Evidence Based Decision Making in Nursing

Abstract

Evidence based decision making is an advance in the process
of clinical decision making and patient care, yet it is not widely
taught in nursing education or used in practice. This paper
reviews levels of evidence, discusses critical components of evi-
dence based practice, and provides resources for assisting nurses

in accessing information on best practices.

Evidence based decision making is an advance in the process
of clinical decision-making and patient care. The term has met
with mixed reactions, and despite having been around since the
mid 19" century, is only just beginning to be discussed more
widely in nursing. Evidence based practice is defined as The
conscientious, explicit and judicious use of current best evidence
in making decisions about the clinical care of patients.” (Sackett,
Rosenberg, Muir, Haynes, & Richardson, 1996). Given this defi-
nition, this approach to decision making does seem relevant to
both nursing and medicine.

However, the prevailing system of nursing education is not
based on periodic rigorous reassessment of evidence for or
against a variety of nursing intervention options. The use of
evidence based practice is also limited in clinical practice set-
tings. The necessity for evidence based clinical practice is critical
given the need to provide quality nursing care. The ever- evolv-
ing knowledge base for nursing practice as well as that found
in health care in general no longer will allow educators and/or
practitioners the luxury of basing their practice on non-scientific
principles. Emerging evidence suggests that nurses are in some
cases lagging behind other health professionals in the use of
evidence in their practice settings (Palfreyman, Tod, & Doyle,
2003).

Journals and textbooks, even if they could be quickly reviewed
to assist registered nurses in making clinical practice decisions,
do not address harm versus benefits of treatment options. Nurses
(like many of their physician colleagues) rely primarily on clini-

cal judgment and consultation when making practice decisions.
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Unfortunately in many situations this clinical judgment may not
take into account the current scientific evidence.

Evidence based nursing is a process of care and requires the
integration of the nurse’s expertise and judgment using the best
available clinical information. Let’s look at some examples.
Imagine an 88-year-old woman who has cancer and has been
told her condition is terminal. She is receiving pain medication
and palliative care that includes hospice services. She has now
developed pneumonia and elects to not receive aggressive treat-
ment given that she is at peace with her approaching death and
does not want to prolong her transition. Evidence about the ef-
fectiveness of using antibiotics to treat the bacterial pneumonia
is clear. In most cases an adequate dose of an appropriate anti-
biotic will most likely cure the pneumonia. Clinical judgment
in almost all cases would dictate that the patient not receive the
antibiotics even though there is substantial evidence such drugs
would be helpful.

Now let’s take another example of a 35 year-old father of
three who enters the hospital, also with a bacterial pneumonia.
Except for his pneumonia this young man has no other serious
medical diagnosis. The clinical decision to now make the antibi-
otics available at this moment takes on a new dimension. Most
providers would not hesitate to provide the antibiotic to the pa-
tient. The decision when to use evidence involves more than the
scientific facts (Centre for Health Evidence, 2004).

Nurses, like most other health professionals, find it difficult to
keep abreast with latest research findings. It has been estimated
a nurse would need to read 15 to 20 articles per week to keep up
with the current research literature, yet most nurses’ spend less
than one hour per week doing such reading.

Evidence based practice is not “recipe” nursing or medicine. It
requires an integrated approach that combines best evidence with
clinical judgment and patient desires. A nurse’s clinical judg-
ment is necessary to determine if an evidence-based intervention
should be used. Increasingly available scientific evidence can and

should lead to major changes in nursing practice. Unfortunately
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practicing nurses and physicians often fail to obtain available
relevant evidence. Medical knowledge and clinical performance
deteriorate with time. Traditional continuing education is inef-
ficient and generally does not improve clinical performance.
Evidence based practice can keep the nurse up-to-date.

When considering the use of evidence based nursing, three
major components should be considered. The essential ingre-

dients are the evidence itself, the efficacy of the evidence, and

Cost Effectiveness

Figure 1. Model of Evidence Based Decision Making in Nursing

the patient’s wishes (Sackett, Straus, Richardson, Rosenberg,
& Haynes, 2000). In Figure 1 the interaction between the three
components is evident by the circles that have their own unique
areas of knowledge with overlapping zones of interaction. The
assumption is that all three areas are of equal importance. The
evidence must first be sound, its use must be cost effective, and
the patient needs and desires must be considered. Thus none of
the component can be viewed separately but must be considered

in its entirety.

Evidence

The evidence drives the intervention that will be recommend-
ed by the provider. The sources of evidence are many. Table 1
identifies some of the more common sources of evidence.

