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Evidence-based nursing is not the act of locating one journal article and following it automatically. It is
a structured way of combining the best available evidence with clinical expertise, patient values, local
resources, and the realities of a particular care setting. The process begins with a clinical uncertainty
and ends only after the resulting practice change has been evaluated. This makes evidence-based
practice (EBP) different from both research and quality improvement. Research generates new
knowledge; EBP applies and integrates existing knowledge into decisions; quality improvement
examines how well a local system is performing and tests changes intended to improve it.

The distinction matters because hospitals frequently have access to high-quality evidence that is not
implemented reliably at the bedside. A 2024 systematic review and meta-analysis of 204 controlled
studies involving more than 36,000 nurses found that implementation strategies such as education,
reminders, audit and feedback, tailored interventions, and local opinion leaders can improve nursing
practice, although effects vary considerably across settings and interventions (Fontaine et al., 2024).
Evidence alone therefore does not change practice. Nurses need a method for finding trustworthy
evidence and an organizational system capable of turning it into routine care.

From Clinical Question to Evidence-Informed
Decision

Stage Main question Typical nursing action

Identify the
problem

What clinical uncertainty or
outcome needs attention?

Use incident data, patient concerns,
observation, guidelines, or recurring practice
variation.

Formulate the
question

What exactly should be compared
or understood?

Use PICOT or another focused question
structure when appropriate.

Acquire evidence What is the best available
evidence?

Search current guidelines, systematic
reviews, databases, and primary studies.

https://academic-master.com/using-evidence-based-practices-in-nursing/
https://academic-master.com/critical-appraisal-of-an-evidence-based-nursing-guideline/


Copyright © 2026 Academic Master. | 2

Appraise Can the evidence be trusted and
does it matter clinically?

Assess design, bias, certainty, effect size,
applicability, and limitations.

Apply Does the evidence fit this patient
and setting?

Integrate evidence with expertise, patient
preferences, resources, and feasibility.

Evaluate Did the change improve care
without creating new problems?

Measure patient, process, equity, safety, and
balancing outcomes.

A spirit of inquiry is the starting point. Nurses need permission to ask why a procedure is performed in
a particular way, especially when the explanation is simply that “this is how we have always done it.”
That question should not be interpreted as criticism of colleagues. Mature clinical organizations treat
questioning as part of professional responsibility because practices that were reasonable ten years
ago may no longer reflect current evidence.

PICOT is one useful framework for converting uncertainty into a searchable clinical question. The
letters commonly represent patient or population, intervention, comparison, outcome, and time. For
example: among hospitalized adults at high risk of pressure injury, does a structured repositioning
and skin-care bundle compared with usual care reduce hospital-acquired pressure injuries during
admission? A focused question makes searching more efficient and helps define the outcome that will
later be measured.

Evidence should then be matched to the question. Broader evidence-informed decision-making
guidance similarly emphasizes using the best available evidence together with context, values,
feasibility, and implementation considerations (World Health Organization [WHO], 2024). Randomized
controlled trials can be appropriate for many treatment or prevention interventions, but they are not
automatically the highest-value evidence for every problem. Qualitative research may be essential for
understanding patient experience or barriers to treatment. Cohort studies may be more informative
for long-term harms or prognosis. Diagnostic questions require evidence comparing a test against an
appropriate reference standard. Systematic reviews and clinical practice guidelines can be efficient
starting points because they synthesize multiple studies, but only if their methods are transparent
and current; AHRQ’s Evidence-Based Practice Center methods resources provide one major
framework for producing and assessing such syntheses (Agency for Healthcare Research and Quality
[AHRQ], 2025).

Critical appraisal separates evidence from mere publication. Nurses should examine whether
participants were selected appropriately, whether comparison groups were similar, how outcomes
were measured, how missing data were handled, whether confidence intervals are precise, and
whether findings apply to the patient population in question. Statistical significance is not enough. A
tiny difference can reach a low p-value in a very large study while remaining clinically unimportant.
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The final clinical decision still requires expertise and patient preferences. A guideline may recommend
a treatment on average, yet kidney disease, pregnancy, frailty, cost, cultural beliefs, transportation,
health literacy, or personal goals may alter what is appropriate. Melnyk and Fineout-Overholt’s
current fifth edition emphasizes this integration rather than treating research findings as commands
detached from context (Melnyk & Fineout-Overholt, 2023).

The Hardest Part of EBP Is Often Implementation
Many EBP initiatives fail after the evidence has already been identified. Staff may agree with the
recommendation yet lack time, supplies, staffing, authority, documentation tools, or leadership
support to carry it out consistently. A 2025 systematic review of nurses’ EBP barriers identified
recurring problems including time constraints, limited organizational support, insufficient education,
difficulty interpreting research, lack of mentors, and weak interdisciplinary cooperation (Alzahrani &
Almrwani, 2025). These are organizational issues as much as individual knowledge gaps.

The JBI model of evidence-based healthcare treats implementation as a purposeful process involving
context analysis, facilitation of change, and evaluation of both process and outcome (JBI, 2024). This
is more realistic than assuming that sending staff a new policy will change behavior. Before
implementing a practice, a team should identify who performs the current process, what barriers
exist, which resources will be required, who has authority to change the workflow, and how adherence
will be measured.

