, “I use it 

in my practice; I don't give practice without EBP.” Comments such as the ones presented 

here suggested nurses felt EBP was crucial in providing the best patient care.  

Although nurses at St. Vincent Healthcare believe EBP is an integral part of best 

patient care, they are not consistently implementing EBP. Low levels of implementation 

of EBP are reflected in a low Evidence-Based Practice Implementation scale score of 

8.84 (SD = 7.9, range = 0 – 48). A score of 8.84 suggested nurses implemented EBP 

activities zero to one time in the past eight weeks. Ideally, nurses should be involved in 

EBP activities at least six or seven times in the past eight weeks. When asked how many 

times in the past eight weeks they used evidence to change clinical practice (70.8%, n = 

75) reported the amount to be zero to three times in the past 8 weeks. A total of (86%, n = 

86) nurses reported that they had critically appraised evidence from a research study zero 

to three times in the past eight weeks.  Nurses’ open-ended comments about their 
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involvement in EBP reflect this low involvement in EBP activities. When asked to 

explain current involvement in EBP, a statement by a nurse was, “I have not used EBP 

often, I don't think as a nursing culture we are taught often how best to research and 

implement issues. Such as where should one look for EBP.” Another nurse stated, “There 

aren't opportunities for involvement in EBP at work unless it is self-driven.” These 

comments reflect the low implementation of EBP by nurses at this organization. The low 

overall EBPI score is attributed to the fact that nurses are not required take education at 

this hospital about EBP or provided with education about the steps of EBP. Nurses are 

not taught how to develop a Patient/Problem, Intervention, Comparison, Outcome, Time 

(PICOT) question, critically appraise research articles, and access and share research. 

Some nurses learn about EBP from other sources such as school or online modules, but 

they are not receiving the information from St. Vincent Healthcare. Nurses have access to 

computerized databases, library services, and online evidence-based peer-reviewed 

journals, so they have the tools to engage in the EBP process, they now must be educated 

about the EBP process and be educated about the resources that are available and how to 

use them.  

Assessment of the organizational capacity to support EBP is a crucial first step in 

developing strategies to increase nurses’ involvement in EBP. Newhouse, 2010, stressed 

that resources must be in place and the organization must be ready for a culture change if 

an EBP program is going to be successful. The results from the Organizational Culture 

and Readiness for System-Wide Integration of EBP scale (OCRSIEP) produced a score 

of 70.7 (SD = 16.18, range = 34–113), which suggests that overall, nurses felt that St. 
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Vincent Healthcare has opportunities for improvement in EBP culture and support of 

EBP activities. Most respondents answered with “none, a little, or somewhat” when 

asked about mentors to facilitate EBP. When asked “To what extent are there nurse 

scientists (doctorally prepared researchers) in your organization to assist in generation of 

evidence when it does not exist?” (80.2 %, n = 85) answered with none, a little or 

somewhat. When asked, “In your organization, to what extent are there Advance Practice 

Nurses who are EBP mentors for staff nurses as well as other APNs?” (77.4 %, n = 82) 

answered none or a little or somewhat. Regarding other resources such as computers and 

electronic databases to search for evidence, (83.2 %, n = 84) felt there was somewhat to 

very much. When asked, “To what extent do staff nurses have proficient computer 

skills?” (95.2 %, n = 98) answered somewhat to very much. Comments from the open-

ended questions that addressed opinions about the organizational readiness and culture 

for EPB were that “I follow EBP guidelines already in place with my employer” and “I 

do what upper management tells me that I need to do to comply with EBP.” Responses 

from the OCRSIEP and the open-ended responses suggest that nurses felt like there are 

computer resources available and nurses are for the most part proficient in their computer 

skills but mentorship was lacking. 

 
Review of Existent Literature 

 
Like current literature, nurses’ have positive attitudes about EBP practice, but 

actual implementation is lacking, and nurses report needing more time, education and 

training, and resources to increase implementation of evidence-based practice (Ubbink et 
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al., 2013). A 2017 study published in the Journal of Nursing Administration, affirms that 

nurses have a lot to offer in advancing of EBP and research but must be mentored and be 

provided with the necessary resources to be effective interprofessional members 

(Johantgen et al., 2017). Researchers have demonstrated that EBP mentors are 

instrumental in maintaining and sustaining EBP initiatives (Wallen et al., 2010; Melnyk 

et al., 2010; Melnyk et al., 2004). It is pertinent that a cadre of EBP mentors are available 

for success sustained EBP (Melnyk, Fineout-Overholt, Giggleman & Choy, 2017).  

Nurses at this organization reported that assistance with EBP education and guidance 

would increase their involvement in EBP. When nurses were asked, “In your 

organization, to what extent are there Advance Practice Nurses who are EBP mentors for 

staff nurses as well as other APNs?” (60.4%, n = 64) felt there was little to no EBP 

mentors. Additionally, since education was reported to be the one thing that would 

increase EBP involvement by (32%, n = 16) of the respondents, EBP mentors can assist 

with educating nurses about EBP and assisting with EBP projects.  

Clinical ladders in nursing are ranking systems used to encourage and support 

career advancement by differentiating levels of clinical practice and are often linked to 

compensation for attaining higher levels on the ladder. The clinical ladder program has 

been found to support the use of EBP as well as lending strong support and stimulus for 

furthering EBP (Pierson, Liggett, & Moore, 2010; Weng et al., 2015). The nursing 

clinical ladder at St. Vincent Healthcare is a professional development and recognition 

tool designed to recognize nurses for education, years of experience, certification status, 

involvement in professional organizations and participation in EBP activities. Nurses at 
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higher levels on the clinical ladder are required to be involved in EBP and thus 

participation in the clinical ladder could boost participation in EBP as has been suggested 

in previous research. One could reason, if more nurses were involved in the clinical 

ladder, there would be more EBP activities. The clinical ladder program at St. Vincent 

Healthcare could be used as a mechanism to increase the integration of EBP at this 

organization. To increase participation in the clinical ladder program, leaders at this 

organization have taken steps to increase clinical ladder involvement by providing easy 

access to the clinical ladder application and supporting documents as well as step-by-step 

directions to apply for the ladder. Additionally, an annual professional development fair 

was initiated. This event had a booth were nurses could obtain information and assistance 

for the clinical ladder. Other suggestions to promote participation in the clinical ladder 

are to educate nurses about the ladder at staff meetings, annual nursing congress, and 

discuss it in yearly employee evaluations. Another recommendation would be that 

individuals who are already involved in the ladder could serve as EBP mentors as they 

have experience with EBP activities and are required to participate in EBP activities. 

 
Recommendations for Increased EBP Implementation 

 
 Easier access to EBP resources was reported as an essential component of EBP by 

(18%, n = 9) of the respondents to increase their involvement in EBP. St. Vincent 

Healthcare has resources available for nurses to implement EBP such as access to peer-

reviewed journals, computerized databases, library services that include assistance with 

literature reviews and searching for evidence, and an EBP and research council. Some of 
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the evidence-based resources that are available on any computer on the nursing units are: 

CINAHL which is a nursing research database that contains peer-reviewed nursing 

journals as well as other associated health-related journals; The Cochrane Database of 

Systematic Reviews (CDSR),a database of systematic reviews in about health care related 

topics, and UpToDate, which provides evidence-based information for clinicians to use 

for information about clinical decisions. All these resources are easily accessible, but 

many nurses are not aware of them. One of the reasons nurses may not be aware of the 

resources available on hospital computers is that they may not have been educated about 

the presence of the resources or how to use them. Another reason nurses may not access 

the resources is that they do not believe they have enough time to access and use the 

resources to look up information pertinent to patient care. Another easily accessible 

evidence-based resource for nurses is Lippincott Nursing Procedures. Lippincott Nursing 

Procedures is an evidence-based procedure guide that provides step-by-step instructions 

for clinical procedures based on the most current evidence. Nurses must be educated on 

how to access the best clinical evidence and be trained on how to evaluate the quality of 

the information. The organization will benefit from making these resources known by 

providing education to the nurses. Nurses should refer to the latest evidence-based 

resource if they are not sure about a clinical question as opposed to simply asking a 

colleague.  

St. Vincent Healthcare currently has an EBP and research council. The council 

serves to assist nurses with EBP projects or research. Some nurses who participated in the 

survey indicated they were not aware of the existence of the EBP and research council. 
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More should be done to promote the council as well as providing nurses with information 

about what the council does to assist staff nurses to promote EBP and research at this 

organization. The council provided tools and resources assist nurses with implementation 

of EBP. For example, the council has selected the Johns Hopkins Model for Evidence-

Based Practice (JHMEBP) to guide EBP projects and clinical inquiries. The council 

created and distributed EBP toolkits for each floor. The toolkit contains the JHMEBP 

documents and instructions for developing PICOT questions, conducting a literature 

review, and a guide for where to look for evidence. The council is working on providing 

online EBP resources as well as revamping the webpage to make EBP tools and resources 

easier to access. Participation in the council could increase if more nurses were made 

aware of the council and encouraged to participate in it. Increasing nurse participation in 

the EBP and research council could be done via emails, daily unit information meetings, 

staff meeting, or at yearly evaluations.  

