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ABSTRACT 

STEVEN W. BRANHAM 

INTEGRATION OF EVIDENCE-BASED PRACTICE 
BY ACUTE CARE NURSE PRACTITIONER 

DECEMBER 2011 

Evidenced based practice (EBP) is a concept that has been widely enveloped by the 

heath care industry. The benefits of EBP include cost savings, improved patient 

outcomes, and the translation ofresearch findings to the bedside. In spite of the industry's 

acceptance of EBP, the literature is devoid of studies exploring the ways in which EBP is 

integrated into daily practice. This study is the fjrst to document the real world 

experience of daily EBP use by a particular group of providers, namely the Acute Care 

Nurse Practitioners (ACNPs). The ACNPs use ofEBP was studied using a qualitative 

phenomenological approach guided by the philosophical tenets of Merleau-Ponty' s 

Phenomenology of Perception (1962). Ten practicing ACNPs from 2 large teaching and 1 

community hospitals were interviewed in a major, southern city in the United States. The 

transcripts were reviewed -and thematic descriptors were identified. The ACNPs were 

overwhelmingly supportive of the use of EBP within imposed limits and the overarching 

theme was identified EBP- an important factor of care. EBP, while the preferred 

method of delivering care was not regarded as a blanket prescription . A wide range of 

mitigating factors were identified mandating careful consideration prior to applying EBP 
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recommendations. Four themes emerged from the mitigating factors and included: 1. 

beyond the barriers- balancing influencing factors, 2. to trust or not to trust, 

3. balancing clinical knowledge and evidence and 4. the patient is always right. This 

study's findings document the need for further study, improved instrument development, 

and educational initiatives that focus on the real world practice of integrating EBP among 

CNPs and all health care providers. 
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CHAPTER I 

INTRODUCTION 

Focus of Inquiry 

The acute care nurse practitioner (ACNP) role is the newest in the subspecialty 

domains for nurse practitioners. The first United States (US) national certification for 

ACNPs took place in 1996 (Kleinpell , 2005). The American Nurses Credentialing Center 

(ANCC) reports that there are over 3,466 nationally certifi~d ACNPs as of April 2010, 

with 259 residing in the state of Texas. An essential component of the ACNP role is to 

conduct or participate in practice related research and to evaluate and apply research 

findings in practice. Research efforts focused on the role of the advanced practice nurse 

(APN) are described by Norwood (2000) as "falling into three categories: outcomes 

research, research to support innovations in nursing care, and research to validate nursing 

(APN) roles" (p. 10-11). Today' s health care environment demands all APNs play a role . 

in conducting, translating, integrating, and utilizing research in daily practice. 

Two national published documents, Scope and Standards for the Acute Care Nurse 

Practitioner (American Association of Critical Care Nurses [AACN] , Bell, 2006) and 

Acute Care Nurse Practitioner Competencies, as outlined by National Panel for Acute 

Care Nurse Practitioner Competencies (NPACNPC) (2004), include research utilization 

and participation as components of the scope of practice for the ACNP. However, it is 
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unclear to what degree ACNPs are involved in research activities, ranging from basic 

research to evidence-based practice (EBP). Kleinpell, Ely and Grabenkort (2008) noted 

that few studies have been conducted on ACNPs' use of EBP. 

The concept of EBP has gained wide acceptance in the health care industry. Early 

definitions of EBP were focused primarily on research utilization. Research utilization is 

not the same as EBP, although the terms are often used interchangeably and many health 

care providers do not recognize the differences between the terms (Polit & Beck, 2008). 

Research utilization is the narrower term, and refers to translating research findings into 

practice based on the level of available evidence. EBP is a broader term, and incorporates 

the "conscientious, explicit, and judicious use of current best evidence in making 

decisions about the care of individuals," (p. 71 ), (Sackett, Rosenberg, Gray, J:iaynes & 

Richardson, 1996). EBP goes beyond research utilization in that not only are research 

findings considered, but other factors such as clinical expertise, patient 

preferences/circumstances, clinical settings, and available resources are significant 

determinants of care (Polit & Beck, 2008). The current universally accepted definition of 

EBP is "the integration of the best research evidence with clinical expertise and patient 

values," (p. 1 ), (Sackett, Straus, Rosenberg & Hayes, 2000). Ingersoll (2002) defines 

Evidence-based nursing (EBN) as: "the conscientious, explicit and judicious use of 

theory-derived, research-based information in making decisions about educational 

options and approaches with individuals or groups and in consideration of individual or 

group needs or preferences (2002, p. 152)." For the ACNP, the aforementioned 
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definition by Sackett and colleges seems most fitting to the nature of practice and will 

serve as a definition for this study. 

EBP has consistently been shown to improve patient outcomes (Malloch & 

Porter-O'Grady, 2006), but nurses often lack the time, access to knowledge sources such 

as databases and journals, and further often lack the ability to critically evaluate evidence 

relevant to the practice setting clinical (Hart et al, 2008). Nurses frequently rely on 

substandard evidence such as media reports (Estabrooks, 1998), or their own experience 

(Rolfe, Segrott & Jordon, 2008); rarely gaining access to the higher levels of evidence, 

thus creating a barrier when attempting to develop EBP in the clinical setting. These 

factors are important at a time when the concept of EBP have been so embraced that 

major organizations such as the Institute of Medicine (IOM, 2003), the American Nurses 

Credentialing Center (ANCC, 2009), and the Joint Commission on Accreditation of 

Healthcare Organizations (Rosswurm & Larrabee, 1999, Long, 2003) have all in 

endorsed EBP as a method to improve the quality of health care 

A growing body of literature has focused on the facilitators as well as barriers to . 

research utilization and EBP (Funk, Tornquist & Champagne, 1995; La Pierre, Ritchey & 

Newhouse, 2004; Parahooo & MCcaughan, 2001; Retsas, 2000). Few reports appear in 

the literature directly related to the nurse practitioner's use of EBP. In a study conducted 

on nurse practitioner educators, numerous barriers were reported to· EBP use, such as 

resource availability (time/money), oppositional clinical mind set, research training based 

on research production not utilization, lack of access to data, and lack of mentorship 
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(Melnyk, Fineout-Overholt, Feinstein, Sadler & Green-Hernandez, 2008). These factors 

serve to inhibit maximal implementation of EBP as well as practice based changes. To 

date, it is not known if ACNP experience the same barriers as other nurses, and to what 

degree their practice is evidenced based. 

Statement of Purpose 

This study uses a qualitative approach as the epistemology to study the 

experiences and perceptions of ACNPs' use of EBP. This includes the work-life impact, 

benefits, use, and barriers in daily clinical practice. A phenomenological approach is an 

ideal method to study the underlying axiology of EBP in the work life of ACNP' s. Such 

a method of study provides insight into the lived experience which is individually 

conceptualized as perception and essence. Second, there is very little publish_ed research 

on the use of EBP by health professionals, including ACNPs. Qualitative measurement 

yields fact-finding and real-world tests, as well as the ability to uncover potential 

obstacles of EBP integration in daily practice by ACNPs. 

Problem of Study 

The research question that guided this study is: What are ACPNs experiences and 

perceptions of using EBP? Themes and subthemes are explored as they emerge from the 

participant interviews. A list of the open ended questions and probes used can be found in 

Appendix A (interview Guide). The knowledge gained provides insight into EBP 

integration and oppositional factors that prevent maximal use in clinical practice by 
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ACNPs. This level of understanding will be used for further study and to potentially 

develop instruments and interventions to facilitate EBP use by ACNPs. 

Rationale for the Study 

Delays in research integration in our daily lives are not new concepts. The 

culmination of noted communication theorist Rogers ' (1983) life work was the theory of 

innovation and diffusion. Of primary interest to Rogers (1983) was the significant delay 

from the time that new scientific knowledge is discovered until its adoption into practice. 

Rogers (1983) noted that the delays in science integration occurred in every sector of 

industry. Every field struggles with integration of scientifi~ findings in practice and 

nursing is no different. 

The problem of moving research into the practice arena is further co_mpounded · 

by explosive growth in available scientifically derived knowledge (Estabrooks, 1998). 

The goal of EBP, to improve patient care/outcomes through the prompt adoption of 

research findings, has gained rapid acceptance as seemingly a winning combination for 

all concerned. EBP as a model for best practice has gained such far-reaching support in 

the health care disciplines including nursing that it is almost heresy to withhold support. 

Today, increased ·accountability is placed on knowledge of research and 

application with the ultimate goal of attaining optimal health outcomes. One major 

dilemma facing nurses is that few have received formal training in the use of EBP 

(Steurer, 2010). Lack of time, and limited access to information, as well as organizational 

barriers pose other dilemmas. Busy clinicians use summaries of available evidence, 
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called Clinical Practice Guidelines (CPGs), to improve rapid integration into practice 

(Klardie, Johnson, McNaughton & Myers, 2004). The use of CPGs, while commendable, 

often does not constitute evaluation or critical appraisal of the underlying evidence. 

Widespread acceptance of the concept of EBP is commendable but study of 

actual integration into practice is needed. The ACNP population seems to be an ideal 

group for study given that ACNP practice, dealing with highly complex cases, would 

seem to mandate high levels of research integration in daily practice. The results of such 

a study should provide valuable information on the barriers/facilitators, overall view of 

and strategies to improve use ofEBP as well as serve as the_basis for future study. 

Philosophical Underpinnings 

Phenomenology combines two schools of.thought concerned with knowledge 

acquisition via the qualitative research process: philosophy and psychology. The 

underlying premise is the subjective experience of the individual in ascertaining the true 

lived experience of the individual, ultimately arriving at the underlying essence or 

structure of the phenomenon of interest (Merriam, 2002). Merleau-Ponty (1962) was one . 

of the founders of the phenomenological school of thought known as existential 

phenomenology. Merleau-Ponty was concerned with the lived consciousness as the 

ontology for perception (Madison, 1981 ). This level of thought mandates that one 

distance oneself from preconceived perceptions in order to truly arrive at a deeper 

meaning or the lived experience or essence of the phenomenon. Merleau-Ponty ' s felt 

that consciousness i an active process attained by openness to the world. This was in 
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staunch contrast to the prevailing behaviorist perspective of the day where-by perception 

was seen as a pure physiological scientific cause or cellular interaction in the brain. This 

perspective was rejected by Merleau-Ponty as it dilutes perception to a passive event 

without other spheres of influence. One dimensions of the human body beyond pure 

physiologic function is to attain consciousness of the world via the active process of 

perception (Merleau-Ponty, 1962). Perception is a dual phenomenon produced by mind 

and body and is viewed as a permanent outcome of experience, the results from active 

openness to the world (Merleau-Ponty, 1962). 

Merleau-Ponty did a great deal of study on language, acquisition of language, 

learned meanings attached to words and the impact on perception (Merleau-Ponty, 1962). 

Language is not the composed of isolated sounds but is the result of past experiences, 

cultural influences and individual interpretations which serves to impact one' s 

perception. Based on each individual's acquisition of language, reflexive meanings are 

associated with words and can serve to distort or inhibit uncovering the true meanings or 

essence of the phenomena of interest (Merleau-Ponty, 1962). The result is that our own 

understanding of language and the associated meanings attached 1nduce a form of tone 

deafness limiting true understanding or perception of the phenomena of interest. In 

effect language learned and the associated meanings attached impact one' s overall ability 

to view a true phenomenon, thereby clouding the true essence, or lived experience. To 

discover essence, it is essential to uncover the true perception of participants being 

studied and not the biased or distorted perception of the researcher based on prior 
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language learned and the reflexive meanings attached to words. To attain this goal, 

perception results from an active process of mind and body leading to true consciousness 

or essence (Merleau-Ponty, 1962). 

The "Phenomenology of Perception" penned by Merleau-Ponty inl 962 has direct 

implications for the researcher in the quest for uncovering true essence. One must be 

aware that one' s own perceptions and interpretations can serve to block true 

understanding. True essence can be obtained via the active state of perception. 

When using a qualitative research approach, it is vitally important that the researcher 

realize their own propensity to bias, which cannot be compl_etely suspended (Ahren, 

1999). The goal is a heighted awareness of preconceived bias so attempts can be made to 

protect data collection and analysis from ill effects. First, when using phenomenology, 

researchers often study areas that closely parallel their own individual experiences, but 

they need to be keenly aware of the potential for bias (Merriam, 2000). It is important 

that the researcher be aware of any preconceived perceptions of the phenomena of study 

in order to truly uncover each individual's essence or perception in interpretation. Field 

notes and journaling will be addressed in subsequent chapters as methods used by the 

research to control bias. "Phenomenology's approach is to suspend all judgments about 

what is real - the 'natural attitude' - until they are founded on a more certain basis" 

(Creswell, 2007 pp. 58-59). For this study, the researcher is a practicing ACNP who has 

an interest in the integration of EBP into the daily profes_sional practice of ACNPs. 
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By using phenomenology to study ACNPs' use of EBP, a clearer picture may 

emerge that describes the nuances associated with use in daily practice. The concept of 

EBP was given a warm welcome in both the nursing and medical communities, but long 

term implications have yet to be studied. By using a phenomenology approach, as 

outlined by Merleau-Ponty, the researcher is empowered with the necessary tools to 

minimize individual bias and uncover the true perceptions and essence of the ACNP' s 

use of EBP. 

Summary 

The concept of EBP is relatively new in the health ~are industry, with first reports 

of the use of the term occurring about 199 5. Using evidence for the base of practice has 

been theoretically supported, and in some cases shown to improve patient outcomes. 

EBP has been almost uniformly accepted as the preferred method to improve research 

utilization affording prompter use of new discoveries in the deli very of health care. 

Multiple organizations have endorsed EBP as the foundation for practice. To obtain 

maximal benefit and use of EBP, it is imperative to study potential barriers, facilitators, 

and the overall impact on clinicians' daily practice. This level of insight and study is of 

yet not available. 

At approximately the same time EBP was evolving a new nurse practitioner role 

was developed. The ACNP typically provides care to those who are quite ill , so it is 

logical that this group would espouse the use of EBP, however, the literature contains few 

studies to confirm this assumption. It appears that this level of investigation has not been 
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undertaken and is greatly needed. To better ascertain EBP on the work lives of ACNPs, 

phenomenology affords the ability to learn from real life experience yielding true insight 

into the barriers/facilitators and conceptual views held by those in practice. To truly 

understand the issue it is desirable to understand the issues faced by those tasked with 

EBP use. 
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CHAPTER II 

REVIEW OF LITERATURE 

A literature review was conducted to examine studies conducted on nurse 

practitioners and/or ACNPs use of EBP. No studies were found which specifically 

addressed these limits. The topic area was broadened using staff nurses as a surrogate 

population for review as the professional attributes most closely parallel those of 

NPs/ ACNPs. This section addresses the nature and scope of the findings. 

