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Developing organisational systems and culture to support
evidence-based practice: the experience of the
Evidence-Based Ward Project

The advancement of research based practice has been a goal in
nursing for many years. Evidence-based practice (EBP) provides
a framework and process for the systematic incorporation of
research evidence and patient preference into clinical decision
making at the level of the individual practitioner and the
healthcare organisation. Few well designed studies have tested
the effectiveness of organisational strategies for encouraging the
systematic use of research in nursing practice,1 and more
research is needed into the reality and consequences of adopt-
ing EBP.2

In 1996, an acute National Health Service (NHS) hospital
trust and a university department in London, UK began a joint
project to increase the systematic use of research by nurses in
clinical practice. EBP was selected as the approach, and the
hospital-wide project began in late 1996. The project was facili-
tated by a senior lecturer appointed jointly by the 2
organisations, with half of his time allocated for this role. A
diagnostic assessment done early in the project identified the
need for the development of organisational and individual
capacity to support and use EBP.3 The Evidence-Based Ward
Project used action research to explore ways in which the
organisation and culture of practice in a busy acute ward could
be developed to make EBP part of the “normal” approach to
practice. The project ran for 10 months and was coordinated by
the new ward manager and the senior lecturer.

Project site
When the project began, the hospital was a fairly typical UK
NHS district general hospital, with approximately 520 beds.
During the project, the hospital merged with a neighbouring
NHS trust of similar size. The hospital had a history of provid-
ing nurse training but had only recently become a clinical
placement site for medical students. The ward was selected as
typical of other wards in the hospital, with 25 beds and an aver-
age length of stay of 4.5 days. The staffing establishment
included 15 registered nurses and 5 unqualified nurses. The
ward staff participated voluntarily.

Project design
The design was based on research evidence that suggests that
tailored, multifaceted interventions targeting different barriers
to change are most consistently effective for facilitating organi-
sational and practitioner changes.4 5 Introducing systems to
support EBP is a major change process that requires restructur-
ing of the local clinical environment and a change in the
prevailing culture of practice.6 7 The project used action
research8 and work redesign.9 Ward staff selected and prioritised
the areas they wished to tackle. To ensure that the project was
realistic, minimal additional resources were made available.

The change team, whose role was to identify problems and to
find solutions, comprised a nominated member from each
grade of nursing staff, the pharmacist, occupational therapist,
and discharge liaison nurse linked to the ward team. The task of

developing the cultural and organisational systems to support
EBP was included in the team’s remit. The facilitators supported
the team by encouraging them to use the work redesign model
and action planning as a change process.

The concept of the “link nurse” already existed in the ward
and in the hospital as a whole. The role had traditionally been
conceptualised as one of practice development, but no clear
operational definition existed. As part of the project, the link
nurse role was defined as one of addressing the EBP questions
generated by the ward team. The 5 stage EBP process to be used
was as follows:

+ Formulate an EBP question

+ Systematically search for evidence

+ Critically appraise the evidence

+ Change practice where indicated

+ Evaluate the effects of change.

Pairs of nurses took responsibility for answering a specific ques-
tion, and if a change of practice was indicated took the lead in
the change process. The senior lecturer provided 1.5 days of
additional training for this role; in small groups on the ward,
EBP questions were generated on the basis of existing patients.
Nurses were given prepared tools to help with the process of
finding and critically appraising evidence. Additional resources
for the photocopying and storage of research articles were pro-
vided.

Clinical supervision (colleagues help each other to reflect on
and learn from practice) was not operational in the setting when
the project began, and there were no trained clinical supervisors
in the hospital trust. The new ward manager had clinical super-
vision experience and initially took on the role of clinical super-
visor for all ward staff. The nursing staff were given a reflective
practice diary that included the headings used in Johns’ model
of structured reflection.10 Subsequently, more individual sessions
were held, and some of the more senior staff started to provide
some clinical supervision to members of their team. A
trust-wide training programme provided additional external
supervisors for some members of the ward team as the project
progressed.

Evaluating the project
The project was complex, involving different layers of interven-
tion with many participants. It was exploratory in the sense that
the task was to develop the organisational systems and culture to
support EBP without knowing what these would be in this par-
ticular context. In these circumstances, it was difficult to know
which outcomes to measure. As such, the evaluation was driven
by a need to reconcile relevance and rigour within the context of
a sociotherapeutic relationship, in which the aim was to facilitate
desired change.11 12

Indicators of the culture and quality of care on the ward and
of application of the EBP process were selected; previously
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collected data were also used. Process indicators included
staff sickness, client complaints, and the number of EBP
questions and answers generated. Proxy indicators included
participating nurses’ perceptions of the impact of the project
and the quality of patient documentation assessed using a
modified version of MONITOR 2000 before and after the
intervention.13

Results
Several developments occurred in the organisation and culture
of practice during the project. They included:

+ The introduction of team and named nursing (each patient
has their own named lead nurse)

+ The introduction of patient assessment and care planning
using the activities of daily living model as a key activity for
all qualified staff, which resulted in improved patient docu-
mentation

+ The introduction of a standardised format for patient
handover, including the identification of EBP questions

+ Improvements in the ward environment (eg, floors were
relaid and piped oxygen was connected)

+ The introduction of team based and self rostering

+ The introduction and enforcement of personnel manage-
ment policies (eg, individual performance review).

The developments selected and methods of organisation imple-
mented were strongly influenced by the ward manager’s priori-
ties and previous experience.