Library services are currently available at St. Vincent Healthcare; it is imperative 

that nurses are educated about the library resources that are available. Information such as 

library hours and how to access information in the library is located on the library section 

of the hospital intranet. Librarians are available to complete a literature search for nurses 

or assist with searching for evidence. Hospital library services are a facilitator to EBP and 

should be fully utilized to increase EBP (Melnyk et al., 2014). 

Journal clubs offer nurses the opportunity to stay current on clinical nursing 

practice, develop ideas for clinical practice changes, and increases teamwork. However, 

evidence is lacking on the effectiveness of evidence on journal clubs to increase 
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implementation of EBP in nursing and more research is required to determine the 

effectiveness of journal clubs to promote use of EBP.  Journal clubs can be used as an 

intervention to increase knowledge about specific topics and enhance critical appraisal 

skills (Honey & Baker, 2011) 

Clinical practice guidelines (CPGs) are statements and recommendations based on 

high-level evidence to guide and assist practitioners with treatment plans and clinical 

decisions. CPGs provide directions for delivering evidence-based care. When used 

consistently by direct-care providers, CPGs can result in increased implementation of 

EBP (Abrahamson et al., 2012). When asked about their use of CPGs, nurses reported, in 

the past eight weeks, they have shared an EBP guideline with a colleague zero times 

(52%, n = 54) and only one to three times (40%, n = 41). When asked how often in the 

past eight weeks nurses had accessed the National Guidelines Clearinghouse, nurses 

responded they had accessed the clearinghouse zero times (85%, n = 88). Low use of 

GPGs at this organization is consistent with other research findings that GPGs by 

healthcare providers is low (Jun et al., 2016). Nurses have access to clinical practice 

guidelines via the hospital’s intranet, however, according to the responses to this survey, 

nurses are not aware or the guidelines or do not access them. Nurses may be more apt to 

access the GPGs if they were made aware of their existence. Nurses must be given time 

and education to evaluate guidelines and their usefulness in clinical practice.  
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Recommendations for Further Assessment 
 
 

This hospital is currently applying for Magnet status. Of interest would be to 

administer the EBP surveys in the future to assess if nurses’ perceptions about EBP 

changes during the Magnet journey. As nurses are exposed additional education 

regarding EBP and EBP resources, it may be beneficial to administer the EBP surveys 

before and after the educational interventions to assess what nurses’ perceptions of EBP 

before and after an educational intervention. St. Vincent Healthcare’s EBP and research 

council has chosen the Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) 

model as a tool for nurses to engage in the EBP process. Melnyk et al., (2017) 

recommend that hospitals who use an EBP model to assist with implementation of EBP 

should research and share their experiences and outcomes so that others can better 

understand the model's usefulness including evaluation of return on investment that 

includes costs and outcomes. Evaluation of EBP models will help this organization 

determine if the model is cost effective and useful for practice changes. The ARCC 

model has been demonstrated to be successful in increasing EBP implementation and 

sustaining EBP in organizations (Kim et al., 2017). This organization could see an 

increase in EBP after implementing the ARCC model.  Since the ARCC model has 

shown success in increased EBP and sustaining EBP it should be considered as a reliable 

model to be used at this organization. 
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Limitations 

 
There are several limitations to this study. First, the study was conducted in one 

community regional, acute care hospital in Montana. The results of this project are not 

generalizable beyond this specific organization. The characteristics of the individuals 

who did not respond to the survey are unknown and there is a potential for bias given the 

nurses who elected to participate in the survey may be different from those who did not 

participate. Second, results may not reflect the realities of actual clinical practice by 

nurses as this was a self-administered survey. Third, since some of the respondents did 

not answer all questions in the survey, the scores were slightly lower than those that 

answered all the questions. Finally, the return rate of this questionnaire survey was 22% 

which is low, but consistent with the current literature. 

 
Conclusions 

 
Overall, survey findings in this project reflected that nurses at the organization 

have positive beliefs about EBP, however, most reported they did not implement EBP in 

their daily clinical practice. Development of training and mentoring strategies to promote 

a culture of EBP that ensures nurses implement EBP in daily clinical practice is essential. 

Education about the EBP process and constant exposure to EBP activities should be 

provided to nurses with paid compensation and time for these activities. The EBP and 

research council or the education department would be an appropriate group to develop 

the education plan. EBP toolkits are available to nurses on each floor of the hospital and 

the toolkit will soon be available via the EBP/research council’s page on the hospital’s 



70 
 

intranet. The EBP/ research council is in the process of redesigning the webpage so that 

EBP resources are easier to access. Online classes should be made readily available with 

topics about the EBP process, conducting literature searches and reviews, critically 

appraising research, the internal review board (IRB) process, and how to present research 

project proposals and posters. Classes are offered on PICOT creation, statistics, IRB 

review, critical analyzes, HIPAA, and research processes and designs at another hospital 

in the system and are potentially available to nurses at St. Vincent Healthcare. If the 

classes are available, nurses should be provided with information about the class 

offerings and encouraged to attend. Financial compensation or continuing education 

credits offered may increase participation in the classes.  

Resources that are currently available to all nurses are library databases with 

access to peer-reviewed journals and online EBP resources. Although the onsite library is 

closed at this hospital, librarian assistance literature reviews and searching for evidence is 

available online through the hospital intranet. EBP mentors could be used to educate and 

offer guidance to nurses with education about the available resources, EBP education, 

and projects. Nurses at this hospital currently are reimbursed for obtaining a professional 

certification and should continue to be encouraged to obtain certification because 

profession certification is associated with more EBP behaviors. EBP competencies and 

requirements are incorporated in the clinical ladder program thus nurses should be 

encouraged and supported by managers and administration to become involved in this 

program. Nurses practicing at the bedside are in an optimal position to improve patient 

outcomes by identifying clinical inquiries and using EBP to improve healthcare.   
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Consent to participate 

SUBJECT CONSENT FORM FOR PARTICIPATION IN HUMAN RESEARCH AT 
MONTANA STATE UNIVERSITY 
Beliefs and Use of Evidence-Based Practice by Nurses: A Needs Assessment at a 
Hospital in South Central Montana 
Dear Registered Nurse, 
All registered nurses at this organization are invited to participate. Participation is 
voluntary, and you can choose to not answer any questions you do not want to answer, 
and/or you can stop at any time. You will be asked to answer 75 survey questions about 
readiness to implement evidence -based practice within your clinical work area. You will 
not be asked any personal identifying information. Demographic information will be 
asked. The risks involved in this survey is that it will take about 10-15 minutes to 
complete. Reponses from the survey will be analyzed and summarized and results will be 
disseminated as part of a Doctor of Nursing Practice Scholarly project.  
The results of the project are intended to improve nurse’s current use and implantation of 
evidence-based practice and its application in their current clinical setting. Participation 
in this survey is completely voluntary and you may stop the survey at any time. As an 
incentive to participate, 2 $50 Amazon gift cards will be given away. If you wish to enter 
the drawing for the gift cards, complete the entire survey and simply enter a phone 
number where we can reach you. 
 
Your name will not be on the survey. Completion of the online survey will be considered 
you consent to participate. The data from the collected surveys will be stored in a 
password protected site in a password protected laptop.  
The survey will remain open about 8 weeks with a few reminders. Please contact Leigh 
Ellen Gipe, RN, BSN at 406-698-6875 or leighgipe@hotmail.com for any concerns or 
questions.  
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NURSES 
I NEED YOUR 

FEEDBACK 
Use and Beliefs of Evidence Based Practice (EBP) 

All inpatient nurses are invited to complete a brief online survey that 
will be delivered via Survey Monkey in your St. Vincent email during 

the months of May-June 

 

Responses on the survey are anonymous and protected 

 

Reponses from the survey will be analyzed and summarized and 
results will be disseminated as part of a Doctor of Nursing Practice 

Scholarly project 

 

Upon completion of the survey, you may enter a drawing for 1 of 2 

$50 AMAZON GIFT CARDS 
 

Participation is completely voluntary, and the survey should take 5-
10 minutes to complete.  Survey results will be anonymous and 

confidential. 

 

 

Evidence Based 
Practice! 

____ 

A chance to win a 
$50 gift card! 

____ 

Your feedback is 
valuable! 

____ 

Impact the practice 
of nursing!  

____ 

 

PLEASE CONTACT 
Leigh Gipe BSN, RN with 
any questions of concerns 

leighgipe@hotmail.com 
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Evaluation Table EBP  
Level of evidence (LOE) 

 
 Description 

 
 
 
 

Evidence from the opinion of authorities and/or reports of expert committees. 
All Studies 

 
Citation: (i.e., author(s), 
date of publication, & 

title) 
Conceptual 
Framework 

Design/ 
Method 

 
Sample/ Setting 

Major Variables Studied and 
Their Definitions 

 
Measurement of 
Major Variables 

Data 
Analysis 

Strength of 
the Evidence  

Warren, J. I., Montgomery, 
K. L., & Friedmann, E. 
(2016). Three-Year Pre-
Post Analysis of EBP 
Integration in a Magnet-
Designated Community 
Hospital. Worldviews on 
Evidence-Based Nursing, 
13(1), 50–58.  