Each source of evidence has different levels of competencies.
The “gold standard” of evidence is the double blind randomized
clinical trial that uses an experimental design. Studies that have
been replicated a number of times have more value then those
studies that have only been completed in one site with one team
of investigators. The other sources, while valuable, have a lesser
degree of credibility.

Evidence is typically ranked according to the degree of con-

fidence that exists in the findings. Different entities such as the

Table 1. Some Sources of Evidence Based Nursing Information

Ecological
Case Studies
Editorial

Cohort
Other

Experimental

Meta Analysis

Cross Sectional

Evidence Source

Web Address

Cochrane Collaboration

http://www.cochrane.org/index0.htm

Sigma Theta Tau Worldviews on Evidenced-

http://www.nursingsociety.org

Based Nursing

(type Worldviews into site search engine)

Joanna Briggs Nursing Institutes

http://www.joannabriggs.edu.au/about/coll_centres.php

Center for Research & Evidence-Based Prac-

http://www.urme.rochester.edu/son/ebp/

tice at the University of Rochester School of
Nursing

Sara Cole Hirsch Institute for Best Nursing

http://fpb.cwru.edu/Hirshlnstitute/

Practice Based on Evidence at Case Western

Reserve School of Nursing

Agency for Healthcare Research and Quality

http://www.guideline.gov
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Cochrane Collaboration or the Joanna Briggs Institute use rank-
ing methods depending on the topic being examined. Hodge,
Kochiem, Larsen, and Santiago (2003) suggest that there are five
levels of evidence. They are ranked as follows: 1) randomized,
prospective, controlled investigations and meta analysis; 2) non-
randomized, concurrent or historical cohort investigations; 3)
theory based, expert consensus group; 4) peer-reviewed state-of-
the-art manuscripts; and 5) non peer-reviewed published opin-
ions. In nursing, the number of level one studies are unfortu-
nately limited. The nature of nursing research questions, the lack
of a cadre of nurse researchers, and limited funding opportunities
have restricted nursing research at this level. The other levels
of evidence are more widely used in nursing with a significant
amount of nursing research at the two, three, and four levels.

There are a number of real or perceived barriers to nurses us-
ing evidence in their practice. According to Hodge et al (2003),
the three most common reasons are 1) limited knowledge re-
garding nursing research; 2) institutions that are not supportive
of implementing research findings into the clinical arena; and 3)
the nursing research that is being conducted has limited applica-
tion to the clinical practice of most bedside nurses. Other con-
tributing factors are that researchers tend to only talk to other
researchers and when the information is published in scientific
journals few nurses “at the bedside” will actually access the infor-
mation let alone understand how to make a decision regarding
its usefulness.

The challenges of different educational preparation (such as
that found in Japan with three year junior college programs, high
school specialty programs, and emerging baccalaureate programs)
is that they educate nurses who have varying degrees of research
competency. Many nurses in clinical practice simply either do
not have time to access library resources regarding evidence-
based research, or they lack the skill to read and appropriately
interpret the findings.

Nurses in many situations are more focused on the rela-
tionships with patients as a means to foster improved patient
outcomes. Thus what some may call the “art” of nursing is dis-
missed by scientists because of the scarcity of evidence that such
relationships actually do improve patients’ outcomes. Thus this
tension between “science and the art” perhaps contributes to
nursing’s perceived limited use of evidence-based practice.

One way to address this gap may be to continue to broaden
the definition of acceptable evidence for nursing practice. As
mentioned, the Joanna Briggs Nursing Institutes are one avenue
for this broader inclusion of nursing research. These Centers,

located mostly in the UK, Australia, Hong Kong, and Thailand

do a variety of integrated literature reviews of common nursing

practice issues. Their web site at http://www.joannabriggs.edu.au/

about/coll_centres.php provides an excellent overview of their

mission and activities.

Administrative structures in many hospitals lack a formal
mechanism where evidence-based protocols are routinely exam-
ined for possible implementation. Nurses are left on their own to
find, assess, and then implement new research findings. This lack
of a formal mechanism to review, recommend, and then imple-
ment nursing research contributes to the problem of nurses in

some cases not being current with their practice.

Cost Effectiveness

Cost effectiveness is the second part of the model. With the
cost of health care at an all time high, both in Japan and the rest
of the world, the expenses associated with care are a significant
factor. The latest scientific evidence, while promising to substan-
tially improve outcomes, may be so costly that most patients are
unable to afford such. Or in the case of national health insur-
ance programs, such as those in Japan, the drug or procedure
shown to be most effective may be considered experimental and
thus not covered under the benefit plan.