Conduct of the Literature Review 

A wide range of databases was searched using a combination of keyword and 

database-specific search strategies. The Cumulati've Index of Nursing and Allied Health 

(CINAHL) and Medline were selected for their large stores of nursing and medical 

reference sources. Additional databases searched included Dissertation Abstracts, First 

Search, Library Lit (Library Literature), and PsychINFO, to include any potential 

research or psychometric testing that might have occurred outside of the nursing and 

medical science fields. The search was limited to studies in the English language 

published after 1995. This year was selected because this is when the term "EBP" began 

to appear in the literature. 

An initial search was conducted to include the keyword terms "EBP", "nurse" 

and "nursing" to uncover relevant citations of staff nurse use of EBP. Refined searches 

were conducted on the Medline database using the following Mesh terms: evidence-based 
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medicine and research. CINAHL was again searched using the thesaurus ' suggested 

restriction to "EBNP." Each search was further restricted with the use of the Boolean 

operators AND, OR, and NOT, with the terms "methods" and "sample" added to obtain 

specific research studies. Over 74 citations were noted in each of the five databases 

searched. Duplications and non-topic-related entries were deleted, leaving 54 citations. 

Manual searches of reference lists resulted in an additional three included for review. 

Each of the articles was reviewed for inclusion based on the strength of the 

evidence produced, using an evidence-level rating schemata. Historical significance 

served as the factor for inclusion of background material. ~acuity, student, 

administrative, and patient-centered items of research were excluded, as were 

informational articles, editorial findings, and articles dealing purely with research 

utilization as a focus. A total of 23 articles met the inclusion criteria. Search findings fit 

into four distinct categories: descriptive studies (5), education interventions studies (9), 

instrument development studies (6), and clinical studies (3). These categories will serve 

as the organizational structure of the pursuant literature review and are summarized in 

Appendix B. First, the stage is set by describing the focus for this inquiry, 

Focus of Inquiry 

Almost parallel with the development of the ACNP role was the development of 

the concept of evidence-based practice (EBP). EBP has become an area of primary 

concern for all health care practitioners, including nurse practitioners. The EBP 

movement had early origins in the medical literature during the mid 1990s and was 
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termed evidence-based medicine, (EBM) (Ellis, Mulligan, & Rowe, 1995; Sackett & 

Rosenberg, 1995). Early EBM was defined as using an approach to review research 

findings and utilize these findings as the foundation for clinical decisions (Davidoff, F ., 

Hayes, Sackett, & Smith,. 1995). Later, the definition was refined as "the conscientious, 

explicit, and judicious use of current best evidence from clinical care research in the 

management of individual patients" (Sackett, Rosenberg, Gray, Haynes, & Richardson, 

1996, p. 71- 72). EBP extends beyond research utilization in that not only research 

findings are considered but so are other factors such as clinical expertise, patient 

preferences/circumstances, clinical settings, and available r~sources as significant 

determinants of care (Polit & Beck, 2008). The idea of using evidence as the foundation 

to treat patients was not a novel thought; however, using evidence as the basis of all care· 

for patients was a new idea. One factor used consistently to promote the use of EBM and 

EBP is the time required for scientifically derived information to impact clinical practice. 

Balas and Boren (2000) noted that "studies suggest that it takes an average of 17 years for 

research evidence to reach clinical practice" (p. 66). 

The earliest examples of EBP use in nursing dates back to the foundational work 

of Florence Nightingale during the Crimean War and showed that proper sanitation 

impacted mortality (McDonald, 200 l ). Research use and the problems associated with 

maximal integration of findings in clinical practice were at the forefront of modem 

nursing, even before the tenn "EBP" was coined. Fink,_ Champagne, Wiese, and 

Tornquist ( 1991) introduced the "Barriers Research Utilization Scale," used to assess the 
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reasons why nurses failed to use research findings in daily practice. The nursing 

profession ' s genuine, long-lived interest in research use and the potential benefits are 

well known. It seems logical that the underlying tenets of EBP were congruent with 

nursing values such that the term "EBP" is now part of nursing lexicon. 

The concept of EBP has gained wide acceptance in the health care industry. Few 

would dispute the potential benefits; however, virtually no research has been done on the 

actual integration of EBP in the daily work lives of providers, including ACNPs. It is 

ironic that the actual use of EBP by clinicians is relatively unstudied. If maximal 

integration of EBP is to be obtained, research is needed reg<:1fding factors that prevent or 

promote maximal integration into practice. Given the at-risk population served by 

ACNPs, it seems logical that EBP would be widely utilized. 

Descriptive Studies of the Barriers and Facilitators to EBP 

Descriptive research of nurse use of EBP yields foundational insight into factors 

that positively impact use (facilitators) and aspects that have negative impact (barriers) 

(See appendix B). Without the results of these studies, little would be known regarding 

the true issues confronting nurses faced with using EBP in daily practice. Prior to 

instrument development, clinical evaluation, or interventional investigation, it is essential 

to describe the underlying nuances that impact EBP use by nurses. 

A total of five research endeavors where found to describe the barriers and 

facilitators to EBP use by nurses. Banning (2005) studied nurses' conceptualization of 

EBP, in the United Kingdom (UK), using qualitative methods. Quantitative studies 
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composed the bulk of the studies and include the following: Brown (2008) studied nurses 

in a California academic medical center; Olade (2004) focused on rural nurses employed 

in the Southwestern United States; Retsas (2000) reviewed Australian nurses employed in 

a teaching hospital; and Rolfe (2008) focused on all nurses in the UK. Only two studies, 

Brown (2008) and Olade (2004), cited a theoretical framework other than EBP, and both 

used Rogers ' theory of innovational and diffusion. Collectively, these studies afford 

great insight into nurses ' perceived barriers and facilitators to EBP. 

Using qualitative methods, Banning (2005) assessed EBP issues of nurses in the 

UK and found that nurses possessed a good understanding o_f the research process, were 

knowledgeable of the multiple methods to generate evidence, and further understood that 

multiple levels of evidence exist. Other positive findings revealed that nurses .had a 

strong appreciation for patient desires when applying findings and did not see clinical 

judgment as a tenet of EBP. Difficulties were found in how nurses often confused EBP 

and EBM; they also were unable to differentiate between research and EBP. Nurses also 

lacked a method for evaluating the different levels of evidence and seldom engaged in 

reading research. 

Clearly from this study, nurses' understand research and the levels of research. 

Nurses do not read research, which is an underlying tenet of applying EBP. Without a 

clear understanding of and a consumption of current and evolving research, it seems 

difficult to see how EBP can quickly evolve in clinical practice. 
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Brown et al. (2008) conducted a study with a convenience sample of nurses 

employed in a California academic medical center. A total of 1,025 nurses were 

surveyed with a response rate of 44.68% (n = 458). The survey used the Barriers to 

Research Utilization Scale (BRUS), which employs a five-point, 29-item scale with four 

distinct subscales that displayed adequate internal consistency (Cronbach' s alpha): 

characteristics of the adopter/nurse (a= 0.82); characteristics of the 

organization/employment setting ( a= 0.80); characteristics of communication/medium of 

conveying research ( a= 0.67); and the nature of the innovation/research or evidence ( a= 

0.81) with overall instrument reliability rated as quite high (a= 0.91). A second tool , the 

Evidence-Based Practice Questionnaire (EBPQ), a composite reliability (a= 0.91), was 

found to be very similar to the BRUS. The EBPQ evaluates three sub-scales: .practice 

(a= 0.87), attitudes (a= 0.79), and knowledge/skills (a= 0.91). 

Olade (2004) used a convenience sample to assess EBP use by nurses practicing 

in rural settings. An investigator-developed scale survey with open-ended questions was 

distributed to 120 nurses in a southwestern state in the US with an 88.3% response rate 

(n=108). Reliability on the instrument was not reported. 

Retsas (2000) sent a qualitative short-answer instrument as well as the BRUS to 

800 nurses working in a large teaching hospital with a response rate of 50% (n=400). 

Rolfe (2008) surveyed 2,438 nurses in the UK with a small response rate of 8% (n=219). 

The instrument was an investigator-developed survey designed to explore practitioners ' 

individual interpretations of EBP. 
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The results of these studies can be summarized into three categories: 1) 

knowledge and understanding, 2) motivation and appreciation, and 3) clinical 

environmental factors. Knowledge and understanding focuses on nurses ' ability to grasp 

the tenets of EBP and process the knowledge into a clinically usable form. Motivation 

and appreciation concentrates on nurses ' internal drive to use EBP and their overall 

support for the concept. Clinical environmental factors are issues related to the practice 

environment that serve to promote or hinder the use of EBP. A more in-depth discussion 

of these categories follows. 

Knowledge and Understanding Experienced by Staff N'-':rses 

Brown (2008) related that the more knowledgeable nurses were, the more 

comfortable they were with EBP. Olade (2004) found that most rural nurses directly 

participated in research in the past which served to improve their understanding and use 

of EBP. Collectively, these studies support the concept that knowledge of EBP is related 

to EBP use. There is a good understanding of the underlying tenets of EBP by nurses that 

translates into an individual nurse ' s desire to incorporate EBP into daily practice. 

In terms of barriers, Brown (2008) found that nurses had inadequate knowledge of 

research and EBP, and had no hierarchical method for evaluating findings. Further, the 

greater the organizational barriers that were perceived, the less knowledgeable nurses 

perceived themselves (R= -0.179,p = 0.004). Nurses were not able to distinguish between 

nursing and medical research (Olade, 2004). While some nurses were involved with 

research more in the past, 21 % were currently not involved in research and, 42% reported 
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never being involved in research (Olade, 2004). Retsas (2000) had similar findings, with 

most nurses never having been involved in research (73.6%). Retsas further found that 

most nurses lacked an understanding of statistical methods, which may account for 

Rolfe ' s (2008) findings that nurses rely exclusively on clinical guidelines as their EBP 

source. This is further supported by Olade ' s (2004) notation that nurses desire evidence 

that is simply stated; viewing most research as too difficult to understand. 

Overall, nurses lack the ability to define EBP as well as the basic knowledge 

required to evaluate and apply EBP. This leads to an overdependence on secondary 

sources for working knowledge and clinical application of ~BP. There is a global need 

for nurses to have findings reported in understandable terms in which the current system 

seems to marked! y fail. 

Motivation and Appreciation as Facilitators of EBP use by Nurses 

For nurses to use EBP in their daily work experience, they must value as well as 

desire to use EBP. Most nurses were found to have an appreciation for research and 

desire to use EBP in clinical practice (Brown, 2008; Olade, 2004; Retsas, 2000). Olade 

noted that most nurses were involved, to some degree, in research in the past that would 

serve to strengthen EBP use. Retsas (2000) further noted that most nurses, as consumers, 

read journals at least monthly. Collectively, these findings show that nurses support the 

use of EBP and possess motivation for the underpinnings. 

Relatively few barriers were found in nurses' desire and appreciation for research. 

Retsas ' (2000) findings directly conflict with Olades' findings that most nurses had not 
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been involved in research efforts in the past. Further findings reflected that even though 

nurses read journals at least monthly, they tended to read journals which have very little 

true research content. Without previous research experience, nurses lack exposure and 

familiarity with some of the clear foundations of EBP. 

Clinical Environmental Facilitators Influencing EBP use by Staff Nurses 

Nurses were found to desire an environment that respects nurses ' contribution and 

is open to change (Brown, 2008); indicating that nurses are not inherently obstructive 

toward the use or implementation of EBP in practice. A clear desire to incorporate EBP 

in clinical practice was found as an additional attribute by most nurses (Brown, 2008; 

Rolfe, 2008). To their credit, most nurses were found to be using EBP in their daily 

practice (Olade, 2004; Rolfe, 2008), with Rolfe (2008) further documenting the use of 

national guidelines, personal experience, and local policy, all components of EBP. This 

supports the concept that EBP is not purely viewed as research utilization by nurses but is 

multifaceted in nature. Brown (2008) and Rolfe (2008) further reported that nurses had a 

strong understanding that patient preferences and desires were fundamental 

considerations when applying EBP guidelines. 

Even though nurses voice strong desires for EBP practice use in the clinical 

venue, several factors serve as major obstacles to optimal integration. Time and the 

burden of clinical responsibilities were repeatedly cited as major barriers impairing EBP 

use (Brown, 2008; Olade, 2004; Retsas, 2000). Nurses further reported that the overall 

culture does not support the use of EBP (Brown, 2008; Rolfe, 2008) and they are not 
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empowered to change practice (Retsas, 2000), which seemingly leads to complacency 

and feelings of hopelessness. Major concerns were noted with the source of the nurses ' 

EBP data such as the use of others ' opinions (Retsas, 2000; Rolfe, 2008) and a 

dependence on past experiences as the primary references upon which to base practice 

(Rolfe, 2008). Nurses reported that their primary reference for EBP came from non-nurse 

colleagues (Brown, 2008), as well as a lack of EBP mentoring in the ranks (Brown, 2008; 

Olade, 2004). 

Relatively few studies have been done on nurses ' clinical use of EBP. These 

studies clearly show that despite nurses ' best intentions for BBP use, there are major 

obstacles in place. To promote full adoption of EBP, there is a need for cultural change, 

and a culture that embodies EBP, time for integrat_ion, and mentors to facilitate the 

process. 

Instrument Development and Evaluation Studies to Assess or Improve the use of 

EBP by Staff Nurses and Nurse Practitioners 

Instruments to measure specific attributes of nurses ' use of EBP provide a rich 

method to evaluate attitudes, beliefs, and issues affecting use in daily practice. A total of 

six studies constitute this body of knowledge. Cadmus and colleagues (2008) conducted 

a computer-based (n = 2,911) and hard copy (n = 500) versions of The Information 

Literacy for Evidence-Based Nurse Practice Survey and The Pierce ·and Tanner 10 Works 

Survey with hospital-employed New Jersey nurses. The .nurses reported high computer 

use skills with good access to databases. They sought EBP information at least weekly 
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and at times relied on knowledgeable peers as an information source. However, several 

issues were found to hinder EBP use. Most nurses had not participated in research or 

evaluated research reports. They lacked the ability to critique or synthesize information, 

lacked understanding how to navigate databases, and had difficulty accessing research 

reports. They further reported lack of organizational budgetary support for EBP use and 

felt that other issues took priority over EBP issues. This study specifically excluded time 

as a barrier, as it has been shown repeatedly to be the major barrier experienced by 

nurses. 