The 
Advancing 
Research and 
Clinical 
Practice 
Through Close 
Collaboration 
(ARCC)  

retrospective 
descriptive study 
compared data 
from 2 previous 
surveys 

at a mid-Atlantic 
Magnet-
designated 
community 
hospital/N = 337 
N = 34 

EBP beliefs 
Perceptions of organizational 
readiness For EBP,  
frequency of implementing EBP 
following implementation of 
multifaceted interventions to 
achieve and maintain Magnet 
designation differences 
in clinical RNs’ and nurse 
leaders’ perceptions toward EBP 
and 
organizational readiness, and 
their frequency of implementing 
EBP. 

Evidence-based 
Practice Beliefs 
scale (EBPB), 
Evidencebased 
Practice 
Implementation 
scale (EBPI), and 
Organizational 
Culture & 
Readiness for 
System-wide 
Implementation 
of EBP scale 
(OCRSIEP 

Linear mixed 
models analysis 
with fixed 
effects was used 
to 
examine 
differences in 
each outcome 
according to 
year (2008 
vs. 2012) and 
respondent’s 
role 
28% response 
rate 
EBPI scores had 
significant 
differences 
based on roles 
Leaders report 
more 
implementation 
than bedside 
nurses  

Level VI 
Low LOE  
 
Limitation of 
self report 
survey  
Low response 
of leadership  



 
 

94 

Melnyk, B., Fineout‐
Overholt, E., Giggleman, 
M., & Choy, K. (2017). A 
Test of the ARCC© Model 
Improves Implementation 
of Evidence‐Based 
Practice, Healthcare 
Culture, and Patient 
Outcomes. Worldviews on 
Evidence‐Based Nursing, 
14(1), 5-9. 

ARCC A pre-test, post-
test longitudinal 
pre-experimental 
study 

N=58 
341-bed acute 
care hospital in 
western US 

EBP beliefs, EBP 
implementation, and 
organizational culture 

EBPI, OCRSIEP, 
& EBPB, 
aggregate data 
from patient 
medical records 

Implementation 
increased from 
M = 17.8, SD = 
10.3) to follow‐
up (M = 51.9, 
SD = 16.8; t = 
12.9; p = .00; 
effect size = 2.3, 
Beliefs were 
(M = 60.7, SD = 
7.6) to follow‐
up (M = 
64.9, SD = 
6.7; t = 4.2; p = 
.00; effect size = 
.62, 
Organization 
culture M = 
80.9; SD = 90.8) 
to follow‐up (M 
= 90.8; SD = 
14.7; t = 3.9; p = 
.00; effect size = 
.70, 

Level IV 
Small sample  
= 58 
 

Mollon, D., Fields, W., 
Gallo, A., Wagener, R., 
Soucy, J., Gustafson, B., & 
Kim, S. (2012). Staff 
Practice, Attitudes, and 
Knowledge/Skills 
Regarding Evidence-Based 
Practice Before and After 
an Educational 
Intervention. The Journal 
of Continuing Education in 
Nursing, 43(9), 411-9. 

Adult Learning 
Theory 
Diffusion of 
Innovation 
Theory 

descriptive pre- 
and postsurvey 
design 

A total of 609 
participants 
completed the 
survey: 327 for 
the presurvey 
and 282 for the 
postsurvey, with 
response rates of 
24% and 20%,  
registered 
nurses, licensed 
vocational 
nurses, case 
managers, social 
workers, 
respiratory 
therapists, 
physical 
therapists, 
occupational 
therapists, 
speech 

Staff practice, attitudes, and 
knowledge/skills regarding 
evidence-based practice 

Clinical 
Effectiveness and 
Evidence-Based 
Practice 
Questionnaire 
EBPQ 

level of 
significance was 
set at p < .05 
Descriptive 
statistics 
Pre- and 
postsurvey 
EBPQ subscale 
mean scores 
were compared 
with 
independent t 
tests. Pearson 
product-moment 
correlation 
procedures 
  

Level VI 
no statistically 
significant 
changes in 
practice, 
attitudes, and 
knowledge/ski
lls associated 
with evidence-
based practice 
after the 
online 
evidence-
based practice 
education. 
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therapists, 
recreational 
therapists, 
dieticians, and 
pharmacists 

Kim, S., Ecoff, L., Brown, 
C., Gallo, A., Stichler, J., 
& Davidson, J. (2017). 
Benefits of a Regional 
Evidence‐Based Practice 
Fellowship Program: A 
Test of the ARCC Model. 
Worldviews on Evidence‐
Based Nursing, 14(2), 90-
98. 

 (ARCC) 
model 

A pretest–
posttest design 

(N = 120) 
 9‐month EBP 
fellowship 
program, from 
2012 to 2014, in 
San Diego, 
California.  

EBP Beliefs 
EBP Implementation 
 Job Satisfaction 
Group Cohesio 
Group Attractiveness Scale  

pretest and posttest 
questionnaires 
EBPB 
EBPI 
Job Satisfaction 
scale 
Group Cohesion 
and Group 
Attractiveness 
scale 
 

Paired t‐tests 
sig. 
improvement in 
EBPI, job sat, 
and group 
cohesion 
Structural 
equation 
modeling showe
d improvement 
in EBPI had no 
direct effect 
improvement in 
job satisfaction 
group cohesion, 
EBP beliefs had 
direct effects on 
improvement in 
job satisfation 

Level VI  
Not a cause 
and effect 
relationship 
Only 120 of 
175 completed 
both pre test 
and post test 
surveys  
 
There is a 
need for 
research about 
the 
interventions 
to increase 
implementatio
n of EBP  

Abrahamson, K., Fox, R., 
& Doebbeling, B. (2012). 
Facilitators and barriers to 
clinical practice guideline 
use among nurses. The 
American Journal of 
Nursing, 112(7), 26-35 

none two open-ended 
survey questions  
 

575 RNs 
working at 134 
Veterans Affairs 
medical centers 
nationwide 

nurses' perceptions of 
facilitators and barriers to the 
use of clinical practice 
guidelines. 
Most frequent barrier 
communication, edu, time.   

Asked 2 
questions” Barriers 
and Faciliators to 
CPG use 

a conventional 
content analysis 
on responses to 
these 
two open-ended 
survey 
questions. 

Level VI 
Low quality of 
study as it is a 
thematic 
systhesis of 
responses to 2 
questions  

Atkinson, Melanie, Turkel, 
Marian, & Cashy, John. 
(2008). Overcoming 
barriers to research in a 
magnet community 
hospital. Journal of 
Nursing Care Quality, 
23(4), 362-8 

Roger's Theory 
of Diffusion 

descriptive, 
quantitative 
design 

1100 RNs in 
different  
practice settings 
at Northwest 
Community 
Hospital. 

characteristics of the 
organization, including lack of 
time and practice authority, 
were perceived as the greatest 
barriers. 

BARRIERS to 
Research 
Utilization Scale 

“The majority of 
the comments 
(67%) related to 
the 
organizational 
culture 
The majority of 
the barriers 
(52%) were 
related to the 
theme of lack of 
time to read, 
discuss, 
implement, or 

Level VI . 
Low LOE  
25% response 
rate  
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evaluate 
research”  
 
“The top 2 
barriers are that 
the nurse does 
not have enough 
authority to 
change patient 
care procedures 
and there is 
insufficient time 
to implement 
new ideas; these 
barriers were 
identical to the 
original 
findings” 

Baatiema, L., Otim, M. E., 
Mnatzaganian, G., de-
Graft Aikins, A., 
Coombes, J., & Somerset, 
S. (2017). Health 
professionals' views on the 
barriers and enablers to 
evidence-based practice 
for acute stroke care: a 
systematic review. 
Implementation Science, 
121-15. 
doi:10.1186/s13012-017-
0599-3 

N/A Systematic 
Reviews and 
MetaAnalysis 
(PRISMA) 
systematic 
review approach 

10 studies 
9832 search 
results 

the overall barriers and enablers, 
as perceived by health 
professionals which affect how 
evidence-based practice 
guidelines for acute stroke care 
are adopted in hospital settings 

A recent checklist 
to classify barriers 
and enablers to 
health 
professionals' 
adherence to 
evidence-based 
practice was also 
used 

The main 
barriers or 
enablers 
identified poor 
organisational 
or institutional 
level support, 
health 
professionals' 
limited skills or 
competence to 
use a particular 
therapy, low 
level of 
awareness, 
familiarity or 
confidence in 
the effectiveness 
of a particular 
evidence-based 
therapy, limited 
medical 
facilities to 
support 
evidence uptake, 
inadequate peer 
support among 
health 

Level IV 
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professionals', 
complex nature 
of some stroke 
care therapies or 
guidelines and 
patient level 
barriers 

Black, A., Balneaves, L.,  
Garossino, C., Puyat, J.,  
Qian, H., (2015) 
Promoting Evidence-
Based Practice Through a 
Research Training 
Program for Point-of-Care 
Clinicians 

None listed A mixed-
methods design 

 27 teams and 
153 clinicians 
Canadian urban 
health 
organization. 

evaluate a research training 
intervention with point-of-care 
clinicians in a 

Knowledge, 
Attitudes, and 
Practice Survey 
over 3 timepoints. 
Focus groups and 
interviews were 
also conducted. 