Perhaps the more important question is if the cost of a new
drug is indeed worth the cost. With some infections older an-
tibiotics may also be just as effective in treating the bacteria as
one of the new classes of drugs which may cost ten times more.
Therefore, if the provider prescribes the more expensive drug
without taking into account if this class of antibiotic is indeed
required, he or she may have unknowingly contributed to the
higher health care costs. Costs of insurance premiums and co-
payments are then escalated to pay for unnecessary medication.

Unfortunately this type of situation is repeated daily in most
of the developed world where decisions regarding medications
and/or procedures that can be offered are not regulated. Clearly,
most providers as well as patients, want what will provide the
best possible treatment outcomes. However, the cost of such
care is a critical factor in most countries and must be considered
in all treatment decisions.

This cost effectiveness equation is represented by the follow-

ing:

Efficacy
Validity & Reliability

Cost Effectiveness =

Cost effectiveness is determined by the efficacy of the treat-

ment (how good is the treatment outcome) divided by the valid-
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ity and reliability of the evidence. For example, in the treatment
of a bacterial pneumonia, which antibiotic is most effective when
considering efficacy and costs? In some cases, a generic drug
maybe just as effective as a higher priced brand name antibiotic
(Sackett et. al., 2000).

This equation still requires the provider to demonstrate clini-
cal reasoning regarding the efficacy of the treatment. The clini-
cian must understand the scientific literature that includes both
the outcomes with the proposed treatment and its validity and
reliability. Thus the linkage back to the sources of the evidence
is necessary. The interlocking circles as illustrated within this
Model of Evidenced Based Nursing practice shows that all com-

ponents are interdependent upon each other.

Patient

The third component of the model is the patient. The prefer-
ences of the patient and his family need to be considered when
treatment decisions are being made. They need to be a partner in
the decision making process. The patient needs to consider the
benefits, the potential harm, and the costs of treatment.

Patients in many parts of the world are not hesitant to ques-
tion the physician’s recommendation. Many patients take a
very active role in all clinical decisions regarding their treatment.
With the advent of the Internet and now the ability of patients
to access health information with just a couple clicks of the com-
puter mouse the wealth of information which was once the ex-
clusive domain of health providers is now available to consumers.
This freely open forum, while providing access to consumers, can
also be challenging for providers who are not comfortable with
patients questioning and/or recommending treatment options.
In some cases patients may have a greater understanding of the
available treatment options than some providers.

It is critical that the provider and patient collaborate as they
examine the available evidence and together make treatment
decisions. In most of the western countries patients are often as-
suming a major role in the management of their care. Informed
consumers make better patients when they are truly partners in
the care decisions because the partnership improves adherence to
treatment plans, provides care that is cost effective, and hopefully

contributes to improved outcomes.

Nursing Evidence

The Joanna Briggs Institute is credited with being the leader
in establishing the nursing basis for evidence based nursing prac-
tice. The Centre is located in Adelaide, Australia that can be lo-
cated via the Internet at http://www.joannabriggs.edu.au/about/

aims.php . The Centre is an excellent source of nursing evidence
based reviews. There are over 50 reviews posted on their web
site including systematic reviews done in Japan that examined
Solutions, Techniques, and Pressure in Wound Cleaning, as well
as Vital Signs.

Cornwell (2004) has identified a number of other Internet
accessible sources of evidence for nursing. (See Table 2). Dr.
Cornwell summarizes that the nurse must: 1) identify the nurs-
ing clinical question; 2) gather the most relevant and best prac-
tice; 3) evaluate the evidence; 4) use a method such as the Model
of Evidence Based Decision Making in Nursing to determine
which evidence to use; and 5) evaluate the outcome of care after
using the evidence.

Given the organizational barriers to implementing evidence
into nursing, combined with in some cases with the fact that
nurses do not have sufficient knowledge to critically evaluate
evidence without consulting with a researcher/advanced practice
nurse, patients in many cases do not receive state of the knowl-
edge care. Nursing is not alone with this challenge. Other pro-
fessionals such as physicians, occupational therapists, and physi-
cal therapists have similar challenges. It is critical however, that
as nurses we recognize the need to be able to use evidence based
care in our practice.

Nursing curriculums must adapt evidence-based practices so
that our incoming professionals will be armed with the ability
to use the model in their daily practice. Nursing administrators
working in collaboration with other disciplines need to develop
strategies to insure that when the health care team is delivering
patient care it is based on evidence and not tradition. This is a
significant challenge in even the most advanced health care de-

livery systems. Practice changes are very difficult to implement.

Summary

Evidence-based decision-making is becoming more popular
particularly in Australia, Canada, and UK. There is less attention
focused in the USA. There is a significant potential for improv-
ing quality of care if evidence-based protocols are implemented.

Our patients deserve nothing less.
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