Pravikoff (2005) reported similar findings with a survey study that utilized an 

investigator-developed instrument. Using stratified sampling of 3,000 nurses, they 

obtained a 37% (n =1,097 with 77% employed during the study). Most nurse_s sought 

information to support practice weekly and used a wide range of information sources 

including the Internet, conference/workshop proceedings, and print media. They 

conversely reported seldom reading research articles or identifying researchable 

questions. The nurses also reported the need for elements that might improve research 

usage such as computer and database access. Computer access and use while at work, 

including database searching, were reported as major barriers with only 36% reporting 

access to electronic databases in their facilities. Another institutional barrier is the 

scarcity of library resources. Individually, nurses reported a lack of ability to evaluate 

and synthesize findings and had an overall lack of value of research in practice. As a 
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direct result of these obstacles, nurses reported using peers as their primary information 

option. 

An investigator-developed instrument was used by Nagy (2001) for a study with 

Australian nurses (n = 816) in three hospitals. In this study, nurses strongly supported 

clinical practice that is evidenced based however felt that most practice was not 

evidenced based. Time was seen as the major barrier to EBP use as well as a lack of 

organizational support. Nurses also reported a lack of knowledge related to research 

language and statistics. Melnyk (2004) conducted a similar survey study with nurses and 

advanced practice nurses (n = 160) attending an EBP workshop. In this study, nurses 

indicated that EBP improved clinical care. The stronger that nurses belief in EBP, the 

more is corresponded to a reduction in perceived·_barriers and higher extent of EBP care. 

Advanced practice nurses, in the sample, accountings support that level of nursing 

experience increased EBP use. Mentoring was reported as the major facilitator to 

improve knowledge and EBP care. Even with the reported strong support for EBP, 

overall knowledge did not parallel beliefs. Most felt that EBP was used to guide care only 

a moderate amount of time, and most care was not in fact evidenced based. Lack of time 

and educational support were seen as the major obstacles to integration of EBP at the 

bedside. 

Based on earlier work, Melnyk and colleagues (2008) developed the 16-item EBP 

Beliefs Scale (a = 0.90) and the 18-item EBP Implementation Scale (a = 0.96). Both 

instruments were distributed to nurses (n = 394) attending an EBP conference. A 
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moderate number of nurses reported no prior exposure to EBP ( 40%) based on the EBP 

Beliefs Scale and (42%) the EBP Implementation Scale. However, prior knowledge did 

not change overall beliefs. Factorial analysis was used to group the findings categorically, 

indicating that prior exposure to EBP increased the likelihood of implementation (prior 

experience p = 0.05 , no experience insert p-value). Higher educational levels were found 

to be associated with general beliefs of EBP, with associate's degree nurses scoring the 

lowest (M = 49.7 [19.95]) and those with doctoral degrees scoring highest (M = 64.06 

[9.14]). Age was found to be a positive factor in supporting EBP beliefs (p<0.001). 

Younger nurses (21- 30 years) reported the lowest scores, (M = 48.35 [23.87]), while 

older nurses (61 - 70 years) reported the highest scores (M = 59.75 [4.74]); however, this 

was not shown to impact implementation. Staff nurses had the lowest scores for 

implementation of EBP (M = 10.36 [13 .54, p <0.001]) and educators reported highest 

scores (M =25.50 [21.08] , p<0.001). Beliefs may be impacted by prior exposure, 

education, and age, but implementation of EBP seems to be only improved via the factor 

of education. 

Upton (2006) conducted a staged cluster sampling of nurses ( n = 7 51) in the UK 

to evaluate the psychometric properties of the Evidence-Based Practice Questionnaire, a 

24-item scale survey. Confirmatory factor analysis placed the nurses' responses into 

three distinct domains that impact EBP use: 1) practice (a = 0.85), 2) attitude towards 

EBP (a = 0.79), and 3) knowledge ofEBP (a = 0.91). The practice domain directly 

relates to patient care, while attitude towards EBP includes perceived barriers such as 
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work load and personal judgments related to EBP. Implementation referred to the 

procession of skills in research information technology and the ability to interpret and 

apply findings to specific cases. Time was reported as the largest barrier. Individual 

perception held the greatest influence respective to EBP use. 

This study indicated that while nurses value research, a wide range of factors 

impede individual nurses ' ability to use EBP in daily practice. Lack of organizational 

support, time, understanding of the research, and access to information are barriers to 

EBP use. 

Educational Studies to Assess or Improve the Use of EBP by Staff Nurses 

and Nurse Practitioners 

The clinical application of EBP by staff nurses is an area that requires both 

knowledge and skill. It seems intuitive that one method to try and improve the use of 

EBP would be to conduct educational training programs designed to convert knowledge 

and skill in EBP integration into practice. A total of nine studies were found that directly 

used a learning format to improve nurses ' EBP skills. These reports are categorized into 

two areas; five were formal studies and four were post-intervention case reports. 

Formal Educational Studies 

The impact of an educational intervention on EBP use has been researched in five 

studies using formal evaluation methods. Ellis, Howard, Larson and Robertson (2005) 

reported on the outcomes of a one-day workshop designed to address issues relevant to 

nurses ' practice. The study was conducted in rural W estem Australia, with a pre-
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test/post-test design using an investigator-developed semi-structured instrument and 

interviews. A total of 54 nurses from six hospitals participated in the study. The nurses 

were tasked with addressing new practice issues endemic to their respective area. The 

topics included percutaneous intravenous central catheter use, application of heat packs, 

emergency department triage, and documentation for nurses and midwives. The 

educational intervention was received well by the nurses, who generally felt empowered 

through the process. During this intervention, nurses felt more informed about EBP and 

had improved feelings that EBP could improve practice. They ranked evidence higher 

than the opinions of others when making practice-based decisions. Secondarily, the 

nurses reported improved search abilities for EBP findings and gained hands-on 

experience in assessing the validity of the findings. for clinical use. Even with the 

educational intervention, five areas were identified as barriers to EBP use. Generally, 

nurses viewed practice as unchangeable and had an overdependence on protocols as the 

method to obtain EBP integration. The nurses perceived conflicts with other disciplines 

and generally felt that EBP use was the duty of others. A lack of resources, including the • 

Internet and computer access further limited nurses ' ability to obtain and apply evidence. 

A one-group quasi-experimental pre-test/post-test methodology was used by Hart, 

Eaton, Buckner, Morrow, Barrett, Fraser, Hooks and Sharrer (2008). A sample of 2,600 

registered and licensed practical nurses working in the southern United States integrated 

health care system was asked to participate in the study. Each of the participants 

completed three computer-based learning modules related to EBP. The Evidence-based 

25 



Nursing Questiom1aire was used as the pre-test/post-test evaluation instrument in the 

study. This instrument consisted of 32 scale items that fit into six distinctive categories, 

four of which were used for this study: 1) organizational readiness (a = 0.85), 2) nurses ' 

beliefs and attitudes toward research evidence (a= 0.74), 3) EBP skills (a = 0.83), and 4) 

nurses ' knowledge ofresearch language and statistics (a = 0.75). This study found 

improvements in the areas of nurses ' perceptions of knowledge, attitude, skill level , and 

organizational readiness post intervention. Conversely, nurses felt that there was a 

general lack of support within the hospital organization, including physicians and health 

care administrators, to help nurses participate in research or simply apply new findings. 

There was also a general lack of understanding of how to evaluate research findings as 

well as a global lack of knowledge of statistical m¢thods, which further impeded nurses 

in their quest for EBP use. 

A unique approach was used by Henderson, Winch, Holzhauser and De Vries 

(2006) to study the effects of an educational offering to improve EBP care related to 

dementia care in Australia. The sample consisted of two groups (n = 38, 39) that were 

directly involved in the care of clients with dementia. The sample consisted of mostly 

nurses as well as some physicians and allied health professionals. The intervention 

included daily education from an expert registered nurse, weekly education from a 

dementia care expert, and an instruction manual to summarize the offerings of the 

ongoing education over a 12-week period. The first group participated in the study for 

the first three month and the second group thereafter. The Edmonton Research 
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Orientation Survey (EROS) served as the pre-test/post-test survey instrument. The EROS 

is a 38-item scale instrument that measures four areas: 1) valuing research (a = 0.78), 2) 

research involvement (a= 0 .81), 3) being on the cutting edge (a= 0 .73), and 4) evidence

based practice ( a = 0 .89). The results of the educational intervention 12-week dosing 

showed only modest gains in the value for research and EBP use. Further, participants 

valued being on the cutting edge and showed no change involvement in research. None 

of the study findings were found to be statistically significant. Minimal change was 

realized as a result of a 12-week multi-dimension approach to EBP education. 

A two-year educational offering on EBP research in .practice was provided 

Kajermo, Nordstrom, Krusebrant and Lutzen (2001) in Stockholm, Sweden. A total of 

12 hospital-employed staff nurses participated in the study. They received lectures on the 

research and dissemination process with the outcome of displaying the results of their 

findings as posters on individual nursing units. Focus groups were held at six-month 

intervals for qualitative analysis of the group interactions with thematic descriptions 

derived. The nurses reported strong beliefs in research integration into practice and felt a • 

strong sense of both organizational and peer support and feeling positive about b_eing able 

to display their findings to peers. Several nurses reported that they were able use research 

findings in daily practice but felt that EBP guidelines could not be implemented on every 

patient. There was a general feeling that time, workload, and difficulties implementing 

the role impeded their ability to maximize EBP usage. A .great deal of difficulty was 

found by nurses in uncovering relevant research in some of the areas in which they 
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desired to make an impact, indicating that areas of published research often do not meet 

the needs of the clinician. Several of the nurses felt that their respective managers, as 

well as peers, were less supportive of their efforts. 

Research was conducted by Tolson, Booth, and Lowndes (2008) with inpatient 

and outpatient nurses in the UK (n = 12). The study used the Caledonian Developmental 

Model to see whether practice changes could be implemented in the care of older adults. 

The nurses attended a "virtual university" to see whether evidence-based practice 

changes could be made in the areas of nutritional care and prevention of depression and 

falls. Chart audits, focus groups, and a pre- and post-intervention evaluation using the 

Revised Nursing Work Index questionnaire were used to explore perceived impact. 

Improved use of EBP standards was found in all three areas. A feeling of strong peer, 

infrastructure/organizational support and a sense of autonomy were realized by the 

participants as a result of the online training program. The barriers perceived by the 

nurses were the need for time, resources needs and ongoing support. This study 

documented that educational interventions can effectively be used to improve EBP 

compliance, but the gains made are not static. Once a positive change is made, there is a 

need for ongoing support to maintain gains. 

Case Reports 

An initiative to improve compliance with published EBP practice guidelines for 

pain control during peripheral intravenous (IV) catheter placement was conducted by 

Hockenberry, Walaen, Brown and Barrera (2008) at a southern US teaching hospital. An 
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EBP committee was formed that included advanced practice and staff nurses and 

reviewed research and standards. This group served as "champions" for changes to 

improve pain control during IV placement with the use of topical medications and non

pharmacologic interventions prior to IV starts. Staff nurses completed online educational 

training on the IV start pain control guidelines. Once implemented, the compliance with 

the recommended interventions prior to non-emergent Intravenous (IV) placement was 

evaluated by nurse self-reported behavior (n = 210) and pharmacy-reported medication 

usage at three and six months. Additionally, patient family satisfaction (n = 619) was 

likewise evaluated at three- and six-month intervals. At three and six months, nurses 

reported significant usage of interventions prior to IV starts, and dramatic usage increases 

were reported in IV start medications. There was· also a great improvement in patient and 

family satisfaction with the IV start EBP intuitive. 

The Evidence-Based Scholars program was implemented at a large southern US 

pediatric teaching hospital. The purpose of this program, developed by Hockenberry, 

Brown, Walden and Barrera (2009), was to increase staff nurse participation in evidence- . 

based policy and procedure development. Nurses completed weekly two-hour l~ctures 

for eight weeks. They then participated in updating policy and procedures based on 

current evidence. A total of 13 7 nurses had completed the program, at the time of 

publication, with a total of 31 policies updated. In addition to polic·y and procedure 

updates, secondary gains were realized in an improved culture of EBP and more rapid 

adoption of the policies through evidence-based documentation of the need for change. 
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Lekan, Hendrix, McConnell and White (2009) provided education to nursing 

home employees in the southern US. Registered nurses, licensed vocational nurses, and 

nurses ' aides were all provided training related to heart failure including signs and 

symptoms and EBP management. Provider feedback from nurse practitioners and 

physician providers was used as the primary evaluation method. A total of 26 

educational sessions were provided over a six-month period. Each participant was 

provided a heart failure resource guide and training on the use of a heart failure 

worksheet. Provider feedback indicated that the staff was better prepared when calling 

related to heart failure , which resulted in mutual respect for .the staffs contributions. The 

staff reported improved satisfaction, and there was an overall improvement with heart 

failure EBP guidelines and institutional compliance. 

The ACE Star evidence-based practice model served as the framework for Steurer 

(2010). This project was conducted in a large mid-western US teaching hospital with the 

goal of improving staff nurse use of EBP on four nursing units. Two cohorts completed 

the program with a total of 19 nurses participating. The nurses were given eight hours of 

work release time per week to complete six weeks of training including reading, _didactic 

instruction, and assignments. Formal mentors and librarian support were also assigned to 

each participant. Upon completion, participants serve as unit-based experts on _EBP and 

formulated needed questions requiring EBP answers. A total of 12 unit-specific 

questions were identified and researched, with two thus far resulting in practice changes. 

Formal assignment of a mentor was viewed as a major strength of the program, as was 
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librarian assistance in searching requested literature. The major problem reported by the 

nurses was time needed to fully engage in the process. 

Summary of Educational Studies 

Educational interventions clearly play a key role in improving staff nurses ' use of 

EBP. Gains have been realized including increased staff use, staff satisfaction, family 

satisfaction, and improved knowledge of EBP. EBP-empowered staff interacts more 

effectively with other team members and serve to improve compliance with guidelines. 

Education alone in no way solves all issues related to EBP use. Computer and database 

use and engagement in the process are major obstacles. Many nurses view EBP as the 

domain of others and see their role purely as end users of the fruits of others. The most 

common method for integration in practice is in the use of EBP protocols, which for the 

staff nurses amounts to having an awareness of the actual research driving the protocol 

and does very little to increase early adoption of research findings. 