No significant 
improvement in 
willingness to 
conduct 
research was 
noted across the 
study 
 
 
 

Level  VI 
 
 

Brown, C. E., Ecoff, L., 
Kim, S. C., Wickline, M. 
A., Rose, B., Klimpel, K. 
and Glaser, D. (2010), 
Multi-institutional study of 
barriers to research 
utilisation and evidence-
based practice among 
hospital nurses. Journal of 
Clinical Nursing, 19: 
1944–1951.  

Diffusion of 
Innovations 
theory. 

Cross-sectional 
study. 

convenience 
sample (n = 
1301) 
from four 
hospitals in 
southern 
California, USA, 

 practice 
 attitude 
knowledge/skills associated 
with evidence-based practice 

Evidence-Based 
Practice 
Questionnaire and 
BARRIERS 
surveys 

Hierarchical 
multiple 
regression 
analyses were 
performed 

Level of 
evidence IV 
 

Brown, C. E., Wickline, 
M. A., Ecoff, L. and 
Glaser, D. (2009), Nursing 
practice, knowledge, 
attitudes and perceived 
barriers to evidence-based 
practice at an academic 
medical center. Journal of 
Advanced Nursing, 65: 
371–381.  

Rogers’s 
theory of 
Diffusion of 
Innovations 

descriptive, 
cross-sectional 
research study 

convenience 
sample of 458 
cademic medical 
center in 
California 
(response rate 
44·68% 

The BARRIERS to Research 
Utilization scale  
Evidence-Based Practice 
Questionnaire (EBPQ) 

Relationships 
between responses 
to both scales and 
results compared 
to current 
literature 

Organizational 
barriers were 
time and nursing 
autonomy 
Facilitators were 
learning 
opportunities, 
culture building, 
and availability 
and simplicity 
of resources.  
Statisticall 
significant 
correlation 
between barriers 
and practice, 
knowledge and 
attitudes r/t EBP  

Level VI 
Low LOE  



 
 

98 

Chan GK, Barnason S, 
Dakin CL et al (2011) 
Barriers and perceived 
needs for 
understanding and using 
research among emergency 
nurses. J Emerg Nurs 
37(1): 24–31. 
doi:10.1016/j.jen.2009.11.
016 

none cross-sectional 
survey design 

(n = 948) 
ER nurses  

1) nurses’ research values, 
skills, experience, and 
awareness; 2) organizational 
settings’ opportunities, barriers, 
and limitations to research; 3) 
nurses' understanding and 
comprehension of research and 
evidence; 4) presentation and 
accessibility of research; and 5) 
continuing educational topics to 
improve knowledge of the 
research process. 

The 62-item 
survey about (1) 
nurse and 
organizational 
demographics; (2) 
the modified 
Emergency 
Medical Services 
for Children 
(EMSC) survey; 
and (3) the 
Barriers Research 
Utilization Scale 

Central 
tendency 
statistics and 
frequencies 
were calculated 
to describe the 
sample and 
research needs, 
experience, and 
barriers. 
“Reported  
individual 
barriers =  lack 
of knowledge 
about critiquing 
research studies 
and familiarity 
with the 
research 
process. Unit 
level Barriers = 
obtaining help 
from 
administrators 
and other staff 
in starting a 
project or 
having the 
authority to 
change practice. 
Barriers at the 
institution level 
included lack of 
support systems 
such as 
protected time 
to conduct 
research or 
implement 
changes in 
practice.”  

Level VI 
Low LOE  
 

Thorsteinsson, H. S., & 
Sveinsdóttir, H. (2014). 
Readiness for and 
predictors of evidence-
based practice of acute-

The 
Advancing 
Research and 
Clinical 

cross-sectional 
survey 

homogeneous, 
consecutive 
sample of 546 
acute-care 

“readiness for EBP as measured 
by their information needs, 
skills in using electronic 
bibliographical 

Descriptive 
statistics, Logistic 
regression 
analyses, multiple 

Icelandic 
Information 
Literacy for 

Level IV  
Low LOE  
Low 
participation 
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care nurses: a cross-
sectional postal survey. 
Scandinavian Journal of 
Caring Sciences, 28(3), 
572–581 

practice 
through 
close 
Collaboration 
(ARCC) 

nurses. 
Response rate 
64.3%; 
directcare 
nurses (n = 298) 
& administrators 
(n = 45)  
Icelandic nurses 
 

databases (EBDs) and 
awareness of available 
EBP-needed resources; EBP 
beliefs and frequency of EBP 
activities, and identify 
predictors of EBP activities and 
beliefs” 

regression 
analysis, 
frequency 

Nursing Practice 
(I-ILNP) & 
Icelandic (I) 
-EBP Beliefs 
Scale 
demographic 
questions 

in EBP 
activities  
positive 
beliefs 
towards EBP. 
. Six 
predictors 
explained 
nearly 40% 
of the variance 
in EBP 
beliefs. 

Jun, Kovner, & Stimpfel. 
(2016). Barriers and 
facilitators of nurses’ use 
of clinical practice 
guidelines: An integrative 
review. International 
Journal of Nursing 
Studies, 60, 54-68. 

Whittemore 
and Knafl 
integrative 
review 
methodology  
 
Searched 
PubMed, the 
Cumulative 
Index to 
Nursing and 
Allied Health 
Literature, 
ProQuest, 
Medline, also 
known as Web 
of Science, and 
Embase. 

The Critical 
Skills Appraisal 
Program (CASP) 
was used to 
critically appraise 
the quality of 
sixteen selected 
quantitative and 
qualitative 
studies 
Whittemore and 
Knafl integrative 
review 
methodology was 
used. Primary 
quantitative and 
qualitative 
studies about the 
nurses’ use of 
CPGs and 
published in 
peer-reviewed 
journals between 
January 2000 and 
August 2015 
were included. 
The Critical 
Skills Appraisal 
Program (CASP) 
was used to 
critically appraise 
the quality of 
sixteen selected 
quantitative and 

N = 7 studies in 
7 countires 
including US  

Barriers and facilitators of CPGs  n/a n/a Level IV  
internal 
factors were 
attitudes, 
perceptions, 
and 
knowledge 
whereas 
format and 
usability of 
CPGs, 
resources, 
leadership, 
and 
organizational 
culture were 
external 
factors 
influencing 
CPG use. 
to ensure high 
quality care 
for all 
patients, 
nurses must 
actively 
participate in 
development, 
implementatio
n, and 
maintenance 
of CPGs 
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qualitative 
studies 

Fink R., Thompson C.J. & 
Bonnes D.B. (2005) 
Overcoming barriers and 
promoting the use of 
research in practice. 
Journal of Nursing 
Administration 35 (3), 
121–129. 

Rogers 
Diffusion of 
Innovations  

Descriptive, 
cross-sectional 
presurvey post 
survey  

Presurvey 
n=215 
Postsurvey n = 
239 

IV multifaceted intervention 
DV nurses perceptions of 
barriers and org cx 

Barriers to 
Research 
Utiliztion Scale 
Research Factor 
Questionaire 
 

T -tests 
Chi square 
 Association 
Qualitative data 
put into themes 

Level VI 
And 
qualitative 
data put into 
themes 
 

Kajermo, K., Boström, A., 
Thompson, D., 
Hutchinson, A., 
Estabrooks, C., & Wallin, 
L. (2010). The 
BARRIERS scale -- the 
barriers to research 
utilization scale: A 
systematic review. 
Implementation Science : 
IS, 5, 32 

 systematic 
review 

Sixty-three 
studies were 
included, with 
most using a 
cross-sectional 
design. 

Inclusion criteria were: studies 
using the BARRIERS scale in 
its entirety and where the 
sample was nurses. Two authors 
independently assessed the 
study quality and extracted the 
data. Descriptive and inferential 
statistics were used. 

BARRIERS scale n/a Level IV 

Majid, S., Foo, S., Luyt, 
B., Zhang, X., Theng, Y.-
L., Chang, Y.-K., & 
Mokhtar, I. A. (2011). 
Adopting evidence-based 
practice in clinical 
decision making: nurses' 
perceptions, knowledge, 
and barriers. Journal of the 
Medical Library 
Association : JMLA, 
99(3), 229–236.  

none survey 
questionnaire 

1,486 completed 
forms were 
returned, 
resulting in a 
response rate of 
70.8%. 

what helps promote EBP in 
clinical seting 
What were the barriers 
What approaches will help 
support development EBP 

Adopting 
evidence-based 
practice in clinical 
decision making: 
nurses’ 
perceptions, 
knowledge, and 
barriers 

Mean, standard 
deviation  

Level VI  

Solomons, N. M. and 
Spross, J. A. (2011), 
Evidence-based practice 
barriers and facilitators 
from a continuous quality 
improvement perspective: 
an integrative review. 
Journal of Nursing 
Management, 19: 109–
120.  

