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Abstract

Evidenced based practice (EBP) is a concept that has been widely enveloped by the health care industry. The benefits of
EBP include cost savings, improved patient outcomes, and the trandation of research 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 used a qualitative approach to study the daily use of EBP by Acute Care Nurse Practitioners
(ACNPs) which have far reaching implication for all health care providers who use EBP. A total of 10 practicing ACNPs
from two large teaching and one community hospitalsin amajor, southern city in the United States, were interviewed. The
transcripts were reviewed and thematic descriptors were identified. The ACNPs were overwhelmingly supportive of the
use of EBP. EBP was the preferred method of delivering care, yet it was not regarded as a blanket prescription for care. A
wide range of mitigating factors were identified, mandating careful consideration prior to applying EBP recommendations.
The mitigating factors included: (1) beyond the barriers and balancing influencing factors, (2) to trust or not to trust, (3)
balancing clinical knowledge and evidence in daily practice, (4) the patient is always right. In other words, balancing
patient needs and desires often precluded the implementation of EBP tenets. 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 ACNPs and al health care providers.
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1 Introduction

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 Y. The American Nurses Credentialing Center
(ANCQC) reports that there are over 3,466 nationally certified 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 as falling into three research domains which include: outcomes, innovations in nursing care, and to validate
multiple complexity of nursing/APN roles 2. Today’s hedlth care environment demands all APNs play a role in
conducting, trandating, integrating, and utilizing research in daily practice.
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Two national published documents, Scope and Standards for the Acute Care Nurse Practitioner (American Association of
Critical Care Nurses [AACN] !, and Acute Care Nurse Practitioner Competencies, as outlined by National Panel for
Adult-Gerontology Acute Care Nurse Practitioner Competencies ¥, include research utilization and participation as
components of the scope of practice for the ACNP. However, it isunclear to what degree ACNPs areinvolved in research
activities, ranging from basic research to evidence-based practice (EBP). Kleinpell, Ely and Grabenkort ©® 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, athough the terms are often used
interchangeably, many health care providers do not recognize the differences between the terms®. Research utilization is
the narrower term, and refersto transl ating research findings into practice based on the level of available evidence. EBPis
a broader term, and incorporates the conscious, explicit, and prudent use of current best evidence in making decisions
about the care of patient and families”. 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 [, The current universally accepted definition of EBP incorporates the
integration of the best research evidence coupled with clinical expertise and patient values!®. EBP has consistently been
shown to improve patient outcomes ), but nurses often lack the time and access to knowledge sources such as databases
and journals. Further, they often lack the ability to critically evaluate evidence relevant to the practice setting [*?. These
factors areimportant at atime when the concept of EBP have been embraced by major organizations such as the Institute
of Medicine ¥, the American Nurses Credentialing Center ™, and the Joint Commission on Accreditation of Healthcare
Organizations!** ¥, All have 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 4", Few
reports appear in the literature that are directly related to the nurse practitioner’s use of EBP. In a study utilizing 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 ¥, 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, or to what degree their
practice is evidenced based. This study examines EBP use among ACNPsin their daily practice.

2 Method

This phenomenological, qualitative study was approved by Texas Woman's University Institutional Review Board (IRB).
Nationally certified ACNPs, actively engaged in clinical practice, were recruited for this study using a combination of
purposeful and snowball sampling methods. After obtaining informed consent, audio taped interviews were conducted.
Data saturation was obtained after nine interviews, but one additional participant was added based on unique attributes
possessed.

Transcripts were made of each semi-structured interview and reviewed for accuracy and rigor. Merleau-Ponty’ s approach
to phenomenology reduction served as the theoretical underpinnings of this study of ACNPs' understanding and use of
EBP in their daily professional lives and collective world view . The identified themes provide rich insight into the
individuals' work life experience as an ACNP, and the associated barriers and facilitators to the use of EBP in their day to
day practice. EBP has far reaching implications for al health care professionals practicing in the evidence age.

Setting

The fourth largest city in the United States served 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. Nationally certified ACNPs who work or residein the
Houston areaand practicein aclinica role, full time or part time, were invited to participate in the study. At the conclusion
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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 from three different Houston, Texas hospitals. 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.

Demographic variables were analyzed by using IBM® SPSS® Statistical Package Version 19. 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 divorced. The majority of the sample partici pants 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 with post-masters’ degrees in nursing, and three with a Doctorate of Nursing Practice.
Additionally, four held baccal aureate degrees outside thefield 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 arange of nursing experience from 0
to 30 years (M = 15.85, SD = 9.357). The practice areas specific to this ACNP group include five participants practicing in
critical care, cardiology, or general ward. Five cared for a mixture of critical care and general ward patients.