Implementation strategies should fit the barrier. If nurses do not know the recommendation,
education may be appropriate. If they know it but forget during a complex workflow, an electronic
reminder or redesigned checklist may be more useful. If practice differs because senior staff model an
outdated routine, local opinion leaders and peer coaching may matter. If equipment is unavailable,
more training will not solve the problem. Fontaine et al. (2024) found that no single implementation
strategy dominated every setting; tailored and multifaceted approaches often performed better
because barriers are usually multiple.

Leadership is therefore part of evidence-based nursing. Nurse managers can provide protected time
for EBP work, access to librarians or evidence specialists, mentorship, staff education, and authority
to revise procedures. They also need to ensure that “evidence-based” language is not used to justify
cost-cutting measures without adequate clinical evidence. Staff should be able to examine the quality
of evidence behind organizational policies just as they examine evidence behind bedside
interventions.

Technology can strengthen implementation but can also create new problems. Electronic health
records may provide order sets, alerts, standardized assessments, or reminders. These tools can
improve reliability when they are accurate and well targeted. Poorly designed alerts can create
fatigue, encourage automatic clicking, or continue recommending outdated practices. Decision-
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support content therefore needs governance and periodic review.

A Clinical Example Shows Why Evidence and
Context Must Be Integrated
Consider prevention of catheter-associated urinary tract infection (CAUTI). A purely educational
response might teach nurses how to maintain urinary catheters more carefully. Evidence-based
implementation begins one step earlier: many infections can be prevented by avoiding unnecessary
catheterization and removing the device as soon as it is no longer indicated. This changes the clinical
question from “How can nurses clean catheters better?” to “How can the team reduce unnecessary
catheter exposure while maintaining appropriate indications and aseptic care?”

An EBP team might review current infection-prevention guidance, local catheter-use rates, reasons
catheters remain in place, nursing documentation, physician ordering patterns, device availability,
and patient populations. The intervention could include an approved indication list, nurse-driven
removal protocol, daily necessity review, aseptic insertion practices, closed drainage maintenance,
staff education, and electronic reminders.

Outcome evaluation should be broader than the infection rate alone. The team would monitor
catheter days, utilization ratio, CAUTI events, inappropriate insertion, reinsertion rates, urinary
retention, staff workload, and any patient-safety issues. A reduction in catheter use that causes
frequent emergency reinsertion would require redesign. These balancing measures prevent a team
from declaring success based on one indicator while creating another problem.

The same reasoning applies to falls, pressure injuries, medication safety, pain management, sepsis
recognition, and discharge education. Complex outcomes rarely improve through one isolated nursing
action. The evidence may support a bundle, but the local system must still determine how
responsibilities, documentation, staffing, and patient education fit together.

Evidence-Based Nursing Is Also an Ethical and
Equity Practice
EBP supports beneficence and nonmaleficence because it reduces reliance on ineffective or harmful
routines. It supports autonomy when patient preferences are treated as a genuine component of the
decision rather than an afterthought. It also creates an equity obligation: nurses should ask who was
represented in the evidence and who may have been excluded.

An intervention studied primarily in well-resourced academic hospitals may not transfer directly to a
rural clinic with different staffing or technology. A patient-education program tested only in English
may require adaptation for multilingual communities. A recommendation that assumes easy access to
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transportation, medication, refrigeration, internet service, or follow-up may be unrealistic for some
patients. Adaptation does not mean abandoning evidence; it means preserving the intervention’s
active mechanism while changing delivery so that it works in the actual setting.

Patient preference should likewise be treated as evidence relevant to implementation. A treatment
can be highly effective under trial conditions but fail in practice if the burden is unacceptable to the
patient. Cost, side effects, family roles, religion, work, cognition, and previous healthcare experiences
can all influence uptake. Shared decision-making is therefore not separate from EBP; it is one of the
mechanisms through which evidence becomes usable care.

Evidence-based nursing also depends on continuous professional development. Nurses need enough
research literacy to recognize study design, bias, confidence intervals, and clinical significance, but
they do not need to become statisticians. Journal clubs, mentorship, EBP fellowships,
academic–practice partnerships, and access to librarians can make appraisal a team capability rather
than an individual burden.

The strongest evidence-based organizations create a cycle rather than a one-time project: ask,
search, appraise, implement, evaluate, and revise. New evidence may later challenge today’s best
practice, and local outcome data may reveal that an intervention needs adaptation. This is not a
failure of evidence-based care; it is exactly how evidence-based care is supposed to work.

Using evidence-based practices in nursing therefore requires more than familiarity with research
articles. It requires disciplined questioning, efficient evidence retrieval, critical appraisal, clinical
judgment, patient partnership, implementation strategy, leadership support, and outcome evaluation.
The most important shift is cultural: nurses should not be expected merely to follow tradition or
policy, but to understand why care is performed in a particular way and whether that approach
continues to produce the best achievable outcomes.
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