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ABSTRACT
Background: Although it is widely known that evidence-based practice (EBP) improves healthcare
quality, reliability, and patient outcomes as well as reduces variations in care and costs, it is still
not the standard of care delivered by practicing clinicians across the globe. Adoption of specific
EBP competencies for nurses and advanced practice nurses (APNs) who practice in real-world
healthcare settings can assist institutions in achieving high-value, low-cost evidence-based health
care.

Aim: The aim of this study was to develop a set of clear EBP competencies for both practicing
registered nurses and APNs in clinical settings that can be used by healthcare institutions in their
quest to achieve high performing systems that consistently implement and sustain EBP.

Methods: Seven national EBP leaders developed an initial set of competencies for practicing
registered nurses and APNs through a consensus building process. Next, a Delphi survey was
conducted with 80 EBP mentors across the United States to determine consensus and clarity
around the competencies.

Findings: Two rounds of the Delphi survey resulted in total consensus by the EBP mentors,
resulting in a final set of 13 competencies for practicing registered nurses and 11 additional
competencies for APNs.

Linking Evidence to Action: Incorporation of these competencies into healthcare system ex-
pectations, orientations, job descriptions, performance appraisals, and clinical ladder promotion
processes could drive higher quality, reliability, and consistency of healthcare as well as reduce
costs. Research is now needed to develop valid and reliable tools for assessing these competen-
cies as well as linking them to clinician and patient outcomes.

BACKGROUND
Evidence-based practice (EBP) is a life-long problem-solving
approach to the delivery of health care that integrates the best
evidence from well-designed studies (i.e., external evidence)
and integrates it with a patient’s preferences and values
and a clinician’s expertise, which includes internal evidence
gathered from patient data. When EBP is delivered in a context
of caring and a culture as well as an ecosystem or environment
that supports it, the best clinical decisions are made that

yield positive patient outcomes (see Figure 1; Melnyk &
Fineout-Overholt, 2011).

Research supports that EBP promotes high-value health
care, including enhancing the quality and reliability of health
care, improving health outcomes, and reducing variations in
care and costs (McGinty & Anderson, 2008; Melnyk, Fineout-
Overholt, Gallagher-Ford, & Kaplan, 2012; Pravikoff, Pierce, &
Tanner, 2005). Even with its tremendous benefits, EBP is not
the standard of care that is practiced consistently by clinicians
throughout the United States and globe (Fink, Thompson, &
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Figure 1. The merging of science and art: EBP within a context of caring and an EBP culture and environment
results in the highest quality of healthcare and patient outcomes. Reprinted from Melnyk, B. M., & Fineout-
Overholt, E. (2011). Evidence-based practice in nursing and healthcare. A guide to best practice. Philadelphia:
Lippincott Williams & Wilkins. Reprinted with permission.

Bonnes, 2005; Melnyk, Grossman, et al., 2012). Tremendously
long lag times continue to exist between the generation of re-
search findings and their implementation in real-world clinical
settings to improve care and outcomes due to multiple barri-
ers, including: (a) misperceptions by clinicians that it takes
too much time, (b) inadequate EBP knowledge and skills, (c)
academic programs that continue to teach the rigorous pro-
cess of how to conduct research instead of an evidence-based
approach to care, (d) organizational cultures that do not sup-
port it, (e) lack of EBP mentors and appropriate resources, and
(f) resistance by colleagues, managers or leaders, and physi-
cians (Ely, Osheroff, Chambliss, Ebell, & Rosenbaum, 2005;
Estabrooks, O’Leary, Ricker, & Humphrey, 2003; Jennings &
Loan, 2001; Melnyk, Fineout-Overholt, Feinstein, et al., 2004;
Melnyk, Fineout-Overholt, et al., 2012; Titler, 2009).