3 Results

All ACNP participants perceived benefits to the use of EBP in daily practice. Oneissue surfaced repeatedly, EBP/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. EBP was viewed as an important adjunctive factor when providing clinical care within imposed limits rather
than apanaceafor health care delivery. Evidence was afundamental building block for care, but could not beimplemented
all of the time. Prior experience, institutional factors, and patient issues all must be weighed in concert with one another
when applying evidence to individual patients. An ACNP, who has practiced in cardiology for seven years, summed the
general views of the group stating: “Y ou have to think. Of course. You can't just use the guideline because it's out, why
would we be there? Anybody could check off aguideline. Isn't that why we're there? To think?"

The overarching theme of the study was that ACNP viewed EBP as an important adjunctive factor that brought stability
and standard approaches to practice. 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
(figure 1) which ACNPs commonly cited included: 1) beyond the barriers and balancing factors; 2) to trust or not to trust;
3) balancing clinical knowledge and evidence; and 4) patient-centered factors.
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Figure 1. Acute Care Nurse Practitioner identified themes impacting the use of EBP in daily practice
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3.1 Theme one: Beyond the barriers and balancing influencing factors

The participants cited a number of factors that served as barriers to implementation of EBP. One, the lack of time, was a
commonly cited factor in the literature coupled with the vast amounts of information produced. However, other factors
were ones that affected the quality of patient care, and included worker safety and collaborative relationships. Some of
these factors led the participants to make a conscious decision to deviate from an 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 three categories: time/professional balance, institutional issues,
and collaborative practice issues.

3.1.1 Time/ professional practice balance

Four ANCP participants cited the onus of time as amajor barrier to the use of EBP. Time limits were further compounded
by the sheer volume of information that an ACNP encounters while balancing other aspects of professional practice. In
spite of time being a factor, ACNPs realized such a great benefit to the use of EBPs, methods were found to succinctly
incorporate and use the data. ACNP 2 made the representative statement: “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.”

3.1.2 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 a major barrier to the
implementation of EBP. Ingtitutional policy and availability of resources do not change as quickly as EBP changes are
mandated.

ACNP 8 describes how there is often a delay in adapting new guidelines, stating: “Y ou know, the newer guidelines talk
about using ultrasound for line insertion. And one facility that | worked ... it was ingtituted very readily; [here] it was a
little dower to catch on. So | think within just the last 2 to 3 months it became required to use ultrasound at the bedside for
lineinsertion that has been out for several years ... But that took some time for them to incorporate it.”

3.1.3 Health care worker safety

The safety of health care workers has not been considered in the past as a factory which might mitigate the use of EBP.
ACNP 3 related how nurses are reluctant to using draw sheets to assist with patient bed mobility. Current practiceisnot to
use them due to the skin shearing that can result. ACNP 3'sfedling is that with obese patients, it might be the safest way to
move a patient while reducing the risk of back injuries to the health care workers: “ Sometimes you have to use common
sense.”

3.1.4 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 among the team, and the ACNP often yields the
EBP treatment plan to those who have greater expertise or control over patient care. Secondly, influencing the practice
patterns of othersis not always possible. ACNP 6 noted that there is often more than one correct way to treat most patient
conditions. Asa collaborative team member, maintaining political boundaries can impact EBP implementation by ACNPs
and all health team members.

3.2 Theme two: To trust or not to trust

The ACNP participants reported that they use a wide range of information sources largely improving time use efficiency
while acquiring EBP knowledge. The reading of formal research wasreserved for areasin which they lack familiarity. The
ACNPsall reported formal training in evaluating research and had firm methodsfor stratifying research validity. The sheer
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volume of information that is available, coupled with the ACNPs knowledge needs in so many areas, |eads them to seek
information sources that are brief and factual. A strong emphasis was placed on trusted filtered information in the form of
protocol syCPGs which were reserved for areas of unfamiliarity. Web browserswere used for general information (Google,
Google Scholar, and Wikipedia) with a preference for medically filtered databases such as PubMed and Medline. Other
online textbooks and references sited included: Harrisons Internal Medicine; Stat! Ref, Lexi-com; Washington Manual;
and Braunwad' s Cardiology Textbook; as well as selected hand held device applications (Epocrates, Micromedex,
Med-calcs, History and Physical, Up-to date). When viewing a wide range of information sources, the ACNPs globally
issued a precautionary note: Textbooks and EBP guidelines are developed from past known science. If one bases practice
solely on those sources, patients may not be availed the potential benefits of new novel drugs and treatments when
compared to currently published recommendations.