Time has been consistently documented as a barrier, with few solutions posed to 

solve the problem. The need for mentors is consistently reported as a barrier as well as a 

desire for staff nurses. Without mentors, EBP seems doomed to failure in the cli_nical 

venue. Even when EBP gains are made through education, the results are seemingly 

short lived. Isolated educational cultivation of EBP use by staff nurses in not an effective 

tool capable of lasting change, based on review of the literature. Education coupled with 

mentorship, library, and organizational change are needed. A great deal more study is 

needed in this area. 
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Clinical Studies to Assess or Improve the use of EBP by Staff Nurses 

and Nurse Practitioners 

The ultimate test of EBP is the clinical application by health care professionals 

including nurses and nurse practitioners. To directly impact patient care, as well as 

outcomes, nurses must possess unique skills that directly translate into incorporation of 

EBP into daily practice. Given the relatively short time that EBP has captivated the 

industry; few studies have been conducted with nurses to assess their knowledge or to 

directly change EBP use. A total of four studies were found that directly measured 

clinical application and compliance of EBP guidelines. Each of these studies used EBP as 

the conceptual framework. Two investigations by Ganz et al. (2009) and Martin (2008) 

studied the actual use of EBP guidelines, while Tucker, Derscheid, Ode garden and O Ison 

(2008) evaluated the effects of an educational intervention to directly change clinical 

EBP behavior application. 

Martin (2008) used an investigator-developed instrument to study hypertension 

treatment of 55 patients provided by family nurse practitioner students (N = 11) enrolled 

at a Southern US university. The instrument evaluated compliance with Joint N~tional 

Committee VII (JNC VII) guidelines when treating patients with hypertension and 

evaluated the priorities used to guide practice. No reliability data was reported on the 

instrument. The students reported five factors that were considered when treating 

patients' hypertension, ranked based on use: 1) patient need, 2) preceptor preference, 3) 

JNC IIV guidelines, 4) cost, and 5) personal/patient preference. 

32 



Ganz et al. (2009) used a descriptive methodology to study the use of oral care 

practices by intensive care unit (ICU) nurses in Israel. A convenience sample of 218 ICU 

nurses, employed in 12 different ICUs, was surveyed. An investigator-developed 

instrument was used to evaluate the impact of educational level and compliance on 

applying EBP guidelines and documentation. The guidelines were developed by the 

American Association of Critical Care Nurses for the purpose of caring for intubated 

patients. A total of 14 items addressed included: supplies used; techniques used; 

assessment; documentation; and availability of unit-based protocols. An overall EBP 

score was calculated then compared to the nurses ' educational level to see whether 

differences exist. Priority of oral care on intubated patients was rated using a visual 

analogue scale from 0- 100. The need for oral care was rated by the nurses to be high 

priority 100 percent of the time. Most nurses performed required oral care (n = 198, 

91 % ), but less than half ( n = 96, 44 % ) reporting brushing patients ' teeth as required, and 

the incidence of documentation of oral care occurred in slightly over half of the nurses (n 

= 120, 44%). The frequency of other EBP oral care practices found more disparaging 

rates of occurrence. Educational level was further found to have little impact on_ nurses ' 

oral care practices. At the institutional level, no unit was found to have a guideline-based 

practice protocol in place. 

Tucker (2008) studied the adolescent behavioral management skills of 27 acute 

care psychiatric nurses in a large mid-western US academic medical center. A three-day 

behavioral management course was conducted and evaluated using a quasi-experimental 
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pre-test/post-test design. The study used an adapted version of the Teacher Strategies 

Questionnaire (TSQ) and the Nurse' s Strategies Questionnaire (NSQ) to group responses 

into five behavior categories: positive strategies; praise and incentives; proactive 

strategies; limit setting; and inappropriate strategies (a= 0.52 to 0.97). Additional items 

were included to assess overall confidence in behavior management, use and usefulness 

of behavior techniques, and parent interaction. Responses to videotaped scenario 

interventions were scored using the Dyadic Parent-Child Interaction System-Revised 

(DPICS-R) to recorded behavior intervention. Post-educational training results showed 

positive increases in behavior change of the psychiatric nurses in five areas: increased use 

of praise and incentives (p=.036); increased parent involvement (p =.01); use of positive 

verbal statements (p =.016); commensurate declines in adverse behavior of negative 

verbal statements (p = .028); and use of commands during play (p = .013). No significant 

changes were realized in the areas of use of negative non-verbal behavior, use of limit 

setting, or the use of other inappropriate strategies. 

The actual number of studies that address clinical application of EBP is sparse, 

just three, which serves to document gaps in science. Each study reported issue~ with a 

small sample size and lack of randomization, which would have significantly 

strengthened the research. The descriptive works·ofMartin' s (2008) study off~mily 

nurse practitioners and Ganz' s (2009) study of ICU nurses serve to illustrate several 

important points. Nurse practitioners and nurses may have knowledge and desire to 

incorporate EBP in their daily professional practice, but influences such as patient 
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preference, other professionals' input, cost of care, practice traditions, and lack of 

specific protocols can serve to impede integration. Tucker's (2008) study employed the 

use of EBP change via educational intervention. Despite the three-day intervention, only 

modest changes were made in adolescent psychiatric nurses' behavior management skills. 

This gives onus to the argument that all behaviors relative to the use of EBP may not be 

amenable to educational interventions designed to produce change. A great deal more 

investigation is warranted in this area. 

Summary of Review of Literature 

The concept of EBP has received widespread acceptance in the medical 

community. Such a level of acceptance has translated into nurses ' embracing EBP as 

well, but the studies conducted to improve use of or implement EBP in the clinical setting 

are limited, owing to major gaps in nursing science. Studies conducted on NPs including 

ACNPs are scarce at best. Findings from descriptive and instrument development studies 

confirm that nurses in general see potential clinical benefits to EBP including improved 

patient care and outcomes. Nurses generally desire practice that is evidenced based but 

lack the requisite skills to attain the goal. In spite of such a high level of suppo~, nurses 

often cannot define EBP and lack familiarity with the underlying tenets. Major barriers 

exist to EBP use in practice by nurses and include lack of organizational support, poor 

computer use skills, lack of access to information sources (including Internet, databases, 

and print media), and a fundamental inability to critically appraise findings. As a result, 

convenient and often weak information sources are utilized such as non-peer-reviewed 
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internet findings, nurse and non-nurse colleagues' views, and pure clinical experience 

that often are not evidenced based. A heavy emphasis placed on nurses ' workplace 

productivity further compounds the problem, affording little time for required activities 

necessary to attain EBP in the clinical setting. Such barriers and pressures have often led 

to nurses ' viewing EBP as the duty of others, seemingly not taking individual 

accountability. There is a tendency for nurses to rely on clinical/protocol guidelines as 

the primary method to attain EBP. Whether developed institutionally or nationally, 

guidelines are developed typically by consensus groups and by the very nature may not 

include the latest findings-or may take years to update at all, impeding the goal of EBP. 

Higher educational levels seem to increase nurses ' support for EBP, but overall 

use in practice is not greatly impacted. This is attributed to the fact that most nurses 

trained in programs of study, teach research from a research production perceptive, not a 

research consumption format, resulting in deficits in appraisal skills. Less-formal 

educational formats such as seminars and educational programs have been found to 

improve EBP appreciation and skills. In the limited number of studies conducted these 

gains were not sustained long term, which confirms that ongoing mentoring is n~eded 

after educational offerings and gives credence to the fact the EBP use is an ongoing 

process. 

Clinical intervention studies underscore that nurses are enthusiastic as well as 

capable of EBP implementation when afforded the opportunity and training. The reports 

of this type of demonstration are virtually devoid in the literature. 
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Given the fact that ACNPs have advanced education to their credit, it is unclear 

whether the unique training and practice translate into improved EBP use, or whether the 

issues confronting staff nurses are the same. Studies are needed to identify the issues 

confronting ACNPs relative to EBP. This level will provide necessary information about 

work and life experiences of ACNPs' use of EBP. This will serve to identify barriers and 

help develop needed interventions. 
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CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

Phenomenological qualitative methods serve as the theoretical underpinnings of 

this study of ACNPs' understanding and use of EBP in their daily professional lives. 

Phenomenology has become synonymous with exploring the "lived experience" of 

individuals (Munhall, 1994, p. 5). The use of a semi-structured guide in face-to-face 

interviewing, based on principles of phenomenology, affords rich insight into the 

individual work life experience of ACNPs and the associated barriers and facilitators to 

EBP use in practice. 

Setting 

The fourth largest city in the United States serves as the geographic boundary for 

this study. The city is composed of 2,001 ,430 people, of which 49.9% are male and 

51.1 % are female. The city is rich in diversity, reporting nine races with one group 

reporting an ancestral mix of two or more races. The median age is 30.9 years with a 

median household income of $51 ,335 per year. Forty-one hospitals are located in the 

city, of which 10 located are in a major medical c·enter complex (City of Roust.on, 2010). 

The interviews were conducted in six private residences and four in private 

offices at the respective hospitals. All interviewing sites were considered based on 
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participants' preferences, convenience, and suitable private interviewing 

accommodations. 

Participants 

Nationally certified ACNPs who work or reside in the Houston area and practice 

in a clinical role, full time or part time, were invited to participate in the study. 

A combination of purposeful and snowball sampling was used to recruit participants. 

Snowball sampling is particularly useful when a population is difficult to identify, such as 

the ACNPs in Houston. 

ACNP members of HANP, as well as ACNPs known by the investigator, were 

invited to participate in the study, which included a recorded interview that lasted up to 

55 minutes. A letter of invitation that explained'the study was distributed via email to 

HANP ACNP members, as well as to other ACNPs known to the researcher. At the 

conclusion of the interview, the ACNPs were invited to refer colleagues to participate in 

the study. A total of 10 participants were enrolled in the study. Data saturation was 

obtained after nine interviews, but an additional participant was added based on unique 

attributes possessed. 

Protection of Human Subjects 

IRB approval was obtained from Texas Woman' s University prior to enrolling 

participants in the study Voluntary enrollment in compliance with the guidelines for 

protection of human subjects was followed. All participants were asked to voluntarily 
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participate in the study. The researcher described the risk for participation and obtained 

an informed consent which included permission for audio recording. 

Data Collection 

Potential participants were contacted by the researcher by phone or email, and 

assessed to assure inclusion criteria were met (nationally certified ACNP and currently 

employed in a clinical setting). An appointment was scheduled with each study 

participant, in a private location, convenient to the participant. Verbal review of the 

consent form was provided by the investigator, and the low potential for risk was 

explained. Consent to participate and record the interview was obtained and demographic 

data collected. A semi-structured interview format was followed (Appendix A) and all 

interviews were audio taped using 2 digital recor.ders. Upon completion of the interview, 

the recordings were uploaded and sent to a professional transcriptionist who converted 

the interviews into written transcripts for review. The study questions consisted of a 

series of probes posed to promote optimal dialog. At times, clarifications were sought to 

assure theme patterns identified were correct. The investigator scheduled follow-up 

appointments with two participants for validation purposes. 

Each participant received $20 in cash as a thank-you gift. Dickert, Emanuel & 

Grady (2002), outlines that compensation for research participants should be 

approximately the wage of a minimum-wage employee, or about $.10 per hour, plus 

expenses incurred. Any other form of direct compensation might be construed as an 

inducement to participate in the study, thus would be an ethical infraction. 
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Data Analysis 

The theoretical suppositions posed by Merleau-Ponty (1962) guided the data 

analysis process, specific to determining the true essence of the participant's interviews 

until data saturation was obtained. Merleau-Ponty's "Phenomenology of Perception" 

(Merleau-Ponty, 1962) served to guide the data analysis process and uncover the true 

essence or perceptions of the participants in this study. The research was able to limit the 

effects of reflexive interpretation by two major methods. The investigator in this study 

used journaling to isolate potential preconceived notions about the data and imposed 

bracketing to reach the true essence during the interpretation process. The texts were 

reviewed repeatedly to derive common thematic descriptors, as well as, salient points, 

and were consistent and reflective of the true ess~nce of the participants. The points were 

substantiated with quotes from transcripts and thematic examples during the interruption 

process resulting in the essence of ACNPs knowledge and daily use of EBP. 

Scientific Rigor 

Rigor in qualitative research is akin to producing reliable findings with the 

understanding that qualitative research bridges art and science to produce knowledge 

(Sandelowski, 1993). Rigor implies that the data were analyzed in a reductionist fashion 

to produce richer results, much as cooking stock is reduced to produce a rich broth. The 

interviews were conducted in a private environment to assure openness and maximal 

disclosure. A semi-structured format assisted in hastening the true perceptions of the 

participants and interrogatory probes to facilitate and clarify, following the outlined 
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interview guide After each interview a data collection check list was used to ensure 

completeness prior to termination of the interview. The first review of the transcripts 

was conducted and compared to the audio recordings to assure a verbatim match and 

trustworthiness of the data. Throughout the process the aforementioned methods of 

journaling and bracketing were used to isolate researcher bias from clouding analysis. 

Field notes served to isolate evolving themes. The transcripts were reviewed repeatable 

to isolate themes that reflected the true perceptions and essence conveyed by the 

participants. Themes were isolated until the point of data saturation, further assuring that 

the data obtained is representative of noted trends. By assuring rigor in the data 

collection, and the analytical phase of data analysis, the findings can be trusted, serving 

as rich and factually reliable discovered knowledge. 
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CHAPTER IV 

ANALYSIS OF DAT A 

The purpose of this phenomenological research study was to explore the 

experiences and perceptions of ACNP's use of EBP. Semi-structured interviews, with 

participants drawn from a purposive snowball sample of practicing ACNPs, were 

conducted, audio-recorded, and transcribed. Qualitative reduction served as the structure 

to analyze participants ' spoken interaction, according to Merleau-Ponte ' s philosophical 

W1derpinnings (1962). Data saturation was obtained after analysis of data from nine 

participants, based on the identified and recurrent thematic descriptors. An additional 

participant was included to verify data saturation and for additional variation in the 

sample. The results provide a collective worldview of EBP use by ACNPs. The identified 

themes are beyond the barriers--balancing influencing factors, information: to trust or not 

to trust, balancing clinical knowledge and evidence, and the patient is always right--

balancing patient needs and desires. Each of the thematic descriptors represents issues 

which must be considered _when applying EBP recommendations. This chapter describes 

the participant sample and describes thematic findings of the phenomenon that was 

studied. 

Description of Sample 

The total sample consisted of ten nationally certified ACNPs who were full-time 

employees at three hospitals in the Houston, Texas, metropolitan area. Demographic 
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variables were analyzed by using IBM® SPSS® Statistical Package Version 19. The 

participants' hospital practice sites included two university-affiliated teaching hospitals 

of 950 and 1,250 beds, respectively. The third hospital was a suburban community 

network-affiliated hospital with 300 beds. The sample consisted of eight female and two 

male ACNPs of whom nine where Caucasian and one African American. Marital status 

was reported as, five married, three single and two of the sample reporting a divorced 

status. The majority of the sample participants were married Caucasian females whose 

ages ranged from 25 to 60 years (M = 43.1 , SD = 11.15). The sample was well educated, 

with five participants holding masters ' degrees, two post-masters' degrees in nursing, and 

three a Doctorate of Nursing Practice. Additionally, four held baccalaureate degrees 

outside the field of nursing. One participant entered the field of nursing with an entry

level master' s degree, graduating as both an RN and an ACNP, resulting in a range of 

nursing experience from Oto 30 years (M = 15.85, SD = 9.357). The practice areas 

specific to this ACNP group include five participants practicing in either critical care, 

cardiology, or general five who focus on a mixture of critical care and general ward 

duties. 

