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Introduction 

 

Evidence-based practise is distinct from scientific research and quality improvement processes. Patients and 

their families' values and preferences are incorporated into a bespoke treatment plan that is then implemented. 

When evidence is scarce or unavailable, scientific research generates new knowledge, and quality processes 

include improvements to and monitoring of care that is already evidence-based. For their patients and their 

healthcare facilities, EBP allows doctors and nurses to customise existing evidence based practise. 

 

Recent developments in healthcare research have a significant impact on evidence-based practise (EBP). EBP 

models are now available to help nurses navigate the process, to begin with. The use of evidence in practise is 

encouraged by some models, while teamwork is emphasised in the implementation of institutional changes. A 

pre-existing model is used by some institutions, while a custom model is developed by others. EBP has 

benefited from an increase in systematic reviews and well-established evidence-based clinical guidelines or 

protocols that can be used across settings. There are a number of examples of clinical practise guidelines from 

professional organisations; practise bundles; systematic literature reviews; meta-analysis or meta-syntheses; and 

so on. 

 

Despite the availability of these tools, nurses frequently encounter personal and organisational obstacles when 

attempting to implement EBP. In a recent integrative review of nine English-language publications, Camargo 

and colleagues identified EBP barriers like "workplace overload," a lack of desire to change practise, and a 

limited ability to understand research and statistical analysis. It was found that nurses valued evidence-based 

practise (EBP), but they relied more on their own experience and local protocols than research. 

 

Such EBP stumbling blocks aren't new. Research from 391 Australian nurses found that the most common EBP 

barriers were lack of time to read, a lack of implementation time, a lack of authority to make changes and 

difficulty reading statistical results, as well as scattered literature and lack of cooperation from physicians. 

According to Pravikoff, Tanner, and Pierce, who studied 760 US nurses across the country, collegial advice was 

more frequently used than literature in their sample, despite the well-known time constraint on nurses. 

Individual EBP barriers (e.g., misunderstood value of research or inability to access and interpret it) and 

institutional barriers (e.g., lack of resources) were identified by Pravikoff and colleagues (such as organisational 

priorities, inadequate staff retention and recruitment, limited budget, lack of awareness of nurse interest, and 

lack of ability to incorporate evidence into practice). 

The researchers also found that 2,789 nurse leaders from the United States, Europe, and Australia faced similar 

challenges with time, organisational climate, study accessibility and readability, and a preference for making 

decisions based on their own experience and the advice of their peers, as opposed to scientific literature. 
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It was decided to begin with a survey of nurse EBP abilities because of the importance of nurse EBP, the 

consistent nurse reports of barriers, a preference for clinical experience over research, and a desire to improve 

EBP in hospitals. In this study, the following questions were answered: 

 

Nurses were asked to rate their own familiarity with EBP and their willingness to put it into action in a survey. 

To what extent are those levels impacted by EBP barriers? 

 

Methodology 

 

The research team surveyed an inclusive, convenient sample of all regularly employed nurses in selected 

Lucknow hospitals in order to facilitate customised planning for staff. Contracted/temporary nursing staff and 

those unable to access electronic survey for any reason, like extended leave, were excluded from the sample. 

 

The nonprofit health system includes all of the hospitals. There is no formal nursing EBP model in use at 

Hospital A, a 600-bed community-based cardiac referral centre. Nurses at the 500-bed community-based 

teaching facility Hospital B have adopted the Iowa model. 

Select research-based practises, such as Institute for Healthcare Improvement bundles and organisational clinical 

practise guidelines, had already been implemented in both hospitals. It is highly unlikely that the widespread use 

of these EBPs reflects the attitudes, abilities, and knowledge of nurses toward evidence-based practise (ERP). 

Tools used were knowledge questionnaire ,attitude scale and observational check list . Over the course of 45 

days, data was gathered at both hospitals. 

 

Results 

Both hospitals received a total of 400 surveys back, with an estimated response rate of 33%. Hospital A returned 

the SURVEY TOOLS (n = 200) more frequently than Hospital B returned them (n =200). The average age of 

the combined samples was 38), and the average number of years of practise was 16. 82 percent of respondents 

were female, 77 percent worked full time, and 20 percent had a BSN; the rest had a GNM. 