3.3 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 parts of protocols/CPGs
based on unique patient situations or preferences. EBP protocols are largely based on research findings from well

controlled studies. The controlsin place during the research phase are not in place when being implemented by the ACNPs.
For effective implementation, clinical judgment often was utilized to safely select the aspects of the protocol that produced
the greatest benefit with minimal risk. Another important finding, noted by the group, was related to the management of

co-morbidities. The research findings used to develop EBP protocol s often do not include the plethora of disease processes
with which patients present. The ACNP clinician must balance all the unique disease processes with which the patients
present while developing the treatment plan. For the ACNP, “gold standards’ are not so golden when considering the
myriad of factors confronting the beside clinician.

One ACNP presented a primary example of atime when “clinical courage” was employed over the strict application of an
EBP protocol. The ACNP related that a strict EBP glucose management protocol wasin usein the ICU. The target wasto
have all post-operative patients' glucose levels below 120 mg/dl with use of insulin infusions. Over time, the ACNP
noticed many patients were experiencing life treating episodes of hypoglycemia. Inthe ACNP' s estimation, the protocol
was too “tight” and predisposed patients to severe hypoglycemia events. Based on the concern for patient safety, the
ACNP amended the recommendation to have a target glucose level of 160, which resulted in fewer incidences of
hypoglycemia. The ACNP sdiverseclinical knowledge led the ACNP to believe that the research based controlsthat were
used in the protocol development where not safely attainable in bedside practice. It was interesting to note that those
guidelines were later updated, opting for higher glucose set points. In this case, the clinician was right, and took steps
before consensus groups could make the necessary changes based on the evolving reports of adverse patient events.

3.4 Theme four: The patient is always right

In an effort to balance the patients' needs and the desired patient needs, the ACNPs 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 of the burden of treatment. It is easy to see that treatment
intolerance and the cost of treatment could be prohibitive issues when implementing EBP practices. Patients often have
sociocultural biases that must be factored in when deciding to accept or regject the burden of treatment. ACNP 5 provided
an outstanding example of a patient opting out of EBP recommendations out of feared safety issues. The patient was a45
year old man who went into atrial fibrillation that could not be converted to a normal rhythm. The EBP guidelines stated
that he should be placed on Coumadin to prevent adverse events. When the patient reviewed the side effects he said. “I
install satellite dishes and cannot quit my job. | can’t safely do this.” He was placed on aspirin alone, as a safer option,
given his occupational risks. Ultimately, patients decide when to accept treatment and whether the treatment options are
congruent with their individual needs.
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4 Discussion

The use of phenomenologica investigative methods provides the first known insight into the essence of EBP use by
ACNPs, outlining a collective worldview of EBP usein clinical practice. These 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 literature.

ACNPs view EBP as an integral part of patient care. To maximally integrate EBP, prompt access to information from a
variety of sourcesisessential. When applying EBP clinically, ACNPs must consider any number of factors and attenuate
the application to specific patient requirements. Institutional factors, such as availability of service and collaborative team
member input, are essential components of the implementation process. The often less credited aspects of clinical decision
making and patient preferences are key components when applying EBP to individual patient needs. Clinicians must, at
times, go against conventional wisdom and courageously challenging the strict application of research when clinical
derived knowledge denotes more cautious application should be used. Further consideration must be given to patient
derived factors, such as treatment cogt, ill effects of treatment, and individual patient preference. Patient preferenceis an
EBP application filter that remains supreme.

Globally for ACNPs, as well as other health care providers, reimbursement standards, which mandate 100% compliance
for optimal payment levels, are short sighted and do not take into account all the factors required in informed clinical
decision making and treatment plan development. Educational initiatives should focus members of the interdisciplinary
team to consider all aspects of the EBP paradigm, and not solely on research utilization.

5 Conclusions

Based on the results of this study, the researchers concluded that ACNPs have respect for EBP. The practitioners
incorporate the use of EBPsin their daily practice. Although, EBPswere felt to be an important adjunct to daily practice, it
is paramount to balance clinical knowledge, professional responsibilities, institutional constrains, aswell as patient needs
when developing plans of care. Individual providers must havethelatitudeto deliver safe and effective caretailored to the
patient’s needs, desirers, and lifestyle. Practice protocols and guideline provide the most efficient way for ACNPs to
monitor and promptly integrate evidence into practice.

Conversely, it was found that there was no difference in evidence based practice use in ACNPs who had a dedicated
evidenced based practice course when compared to those who had it integrated throughout the curriculum. Regardless of
instructional methodology, it is important for al hedth care providers to have formal training in the use of EBP.
Ultimately, the goal of ACNP practice isto attain the best clinical outcome for the individual patient and family.
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