The sample represents both the breadth of experience of the ACNP workforce, as 

well as the new entry-level and advanced educational preparation that is present within 

the advanced practice population. All had collaborative shared accountability for direct 

patient management, typically practicing as members of patient care delivery teams. 
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Only the doctoral-prepared ACNPs reported that they had specific coursework in 

EBP. The seven masters- and post-masters-prepared ACNPs all reported that they had 

completed research coursework that focused more on research production. The masters 

and post-masters group stated that they had received exposure to EBP as an integrated 

portion of the ACNP curriculum. Regardless of the preparation all relied heavily on 

EBP. Six of the ACNPs designated one or more professionals as instrumental to the 

development of their EBP use. These professionals included three physician colleagues, 

two from university faculty and one with a hospital; research nurses; and pharmacists. 

None reported that they had received any formal mentoring in EBP. 

Overview of Themes 

All ACNP participants perceived benefits to the use of EBP in daily practice. One 

issue surfaced repeatedly, £BP/Clinical Practice Guidelines (CPG) could not be applied 

universally to every patient situation. The general consensus of the ACNPs was that as 

well as knowing when to apply evidence, it was equally as important to know when not 

to apply evidence. Even though there was a strong view which supported the use of 

EBP there were a wide range of mitigating factors which the clinician had to consider 

before applying EBP/CPGs. The mitigating factors which ACNPs commonly cited 

included: 1) balancing factors; 2) information trust; 3) use in daily practice; and 4) 

patient-centered factors. These ultimately became the themes for .this study. Prior to 

addressing these themes it is important to understand the common view expressed by 

ACNPs about EBP. This positive view that EBP was an important adjunctive factor that 
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brought stability and standard approaches to practice became the overarching theme of 

this study 

EBP- An Important Factor in Care 

EBP was viewed as an important adjunctive factor when providing clinical care within 

imposed limits rather than a panacea for health care delivery. There were a range of 

factors expressed which mandated consideration when these ACNP' s applied evidence. 

Evidence was a fundamental building block for care, but could not be implemented all of 

the time. Prior experience, institutional factors, and patient issues all must be weighed in 

concert when applying evidence to individual patients. The ACNP must know when to 

apply and when not to apply evidence based on a number of factors outlined in the 

corresponding themes. To make the decision about when to apply EPB thinking is 

required. That thinking is informed by experience, perceived benefits to the patient, need 

for new information, and legal implications. 

ACNP 1, who has been practicing as an ACNP in cardiology within a large teaching 

hospital for over seven years, stated: "You have to think. Of course. You can't just use the 

guideline cause it's out there. And then, why would we be there? Anybody could check 

off a guideline. Isn't that why we're there? To think." 

These ACNPs overwhelming perceived and expressed the benefits to the use of EBP. 

Six practitioners expressed the thought that EBP guidelines provided a level of security, 

standardization, and an outcome benefit to care. More experienced ACNPs reported that 

there was a point at which their practice became intuitive. In such cases, the use of new 
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sources of evidence may be reserved for diagnosis or problems that are seldom 

encountered. 

A CNP 5 relates: 

Well, actually, I try to use evidence-based every day, but I find that I use it 

more often either if we ' re writing protocols or I come across something that I 

don' t know very well. Recently one day as a nurse practitioner, I had a patient 

that had Stevens-Johnson syndrome and I don' t frequently take care of that, so we 

had to actually look up the treatment plans and diagnosis criteria for Stevens

Johnson syndrome. 

In addition to the clinical benefits that are realized from EBP use, three ACNPs felt 

that such guidelines offered legal benefits as weH as support to the legitimacy of practice. 

ACNP 9 holds a DNP and has nine years of experience in the role. She stated: 

Well, ifl were to think of it from the end oflitigation (laughing). No, and 

I think I do impart this to students that I precept, and I simply say, ' If something 

ever happens to your patient, something clinically went wrong, and this moved 

higher up in the hospital for further evaluation and they were looking at 

everybody ' s charts. If you can support all of your decisions by evidence-based 

practice, then they can' t fault you for anything that you've done. ' As long as you 

can say, ' I followed these criteria. These are the protocols that I follow', then this 

is something that-

47 



ACNP 7, who has seven years of experience in a community hospital setting primarily in 

the cardiology subspecialty, noted: "I think that for the most part, evidence-based 

medicine is what an NP has to use to justify why we do what we do". 

The ACNPs ' widespread acceptance of EBP is driven by the practice benefits that 

are realized when it is utilized. Standardized care, a sense of security in providing high 

quality care that is legally defendable, and outcomes benefits are direct accouterments. 

Collectively, ACNPs express great appreciation for the benefits of EBP in their daily 

clinical practices. All of the study participants used EBP, but they encounter restrictions 

to the use, times when mitigating factors played an important role in the use of 

recommendations. There was a supreme duty to incorporate patient issues and clinical 

experience based judgments as factors when apply protocols/CPGs within imposed 

limits. Four themes: emerged from the discussions of mitigating factors: beyond the 

barriers--balancing influencing factors, information: to trust or not to trust, balancing 

clinical knowledge and evidence, and the patient is always right---balancing patient needs 

and desires. 

Theme One: Beyond the Barriers-Balancing Influencing Factors 

The participants cited a number of factors that served as barriers to 

implementation of EBP. One, the lack of time, is a commonly cited factor in the literature 

coupled with the vast amounts of information produced. However, others were factors 

that affected the quality of patient care, worker safety or collaborative relationships. 

Some of these factors led the participants to make a conscious decision to deviate from an 
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evidence based protocol. These factors were termed balancing factors and were those 

factors identified by the participants as influencing their decision-making process when 

using EBP. These factors were grouped into four categories: time/professional balance, 

patient issues, institutional issues, and collaborative practice issues. 

Time/ Professional Practice Balance 

Four ANCP participants cited the onus of time as a major barrier to the use of 

EBP. Time limits were further compounded by the sheer volume of information that an 

ACNP encounters and balancing other aspects of professional practice. In spite of time 

being a factor, ACNPs realized such a great benefit to EBP use that methods were found 

to succinctly incorporate and use data which will be outlined later. The comments are 

succinct in nature, but they should not be miscohstrued as representative of importance. 

ACNP 2 related, "I need to do more research in different topics but trying to find the 

time to do it at work..... You try to read an article but you get pulled in 12 different 

directions." 

ACNP 9 echoed similar sentiments: 

I think--okay, well, I know that I probably read probably maybe 3 to 4 articles a 

month, and I try and find new articles in CMEs to maintain. I'd like to read more, but that 

seems to be the best I can do. 

The complexity of ACNP practice, coupled with available ·time, make the 

incorporation of EBP a difficult task to accomplish. Even with this barrier, ACNPs still 

see the value of EBP and balance time constraints with the desire to use evidence to meet 
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the patient's needs. ACNP 5 states " I think there is so much evidence out there now it is 

very difficult to keep up with it. __ Still it's kind of hard to sift through all of it.. ... " 

Institutional Issues 

The nature of ACNP practice in the hospital setting is collaborative. Thus, it is 

heavily dependent on practice patterns, preferences of others, and institutional factors. 

ACNPs report institutional issues which impact EBP use as policies, readiness, and health 

care worker safety. Seven of the 10 ACNPs described institutional issues as major 

barriers to the implementation of EBP. 

ACNP 8 relates that hospital policy can impact EBP: 

If they already have policies and procedures set, and you find evidence 

that that might not be the best, you can't--:-0r I don't think that you automatically 

start doing what you want. There is a process of showing why you want to do it 

and implementing it and going through that formal process of having a hospital 

back you and then make adjustments in their policies, procedures to reflect what 

the current evidence-based practice states. 

ACNP 1 described ways in which institutional readiness can impact EBP use by the 

ACNP: 

you know- · the newer guidelines talk about using ultrasound for line 

insertion. And one facility that I worked ... it was instituted very readily, [here] it 

was a little slower to catch on. So I think within just the last 2 to 3 months it 
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became required to use ultrasound at the bedside for line insertion. that has been 

out for several years . . . But that took some time for them to incorporate it. 

An additional institutional issue to implementing EBP guidelines can be the impact 

on health care worker safety and security. ACNP 3 described a clinical incident 

regarding specialty bed usage. In this case, clinical recommendations for the prevention 

of hospital-based complications were felt to be placing health care workers at 

unnecessary risk for injury: 

I had nurses saying to me, "No, no, you can't put a sheet under there because 

you're going to shear the skin." When you have somebody who weighs 10 tons, and 

you have to move them, you need a draw sheet. They say, "No, you can use the 

sheet for the bed," and it's kind of like, "Y du need a draw sheet because then the 

sheet on your bed is not going to work." There was a lot of resistance to that, and 

that was very interesting to me because it's like I'm trying to save your back .... 

when you have somebody who is that heavy--- you need some leverage. .. you have 

to use common 

Collaborative Practice Issues 

Working with other people was also cited as a factor of the use of EBP in practice. 

Even though ACNPs provide direct patient care~ the care is typically provided as part of a 

collaborative team. The responsibility to implement EBP/CPG is vested with all team 

members. At times there are differences of opinion and the ACNP may yield the EBP 

treatment plan to other team members who at times have greater expertise in the area of 
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concern. ACNP 10 provided an example of how the collaboration of peers may impact 

the decision to implement EBP guidelines, based on the respective practitioners ' 

experience level: 

I was just thinking I provide episodic care in my role, so I see the patients, 

not knowing the history or the background or anything like this. I just recently 

had a patient that had significant hemoptysis, and we were trying to decide 

whether it was GI or respiratory in origin. - ... should I insert an NG tube? I 

went to up-to-date with a collection of articles on the topic. Basically I 

systematically looked at this is what I need to do f9r a GI source of the bleed, but 

initially decided that I shouldn' t be basing my decision just on searching through 

the up-to-date articles. I would kind of hold off and yield to the other team 

members to see what they would want to do. 

ACNP 6 is masters-prepared with six months of experience. She discusses the dichotomy 

that exists between implementing EBP hand-washing guidelines and the resulting social 

system acceptance: 

That's a whole lot of stuff, when you' re talking about what is going on a 

whole lot in the hospital now, which I can see. I'm getting a little bit frustrated in 

seeing what has been done- why it worked, why it used to work, and what has 

been done, in terms of safety, and then catheter-related, to ·prevent other related 

bloodstream issues and infection, how to prevent that. We've had catheter 

infections in those cases. Evidence has shown that if we follow all of those steps 

52 



that you can prevent that, so why are they not implementing that? ... Why is it 

not being practiced? Why is not being implemented? 

ACNPs, like most clinicians, do not practice in isolation. There is, at times, a feeling 

of social pressure that prevents clinicians from enforcing the tenets of EBP in the interest 

of team acceptance. 

ACNP 5 illustrates how important diplomacy can be in relation to the application of EBP 

recommendations: 

Like, for instance, at our particular hospital, the neuro service line- a lot of 

the physicians tend to practice old medicine, and 'Yhether they' re not keeping up 

with newer evidence or they' re just more comfortable with the older evidence. 

When you bring it to their attention, they tend to feel a little bit intimidated by 

anyone who does that. You have to then work through the political atmosphere of 

the physician versus the mid-levels and the administration, in order to bring that 

evidence forward and actually get the people to use it because they' re a little less 

likely to use it if it' s brought forth from their practitioners. 

ACNP 7 is masters-prepared with eight years of experience. She echoes similar 

sentiments: 

Well, as a nurse practitioner, you always have- the final word as far as drug 

choice is going to come from the physician. You can suggest what you think is an 

appropriate and good therapy for the patient, but if the physician has another 

option- because there is more than one way to treat a patient- then it may not be 
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used. Right, [ ... ] working in this practice setting, where I don' t work just for a 

group of physicians that is small, like I did before. There were two physicians. 

Once we developed that relationship, I could prescribe what I wanted without 

having to double check with them. Here I work for the hospital, and there are 80 

cardiologists involved, so I can' t just treat the patient with what I think is best for 

the patient, or I have to get [the cardios ' ] involvement. 

ACNP 3, who holds a post-masters' degree as an NP and has 13.5 years of experience, 

notes physician practice variations: 

I think it's more- if I'm solo, if I don' t have to _answer to somebody 

immediately or I'm specifically tied to- you know- you don' t do anything until 

you talk to the doctor first, then I can choose and I can implement evidence or riot. 

Then I can call the physician and say, okay, this is what is happening. This is 

what I've done. Is there anything different you would like done? ... There are 

definite practice variations, and as nurse practitioners in a hospital setting where 

we 're covering multiple physicians, as you become more familiar with their 

practice, the way that they practice, we tend to practice according to what they 

want. 

ACNPs do not practice in a vacuum. They-encounter unique situations that may 

preclude or inhibit all aspects of EBP. Productive requirements afford little time for the 

collection of evidence to augment practice. Individual institutions have interpretations of 

best practices and may have additional resources limits which preclude prompt 
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implementation of the latest technology. if cost is a factor. At times, social pressure, such 

as a fear of being labeled a renegade, may impose boundaries on the use of evidence. 

The underlying nature of the practice for an ACNP is collaborative. Colleagues' 

input, subspecialty training, and experience may have taught peer provider nuances, 

which preclude evidence implementation in its purest form. In a collaborative model, 

evidence can be applied, but there are often different methodologies and practices that are 

acceptable to treating patients. There may be more than one correct way to do the right 

thing for any clinical problem, and the individual clinical experience is a valued backdrop 

for gauging decisions. Practice variations exist, are permi_ssible, and do not always have 

a negative impact upon patient care. Lastly, healthcare worker safety is a mitigating 

factor which must be considered when implementing EBP guidelines by the. ACNP. 

Theme Two: To Trust or Notto Trust 

ACNP participants reported that they use a wide range of information sources 

largely improving time use efficiency while acquiring EBP knowledge. A strong 

emphasis was placed on trusted filtered information in the form of protocols/CPGs. Web 

browsers were used for general information. The reading of formal research reports was 

reserved for areas which were unfamiliar to the ACNP. All ACNPs reported formal 

methods for evaluating research and voiced several common concerns and practices. 

