BY BETH A. COLLINS SHARP, PH.D., RN

n our daily activities, we accomplish many of our routine tasks without thinking
much about them. We follow personal protocols or routines while paying little
attention to what we are doing and even less attention to why. This isn’t a bad
thing. If we spent all our time answering “why,” we would never get anything done

BRING SCGIENGE
TO THE BEDSIDE

— as every parent with an inquisitive child knows.

However, sometimes the “why” can
be an important reminder to challenge
long-held assumptions.

Consider your last trip to work or
church. You may have gotten in your
car, turned left out of your driveway to-
ward the neighborhood entrance, then
turned on the main road. You have made
that drive hundreds of times. However,
every so often it is worth asking, why
take that particular route?

A. It’s faster

B. It’s a prettier drive, with many
trees and flowers

C. There’s a good coffee shop on the
way

D. Habit — that’s the way I always go

Of these answers, the first three are
fact-based (and A through C informs
D). Facts or evidence support A, B, and
C. But are they accurate facts? Are they
the most salient facts? Is there evidence
that could contradict them or render
them irrelevant? For instance, is there
construction on the main road that
could slow down your commute? Has
a new coffee shop opened on the city
streets, unbeknownst to you? Could you
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take the new light-rail line in the same
amount of time for less money?

For your morning drive, these are
easy questions to answer. Once in a
while, you can test your hypothesis
(that the main road is the best way) by
taking an alternate route. Turn right
out of your driveway instead of left.
You may find the way you have been
driving all along is fine — or you may
discover a new route that is faster, or
prettier or more relaxing, or is simply
a nice change of pace. Then, armed
with the latest evidence, you can alter
or maintain your protocol accordingly.

This is how we make decisions in
our daily lives. We sort through evi-
dence and choose among options based
on what we have known for a long time,
new developments and our individual
preferences.

So it is in health care.

Today, we are concerned with im-
plementing and advancing “evidence-
based” practice. It is more than a catch-
phrase. Evidence-based practice con-
siders research evidence thoughtfully
and strategically in order to inform de-
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cision-making.

It can’t be done haphaz-
ardly. On a personal level,
just think about the number
of decisions we make every
day. Add to that the profes-
sional and family-care decisions. The
number is staggering, and when we add
thoughtful consideration of evidence
to our decision-making, it increases the
complexity of implementing them. We
face an evidence base that is growing at
arate unprecedented in human history.
Itis literally impossible to keep up with
all the latest studies even in fairly nar-
row fields of practice. Thus, accessing
and synthesizing evidence becomes its
own full-time job.

EVIDENCE LEADING TO PROTOCOLS
AND GUIDELINES
Evidence (in the form of published
studies such as randomized controlled
trials) often leads to clinical guide-
lines, which in turn lead to protocols
— prescribed methods of action under
certain circumstances (e.g., diagnosis,
patient condition). Guidelines, profes-
sional policies and protocols are ex-
traordinarily important because they
serve as a road map to care.

However, in evidence-based prac-
tice, nurses and other providers don’t
simply follow guidelines the same way
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every time. Often, the patient has a pref-
erence or special circumstance. Some-
times the available information doesn’t
point to a clear answer. Unfortunately,
not all evidence is created equal.

In a criminal trial, a jury may weigh
observational data— testimony from an
eyewitness. This evidence may be out-
weighed by crime scene photos or an
autopsy report. This evidence, in turn,
may be trumped by DNA evidence.
Clearly, evidence has a hierarchy.

Similarly, there is a hierarchy of re-
search evidence in health care, ranging
from expert opinion to observational
research data to the highest level of evi-
dence, the randomized controlled trial.
Such trials are designed to minimize bi-
as and maximize objectivity with a spe-
cific protocol that includes randomly
assigning patients to a treatment.

But even properly conducted ran-
domized controlled trials don’t tell the
whole story. Consider another hypo-
thetical situation, this one focused on
health care. Imagine you have recently

moved and need to find
a pediatrician for your
8-year-old son who has
asthma. Assume your
insurance plan would
cover any pediatrician.
Which of the following
do you pick?

A. The one your
neighbor’s daughter
likes

B. The one recom-
mended by the school
nurse

C. The one named “Top Pediatri-
cian of the Year” in a local newspaper
or magazine

D. The one whose website declares
a specialty in asthma and describes a
positive outcome for pediatric asthma
patients

Each of these choices is informed by
evidence — A by observational data,
B by informed or expert opinion, C by
informed or expert opinion provided
by peers, and D by medium quality, de-
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scriptive data. So what
should you as the par-
ent do?

You don’t have to
choose just yet. You
don’t have enough in-
formation. The evi-
dence so far doesn’t
address whether you'd
prefer a practice that
has evening and week-
end hours, proximity
to your house or work-
place, whether you or your son prefer a
male or female doctor.

This is where it gets tricky. We must
consider the risks and benefits for each
choice and incorporate personal pref-
erences and beliefs into our decision.