7 used Rogers’ 
Diffusion of 
Innovations 
Theory 
 
1 used 
Transtheoretic
al Model of 
Organizational 
Change and 

IR 
6 databases 
searched  
peer-reviewed 
publication 
between 2004 
and 2009 
conducted in the 
United States or 
Canada, and 
samples that 

group of 23 
studies 

examine the barriers and 
facilitators to evidence-based 
practice 

Shortell’s 
framework 

addresses the 
strategic, 
cultural, 
technical and 
structural 
dimensions of 
an organization 

Higher level 
of evidence as 
it is IR 
synthesizing 
23 studies  
 
Barriers and 
facilitators to 
EBP adoption 
occur at the 
individual and 
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Control 
Theory. 

included 
practicing nurses. 

institutional 
levels   
 
Solutions to 
the barriers 
need to be 
directed to the 
dimension 
where the 
barrier occurs, 
while 
recognizing 
that 
multidimensio
nal approaches 
are essential to 
the success of 
overcoming 
these barriers 

Sadoughi, F., Azadi, T. 
and Azadi, T. (2017), 
Barriers to using electronic 
evidence based literature 
in nursing practice: a 
systematised review. 
Health Info Libr J, 34: 
187–199.  

None Six bibliographic 
databases were 
searched using 
the following 
keywords: 
challenges, 
barriers, 
obstacles, 
evidence based 
practice, EBP, 
information 
seeking, online 
databases, 
electronic 
literature, 
bibliographic 
databases and 
nurs*.  

(n = 21) were 
extracted and 
synthesised. 

 
identify barriers concerning 
application of electronic 
literature on evidence based 
practice in nursing. 
Methods 

n/a “Not having 
enough time to 
conduct a search 
was the first 
major barrier 
noted by almost 
81% (n = 17) of 
the reviewed 
studies followed 
by lack of 
knowledge on 
searching skills 
(66%; n = 14) 
and access 
requirements 
(38%; n = 8” 

SR 

Ubbink, D., Guyatt, G., & 
Vermeulen, H. (2013). 
Framework of policy 
recommendations for 
implementation of 
evidence-based practice: A 
systematic scoping review. 
BMJ Open, 3(1) 

none SR 
3 databases 
searched for 
articles between  
2000 and 2011 

31 studies 
10 798 
respondents 
from 17 
countries 

EBPattitudeknowledge,awarene
ss, skills, barriers and 
facilitators among managers, 
doctors and nurses in clinical 
settings. 

n/a medians and 
report the ranges 
of the scores 
given for each 
item, for doctors 
and nurses 
separately. 
Spearman's 

Level IV 
Overall low 
implementatio
n, positive 
beleifs  
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correlation 
coefficient.  

Breckenridge-Sproat, S. 
T., Throop, M. D., Raju, 
D., Murphy, D. A., Loan, 
L. A., & Patrician, P. A. 
(2015). Building a Unit-
Level Mentored Program 
to Sustain a Culture of 
Inquiry for Evidence-
Based Practice. Clinical 
Nurse Specialist: The 
Journal For Advanced 
Nursing Practice,  

ARCC quasi-
experimental 
study utilized a 
pretest-posttest 
design/ 3 military 
hospitals 

360 (38%) 
completed 
baseline, and 
325 (31%) 
completed 
follow-up 
surveys 

DV organizational readiness for 
and barriers to integration of 
EBP 
EBP beliefs and values 
level of EBP implementation 
Demographics 
 
IV – Main unit-level nursing 
mentors 
 
IV librarian support 
 
IV EBP pocket cards and books 
 
IV Training moduels  
 
IV supervised study team EBP 
projects 

Organizational 
Readiness for 
System-wide 
Integration of 
Evidence-Based 
Practice 
(ORSIEP), EBP 
Beliefs (EBPB), 
and EBP 
Implementation 
(EBPI) scales, and 
an investigator-
developed 
demographic 
instrument. 

response rate 
was 38% The 
ORSIEP and 
EBPB scores 
showed 
statistically 
significant 
improvements 
(P <= .05), but 
the EBPI scores 
did not. 

Level VI 
Strengths: 
Weaknesses: 
3 facilities, the 
readiness for, 
beliefs about, 
and 
implementatio
n of EBP 
improved. 
commitment 
to an EBP 
culture may 
diffuse among 
individuals in 
an 
organization, 
even while 
experiencing 
significant 
change. It also 
demonstrates 
that a unit-
level mentored 
EBP program 
is sustainable 
despite 
changes in 
organizational 
structure and 
workforce 
composition. 

Beke-Harrigan, H., Hess, 
R., & Weinland, J. (2008). 
A Survey of Registered 
Nurses' Readiness for 
Evidence-Based Practice: 
A Multidisciplinary 
Project. Journal of 
Hospital Librarianship, 
8(4), 440-448. 

n/a descriptive 
correlational 
design 
as modified 
replication of 
Pravikoff study  

1442 registered 
nurses 
(predominately 
clinical, 
bedside) were 
surveyed at 
Aultman Health 
Foundation 

DV nurses opinions, readiness 
for, access to, and utilization of 
evidence-based practice 
resources. 

a modified 
replication of the 
national 
investigation 
conducted by 
Pravikoff et al. 

Spearman's 
rho = .023, 
p = .638 

Level VI 
Four hundred 
and forty-three 
(30.7%) 
responded and 
are the focus 
of this article 
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Melnyk, B., Fineout-
Overholt, E., Gallagher-
Ford, L., & Kaplan, L. 
(2012). The state of 
evidence-based practice in 
US nurses: Critical 
implications for nurse 
leaders and educators.  

None A descriptive 
survey An e-mail 
was sent to the 
randomly 
selected ANA 
members.  
SurveyMonkey  

N = 20 000 
nurses was 
randomly drawn 
using a 
computer 
program from an 
electronic 
database 
of nurses who 
belong to the 
ANA.  A total of 
1015 ANA 
members 
responded to the 
survey for a 
response rate of 
5%. 

 DV = needs and state of EBP of 
US nurses 
 
IV = Magnet versus non-Magnet 
institutions 
 
IV2 = master’s degree 
and non master’s 
degreeYprepared nurses 

10 items from the 
EvidenceBased 
Practice Beliefs 
Scale and the 
Evidence-Based 
Practice 
Implementation 
Scale (EBPIS) 
Cronbach’s alpha 
for the 18 Likert-
scale items was 
.88 

Descriptive 
statistics   

Level VI 
Response rate 
of the survey 
is 5%   
Nurses are 
ready for and 
do value EBP 
Need more 
knowledge 
and skills 
Many barriers 
-  
Time, 
knowledge, 
mentors, 
organizational 
support 

Mott, B., Nolan, J., Zarb, 
N., Arnison, V., Chan, R., 
Codner, T., . . . Davidson, 
P. (2005). Clinical nurses' 
knowledge of 
evidencebased practice: 
Constructing a framework 
to evaluate a multifaceted 
intervention for 
implementing EBP. 
Contemporary Nurse, 
19(1-2), 96-104. 

None Observational 
descriptive sudy  

N = 229 
nurses/Blacktow
n Mt. Druitt 
Healht multisite 
facility in 
Sydney 
Australia 

Identify baseline knowledge and 
awareness of EBP  

Investigator 
developed 
instrument with 5 
questions re: EBP 

Desctiptive 
statistics 

Level VI 
Instrument not 
validated. 
 
 

Patelarou, Laliotis, 
Brokalaki, Petrakis, 
Dafermos, & Koukia. 
(2017). Readiness for and 
predictors of evidence base 
practice in Greek 
healthcare settings. 
Applied Nursing Research, 
35, 64-70. 

None listed  Descriptive 
exploratory study 

477 nurses 
Greek hospitals 

EBP knowledge, beliefs and 
attitudes 

Evidence Based 
Practice Readiness 
Scale 

Descriptive 
characteristics 
(including 
means, standard 
deviations, 
frequencies and 
percentages)  
Pearson's r 
correlations 
were calculated 
to describe 
relationships 
between the 
EBPRS 
domains. chi-
square tests, t-
tests and one-

Level VI 
Low LOE  
Positive 
attitudes, 
needs for 
information 
about EBP   
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way ANOVAs 
were performed 
to determine 
differences 
between groups 
of nurses. 
Statistical 
significance was 
set at p-value < 
0.05. 

Pravikoff, D. S., Tanner, 
A, B., & Pierce, S. T. 
(2005). Readiness of U.S. 
nurses for evidence-based 
practice: Many don't 
understand or value 
research and have had little 
or no training to help them 
find evidence on which to 
base their practice. 
American Journal of 
Nursing, 105(9), 40-52. 

None Descriptive 
exploratory 
survey 

A 
geographically 
stratified 
random sample 
of 3000 US 
nurses 

93 item questionnaire  Characteristics 
presented  

Overall nurses 
are not ready for 
EBP, have little 
or no training, 
do not 
understand or 
value research  

Level VI  
Low LOE 

Ross, J. (2010). 
Information literacy for 
evidence-based practice in 
perianesthesia nurses: 
Readiness for evidence-
based practice. Journal of 
Perianesthesia Nursing : 
Official Journal of the 
American Society of 
PeriAnesthesia Nurses, 
25(2), 64-70. 

None descriptive, 
exploratory 
survey 

ASPAN 
members (n = 
64) and 
nonmembers (n 
= 64). 