The Seven-Step EBP Process and Facilitating
Factors
The seven steps of EBP start with cultivating a spirit of inquiry
and an EBP culture and environment as without these ele-
ments, clinicians will not routinely ask clinical questions about
their practices (see Table 1). After a clinician asks a clinical
question and searches for the best evidence, critical appraisal
of the evidence for validity, reliability, and applicability to prac-
tice is essential for integrating that evidence with a clinician’s
expertise and patient preferences to determine whether a cur-
rent practice should be changed. Once a practice change is
made based on this process, evaluating the outcomes of that

Table 1. The Seven Steps of Evidence-Based Practice

Step 0: Cultivate a spirit of inquiry along with an EBP culture
and environment

Step 1: Ask the PICO(T) question

Step 2: Search for the best evidence

Step 3: Critically appraise the evidence

Step 4: Integrate the evidence with clinical expertise and
patient preferences to make the best clinical decision

Step 5: Evaluate the outcome(s) of the EBP practice change

Step 6: Disseminate the outcome(s) (Melnyk &
Fineout-Overholt, 2011)

change is imperative to determine its impact. Finally, dissemi-
nation of the process and outcomes of the EBP change is key so
that others may learn of practices that produce the best results.

The systematic seven-step process of EBP provides a plat-
form for facilitating the best clinical decisions and ensuring the
best patient outcomes. However, consistent implementation of
the EBP process and use of evidence by practicing clinicians
is challenging. Typical barriers to EBP cited by clinicians in-
clude: time limitations, an organizational culture and philoso-
phy of “that is the way we have always done it here,” inadequate
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EBP knowledge or education, lack of access to databases that
enable searching for best evidence, manager and leader resis-
tance, heavy workloads, resistance from nursing and physician
colleagues, uncertainty about where to look for information
and how to critically appraise evidence, and limited access to
resources that facilitate EBP (Gerrish & Clayton, 2004; Mel-
nyk, Fineout-Overholt, et al., 2012; Pravikoff, Pierce, & Tanner,
2005; Restas, 2000; Rycroft-Malone et al., 2004).

There are also factors that facilitate EBP, including: beliefs
in the value of EBP and the ability to implement it, EBP men-
tors who work with direct care clinicians to implement best
practices, supportive EBP contexts or environments and cul-
tures, administrative support, and assistance by librarians from
multifaceted education programs (Melnyk et al., 2004; Mel-
nyk & Fineout-Overholt, 2011; Melnyk, Fineout-Overholt, &
Mays, 2008; Newhouse, Dearholt, Poe, Pugh, & White, 2007;
Rycroft-Malone, 2004). The concept of healthcare context (i.e.,
the environment or setting in which people receive health-
care services), specifically organizational context, is becoming
an increasingly important factor in the implementation of ev-
idence at the point of care (Estabrooks, Squires, Cummings,
Birdsell, & Norton, 2009; Rycroft-Malone, 2004). Strategies
to enhance system-wide implementation and sustainability of
evidence-based care need to be multipronged and target: (a)
the enhancement of individual clinician and healthcare leader
EBP knowledge and skills; (b) cultivation of a context and cul-
ture that supports EBP, including the availability of resources
and EBP mentors; (c) development of healthcare leaders who
can spearhead teams that create an exciting vision, mission,
and strategic goals for system-wide implementation of EBP;
(d) sufficient time, resources, mentors, and tools for clinicians
to engage in EBP; (e) clear expectations of the role of clini-
cians and advanced practice nurses (APNs) in implementing
and sustaining evidence-based care; (f) facilitator characteris-
tics and approach; and (f) a recognition or reward system for
those who are fully engaged in the effort (Dogherty, Harri-
son, Graham, Vandyk, & Keeping-Burke, 2013; Melnyk, 2007;
Melnyk, Fineout-Overholt, et al., 2012).

Competencies for Nurses
Although there is a general expectation of healthcare systems
globally for nurses to engage in EBP, much uncertainty exists
about what exactly that level of engagement encompasses. Lack
of clarity about EBP expectations and specific EBP competen-
cies that nurses and APNs who practice in real-world healthcare
settings should meet impedes institutions from attaining high-
value, low-cost evidence-based health care. The development of
EBP competencies should be aligned with the EBP process in
continual evaluation across the span of the nurses’ practice, in-
cluding technical skills in searching and appraising literature,
clinical reasoning as patient and family preferences are con-
sidered in decision making, problem-solving skills in making
recommendations for practice changes, and the ability to adapt
to changing environments (Burns, 2009).