THE ROLE OF COMPARATIVE
EFFECTIVENESS RESEARCH

Comparative effectiveness research
can help us make these decisions. This
type of research compares health care
interventions to determine which work
best for which patients and which pose
the greatest benefits and harms. The
patient is the nexus for all decisions, so
this research is also known as patient-
centered health research. The evidence
from this research underpins the real-
life and often complex decisions that
patients and their clinicians make ev-
ery day.

You may have read about compara-
tive effectiveness research in the con-
text of the American Recovery and Re-
investment Act of 2009 (www.hhs.gov/
recovery/overview/index.html), com-
monly known as the stimulus package.
The Recovery Act directs $1.1 billion
to the U.S. Department of Health and
Human Services to fund comparative
effectiveness research over two years.
This is an unprecedented national in-
vestment in important, patient-cen-
tered research.

While the Recovery Act elevated the
profile of comparative effectiveness re-
search, it did not create it in a vacuum.
The Agency for Healthcare Research
and Quality has been conducting this
type of research since the Medicare
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Prescription Drug, Improvement, and
Modernization Act of 2003 established
the Effective Health Care Program. Evi-
dence-based practice centers housed at
14 of the nation’s top university, health
care and research centers conduct a
good deal of this research. There, they
review and synthesize existing sci-
entific research about
important health care
topics to help patients,
physicians and poli-
cymakers make better
decisions about treat-
ments.

To date, the Effec-
tive Health Care Pro-
gram has published re-
search about more than
45 products, including
guides for consumers
and clinicians to help
them make important, evidence-based
decisions about care. That last point
deserves emphasis; the focus is on evi-
dence to inform decision-making, not
to determine the decisions.

Although we understand what com-
parative effectiveness research is, we
must also be clear about what it is not.
This kind of research should be de-
scriptive, not prescriptive, in order to
help patients (and families, as appro-
priate) come to their own conclusions
with the assistance of their clinicians.
When we review and synthesize data,
we identify what we know and what we
don’t know. The latter is very impor-
tant, as it can help inform decisions to
design and fund the next research stud-
ies to fill in the gaps.

THE IMPORTANCE OF

PERSONAL PREFERENCE

The notion of the individual’s power
to make his or her own health care de-
cisions is growing, but what happens
when personal preferences and evi-
dence come into conflict? It is rarely
that simple. A better question may be
what is one’s preference, given the evi-
dence? Some individuals may prefer
to rely solely on the expert opinion
of their physician. Others may place
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greater emphasis on faith-based de-
cisions, gut reactions or other cultur-
al influences. Most people consider
both scientific evidence and personal
preference simultaneously. Say you
face two treatment options for an ill-
ness. Both are effective. One drug of-
ten causes headaches as a side effect,
the other nausea. The
choice for which side ef-
fect you are more likely
to tolerate is yours.

It’s important, how-
ever, not to be swayed
by opinion masquer-
ading as fact. The late
John M. Eisenberg, MD,
M.B.A., who directed
the Agency for Health-
care Research and
Quality until his death
in 2002, drew a distinc-
tion between evidenced-based behav-
ior and “eminence-based” practice.
The latter term was his critique of clini-
cians who were more comfortable with
their own impressions or routines for
treatment than they were in consulting
guidelines for care recommended by
professional organizations.

EMPLOYING EVIDENCE
IN NURSING PRACTICE
As noted, the best evidence is research-
based — information from randomized
controlled trials, controlled clinical
studies, systematic reviews or other
scientific studies that can be put into
practice while still respecting the indi-
vidual patient’s preferences. Thus, we
have evidence-based practice. Doctors
often use the term “evidence-based
medicine,” but the principles are the
same. The notion of an evidence-based
approachis applicable to all health care
disciplines

Nurses contribute to evidence-
based practice from beginning to end.
At the beginning, nurse scientists con-
duct research that, as described by the
National Institutes of Health’s National
Institute of Nursing Research, devel-
ops knowledge to:
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B Build the scientific foundation for
clinical practice

B Prevent disease and disability

B Manage and eliminate symptoms
caused by illness

B Enhance end-of-life and palliative
care

Achieving evidence-based nursing
practice depends on a research-based
body of knowledge. Results from in-
dividual studies contribute to a body
of evidence, which in turn provides a
foundation for clinical practice guide-
lines, policies and professional proto-
cols. The order goes:

B Multiple individual studies create
new evidence

B The evidence is reviewed and syn-
thesized

m Evidence about what is known
translates into actions and tools (in-
cluding clinical guidelines and con-
sumer guides)

B Gapsinthe evidence are described

® The evidence, including research
gaps and tools, is disseminated and im-
plemented

Then the evidence feeds back into
more individual studies, creating an
evidence loop fundamental to creating
and maintaining evidence-based prac-
tice. Nurses routinely contribute to
each step in this process, and evidence
from nursing research takes its place
with evidence from other disciplines to
inform the development of evidence-
based policies, professional protocols
and clinical guidelines.

BETH A. COLLINS SHARP is director
of the Evidence-based Practice Center
Program, Center for Outcomes and
Evidence, at the Agency for Healthcare
Research and Quality, Rockville, Md. As
author, sheis responsible for the con-
tent of this article, and her statements
should not be construed as endorse-
ment by the Agency for Healthcare Re-
search and Quality or the U.S. Depart-
ment of Health and Human Services.
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