Information needs and 
information seeking  
Barriers 
 

Information 
Literacy for 
Evidence-Based 
Nursing Practice 
instrument 

t-tests  
 

Level VI 
Low LOE 
Nurses seek 
information 
from other 
nurses, 
positive 
attitudes about 
EBP  

Saunders, H., & 
Vehviläinen-Julkunen, K. 
(2016). The state of 
readiness for evidence-
based practice among 
nurses: An integrative 
review. International 
Journal of Nursing 
Studies, 56, 126. 

None IR 
PRISMA 
 

Thirty-seven 
(37) primary 
research studies 
on nurses’ 
readiness for 
evidence-based 
practice, of 
which 30 were 
descriptive 
cross-sectional 
surveys, 5 were 
pretest-posttest 
studies, and one 

Nurses readiness  
Knowledge 
Skills, attitudes, beliefs for EBP  

thematic synthesis  (81%) of 
included studies 
were descriptive 
cross-sectional 
surveys, 84% 
used a non-
probability 
sampling 
method, sample 
sizes were 
small, and 
response rates 
low 

Level V   
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study each was 
an experimental 
pilot study and a 
descriptive 
qualitative study 

“Most included 
studies were of 
modest quality 

Saunders, H., Vehviläinen-
Julkunen, K., & Stevens, 
K. (2016). Effectiveness of 
an education intervention 
to strengthen nurses' 
readiness for evidence-
based practice: A single-
blind randomized 
controlled study. Applied 
Nursing Research :  

The Stevens 
Star Model of 
Knowledge 
Transformatio
n &  
Advancing 
Research and 
Clinical 
Practice 
through Close 
Collaboration 
Model 
(ARCC) 

A single-blind 
randomized 
controlled trial 
with repeated 
measures design, 
with measures 
completed during 
spring and fall 
2015, before the 
education 
program (T0), 
within 1 week 
after (T1), 8 
weeks after (T2), 
and 4 months 
after completion 
of education 
interventions 
(T3) 
 

One large 
university 
hospital system 
in Finland, 
consisting of 15 
acute care 
hospitals 
evidence-based 
practice 
education, 
N = 43) and 
control (research 
utilization 
education, 
N = 34). 

IV - Advanced Practice Nurse-
delivered education program  
 
DV - readiness for evidence-
based practice at a university 
hospital. 
 
 

Stevens’ EBP 
Readiness 
Inventory. 

Nurses’ 
confidence in 
employing 
evidence-based 
practice and 
actual evidence-
based practice 
knowledge were 
lower at T0, 
compared with 
the post-
education 
scores, 
specifically at 
T1. The 
improvement in 
the confidence 
or actual 
evidence-based 
practice 
knowledge 
levels did not 
differ between 
the intervention 
and control 
groups. 
Confidence in 
employing 
evidence-based 
practice was 
directly 
correlated with 
level of 
education and 
inversely 
correlated with 
age. Actual 
evidence-based 
practice 
knowledge was 
lowest among 

Level II 
 
This RCT 
demonstrated 
that the 
education 
interventions 
implemented 
in the RCT 
improved the 
RN 
participants’ 
EBP 
readiness, as 
measured by 
their level of 
confidence in 
employing 
EBP and their 
actual EBP 
knowledge 
level over 
time in both 
groups, 
compared with 
baseline.  
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nurses who had 
no previous 
knowledge or 
experience of 
evidence-based 
practice” 

Duff, J., Butler, M., 
Davies, M., Williams, R., 
& Carlile, J. (2014). 
Perioperative nurses’ 
knowledge, practice, 
attitude, and perceived 
barriers to evidence use: A 
multisite, cross-sectional 
survey. ACORN: The 
Journal of Perioperative 
Nursing in Australia, 
27(4), 28–35. 

None listed  Survey  Sent to 800 
493 completed 
response rate 
60% 

Self reported knowledge, 
practice, attitudes and perceived 
barriers to evidence-based 
practice 

EvidenceBased 
Practice 
Questionnaire 
(EBPQ) 
 
Barriers to 
Research 
Utilisation Scale 
(BARRIERS Scale 

Mean scores for 
the scales  

Level VI 
Australian 
perioperative 
nurses appear 
to have a 
positive 
attitude to 
evidence-
based practice 
and reasonable 
knowledge of 
the topic; 
however, this 
has not 
resulted in 
extensive use 
of evidence-
based practice 
in clinical 
practice. 

Thorsteinsson, H. S., & 
Sveinsdóttir, H. (2014). 
Readiness for and 
predictors of evidence-
based practice of acute-
care nurses: a cross-
sectional postal survey. 
Scandinavian Journal Of 
Caring Sciences, 28(3), 
572-581. 
doi:10.1111/scs.12083 

ARCC cross-sectional 
survey 

homogeneous, 
consecutive 
sample of 546 
acute-care 
nurses. 
Response rate 
was 64.3%; 
responses from 
direct care 
nurses (n = 298) 
and 
administrators (n 
= 45) were 
analysed. 

 
acute-care nurses’ readiness for 
EBP 
acute-care nurses’ beliefs 
towards EBP 
How frequently do acute-care 
nurses participate in EBP 
activities 
Which factors predict EBP 
activities of acute-care nurses 
Which factors predict EBP 
beliefs of acute-care nurses 

Icelandic 
Information 
Literacy for 
Nursing Practice 
Icelandic  
-EBP Beliefs Scale 

Descriptive 
statistics were 
used to describe 
readiness for 
EBP, frequency 
of certain EBP 
activities and 
EBP beliefs. 
Logistic 
regression 
analyses were 
performed 
to identify 
predictors of 
EBP activities 
and multiple 
regression 
analysis to 
identify 

Level VI 
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predictors of 
EBP beliefs. 

Warren, J. I., McLaughlin, 
M., Bardsley, J., Eich, J., 
Esche, C. A., Kropkowski, 
L., & Risch, S. (2016). The 
Strengths and Challenges 
of Implementing EBP in 
Healthcare Systems. 
Worldviews On Evidence-
Based Nursing, 13(1), 15-
24. doi:10.1111/wvn.1214 

None listed A cross-sectional 
survey 

6,800 registered 
nurses 

RNs’ individual beliefs and 
attitudes toward EBP 
self‐reported behaviors for 
implementing EPB into their 
practice 
 
perceptions of their individual 
organization to integrate 
evidence‐based practice 
(organizational readiness) 

The Evidence-
Based Practice 
Beliefs Scale 
(EBPB), the 
Evidence-Based 
Practice 
Implementation 
Scale (EBPI), and 
the 
Organizational 
Culture and 
Readiness for 
System-Wide 
Integration 
of EBP Scale 
(OCRSIEP) 
 

Descriptive 
statistics  
Measures of 
central tendency  
ANOVA and 
Levene’s test 
Welch ANOVA 
and Games-
Howell post hoc  

Level VI 
 

Wilson, M., Sleutel, M., 
Newcomb, P., Behan, D., 
Walsh, J., Wells, J. N., & 
Baldwin, K. M. (2015). 
Empowering Nurses With 
Evidence-Based Practice 
Environments: Surveying 
Magnet®, Pathway to 
Excellence®, and Non-
Magnet Facilities in One 
Healthcare System. 
Worldviews On Evidence-
Based Nursing,  

The Promoting 
Action on 
Research 
Implementatio
n in 
Health 
Services 
(PARIHS) 

descriptive cross-
sectional survey 

2,441 nurses  individual or organizational 
qualities could be identified that 
were related to registered 
nurses’ (RNs’) readiness for 
EBP as measured by their 
reported EBP barriers, ability, 
desire, and frequency of 
behaviors. 

 modified version 
of the Information 
Literacy for 
Evidence-Based 
Nursing 
questionnaire. 

Descriptive 
statistics, t tests, 
one-way 
ANOVA, and 
regression 
modeling were 
used to analyze 
the data. 

Level VI 

Gale, B., & Schaffer, M. 
(2009). Organizational 
readiness for evidence-
based practice. The Journal 
of Nursing Administration, 
39(2), 91-7. 

Roger’s 
Diffusion of 
Innovations 
Theory 

Nonrandomized 
sample of staff 
nurses and nurse 
managers 

N=92  adoption or rejection of EBP 
 differences in nurse managers 
and staff perception about those 
factors  

Evidence-Based 
Practice Changes 
Survey 

Descriptive stats 
Inferential 
frequ, means, 
variance, x 
squared. 

Level VI 
 

Thiel, L., & Ghosh, Y. 
(2008). Determining 
Registered Nurses' 
Readiness for Evidence-
Based Practice. 
Worldviews on Evidence-

none descriptive cross-
sectional survey 
design 

(n = 121) registered nurses’ readiness for 
EBP 

64-item Nurses’ 
Readiness for 
EvidenceBased 
Practice Survey 

The descriptive 
statistics (i.e., 
frequencies, 
percentages, 
means, range, 
and standard 

Level vI 
Low LOE  
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Based Nursing, 5(4), 182-
92 

deviations 
frequencies and 
estimates of 
central tendency 
and dispersion 
calculated to 
describe the 
demographic 
characteristics 
& informational 
literacy 
variables. The 
alpha 
coefficients for 
internal 
consistency of 
each measure: 
perception of 
EBP knowledge, 
evidence-based 
cultures, and  

Friesen, M., Brady, J., 
Milligan, R., & 
Christensen, P. (2017). 
Findings From a Pilot 
Study: Bringing Evidence‐
Based Practice to the 
Bedside. Worldviews on 
Evidence‐Based Nursing, 
14(1), 22-34. 