During the course of the project, the ward staff identified 22
EBP questions. One nurse completed a critically appraised topic
summary with practice recommendations for her EBP question
on the care of percutaneous endoscopic gastrostomy sites. This
was a substantial piece of work that involved fairly comprehen-
sive searches of Medline, CINAHL, and the Cochrane Library;
contacting subject experts; and critically appraising and
summarising the evidence. Much of this was done outside of
work time.

The nurses who participated in the project reported an
increase in confidence in their own and their colleagues’
abilities. They said that they had developed and enhanced their
existing communication, organisation and management,
leadership, and teamwork skills. The documentation of patient
care as assessed by MONITOR scores also improved (mean
difference in pre-test and post-test scores 7.6%, 95% CI 2.8
to 12.4). The average sickness rate among nurses was lower
during the project than during an equivalent period in the
previous year (mean difference 10 d/mo, 95% CI 5.3 to
14.3).

The organisational changes that occurred during the project
were sporadic, and many were not sustained. The systems that
were set up to encourage the nurses to systematically question
practice and find evidence-based answers to their questions (pri-
marily the link nurse scheme) did not become fully operational.
With a few exceptions, enthusiasm for and active participation in
the project remained confined to change team members. To some
degree, all nurses were resistant to change, but the topics about
which they were resistant varied. A small group of nurses (prima-
rily those who worked night duty, part time, or who had worked
on the ward for many years) actively resisted almost all the
changes agreed to by their colleagues. This group appeared to
gain little if anything from the project, despite the efforts of the
facilitators to get them involved. Developments on the ward since
the completion of the project suggest that changes that did occur
were fragile and easily reversed.

Lessons learnt from the project
The changes did not reach the stage that Lewin described as
refreezing.14 Why was change so difficult and why were the
changes made not sustained? Several important factors that
restricted putting EBP into operation seemed to originate in
current structural (ie, institutional and professional) contexts.

resources and control of workload
During periods when the ward was understaffed, all the nurses
complained of being “too busy,” and project activity during these
periods was minimal. For example, if too few of the ward’s own
nurses were working on a particular shift, new systems of prac-
tice could not work. Change team members were often too busy
to attend team meetings. Training sessions for link nurses were
difficult to organise because staff could not be freed up to attend
them. These external factors, however, did not affect everyone
in the same way. There was variation within and among the
nurses in their response to the perceived workload.

selection among competing priorities
During the project, EBP had to compete with other priorities
within the trust, such as reducing waiting lists and improving
responses to patient complaints. Regional managers did not
monitor specific aspects of EBP in the trust with the same
degree of scrutiny as the meeting of waiting list targets. This may
have affected the capacity of the institution to support and pro-
mote change in the participating ward, and how staff selected
their priorities. Examples of “bad practice,” when highlighted to
ward staff by someone they perceived to be an authority figure,
often produced an immediate response from the ward staff. For
example, feedback from the director of nursing to all wards
about the number of reported drug administration errors high-
lighted 2 drug administration errors (no patient harm involved)
in 1 month on the participating ward. In response, the ward
manager changed the system for giving drugs on the ward. This
change consumed much time and energy, and the new system
increased the use of nursing resources. By contrast, nurses did
not have a similar urgent response to EBP questions that ema-
nated from reflection on practice, even when they could not jus-
tify a particular practice.

skills and knowledge for ebp
Unexpectedly, the nurses came to the project with low baseline
knowledge of EBP. All participants had great difficulty identify-
ing and framing a clinical question. All had few searching and
critical appraisal skills. The training and ongoing support was
inadequate to address these deficits. The participants made
varying progress in the extent to which they grasped the princi-
ples of EBP. Nurses who qualified more recently appeared to
make the most progress. The reasons are unclear, but it seems
likely to be partly a result of their willingness and ability to work
on their questions outside of work time. Available time during
working hours was often accounted for by competing priorities.

ward manager as a role model
The ward manager appeared to be a key figure in the changes
that were achieved. Her clinical and management abilities were
instrumentally important, but she also served as a role model.
Although she was a positive role model in many areas of prac-
tice, she seemed to be a negative role model for EBP. She did not
complete her EBP question and gave her role as a link nurse a
lower priority than other aspects of her role. This may have had
a negative role effect on the perceptions of the other nurses
about the importance of EBP.
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Future work on the implementation of EBP
The results of the project correspond with findings from other
studies of change in the organisation of nursing practice, which
suggest that structural, organisational factors will be key
determinants of the successful implementation of changes.15 16

This is likely to be the case whether the change involves a small,
specific aspect of practice or a large cultural shift as here. The
project showed that a substantial shift in organisational and cul-
tural thinking is necessary to get nurses to make research
evidence part of routine practice. The findings also suggest that
individual clinical units will find it difficult to make EBP opera-
tional in the absence of a change in current professional and
organisational contexts. Local factors that appear important
include the existence of a functional clinical team with clearly
defined roles and responsibilities. Issues that are primarily
structural rather than local in origin include:

+ The priority that organisations place on EBP (eg, the effec-
tive scrutiny and feedback of EBP in individual trusts by
clinicians and those in positions of authority)

+ The matching of resources to workloads (eg, the inclusion
of clinical practice development when considering the
workload of individual units and clinicians)

+ The adequate preparation of clinical leaders and nurses
with the skills and knowledge for EBP, including time to
practise their use

+ The ongoing development of qualified nurses’ generic,
problem solving, information technology, and critical
thinking skills.
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