Information Sources 

The sheer volume of information that is available, coupled with the ACNPs' 

knowledge needs in so many areas, leads them to seek information sources that are brief 
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as well as factual. All reported the use of the Internet/hospital intranet as a preferred 

method for information access. Four reported using unfiltered Internet sources and 

unspecified intra/Internet sources and browsers for quick access to general information 

and included Google, Google Scholar, Wikipedia. Five ANCPs obtained detailed 

information through the use of medically specific filtered search engines noting PubMed 

and Medline. Four reported use of online textbooks and references including, Harrisons 

Internal Medicine, Stat! Ref and Lexi-com. , while three referenced hard-copy texts of 

Washington Manual, Current Medical Diagnosis and treatment and Braunwald' s 

Cardiology Textbook. An unexpected finding revealed th~t hand-held devices were 

commonly used for prompt access to clinical information. A total of seven hand-held 

applications were described as frequently used: Epocrates, Micromedex, Med-calcs, 

History and Physical, Up-to date and unspecified laboratory and medication references. 

ACNPs, as a group, have become quite technology-savvy and adept at finding 

information which assuredly assists in overcoming the obstacle of time. A wide range of 

electronic data sources are used, including those that are filtered and unfiltered. Medical 

sources of information are commonly accessed by using both computer and hand-held 

devices. There is some utilization of print media, including practice guides and pocket 

references. Textbooks are.preferentially reserved for general medical information 

because there is concern that the information may be somewhat outdated. 
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Preference for Summarized Data 

ACNPs who practice in a hospital setting almost uniformly (9/10) rely on clinical 

practice guidelines and practice protocols for rapid summaries of evidence. These data 

sources take many forms, including nationally published guidelines, national origination 

protocols and hospital-developed nurse practitioner protocols. Nationally published 

guidelines commonly cited as used included: Deep Vein Thrombosis prophylaxis, Stress 

Ulcer prophylaxis, ventilator-acquired pneumonia prevention, critical care glucose 

control , lipid management, ventilator management, cerebral aneurysm management, 

guidelines for hospital hand washing and unspecified guid_elines. National organization 

protocols cited as used by the ACNPs consisted of, Joint National Committee VII 

Hypertension Management and the American Heart Association/ American College of 

Cardiology guidelines for the management of: stroke, atrial fibrillation, acute coronary 

syndromes, acute myocardial infarction and heart failure. Regardless of the source, the 

ACNP is afforded a rapid summary of evidence that is often termed "best practices." 

Protocols and guidelines provide for the rapid assimilation of evidence in a brief 

information bit that is trusted as well as clinically useful. 

ACNP 1 is masters-prepared and has six years of experience as an ACNP who 

subspecializes in cardiology. Her comment is consistent with that of other participants: 

Well, I look for guidelines that are nationally recognized through the societies 

that our patient population is derived from. So,_ for instance, we rely on the 

American College of Cardiology for the guidelines that pertain to our patients that 
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are heart failure patients, acute coronary syndrome patients, even stroke, because 

the American Heart Association has guidelines for stroke. So, I look outside to 

some other societies as well through the nurse practitioner journals that have 

information and articles that are written by ACPs or actually any NP sub-specialty 

that relates to atrial fibrillation or MI. Anything that fits into my subset. Well, I 

see what the guideline is for the general-because these guidelines come from all 

geographic areas of the country, and some of them are based on expert opinion 

and some are based on actual research, and then they blend them together and 

that' s how the guidelines are created. So, for inst~nce, ifl have a patient with 

atrial fibrillation, and we look to the guidelines for newer medication regimes that 

might be coming out, and so if a patient~. maybe, fits into that category that we can 

try something new, then we' ll do that. So, for instance, if they' ve been in atrial 

fibrillation and maybe some things haven't worked and some new medication is 

the horizon and we have access to it, then we' ll try it. 

Practice protocols and guidelines are viewed as sources of up-to-date information for 

practice issues with which the ACNP may not have a great deal of clinical exposure or be 

unfamiliar with an evolvi.ng treatment. 

ACNP 2 comments: 

yeah, because it changes all the time, I guess. So it depends on what the 

physicians are doing, and you become aware of a new- you thought you knew all 

the information, but you don't, and there ' re new drugs that come about that 
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maybe cardiologists know about, like Effient recently. So you just become aware 

of them because they're updated. 

Formal Evaluation 

Six ACNPs stated that they rely on actual research studies as secondary sources 

of information. All reported a systematic method for reviewing research studies. The 

factors that are commonly considered when reviewing research included sample size 

(n=4), randomized control trials (n=5), sample population (n=4), proprietary funding 

related to bias introduction (n=2), and multicenter, meta-analysis, inclusion, and 

exclusion criteria, each reported by one participant. 

ACNP 10 is new to practice. Her response reflects reasons and methods used by the 

whole group: 

I would say primarily when I go to the research is when I have a problem that 

I don' t feel that I can comfortably manage myself, more so than ifl'm just curious 

about new treatments or new therapies. I'd say it is more targeted to when I need 

guidance. Well, first of all, the type of research that I look for are multisystem . 

studies, meta-analysis, published guidelines from respected journals or certifying 

bodies. As far as ·individual research articles or anything like that, sometimes I go 

to exclusion criteria, inclusion criteria-. kind of look at the population and see 

how it relates to who I'm looking at. 

Clinical practice protocol/CPGs provide ACNPs with clinically relevant information 

that is both current and readily accessible. These benefits translate into the timely 
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transfer of information to clinical practice. The formal reading of research reports occurs 

less frequently and is primarily used when the topic area is rtot well known to the 

individual ACNP. When research is used, ACNPs report that they use individual 

systematic methods to evaluate the quality of the study and findings that are related to the 

specific practice application. 

Theme Three: Balancing Clinical Knowledge and Evidence 

The application of evidence to the care of patients requires a great deal of skill on 

the part of the ACNP and health care providers alike. ACNPs tailor care to individual 

patients and, at times, elect to suspend all or paiis of prot~cols/CPGs based on unique 

patient situations or preferences. ACNP 4 related that providing clinical care is more 

robust then just following guidelines. These views underlying summarized the 

underlying feelings of the group: 

Taking the evidence that has been tried and tested over time and then 

applying that to the practice, as it applies to the patient population that you' re 

dealing with. Not necessarily research utilization, which a lot of people use the . 

term research utilization. They think that is evidence-based practice, but that's 

not. It' s the tried and methods that have been proven or the gold standards that 

have been set to apply to the patient that you're dealing with. 

Prior clinical knowledge coupled with patient-specific issues is used to make 

decisions, which must be held in balance with the ultimate goal of providing quality care. 
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Three common issues emerged under this theme and included limits of evidence, clinical 

courage, and management of comorbidities. 

Limits of Evidence 

The use of EBP provides great benefits to the practicing ACNP. There are, 

however, times when evidence use alone does not afford the optimal use of the clinician' s 

ability to customize and, in some cases, improve treatment. Protocols/CPGs many not be 

based on the latest or improved treatments. Second, these CPGs may be based on the 

results of research studies that focus only on limiting or minimizing one aspect of care. 

In doing so, other side effects or clinical patient detrimen~s may be encountered. When 

such events become a factor, the ACNP must rely on the investigator-defined term 

"clinical courage" to defy the wisdom of summarized data in the interest of .patient safety 

or to minimize side effects. 

ACNP 4 shares an example of clinical factors that may preclude the optimal use of EBP: 

I try to use the evidence that pertains to the patient because not all protocols 

... are going [fit] every single individual, ... [ eg]we do a lot of the aneurysms. 

We use Nimodipine and ... a statin to help reduce the risk of vasospasm. We 

[may] not always ·use the Nimodipine, but we always use the statin, unless there is 

a contraindication that the patient is allergic to it. . . . We would try to tailor it to 

each individual. 

ACNP I describes a clinical patient scenario in which _the severity of illness is a factor in 

the optimal use of evidence. She states that most are tailored to the individual ' s needs: 
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It ' s based on the patient's profile and their physical assessment and 

what has or has not worked for them in the past. So, for instance, if a 

patient comes in with a ST elevation myocardial infarction and they're 

extremely hypotensive for the first 48 hours, the guidelines say that you 

really should start a beta blocker within the first 24, but if they aren' t able 

to ... , That you can know what the guidelines are, but if the patient's 

physical condition doesn' t allow you to incorporate all the guidelines, 

then, of course, you have to deviate and know that you can't just 

automatically cookie cutter and give a bet~ blocker no matter what. You 

have to look at the patient and decide if that evidence fits that patient. 

Clinical Courage 

At times ACNPs are placed in a position of conflict when clinical knowledge of 

the detrimental side effects of the intervention is felt to outweigh the purported outcome 

benefit of applying the EBP guideline. This scenario is most likely a factor when CPGs 

are developed in isolation and impose strictly enforced interventions that may conversely 

predispose the patient to risky side effects. In such a case, the provider must go against 

conventional wisdom and apply the concept of clinical courage. Clinical courage is used 

when the provider bases treatment decisions on clinical knowledge that is in direct 

conflict with EBP guidelines. 
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ACNP 3 provides an example in which tight control of glucose, based on CPGs, 

was perceived to result in an unnecessary predisposition to hypoglycemia. She advocated 

for higher set points than were mandated by the protocol, which was in direct conflict 

with the nationally published guidelines at the time. Interestingly, to her credit, the CPGs 

were updated with higher set points, which emphasized that clinical knowledge and 

courage cannot be underestimated in the hands of an experienced clinician. 

This example illustrates how applying the concept of clinical courage by using 

experienced-based knowledge for treatment decisions can, at times, result in better 

patient outcomes than using EBP protocols in isolation. 

Management of Co-morbidities 

There are times in practice when the number of co-morbid factors and the 

treatments that are used to prevent them are in direct conflict and it is up to the A CNP to 

find a balance. In this case, prioritization is used to select which co-morbidity poses the 

most risk and interventions are selected accordingly. After the termination of the formal 

interview, ACNP 6 said: "I have one more thing to add." 

The data were captured on field notes and are not part of the formal transcripts. The 

comment illustrates a clinical conflict that had not yet been identified. The paraphrased 

comment is: 

There are conflicts in the literature. For instance, in the critically ill you have 

guidelines that say, keep the head of the bed elevated at all times to prevent 

ventilator-acquired pneumonia. Then you have guidelines that say keep the bed 
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flat to prevent pressure ulcers. In that case you have to make a choice based on 

which goal is most important for that patient. (Fieldnotes, February 18th 2011). 

ACNP 9 noted that there are patient population co-morbidities that must be considered 

when selecting treatment based on EBP guidelines. She shares the following clinical 

issue: 

If I was to think [back to] when I worked in the neurotrauma intensive 

care unit. That population is, again, unique, especially with elevated intracranial 

pressures. You know- I'm trying to think- management of blood pressure is 

rather tenuous with them, and so choosing the typ~ of medication, beta blocker 

versus a long-term medication versus the standard of care for a hypertensive 

emergency, is not always the formula, I guess, that you would apply to that 

particular patient. That is the only thing I can think of at this moment. 

The findings make clear that there are limits to the application of evidence in daily 

practice. The evidence may have been developed to control for only one factor when in 

fact patients present with co-morbidities which must be held in balance when making 

treatment decisions including. At times protocols are based on controlled research studies 

with an isolated goal to reduce on specific problem while predispose the patient to 

undesirable side effects. In this case, the decision by an experienced clinician was to 

deviate from the evidence and opt to apply the concept of clinical courage: basing 

treatment on clinical judgment in the interest of minimizing the risk of side effects. The 
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experienced ACNP applies EBP based on an expanded clinical knowledge base which at 

times may be in direct opposition to strict application of protocols. 

Theme Four: The Patient is Always Right 

In an effort to balance the patients needs and desires patient needs the A CNPs in 

this study reported a wide range of patient-specific factors that must be considered when 

making treatment decisions. The most commonly occurring issues included treatment 

intolerances, costs and patient acceptance. Ultimately patients decide when to accept 

treatment or whether the treatment options are congruent with their individual needs. 

Treatment Intolerance 

Treatment intolerance , particularly such things as allergies or side effects were 

frequently felt to be a detrimental factor to the use of some aspects of EBP guidelines and 

were cited a total of seven times as counter-indications to use of a particular EB 

guideline. ACNP 4 provides a representative summary of issues that are included when 

basing evidence-based treatment decisions: 

I believe there always are some patient variables because you can' t just apply 

all of the evidence to an individual blanketly (sic). You've got to look at it and see 

if that is like I said-allergies, past medications that they may have had bad 

experiences with that they don't want to take. Of course, the patient has the right 

to refuse. You have to take those into consideration, along with practice patterns 

of the individual attending physician. 
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ACNP 1 further noted: "They may might have allergies to certain medication that are 

within the guidelines, so you have to deviate outside to treat the patient." 

ACNP4 stated: "You've got to look at it and see if that is-like I said-allergies, past 

medications that they may have had bad experiences with that they don't want to take." 

ACNP 2 states that patient counter indications to treatment are factors when selecting 

EBP treatment as a collaborative team member: 

Cost 

Yeah, if they have some contraindications to use, like if they have GI bleed or 

something like that. So then you wouldn' t use certain- like aspirin or certain 

things that they suggest. So you have to use com~on sense when using them. 

They don ' t work for all patients. Sometimes like even with the Lovenox, they 

might use a half dose. They want to do ~t. So it depends on what the doctors use. 

The patient's ability to afford medications and treatment was a factor 

noted by three ACNPs in the study. Regardless of the EBP guidelines treatments may 

have to be amended based on the patient's ability to pay for the treatment 

ACNP 2, provided the following example of cost issues: 

So then you have to change it to adjust for them what they can afford to take 

or find a way for them to get the medicine that you want for them. So if they ' re 

taking Plavix and they' re supposed to go on Plavix, but it'•s too costly for them to 

get and they can' t eat, they' re not going to take_ the Plavix, and they' re going to 

come back in with a heart attack. 
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ACNP 3 relates the following example of cost issues related to providing care. 

There are cost issues, I think, depending on where they are, as far as, the 

ability to pay for their medicines and how many medicines they ' re taking per 

month kind of deal. I would think that that would get very cost-prohibitive. Those 

are issues that everybody has to think about, sending them home or from an 

office. 

Patient Acceptance of the Burden of Treatment 

When considering patient-centered factors, additi~nal issues, such as the overall 

risks and ill effects of treatment, come into play. When patients opt not to undergo 

treatment, they are frequently termed noncompl_iant. Such a term has negative 

connotations that the patient is not engaged in healthy behavior. Health care is only one 

aspect of an individual ' s life. Individuals have many reasons for not accepting treatment 

recommendations that often have little to do with a conscious decision to avoid healthy 

choices. What is often termed "noncompliant" may in fact be that the patient does not 

see the treatment side effects as acceptable having very little to do with compliance with 

the medical treatment plan. A more appropriate phrase would be patient acceptance of the 

burden of treatment. 