Diffusion of 
Innovations, 
JHNEBPM, 
ARCC, Ottawa  

Demonstration 
project, survey 
and focus groups 

N=57 
 

Eval structured EBP education 
with mentoring  

EBPB  
EBPI 
 

Quantitative 
data, qualitative 
data  

Level VI 

Balakas, K., Sparks, L., 
Steurer, L., & Bryant, T. 
(2013). An outcome of 
evidence-based practice 
education: Sustained 
clinical decision-making 
among bedside nurses. 
Journal of Pediatric 
Nursing, 28(5), 479–485. 

hermeneutic 
phenomenolog
y 

interpretive 
phenomenologica
l design was used 
for this pilot 
study 

20 nurses Describe the nurses' experiences 
of using EBP for clinical 
decision-making after 
completion of the program 
factors facilitate the use of EBP 
for clinical decision-making 
 how clinical situations are 
approached when discrepancies 
in the clinical management of a 
patient between nurses and/or 
physicians are encountered 

Focus groups Analysis began 
with the first 
group and was 
completed 
concurrently 
with data 
collection. 

Level VI 

Dalheim, A., Harthug, S., 
Nilsen, R., & Nortvedt, M. 
(2012). Factors influencing 
the development of 
evidence-based practice 

PARIHS Cross-sectional 
data survery   

N = 407 nurses Factors influencing 
implementation of EBP 

Norwegian version 
of Developing 
Evidence-based 
Practice 

P values were 
two-sided, and 
values below 
0.01 were 
considered 

Level VI 
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among nurses: A self-
report survey. BMC Health 
Services Research, 12, 
367. 

questionnaire 
(DEBP) 

statistically 
significant. To 
handle missing 
values in 
regression 
models, we used 
the method of 
list-wise 
deletion. 
Continuous 
variables were 
reported as 
means (SD) and 
categorical 
variables as 
counts 
(percentage 

Estrada, N. (2009). 
Exploring Perceptions of a 
Learning Organization by 
RNs and Relationship to 
EBP Beliefs and 
Implementation in the 
Acute Care 
Setting. Worldviews on 
Evidence‐Based 
Nursing, 6(4), 200-209. 

PARIHS 
The learning 
organziation 

Descriptive 
survey 

N = 1750 RNs 
594 returned 
 

IV characteristos of learning 
organization to DV -EBP beliefs  
IV EBP beliefs 
DV nurse implementation of 
EBP 

EBP 
implementation 
scale 
EBP beliefs scale 
 
DLOQ 
 

SPSS used to 
analyze 
P < .05 

Level VI  
 
34% response 
rate 

Friesen, M., Brady, J., 
Milligan, R., & 
Christensen, P. (2017). 
Findings From a Pilot 
Study: Bringing Evidence‐
Based Practice to the 
Bedside. Worldviews on 
Evidence‐Based Nursing, 
14(1), 22-34. 

Rogers 
Diffusion of 
Innovation 
Theory 

Mixed methods 
Post/pre test 
Qualiitatvie data 
collected 

Multihospital 
system N = 
96pre 
N= 63 post 

beliefs and implementation of 
EBP practices pre- and 
postimplementation of an EBP 
education with mentoring 
program for nurses and EBP 
exemplar pilot 

EBPimplementatio
n scale 
EBPB scale 
 

The change in 
implementation 
is significant 
Beliefs not 
 

Level VI 
INFO about 
the different 
models 
 

Hauck, S., Winsett, R., & 
Kuric, J. (2013). 
Leadership facilitation 
strategies to establish 
evidence-based practice in 
an acute care hospital. 
Journal of Advanced 
Nursing 

Rogers 
Innovation 
Theroy 

Prospective, 
descriptive 
comparative 

December 2008 
(N = 427) and in 
December 2010 
(N = 469). 
429 bed non 
teaching hospital 
in moderate 
sized city in 
Midwest USA 

DV = nurses beliefs of imp of 
EBP 
DV = Frequ use of EBP 
DV perception of org readiness 
for EBP 
IV implementation of a EBP 
strategic plan 
DV assess frequ and readiness 
by dirct care, indirect care and 
director/leaders 

Evidence-Based 
Practice Beliefs 
Scale, 
EBPI  
Organizational 
Culture & 
Readiness for 
System-Wide 
Integration Survey 
measured  

%, means, SD, 
chi square, t 
test, one way 
analysis of 
variance 
Post hoc 
analysis with 
Turkey HSD  

VI 
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Kaplan, L., Zeller, E., 
Damitio, D., Culbert, S., & 
Bayley, K. (2014). 
Improving the culture of 
evidence-based practice at 
a Magnet® hospital. 
Journal for Nurses in 
Professional Development, 
30(6), 274-80. 

none Quasiexperiment
al study 

N = 943 pre 
N = 939 post 

Organizational culture for EBP  
 
hospital wide project in increase 
EBP knowledge 

OCRSWIEBP  
EBPBS 
EBPIS 

Frequencies  
Personal mean 
substitution for 
missing data  
Pearson r 
correlations for 
persons who 
answered all 
three 

Level VI 
 
 
 

Levin, R., Fineout-
Overholt, E., Melnyk, B., 
Barnes, M., & Vetter, M. 
(2011). Fostering 
evidence-based practice to 
improve nurse and cost 
outcomes in a community 
health setting: A pilot test 
of the advancing research 
and clinical practice 
through close collaboration 
model. Nursing 
Administration Quarterly, 
35(1), 21-33. 

ARCC Pilot study (2 
group RCT)  

N= 22 exp 
N = 24 cont 

IV – ARCC model 
DV- nurses beleifs about EBP 
DV – Implementation of EBP 
DV- perceptions of group 
cohesion 
DV – nurses job satisfaction 
DV- productivity 
DV - turnover 

EBPB scale 
EBPI scale 
Group cohesion 
scale 
Index of work 
satisfaction 
Productivity 
Turnover 
 

Descriptive 
Effect size, ꭕ2, 
t-tests, analysis 
of variance 

Level III  

Melnyk, B. (2017). A Test 
of the ARCC� Model 
Improves Implementation 
of Evidence-Based 
Practice, Healthcare 
Culture, and Patient 
Outcomes. Worldviews on 
Evidence-based Nursing., 
14(1), 5-9. 

The ARCC 
Model 

A pre-test, post-
test longitudinal 
pre-experimental 
stud 

The sample 
consisted of 58 
interprofessional 
healthcare 
professionals, 
with complete 
follow-up data 
for 45 
participants 

IV EBP workshops 
IV EBP mentors 
DV - clinicians’ EBP beliefs, 
DV- organizational culture 
toward EBP   

The Evidence-
Based Practice 
Beliefs (EBPB) 
Scale 
(EBPI)  
(OCRSIEP) 

T tests and 
effect sizes, 
means, SD,  

Level VI  

Melnyk, B. M., Gallagher-
Ford, L., Thomas, B. K., 
Troseth, M., Wyngarden, 
K., & Szalacha, L. (2016). 
A Study of Chief Nurse 
Executives Indicates Low 
Prioritization of Evidence-
Based Practice and 
Shortcomings in Hospital 
Performance Metrics 

 descriptive 
survey 

276 CNEs 
across the 
United 
States 

means, standard deviations, and 
percentages) 
were conducted on the study’s 
variables. Cronbach alphas 

EBP Beliefs 
(EBPB) 
EBP 
Implementation 
(EBPI) scale 
(OCRSIEP) scale 

implementation 
of EBP in the 
practices of 
CNEs and 
their hospitals is 
relatively low. 

Level VI  
CNEs believe 
that EBP 
results in 
high-quality 
care, it is 
ranked as a 
low priority 
with little 
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Across the United States. 
Worldviews On Evidence-
Based Nursing, 13(1), 6-
14.  

budget 
allocation 

Melnyk, Fineout-Overholt, 
Giggleman, & Cruz. 
(2010). Correlates among 
cognitive beliefs, EBP 
implementation, 
organizational culture, 
cohesion and job 
satisfaction in evidence-
based practice mentors 
from a community hospital 
system. Nursing Outlook,. 

ARCC Descriptive, 
correlation 
design 

58 nurses and 
other health 
professionals/ 
Hospital 

IV = 12 month progam to 
emplement ARCC EBP 
mentorship model 
DV = organizational culture and 
readiness for EBP 
DV= Clinitians beleifs about the 
value of EBP and ability to 
implement it 
DV = measure extent clinicians 
implement EBP  

OCRSIEP 
EBPB 
EBPI 

Descriptive 
stats, Pearson’s 
r correlations  

Level VI 
Low number 
in survey  

Underhill, M., Roper, K., 
Siefert, M., Boucher, J., & 
Berry, D. (2015). 
Evidence‐Based Practice 
Beliefs and 
Implementation Before 
and After an Initiative to 
Promote Evidence‐Based 
Nursing in an Ambulatory 
Oncology Setting. 
Worldviews on Evidence‐
Based Nursing, 12(2), 70-
78. 