Competence is defined as the ability to do something well;
the quality or state of being competent (Merriam Webster Dic-
tionary, 2012). Competencies are a mechanism that supports
health professionals in providing high-quality, safe care. The
construct of nursing competency “attempts to capture the myr-
iad of personal characteristics or attributes that underlie com-
petent performance of a professional person.” Competencies
are holistic entities that are carried out within clinical contexts
and are composed of multiple attributes including knowledge,
psychomotor skills, and affective skills. Dunn and colleagues
contend that competency is not a “skill or task to be done, but
characteristics required in order to act effectively in the nurs-
ing setting.” Although a particular competency “cannot exist
without scientific knowledge, clinical skills, and humanistic
values” (Dunn et al., 2000, p. 341), the actual competency tran-
scends each of the individual components. The measurement
of nurses’ competencies related to various patient care activi-
ties is a standard ongoing activity in a multitude of healthcare
organizations across the globe, however, competencies related
to the critical issue of how practicing nurses approach decision
making (e.g., whether it is evidence-based vs. tradition-based)
is limited and needs further research.

Recently, work has been conducted to establish general
competencies for nursing by the Quality and Safety Educa-
tion for Nurses (QSEN) Project, which is a global nursing
initiative whose purpose was to develop competencies that
would “prepare future nurses who would have the knowl-
edge, skills, and attitudes (KSAs) necessary to continuously
improve the quality and safety of the healthcare systems
within which they work” (QSEN, 2013). This project has
developed competency recommendations that address the
following practice areas:

� Patient-centered care

� Teamwork and collaboration

� Evidence-based practice

� Quality improvement

� Safety

� Informatics

Further work in competency development has been spear-
headed by the Association of Critical Care Nurses, which de-
veloped the Synergy Model. The goal of the model was to assist
practicing nurses in decision making. An example of the model
in action would be the use of the model by charge nurses in
their decisions to match patients and nurses to achieve best
outcomes of evidence-based care processes promulgated by
the American Association of Critical Care Nurse (2013). Kring
(2008) wrote about how clinical nurse specialists, when com-
petent in EBP, can leverage their unique roles as expert prac-
titioners, researchers, consultants, educators, and leaders to
promote and support EBP in their organizations.

Worldviews on Evidence-Based Nursing, 2014; 11:1, 5–15. 7
C© 2014 Sigma Theta Tau International



EBP Competencies for Practice

In addition, competencies related to the academic setting
have been developed. The National League for Nurses (NLN)
developed competencies for program levels within nursing ed-
ucation. Definitions, guides to curricular development, and
criteria for use in developing certification and continuing ed-
ucation programs is a focus for faculty and administrators in
academic settings (NLN, 2013).

Stevens and colleagues defined essential competencies for
EBP to be incorporated into nursing education programs to
serve as a helpful guide to faculty in teaching and preparing
students for EBP and to “provide a basis for professional com-
petencies in clinical practice” (Stevens, 2009, p. 8). However,
to our knowledge, there has never been a systematic research-
based process used to develop contemporary EBP competen-
cies for practicing registered professional nurses and APNs
who are delivering care in real-world clinical settings defined
by leaders and mentors responsible for facilitating and sustain-
ing evidence-based care in today’s healthcare systems.

AIM
The aim of this study was to develop a clear set of competen-
cies for both practicing registered nurses and APNs in clinical
settings. These competencies can be used by healthcare insti-
tutions in their quest to achieve high performing systems that
consistently implement and sustain evidence-based care.

METHODOLOGY
The first step in formulating the competencies involved seven
national experts from both clinical and academic settings across
the United States, who were identified and invited to participate
in developing EBP competencies through a consensus build-
ing process. These experts were chosen because they were rec-
ognized national experts in EBP, having influenced the field
or being widely published in the area. Through a consensus
building process, the EBP expert panel produced two lists of
essential EBP competencies, one set for practicing registered
nurses and one for APNs. For registered nurses, the experts
identified 12 essential EBP competencies. For APNs, there were
11 additional essential EBP competencies (23 total).

The next step in developing the competencies involved uti-
lizing the Delphi survey technique, which seeks to obtain con-
sensus on the opinions of experts through a series of struc-
tured rounds. The Delphi technique is an iterative multistage
process, designed to transform opinion into group consensus.
Studies employing the Delphi technique make use of individ-
uals who have knowledge of the topic being investigated who
are identified as “experts” selected for the purpose of applying
their knowledge to a particular issue or problem. The literature
reflects that an adequate number of rounds must be employed
in a Delphi study in order to find the balance between produc-
ing meaningful results without causing sample fatigue. Rec-
ommendations for Delphi technique suggest that two or three
rounds are preferred to achieve this balance (Hasson, Keeney,
& McKenna, 2000).