The ACNPs in this study never reported patient compliance as an issue; instead, 

they focused on legitimate reasons why some treatments or effects did not fit with the 

patient's lifestyle. The burden of treatment was unacceptable, given the perceived or 

67 



actual risks, or an unacceptable threat to self. ACNP 7 describes a clinical event in which 

a patient was fearful of unacceptable side effects associated with treatment: 

Well, patients always have a choice in how they' re treated, so when you 

prescribe new drug, for example, you have to give them the risks and benefits. 

Multaq just came out with a new package insert because 2 out of 200,000 patients 

developed liver toxicity requiring a liver transplant. Now, we need to explain to 

the patients that it will be necessary for me to draw a liver profile at baseline 

when I start the drug and then 3 months after that. Then if the patient agrees to 

participate in that, then they will, and if they don'~ feel comfortable with that, then 

they have the option not to use that evidence-based therapy. In addition to side 

effects patients also have socio-economic issues that may be an issu~ in opting for 

a specific plan of treatment. 

ACNP 5 provides a specific example of how a patient work safety issue influenced 

his decision to not undergo a specific evidence-based treatment regimen: 

For instance, I guess we could take a patient who is an A Fib and needs 

Coumadin. We've had patients before who - we had a guy, he put up satellite 

dishes for a living. He wasn't willing to adjust that at all , and so having a 

conversation with the new patient-centered model of care, I had a conversation 

with a patient that it was not in his best interest because of his high risk of injury, 

that he wouldn't take the Coumadin. He would actually take the aspirin-or 
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maybe a 90-year-old is continually falling in the nursing home; [ again, this 

patient] wouldn' t be very appropriate for Coumadin therapy with A Fib. 

Given the confines of daily practice, ACNPs must balance a wide array of issues 

when applying evidence. Mitigating factors include the time, institutional issues such as 

policy, readiness to adopt recommendations, health care worker safety and collaborative 

practice issues. Trusted information sources that are rapidly available assist in 

overcoming the issue of time for the busy clinician while still providing the information 

needed to make practice choices which are evidence based. With less frequency, formal 

research reports are used. The formal research reports are_ preferentially reserved for 

those diseases or treatments that are encountered less frequently. 

Even when evidence is available, there may be limits to the utility for '1: particular · 

patient. Clinical knowledge, management of co-morbidities, and post-treatment regime 

exposure afford a framework that is commonly used when the ACNP applies evidence. 

Patients may have allergies, side effect profiles, cost issues, a prior history of treatment 

failure, or fail to accept the burden of treatment. Whenever the patients' choices deviat~ 

from the available evidence, most ACNPs alter the treatment plan to reflect the 

individual ' s wishes while still providing high-quality health care. 

The ACNP must balance many factors when applying evidence to patient treatment. 

There is a prescribed duty to tailor care based on many considerations. There is a wide 

range of evidence available but the ACNP must balance many factors when tailoring care 

to individual patients. 
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Summary of Findings 

This qualitative study of ACNPs outlines a collective worldview of EBP use in 

clinical practice. The results provide rich insights that could not be obtained if studied by 

quantitative methods. The findings are specific to ACNPs, but they have far-reaching 

ramifications for all health care professionals who incorporate EBP into their daily 

practices. The concept of EBP has gained widespread acceptance that most often 

incorporates one tenet of EBP, which is the use of the best available evidence. Equally 

important components of the definition are the use of patient preferences and clinical 

judgment, which are woefully under-reported in the litera~ure. 

Time continues to be a major obstacle when trying to obtain, synthesize, and process 

the exponential volumes of information that is produced. ACNPs have become quite 

savvy at obtaining evidence using technological methods, such as the Internet and hand

held devices, for rapid access to knowledge sources. Preferred sources are Web browsers 

for general information and proprietary filtered information sources, all of which 

contribute to timely and efficient access to clinically usable information. There is a 

predominantly strong preference for summarized findings in the form of protocols and 

CPGs that are conscience-based, available, viewed as reputable, and are produced by 

nationally recognized sources and/or organizations that serve as a safety net to further 

ensure that the information is both creditable and respected. This preferential use of 

information contributes to a time-efficient method from a respected creditable source, 
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which relieves the ACNP from some of the burden of analysis while providing high

quality trusted information for use in practice. 

Protocols/CPGs afford the novice ACNP with the ability to treat patients with the 

precision of an experienced clinician, while the process of developing a clinical repertoire 

is in process. Experienced clinicians have a distinct advantage in the fact that 

protocols/CPGs have been used so frequently that the knowledge has become intuitive. 

For the experienced ACNP, the need to access information is most often reserved for 

conditions that are infrequently encountered. 

Regardless of experience level, protocols/CPGs cann<?t be applied universally with 

the precision of 100% compliance that is often desired of laboratory controls. 

Protocols/CPGs have the unique ability to capture the majority of patients presenting with 

specific clinical needs, but they are not without limits. The importance of clinical 

decision making cannot be underestimated when applying clinical knowledge. Patients 

may have allergies, side effects, cost issues-, or co-morbidities that preclude safe 

adherence to all aspects of information sources and are often not detected or excluded 

from protocols/CPGs. 

Writers of well-intentioned protocols may strive to minimize the effects of a specific 

problem by mandating a narrow therapeutic index while predisposing the patient to other 

side effects that are yet to be realized upon initial development, such as the example of 

glucose control outlined by ACNP 3. In such cases the ACNP may use clinical courage 

to go against conventional guidelines/CPGs, making an experience based practice 
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decision in the patient's best interest. The importance of clinical judgment cannot be 

underestimated when applying protocols/CPGs safely. The words of ACNP 1 summarize 

it well: "If you could just apply protocols, what would they need us for?" 
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CHAPTER V 

SUMMARY OF STUDY 

This phenomenological study serves as the first known investigation in to the EBP 

use of ACNPs. Transcribed participant narratives demonstrated that ACNPs use EBP 

daily but must be balanced with patient issues, institutional issues and clinical knowledge 

and skill to obtain optimal patient outcomes. The philosophical underpinnings of 

Merleau-Ponty (1962) guided the investigator' s review of the transcribed interviews, 

which aimed to describe a collective world view of the ACNPs' lived experiences with 

EBP in daily clinical practice. The investigator must be aware of any perceptual bias 

which must be. overcome to obtain the true essence or meaning of the phenomena studied 

(Madison, 1981). The practice of bracketing, which involves the repetitive analysis of 

transcribed interviews, was used to eliminate the effects of investigator bias as outlined 

by Drew (2004 ). Journaling, as outlined by Hamill and Sinclair (2010), was also used to 

identify any preconceived notions held by the investigator that would hamper the 

discovery of the true essence of the results. 

This chapter provides a summary of the study and discusses findings related to the 

available literature on staff nurse use of EBP by using a surrogate population for review 

since there is no literature on ACNP use of EBP. The research findings will be used to 

substantiate implications for practice for the ACNPs, limitations of the study, and 

recommendations for future investigation. 
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Summary 

The purposive sample included ten nationally certified ACNPs. Six were 

members of the HANP local practice organization. The majority of the sample 

participants were married, Caucasian females between the ages of 25 to 60. The sample 

held strong academic credentials, with five holding master' s degrees, two with post

master' s training, and three with DNPs. Total advanced practice nursing experience 

ranged from 6 months to 13.5 years. All participants were employed full time in clinical 

practice within a hospital setting. 

A collective worldview of EBP was ascertained ~hich is supportive of EBP use 

by ACNPs, but not without imposed limits. The themes of mitigating factors, information 

trust, use in daily practice and patient-centered-factors confirm that it is neither desirable 

nor possible for ACNPs to apply protocols/CPGs universally to every patient without 

balancing other important clinical imperatives. These intertwined themes contribute to 

the collective worldview ofEBP use by ACNPs. ACNPs must find a delicate balance 

when making care decisions which includes evidence but is frequently precluded justly .as 

outlined in thematic findings. 

Discussion of Findings 

It is reasonable to assume that as ACNPs are the newest advance practice 

subspecialty domain with a development roughly parallel to that of the EBP movement 

an investigation of this group of professionals would provide rich insight into EBP use by 

health care professionals. The literature, however, holds no reports of this level of 
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investigation. The closest available reference population is staff nurses, but there are few 

studies documenting their respective needs and views. The 23 investigations of staff 

nurses consist predominantly of case reports, descriptive studies, investigations of 

educational interventions, and instrument development research. Only employee 

qualitative methods are restricted to focus group interviewing methodologies (Banning, 

2005 ; Nilsson, Kajermo, Nordstrom, Krusebrant, & Lutzen, 2001). The literature is 

devoid of investigations of ACNPs' use of EBP. 

The use of phenomenological investigative methods provides the first known 

insight into the essence of EBP use by ACNPs in compar~son to prior limited research 

conducted on staff nurses. 

EBP an Important Care Factor 

The practice benefits realized by ACNPs are a driving force behind the desire to 

incorporate EBP on a daily basis. The ACNPs felt that the use of EBP provided a 

definite benefit plus added legitimacy in their role as care providers with 100% reporting 

daily use. The literature reflects that some nurses reported EBP use in some area of 

practice (Nagy, Lumby, McKinely, & Macfarlane, 2001 ; Olade, 2004; Rolfe, Segrott, & 

Jordan, 2008), some realized a benefit (Ellis, Howard, Larson, & Robertson, 2005 ; 

Henderson, Winch, Holzhauser, & Vries, 2006; Melnyk, Fineout-Overholt, Li, Small, 

Wilcox, & Kraus, 2004; Nilsson, Nordstrom, Krusebrant, & Lutzen, 2001 ; Retsas, 2000, 

Tolson, Booth, & Lowndes, 2008), and others felt that_ the realized benefits were less 

tangible (Melnyk, Fineout-Overholt, & Mays, 2008; Nagy et al. , 2001 ; Pravikoff, Tanner, 
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& Pierce, 2005). None of the ACNP participants voiced any objections to the use of EBP 

and collectively felt it augmented the role within imposed limits. 

Theme One: Beyond the Barriers-Balancing Influencing Factors 

In this study, the first theme outlines major mitigating factors which serve to 

inhibit EBP use by ACNPs. Mitigating factors found in beyond the barriers include times 

when a conscious choice is made not to use EBP recommendations that do not fit into 

other thematic descriptors. Time was seen as a factor in EBP use by half of the ACNPs 

who were interviewed in this study. This is in agreement with the literature reviewed on 

staff nurses who consistently reported time as a factor, (B_rown, Wickline, Ecoff & 

Glaser, 2008; Melnyk, Fineout-Overholt, Li, Small, Wilcox, & Kraus, 2004; Melnyk, 

Fineout-Overholt, & Mays, 2008; Retsas, 2000; Upton & Upton, 2006). Cl~arly time is a 

reported factor in EBP use, but the ACNPs seemed to realize that the benefits they gained 

outweighed the amount of time devoted to EBP. To overcome this obstacle, ACNPs use 

summarized trusted data sources to minimize time constraints. 

ACNPs reported that many institutional factors affect their ability to apply 

evidence. Institutional policy may be in place which has not incorporated all aspects of 

current evidence. This niay be due to time delays in incorporation of evidence or a lack 

of readiness on the part of the institution to adopt evidence often related to allocation of 

resources or costs. 

Studies on staff nurses also reported institutional factors that adversely impact 

EBP use, including issues reflecting hospital culture (Olade, 2004; Rolfe, Segrott, & 
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Jordan, 2008), a lack of administrative support (Hart et al. , 2008; Nilsson, Nordstrom, 

Krusebrant, & Lutzen, 2001; Pravikoff, Tanner, & Pierce, 2005), unsupportive peers 

(Ellis, Howard, Larson & Robertson, 2005; Retsas, 2000), and physician opposition (Hart 

et al. , 2008). ACNPs found that institutional factors, such as resource limits or practice 

protocols, to occasionally limit the ability to apply new treatments or tailor care to 

individual needs. 

Collaborative Practice Issues as an impediment to EBP implementation is largely 

attributed to the fact that ACNPs function as team members who collaborate with 

physicians and other health professionals such as pharma~ists. ACNPs did not see the 

input as other team members as an obstruction or punitive issue but instead felt that the 

differences in treatment decisions most likely were related to sub-specialty _training or · 

experience level or the collaborating provider. ACNPs are unlikely to have the ultimate 

say in treatment decisions. 

The literature revealed that staff nurses also saw physicians' and peers ' input as an 

obstruction to their implementation of EBP, (Ellis, Howard, Larson & Robertson, (200~), 

Hart et al, (2008), Nilsson, Kajermo, Nordstrom, Krusebrant & Lutzen, (2001), Pravikoff, 

Tanner & Pierce, (2005\ Rolfe, Segrott & Jordan (2008), Retsas, (2000). ACNPs' 

thoughts differ greatly on· this factor, as when physician colleagues issues are cited, they 

are were normally attributed to clinical experience level or the realized benefits of sub

specialty training, rather than to pure opposition and resistance to change as seen by the 
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staff nurses. One ANCP reported health care worker safety as a factor to support EBP 

implementation, but it was not reported in the staff nurse population. 

One issue that arose in this study that has yet to be reported in the literature was 

health care worker safety. One ANCP reported health care worker safety as a 

institutional factor which warranted consideration when applying evidence relating that 

health care workers could be but at risk by not using assistive devices when positioning 

obese patients in bed. 

Theme Two: To Trust or Not to Trust 

Information sources used by ACNPs were predominately in the form of electronic 

media or computer-based intra/Internet methods to access a wide range of information 

from general search engines, filtered medial data sources, and proprietary i¢ormation · 

options including online textbooks and summary sources. An unexpected finding was the 

widespread use of handheld devices to access applications designed to speed information 

transfer and expand access to information. ACNPs preferred materials ranging from 

hard-copy texts to pocket manuals and general information textbooks. Additionally, 

other health care providers and peers are occasionally cited as information options. The 

dependence on and preferential use of electronic data sources most likely reduces the 

barrier of time related to EBP access for ACNPs. 

The literature reflects that staff nurses generally have more problems accessing 

clinically needed information. Some report ready access to computers (Cadmus et al. , 

78 



2008), while others have limited access to information including access to computers 

(Hart et al. , 2008; Rolfe, Segrott, & Jordan, 2008) and print media (Nagy et al. , 2001). 

Preference for summarized data was a noted by ACNPs. Nationally published and 

internationally developed practice protocols and clinical practice guidelines were the 

preferred methods used by ACNPs to access EBP findings and incorporate them in daily 

practice overcoming the issue of time. The literature reflects that staff nurses frequently 

use guidelines in practice (Ellis, Howard, Larson, & Robertson, 2005; Lekan, Hendrix, 

McConnell, & White, 2009; Martin, 2008; Rolfe, Segrott, & Jordan, 2008). Novice 

ACNP practitioners were more dependent on use of prot~cols/guidelines, as experienced 

practitioners became so familiar with the recommendations that incorporation became 

intuitive. The experienced ACNPs tended to only access protocols or evid~nce for issues 

that they encountered less frequently. 