ARCC Unpaired pretest-
posttest survey 
design  

N = 90 
completed  

IV-institute wide nursing EBP 
initiative 
DV – nurses knowledge about 
EBP  

EBP-B 
EBP-I 
One open ended 
item to assess 
barriers and one 
open ended item to 
assess facilitators 

Descriptive and 
correlation 
statistics were 
completed on 
total score and 
demographics  

Level VI  
Results cannot 
be generalized 
to other types 
of institutions  
Exploratory – 
cannot 
compare T1 
and T2 
1/3 response 
rate 
Could not pair 
data  

Warren, J. I., Montgomery, 
K. L., & Friedmann, E. 
(2016). Three-Year Pre-
Post Analysis of EBP 
Integration in a Magnet-
Designated Community 
Hospital. Worldviews On 
Evidence-Based Nursing, 
13(1), 50-58 

None retrospective 
descriptive study 

All RNs from 
the 380-bed 
community 
teaching hospital 
and 
ambulatory care 
center 
A total of 275 
nurses 

RNs’ beliefs about using 
EBP, perceptions about 
organizational readiness for 
EBP, and 
frequency of implementing EBP 
following implementation of 
multifaceted interventions to 
achieve and maintain Magnet 
designationsecondary aims were 
to examine differences 
in clinical RNs’ and nurse 
leaders’ perceptions toward EBP 
and 
organizational readiness, and 
their frequency of implementing 
EBP. 

EBPB, EBPI, and 
OCRSIEP 

This 
retrospective 
descriptive 
study compared 
data from two 
previously 
administered 
online surveys 
(2008 and 2012) 
at a mid-
Atlantic 
Magnet-
designated 
community 
hospital. 

Level VI 
 
Emphasis on 
the growth of 
nurse leaders 
is required 
to engage 
them in EBP. 
Moreover, 
resources at 
the bedside 
are needed to 
continue to 
engage 
clinical RNs 
to be 
good 
consumers of 
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EBP and 
research. 
Realistic 
expectations 
for clinical 
RNs and 
ensuring that 
EBP 
guidelines and 
resources 
are readily 
available may 
help move this 
group from 
 

Yoder, L., Kirkley, D., 
McFall, D., Kirksey, K., 
StalBaum, A., & Sellers, 
D. (2014). Staff Nurses' 
Use of Research to 
Facilitate Evidence-Based 
Practice. The American 
Journal of Nursing, 114(9), 
26-37. 

none A cross-sectional, 
descriptive, 
online survey 

1,112 nurses 
completed 
usable surveys, 
for a response 
rate of 38% 

1. To what extent do RNs in the 
hospital system use research 
findings in their practice? 
2. What types of knowledge do 
RNs in the hospital system use 
in their practice? 
3. What personal/professional 
and organizational factors 
enhance or hinder research 
utilization by RNs in the 
hospital system? 

adapted from the 
Research 
Utilization in 
Nursing Survey, 
an instrument that 
was developed by 
Estabrooks 

Descriptive stats Level VI 

Duff, J., Butler, M., 
Davies, M., Williams, R., 
& Carlile, J. (2014). 
Perioperative nurses' 
knowledge, practice, 
attitude, and perceived 
barriers to evidence use: A 
multisite, cross-sectional 
survey. ACORN: The 
Journal Of Perioperative 
Nursing In Australia, 
27(4), 28-35. 

none paper-based, self-
administered 
survey 

(n=493) describe the self-reported 
knowledge, 
practice, attitude and perceived 
barriers to evidence use among 
perioperative nurses. 

 EvidenceBased 
Practice 
Questionnaire 
(EBPQ) 
 and the Barriers to 
Research 
Utilisation Scale 
(BARRIERS 
Scale) 

Quantitative 
data  
Qualitative data 
(brief 
descriptions of 
barriers and 
facilitators) 
were entered 
into a 
web application 
‘word clouds’. 
Word 
clouds visually 
display the 
frequency of 
words in text by 
giving greater 
prominence to 
words that 
appear more 

Level VI 
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frequently in the 
source 
material. 

Snibsøer, A., Espehaug, 
B., Ciliska, D., & 
Nortvedt, M. (2017). 
Changes in evidence-based 
practice beliefs and 
implementation after a 
postgraduate educational 
program: A before-and-
after study over one year. 
Nordic Journal of Nursing 
Research, 37(3), 164-171. 

Khan and 
Coomarasamy'
s 'hierarchy of 
effective 
teaching and 
learning' 

N = 203 pre- and post-
test survey 
design 

postgraduate educational 
program in EBP 
 -EBP beliefs 
-Implementation 

Norwegian version 
of the EBP Beliefs 
Scale and the EBP 
Implementation 
Scale 

Analysis of 
variance 
(ANOVA) 
Wilcoxon 
signed-rank test  
Descriptive 
statistics 
 

Level IV  
Low LOE  

Melnyk, B., Fineout‐
Overholt, E., Fischbeck 
Feinstein, N., Li, H., 
Small, L., Wilcox, L., & 
Kraus, R.(2004). Nurses' 
Perceived Knowledge, 
Beliefs, Skills, and Needs 
Regarding Evidence‐Based 
Practice: Implications for 
Accelerating the Paradigm 
Shift. Worldviews on 
Evidence‐Based 
Nursing, 1(3),  

Transtheoretic
al model of 
organizational 
change and 
control theory  

Descriptive 
survey 

Convenience 
sample 160 
nurses attending 
EBP workshops 
in four states in 
eastern US 

nurses' knowledge, beliefs, 
skills, and needs regarding EBP; 
see if relationships exist among 
these variables; and (3) describe 
major barriers and facilitators to 
EBP. 

An EBP Survey Descriptive 
statistics,  
Confidence 
intervals, 
Pearson’s r 

Level IV 
Low LOE  
 
Study to 
describe 
knowledge, 
skills etc with 
EBP and 
determine 
relationships 
between 
variables, and 
describe major 
barriers and 
facilitators  

Wilson, M., Sleutel, M., 
Newcomb, P., Behan, D., 
Walsh, J., Wells, J. N., & 
Baldwin, K. M. (2015). 
Empowering Nurses With 
Evidence-Based Practice 
Environments: Surveying 
Magnet®, Pathway to 
Excellence®, and Non-
Magnet Facilities in One 
Healthcare System. 
Worldviews on Evidence-
Based Nursing, 12(1), 12–
21 

Promoting 
Action on 
Research 
Implementatio
n in 
Health 
Services 
(PARIHS) 

cross-sectional 
descriptive 
survey 

convenience 
sample of 2,441 
RNs made up 
the final sample, 
response rate of 
35.5%. majority 
of respondents 
(81.0% or n = 
1,977) were 
clinical bedside 
nurses. 

individual or organizational 
qualities  
were related to RNs’ readiness 
for EBP as measured by their 
reported EBP 
barriers, ability, desire, and 
frequency of behaviors. 

Adaption of 
Information 
Literacy for 
Evidence-Based 
Nursing Practice  

Descriptive 
statistics  
frequencies & 
distributions. 
ANOVA tests, t 
tests, Cohen’s d, 
regression 
model 
more highly 
educated and 
certified RNs 
had 
higher ratings 
for EBP 
readiness 

Level IV  
Low LOE  
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Registered 
nurses who held 
a nursing 
certification 
reported: Higher 
frequency of 
EBP behaviors 
& higher desire 
for 
EBP 

Wallen, G., Mitchell, S., 
Melnyk, B., Fineout‐
Overholt, E., Miller‐Davis, 
C., Yates, J., & Hastings, 
C. (2010). Implementing 
evidence‐based practice: 
Effectiveness of a 
structured multifaceted 
mentorship 
programme. Journal of 
Advanced Nursing, 66(12), 
2761-2771.  

ARCC model quasi-
experimental 
mixed methods 
study 

pre- (N = 159) 
and post-
intervention (N 
= 99) 
questionnaires 

organizational readiness, 
evidence-based practice beliefs, 
evidence-based practice 
implementation, job satisfaction, 
group cohesion and intent to 
leave nursing and the current job 

OCRSIEP 
EBPB 
EBPI 
Group cohesion 
scale 
Mueller job 
satisfaction 
questionnaire 
Intention to leave 
scale 
Nurses retention 
index  
 

Qualitative 
analysis of 
focused 
discussions 
Quantitative 
analysis 
included 
descriptive 
statistics, 
Pearson’s r 
correlational 
tests, and 
parametric tests 
for between-
group 
differences in 
EBP beliefs, 
organizational 
readiness, EBP 
implementation, 
nurses’ 
retention, 
nurses’ intent to 
leave, group 
cohesion, and 
job satisfaction. 
A conservative 
method was 
used to examine 
mean  

Level VI 
Low LOE  

 
ARCC= Advancing Research and Clinical practice through close Collaboration; CPG = clinical practice guidelines; EBP = 
Evidence Based Practice;  EBPB = Evidence-based Practice Beliefs scale; EBPI = Evidnece-based Practice Implementation 
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scale; OCRSIEP = Organizational Culture and Readiness for System-wide Integration of Evidence Based Practice scale; IR = 
Integrative Review; SR = Systematic review; 
 
Used with permission, © 2007 Fineout-Overholt 
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