Inclusion Criteria
The expert participants for this Delphi survey of EBP compe-
tencies were individuals who attended an intensive continuing
education course or program in EBP at the first author’s aca-
demic institution within the last 7 years and who identified
themselves as EBP mentors. The EBP mentors were nurses
with in-depth knowledge and skills in EBP along with skills
in organizational and individual behavior change, who work
directly with clinicians to facilitate the rapid translation of re-
search findings into healthcare systems to improve healthcare
quality and patient outcomes. EBP mentors guide others to
consistently implement evidence-based care by educating and
role modeling the use of evidence in decision making and ad-
vancement of best practice (Melnyk, 2007).

An important design element of a Delphi study is that the
investigators must determine the definition of consensus in
relation to the study’s findings prior to the data collection
phase (Williams & Webb, 1994). Although there is no uni-
versal standard about the proportion of participant agreement
that equates with consensus, recommendations range from
51% to 80% agreement for the items on the survey (Green,
Jones, Hughes, & Williams, 2002; Sumsion, 1998). Data anal-
ysis involves management of both qualitative and quantitative
information gathered from the survey. Qualitative data from
the first round group similar items together in an attempt
to create a universal description. Subsequent rounds involve
quantitative data collected to ascertain collective opinion and
are reported using descriptive and inferential statistics.

In preparation for the Delphi survey of EBP mentors across
the United States, the study was submitted to the first author’s
institutional review board and was deemed exempt status. Prior
to the survey being disseminated electronically to the EBP men-
tors for review, the study team determined the parameters of
consensus. The EBP mentors were asked to rate each com-
petency for: (a) clarity of the written quality of the competency
and (b) how essential the competency was for practicing nurses
and APNs. The criterion for agreement set was that 70% of the
EBP mentor respondents would rate the EBP competency (e.g.,
“Questions clinical practices for the purpose of improving the
quality of care”; “Searches for external evidence to answer fo-
cused clinical questions”) between 4.5 and 5 on a five-point
Likert scale that ranged from 1 not at all to 5 very much so. The
study team also decided that competencies which EBP mentors
identified as not clearly written would be reworded taking in
consideration their feedback and resent to the participants in
a second round of the Delphi survey. The essential EBP com-
petencies were sent via e-mail to the EBP mentors for review,
rating, and feedback in July 2012.

Each EBP mentor participant was contacted through an
e-mail and invited to participate in the anonymous Delphi
survey. An introduction to the study and its parameters was
included in the introductory e-mail along with the planned
timeline for the study. The survey consisted of three sections:
(a) demographic data, (b) rating of essential EBP competencies
for practicing registered nurses, and (c) rating of essential EBP
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Table 2. Participant Characteristics (N = 80)

Mean Median Max Min

Age 52 54 70 25

Years in active clinical practice 26 29 43 1

Years as an advanced practice nurse 9 5 40 0

Number of years as an EBP mentor 3 3 15 0

competencies for practicing APNs. The survey was open for 2
weeks from the first contact date. A reminder e-mail was sent
1 week following the first contact and a second reminder was
issued a day before the survey closed. Consent was obtained
by virtue of the participant completing the survey.

The EBP mentors were asked to respond to two questions
about each of the EBP competencies on the survey using a five-
point Likert scale with 1 = Not at all, 2 = A little, 3 = Somewhat,
4 = Moderately so, and 5 = Very much so. The first question
was related to how essential the competency was for nurses
and APNs and was stated as “To what extent do you believe the
above EBP competency is essential for practicing registered
professional nurses.” The second question was focused on the
clarity of the competency and was stated as, “Is the competency
statement clearly written?” If participants answered “no” in
response to whether the statement was clearly written, they
were asked how they would rewrite it. Only the EBP mentors
who identified themselves as APNs were permitted to rate the
APN competencies.

FINDINGS
Of the 315 EBP mentors originally contacted to participate in
the survey, 80 responded indicating a 25% response rate. De-
mographic data collected reflected that all 80 participants were
female with a mean age of 52 years and an average of 26 years in
clinical practice. Fifty of the 80 respondents were self-reported
as APNs and the average number of years as an EBP mentor
was reported as 3 (see Table 2). The majority of the partici-
pants had a Master’s or higher educational degree and was
currently serving in an EBP mentor role. The participants re-
ported holding both clinical positions and academic positions
(see Table 3). There was a relatively even distribution of partic-
ipants who worked in Magnet (n = 36; 45%) and non-Magnet
institutions (n = 44; 55%). The sample represented a variety of
primary work settings (see Table 4).