An interesting finding was that only ACNPs with DNP degrees reported formal 

coursework in EBP. Master's and post-master' s-prepared ACNPs reported having EBP 

as an integrated part of the curriculum. Even with the differences in coursework 

preparation, there was no difference in the use of EBP by ACNPs. All ACNPs reported 

that EBP was highly regarded and universally incorporated in daily practice. The 

literature on staff nurses revealed that there was a good understanding of EBP and 

research (Banning, 2005). Staff nurses did not report any formal training in EBP and, as 

a result, they expressed a strong desire to receive mentoring in order to improve their 

skills (Brown, Wickline, Ecoff, & Glaser, 2008; Olade, 2004; Steurer, 2010). ACNPs 
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identified peers or colleagues as being instrumental in obtaining EBP skills, but they 

never reported having a formal mentor or a need for mentoring in the classic sense. 

The literature review reflected that staff nurses seldom read journals containing 

research or actual research reports (Retsas, 2000). It further revealed a global lack of 

knowledge and skill for evaluating research, including statistical methods (Banning, 

2005 ; Cadmus et al. , 2008; Retsas, 2000). These deficits lead staff nurses to trust peers 

and colleagues as primary sources of information (Hart et al. , 2008; Ellis, Howard, 

Larson, & Robertson, 2005). Conversely, ACNPs accessed research less frequently than 

they did protocols or guidelines. However, when researc~ was accessed, it tended to be 

to resolve problems that were encountered less frequently or for updates to current 

knowledge or practice. All ACNPs reported formal individual methods for. 

systematically validating findings before use in practice. 

Theme Three: Balancing Clinical Knowledge and Evidence 

ACNPs reported several reasons why clinical judgment must be employed to 

effectively use EBP in practice. Issues such as severity of illness, co-morbidity issues, ~r 

prior clinically acquired treatment experience were often used to tailor protocols and 

treatment to the individual situation. Research is based on the results of tightly controlled 

studies. Exclusion criterions are used to exclude co-founding factors in the interest of 

having pure research findings. Factors which may be excluded from research protocols 

may be the very co-morbidities or factors which prese.nt in daily practice for the ACNP. 

The ACNP does not have the ability in practice to impose exclusion criterion and most 
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balance the multitude of factors with which individual patients present developing a 

patient specific plan of treatment. 

ACNPs fundamentally felt that limits existed to the utility of guidelines and 

factors that served as a preferred starting point upon which to base EBP decisions. 

ACNPs used clinically acquired knowledge as a base for their judgments and to tailor 

care to individual client needs. Simply stated, ACNPS viewed clinical knowledge as an 

important component of EBP application in practice. This is in direct opposition to the 

findings in staff nurses, who generally did not view clinical judgment as a part of EBP 

(Banning, 2005). 

At times, protocols can be developed to aggressively control one issue and thus 

predispose the patient to unwanted side effects: ACNPs must balance protocol 

recommendations with clinical knowledge to afford optimal treatment. Clinical 

knowledge is often used to override protocol-driven care in the interest of the patient and 

is termed "clinical courage." Staff nurses reported a lack of ability to change practice 

(Retsas, 2000; Ellis, Howard, Larson & Robertson, 2005) as well a culture that did not . 

support individual practitioner use of evidence in practice, (Roife, Segrott, & Jordan, 

2008). ACNPs were seemingly expected to incorporate EBP, while staff nurses seemed 

to be fighting for the ability to use EBP which lead to apathy frustration and a lack of use. 

Theme Four: The Patient is Always Right 

ACNPs as well as staff nurses (Banning, 2005; Rolfe, Segrott, & Jordan, 2008) 

viewed patient issues as important factors when applying evidence. ACNPs cited 
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medical issues, such as medication allergies or reactions to treatment, as factors when 

applying EBP recommendations. Furthermore, patients may have issues which limit their 

ability to follow EBP treatment goals. Social factors also affect how treatment choice 

including cost and treatment effects or side effects are delicately balanced with lifestyle 

needs. Patients who express concern about such issues should not be viewed as non

compliant, and their belief that the treatment might have adverse effects on individual 

patient lifestyle should be respected. 

Conclusions 

Based on the results of this study, the following conclusi~ns were reached: 

• ACNPs have respect for EBP and the benefits provided and incorporate use 

of EB protocols in daily practice 

• Practice protocols and guidelines provide the most efficient way for ACNPs to 

monitor the ongoing evidence for practice integration 

• EBP is an important adjunct and must be balanced with clinical knowledge, 

professional responsibilities, institutional constraints, and patient needs to 

deliver safe effective care that tailored to the patient' s lifestyle 

• 

• 

Ultimately the goal of ACNP practice is to achieve the best clinical outcome . 

There was no difference in evidence based practice use in ACNPs who had 

individual course work in evidence use verses those who had evidence use as 

an integrated part of the curriculum. 
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Implications 

The following implications are derived from this study: 

• Education for the ACNP needs to be focus on research use rather than research 

production and can effectively be taught in separate course work or as an 

integrated component of the curriculum. 

• Employing institutions must maintain ready access to needed resources for EBP 

• Policy issues related to payment and compliance with EB protocols need to 

account for mitigating factors when mandating use. 

• Theoretical/conceptual frameworks were not a fa?tor when evaluating research 

for clinical practice, which lends credence that nursing knowledge or EBP are a 

significant enough ontology for those in clinical practice to serve as _a valid source 

of knowledge. 

Recommendations for Further Study 

The following recommendations are made for further research: 

• Additional studies that explore the integration of EB protocols into clinical 

practice by ANPs. 

• Studies that focus on the degree of influence exerted by professional, institutional 

and patient mitigating factors when using EB protocols. 

• Development of reliable and valid instruments to measure extent of EBP. 

• Exploration of the role that ANPs play in the development of practice protocols 

and guidelines 
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ACNPs support the use of EBP but with-in imposed boundaries and a wide range of 

mitigating factors must be considered when delivering patient care. 
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Interview Guide 

The purpose of this interview is for you to describe the use of evidence based practice in 
your daily work life as an ACNP. You are encouraged to describe and give examples of 
you experiences. 

Interview Questions 

Question 1: How do you define EBP? 

Question 2: Do you remember how you became aware ofEBP? Please provide an 
example. 

Question 3: What type of training did you receive on EB~? Please provide examples. 

Question 4: What sources do you .use obtain EBP information? Please provide some 
examples. 

Questions 5: How do you evaluate evidence for incorporation into clinical practice? 
Please provide an example. 

Question 6: Do you ever experience times when the evidence does not work for your 
patients situation? Please provide an example. 

Question 7: Do you as an ACNPs encounter problems integrating EBP into pi:actice? 
Please provide an example. 

Question 8: Was anyone person instrumental in helping you with EBP? Please provide 
an example of how they helped you. 

Question 9: What is the greatest benefit realized to your practice as the result of EBP? 
Please provide an example of how this helps you. 
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EXAS WOMAN'S UNIVERSITY 

DENTON DAllAS HOUSTON 

!nsrifute of Health Sciences-Houston Cente5" 

Neid<ll C. S~aric College of Nursing 
6700 Fann in SI., Houston, TX 77030-2 343 

713-794-2100 FAX 713-794-2103 www.twu.edu/nursing 

Letter of Invitation to Participate 

Dear Acute Care Nmse Practitioner, 

My name is Steve Branham. I am a doctoral nmsing student at Texas Woman' s University. I am 
conducting a study to learn how Acute Care Nurse Practitioners use evidence-based practice in 
their work environment. Acute Care Nmse Practitioners employed fuU time or part time in a 
c linical role living in the Houston area are invited to participate in this study. 

For this study, you will be asked to complete a demographic information form and participate in 
an audio-recorded interview. The interview will be conducted in a private room at Texas 
Woman's University-Houston Campus or a suitable site convenient to you at a date and time 
agreed upon by you and the researcher. Your maximum total time commitment in the study is 
approximately 115 minutes and you will receive $20.00 cash at the end of the interview for your 
time. 

If you are interested in participating into this study please· contact the researcher or his advisor, 
Dr. Malecha, using the contact information provided below. 

Steven W. Branham RN, MSN, ACNP-BC, FNP-BC, CCRN 

Cell phone: 281-798-4815 
E-mail: stnc.branham(i,:gnrnil.com 

Ann Malecha, PhD, RN 
Professor and Research Director, Texas Woman's University, 
College of Nursing 
6700 Fannin, Houston, TX 77030 
Office Phone: 713-794-2725 
Email: /\Malechafri. tv,u.edu 

Pioneering Nursing's fuiure: An Adventure in Ex,ellence 
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January 26, 2011 

Mr. Steven Wayne Branham 

Offiee ¢)f R.e$egird1 
6700 Fannin Street 
Houston, TX 77030-23 43 
713-79.4-2480 Fax 71 3-794-2488 

College of Nursing - Ann Malecha Faculty Ad,rjsor 

6700 Fannin Sh-eet 

Houston, TX 77030 

Dear Mr. Branham: 

Re: "Integration of Evidence-Based Practice by Ac11te Care Nurse Practitioners " (Protocol#: 
Jill~ ' 

Your application to the IRB has been reviewed and approved . 

This approva[ lasts for one ( 1) year. The study may not continue after the approval per iod vlithout 
additional 1RB review and approval for continuation. It is your responsibility to assure that this study 
is not conducted beyond the expiration date. 

Any modifications to this study must be submitted for review to the IRB using the Modification 
Request Fmm. Additionally, the IRB must be notified immediately of any unanticipated incidents. If 
you have any questions, please contact the TWU IRB. 

The signed consent fom1s, as applicable, and final repo1t must be filed with the Institutional Review 
Board in the Office of Research, IHS 10 I I 0, at the completion of the study. 

Sincerely, 

Carolyn Kelley, PT, DSc, NCS 

Institu tional_ Review Board - Houston 
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~eldu ~: §huk d'oilege @f i u1rsing 
Hou:;ton L,~n;er 
6?00 Fannin Streef, Houston, T;( 77030-131.;.,1 
7; 3-/94-?. 'j 0() 7] 3-79L/-2] ()3 

TEXAS WOMAJ."\T'S UNIVERSITY 
CONSENT TO PARTICIPATE IN RESEARCH 

Title: INTEGRATION OF EVIDENCE-BASED PRACTICE BY ACUTE CARE NURSE 
PRACTITIONERS 

Investigator: Steve Branham .... . ... . .. . . ... ..... ....... . ....... . .... ...... .. . . . . .. 281/798-4815 
Advisor: Ann Malecha .. ....... .... .. ........ . . .. ... .... ...... .. .. . ........ . ... 713/794-2725 

Dear Participant, 
My name is Steve Branham. I am a doctoral nursing student at Texas Woman's 

University. I am conducting a study to learn how Acute Care Nurse Practitioners use evidence~ 
based practice in their work environment. Acute Care Nurse Practitioners employed full time or 
part time in a clinical role living in the Houston area are invited to participate in this study. 

Your minimum commitment time would be 100 minutes and the maximum total time 
commitment in the study is estimated to be 115 minutes. Your signature on this document 
constitutes your informed consent to act as a participant in this research. For this study, ·you are 
asked to complete a demographic information form and participate in an audio-recorded 
interview. 

Potential risks related to your participation in the study include experiencing some 
inconvenience due to the time involved in answering the questions or feeling uncomfortable 
discussing sensitive topics. If you experience persistent distress due to your participation in the 
study you are encouraged to contact your health care provider as soon as possible. Your 
involvement in this research study is completely voluntary, and you may discontinue your 
participation in the study at any time without penalty. 

Another possible risk to you as a result of your participation in this study is release of 
confidential information. Confidentiality will be protected to the extent that is allowed by law. 
The original demographic information form, audio recorders, interview transcripts, and other 
study related notes and records will be kept in a secure, locked cabinet in the investigator's 
home. Only the investigator and his advisor will have access to the information. Electronic 
copies of the demographic information and the interview transcripts will be kept on the 
investigator's private computer that is kept in a locked room, password protected, and ust:d only 
by the investigator. Electronic copies will be erased and the hard copies will, be shredded within 
5 years. It is anticipated that the results of this study will be published in the investigator's 
dissertation as well as in other research publications. However, no identifying information will 
be included in any publication. 
Initial: ___ p. 1/2 

Approved by the ' 
Tex~s ~oman•,, University 
lnstttut,onal Review Board 

Date:_ 1, 'L}·.11 .> 
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Gender: 

c· 
Female Male 

Population subgroup: 

Black 

As ian/Pacificls lander 

White 

Hispanic 

Americanlndian 

lndian/Eastern 

Other 

Age: 

ears ---~ 

Marital status: 

,..._ 
'· 

Single 

MatTied 

Widowed 

Divorced/Separated 

Other 

A re you certified as an ACNP? 

Yes 

No 

Number of years of nursing 
experience: 

ears -----

Demographic Information 

Number of years of practice as an Are you employed clinically as an 
ACNP: ACNP 

_____ years 

Highest level of education in the 
nursing fieJd: 

.-. 
I 

Associate 

Diploma 
r·· 

Baccalaureate 
,-. 
t 

Master's 
·~ I 

Post-Master's 

'· Doctorate 

Highest level of education outside 
of lllU-Sing: . 

(" 
Assoc iate 

( ... 

Diploma 
( ' 

Baccalaureate 

c· 
Master's 

' Post-Master's 
(-. 

Doctorate 

Employment status in Nursing: 

r· 
Employed-fu I I-time 

Employed-pa1t-time 

Fulltime 

Part time 

Primary employment site: 

r--
Hospital ,-
Office 

r 
Private Practice 

r· 
Own Practice 

Name: 

Contact information 

Address: 

Contact phone: 

Cell phone: 

Contact email: 

For office use only: Participant's Initial & Code#: _ _ _ & _ _ _ 
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Data Collection Procedure Check List 

Obtain consent to participate in research 

Complete demographic data, and review for completeness then place sheet in 

participant's study folder. 

Set up audio recorders and microphones. 

Begin interview by reminding the participant of the purpose of the study, then 

proceed to the questions on the interview schedule. 

Start the interview process. 

At the end of the interview, thank the participation for his participation and 

provide him with $20.00 cash compensation. 

Remind the participant that he might be contacted over the next 1-2 weeks if 

additional clarification is needed. 

Remind the participant that he might be contacted later to help verify the 

findings of the study once all the transcripts have been reviewed, analyzed, and 

synthesized to arrive at meaningful themes. 

For office use only: Participant's f nitial & Code#: ___ & __ _ 
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