 

The research team used descriptive analysis of responses to each SURVEY TOOLS question on its 5-point, 

anchored, Likert scale to determine nurses' self-reported EBP knowledge, attitudes, and practises. Each 

participant was given a score from 1 to 5, with 1 representing their overall satisfaction and 5 representing their 

extreme satisfaction. Survey tools didn't have a total or subscale score because looking at the individual items 

provided more skill-specific details than total scale and subscale scores could have had. Survey tools and the 

Attitude subscale results can be found here.) 

 

The research team used item data from the SURVEY TOOLS knowledge subscale to determine respondents' 

EBP knowledge. Survey participants were tested on their knowledge of 15 items, with "Poor" (1) and "Best" (1) 

as anchored points on a numbered scale (7). In the SURVEY TOOLS, "Sharing of ideas and information with 

colleagues" and "Ability to review one's own practise" were the two highest self-reported scores on the 

knowledge subscale. More than half of the participants rated their knowledge of "Converting information needs 

into a question" as "poor," and this was the second-worst item score. Of the 16 knowledge items, 41% rated 

themselves from 1 to 4 on "research skills," and 22% rated themselves from 1 to 5 on 12 of them. 
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The research team used the SURVEY TOOLS practise subscale item data to analyse practises. How often did 

nurses perform these six activities "in connection with an individual patient's care" over the past year? 

Responses were logged on a five-point anchored scale ranging from "Never" to "Frequent." From an average of 

4.44 to a median of 5.56 on the practise subscale, participants performed well. On this subscale, nurses reported 

their lowest SURVEY TOOLS score. It's unclear how you "Critically evaluate, against set criteria, any literature 

you have discovered." Many (22.30 percent) of the nurses surveyed scored themselves between 1 and 5 on the 

remaining five practise items, but less than half (42 percent) of them scored themselves between 1 and 4. 

Finally, the research team examined attitude subscale items in order to discover people's views on EBP. A 7-

point unnumbered scale with full sentences was used to gauge the responses of nurses to four questions. Since 

only 65 nurses took part in the study by completing an attitude scale, the researchers had to use a yes-or-no scale 

to categorise the data. EBP sentiments were nearly unanimously positive (88 percent to 98 percent ). 

Second, the researchers used descriptive and ANOVA testing to investigate how EBP barriers affect nurse EBP 

engagement. SURVEY TOOLS were adapted to ask nurses to check off any barriers that arose. The reasons for 

not conducting research include (but aren't limited to) lack of time and resources, lack of interest from the 

nursing leadership, lack of knowledge/experience in the field, lack of nurses with research knowledge in my 

practise setting, and other reasons (s). Additional information was provided to those who were unfamiliar with 

the term "Other". 

One barrier was identified by 35% of the nurses, while two or more barriers were identified by 42% of the 

nurses (28 percent , ) Findings from ANOVA testing showed that one or more barriers were statistically linked 

to a lower score on all items under EBP knowledge and one practise item. 

 

Conclusion 

The results of a survey have a number of implications for nursing leaders. EBPQ or a similar tool can provide 

leaders with site-specific information useful for gap analysis or help those on the Magnet journey, as shown in 

this study. To the growing body of literature on nurse EBP knowledge, practise, and attitudes, site-specific 

findings from the research team add value. 

 

Findings also demonstrate the importance of a wide range of resources that can support nurse EBP strengths and 

improve weaknesses. An EBP toolkit reflecting the specific knowledge, practise, and attitude content of the was 

developed by the authors for this project. This study's findings and toolkit will be delivered to nursing 

supervisors in tandem with those reports. EBP efforts can then be prioritised and barriers removed, for example 

by setting aside a specific amount of time each week for EBP work on organisational priorities. Using 

questionaire for follow-up evaluation is a good idea at the right time of the year. For the final time, the  attitude 

subscale weakness suggests the need for comparing it to other measures of staff attitudes. 

As nurse leaders, they are uniquely positioned to promote evidence-based care, remove EBP barriers, and assist 

nurses in changing their practise interventions to reflect the most recent scientific information. Combining 

current research with data specific to a given location is an effective way to improve outcomes for patients as 

well as for organisations. 
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