In the competency rating section of round 1 of the survey,
all of the practicing registered nurse and APN competencies
achieved consensus as an essential competency, based on the
preset criteria. However, in the clarity portion of the rating
section, there was feedback provided by participants regarding
refining the wording of four of the competencies. Each of these

Table 3. Race, Ethnicity, Education, and Role
(N = 80)

n

Race White 75

Black or African American 2

Native Hawaiian or other Pacific
Islander

1

Asian 2

Ethnicity Not Hispanic or Latino 79

Hispanic or Latino 1

Education Bachelor’s 9

Master’s 48

PhD 18

DNP 4

Other 1

Current position Staff nurse 5

Nurse practitioner 2

Clinical nurse specialist 12

Clinical nurse leader 0

Nurse educator 18

Nurse manager/administrator 8

Academic faculty 10

Academic administration 3

Other 22

Currently serving in an
EBP mentor role

Yes 63

No 17

four competencies was reworded and included in a second
round of the Delphi study. None of the competencies were
eliminated (see Tables 5 and 6).

Based on the feedback received from the participants in
round 1 related to the clarity of the competencies, the following
process was operationalized. In the single case where clarity
feedback was related simply to consistency in terminology, the
competency was reworded to incorporate the feedback and was
included in round 2 for the reviewers to see that their feed-
back had been integrated. However, they were not asked to
revote on the competency. In the cases where the clarity feed-
back was related to the action described (such as Formulates a
PICOT question vs. Participates in formulating a PICOT ques-
tion), the competencies were reworded and included in round
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Table 4. Organization (N = 80)

n

Type of primary
work setting

Community hospital 21

Academic medical center 33

Academic institution 21

Primary care practice 1

Community health setting 0

Other 4

Work in a Magnet
designated
institution

Yes 36

No 44

Table 5. Round 1 Registered Nurse (RN) Competen-
cies (N = 80)

Consensus Reword Revote

Competency Mean± SD (Yes–No) (Yes–No)

1 4.9± 0.3 No No

2 4.7± 0.5 No No

3 4.7± 0.5 Yes Yes

4 4.8± 0.4 No No

5 4.6± 0.5 Yes Yes

6 4.6± 0.5 Yes* Yes*

7 4.7± 0.5 No No

8 4.7± 0.5 No No

9 4.8± 0.4 No No

10 4.7± 0.4 No No

11 4.7± 0.5 No No

12 4.8± 0.4 No No

Note. *Competency 6 was split into two separate competency statements
based on round 1 feedback.

2 for the reviewers to see that their feedback had been inte-
grated and they were asked to revote on the whether the revised
competency still rated as an essential EBP competency. Only
registered nurse competencies received feedback that required
revoting. All of the APNs competencies reached consensus
with only minor clarifications in terminology needed.

Table 6. Round 1 APN Competencies (N = 50)

Consensus Reword Revote

Competency Mean± SD (Yes–No) (Yes–No)

1 4.8± 0.4 No No

2 4.9± 0.3 No No

3 4.9± 0.3 No No

4 4.9± 0.3 No No

5 4.9± 0.2 No No

6 5.0± 0.2 No No

7 4.9± 0.3 No No

8 4.9± 0.3 No No

9 4.9± 0.3 No No

10 4.9± 0.2 No No

11 5.0± 0.2 No No

Three registered nurse competencies required rewriting
and revoting. Two competencies (#3, #5) required rewording
and one competency (#6) required splitting into two separate
competencies. Competency 3, formulates focused clinical ques-
tions in PICOT (i.e., Patient population; Intervention or area of
interest; Comparison intervention or group; Outcome; Time), was
revised to be: participates in the formulation of clinical ques-
tions using PICOT* format (*PICOT = Patient population;
Intervention or area of interest; Comparison intervention or
group; Outcome; Time). Competency 5, conducts rapid critical
appraisal of preappraised evidence and clinical practice guidelines
to determine their applicability to clinical practice, was revised to
be: participates in critical appraisal of preappraised evidence
(such as clinical practice guidelines, evidence-based policies
and procedures, and evidence syntheses).

The EBP mentor responses and feedback resulted in the
number of competency statements being increased when com-
petency 6 was split into two separate competency statements.
The additional competency statement was generated based on
feedback related to the clarity of the competency, which re-
flected that more than one idea or action was expressed in
the single competency statement. Competency 6, participates
in critical appraisal (i.e., rapid critical appraisal, evaluation, and
synthesis of published research studies) to determine the strength and
worth of evidence as well as its applicability to clinical practice, was
reworded as new competency 6, participates in the critical ap-
praisal of published research studies to determine their strength and
applicability to clinical practice, and new competency 7, partici-
pates in the evaluation and synthesis of a body of evidence gathered
to determine its strength and applicability to clinical practice.
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Table 7. EBP Competencies

Evidence-based practice competencies for practicing registered professional nurses

1. Questions clinical practices for the purpose of improving the quality of care.

2. Describes clinical problems using internal evidence.* (internal evidence*= evidence generated internally within a clinical
setting, such as patient assessment data, outcomes management, and quality improvement data)

3. Participates in the formulation of clinical questions using PICOT* format. (*PICOT= Patient population; Intervention or area of
interest; Comparison intervention or group; Outcome; Time).

4. Searches for external evidence* to answer focused clinical questions. (external evidence*= evidence generated from research)
5. Participates in critical appraisal of preappraised evidence (such as clinical practice guidelines, evidence-based policies and
procedures, and evidence syntheses).

6. Participates in the critical appraisal of published research studies to determine their strength and applicability to clinical practice.

7. Participates in the evaluation and synthesis of a body of evidence gathered to determine its strength and applicability to clinical
practice.

8. Collects practice data (e.g., individual patient data, quality improvement data) systematically as internal evidence for clinical
decision making in the care of individuals, groups, and populations.

9. Integrates evidence gathered from external and internal sources in order to plan evidence-based practice changes.

10. Implements practice changes based on evidence and clinical expertise and patient preferences to improve care processes and
patient outcomes.

11. Evaluates outcomes of evidence-based decisions and practice changes for individuals, groups, and populations to determine
best practices.

12. Disseminates best practices supported by evidence to improve quality of care and patient outcomes.

13. Participates in strategies to sustain an evidence-based practice culture.

Evidence-based practice competencies for practicing advanced practice nurses
All competencies of practicing registered professional nurses plus:

14. Systematically conducts an exhaustive search for external evidence* to answer clinical questions. (external evidence*: evidence
generated from research)

15. Critically appraises relevant preappraised evidence (i.e., clinical guidelines, summaries, synopses, syntheses of relevant
external evidence) and primary studies, including evaluation and synthesis.

16. Integrates a body of external evidence from nursing and related fields with internal evidence* in making decisions about patient
care. (internal evidence*= evidence generated internally within a clinical setting, such as patient assessment data, outcomes
management, and quality improvement data)

17. Leads transdisciplinary teams in applying synthesized evidence to initiate clinical decisions and practice changes to improve the
health of individuals, groups, and populations.

18. Generates internal evidence through outcomes management and EBP implementation projects for the purpose of integrating
best practices.

19. Measures processes and outcomes of evidence-based clinical decisions.

20. Formulates evidence-based policies and procedures.

21. Participates in the generation of external evidence with other healthcare professionals.

22. Mentors others in evidence-based decision making and the EBP process.

23. Implements strategies to sustain an EBP culture.

24. Communicates best evidence to individuals, groups, colleagues, and policy makers.

Copyright: Melnyk, Gallagher-Ford, and Fineout-Overholt (2013).
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Table 8. Round 2 Registered Nurse (RN) Competen-
cies (N = 59)

Competency Consensus Mean± SD Consensus Met (Yes–No)
3 4.6± 0.5 Yes

5 4.6± 0.5 Yes

6 4.6± 0.5 Yes

7 4.5± 0.5 Yes

This process rendered a revised set of EBP competencies
that included 13 competencies for registered nurses and an
additional 11 EBP competencies (for a total of 24) for APNs
(see Table 7).

In October 2012, the second round of the Delphi study was
conducted. The revised set of EBP competencies was e-mailed
to the EBP mentors who responded in the first round of the
study in October 2012. The round 2 survey provided feedback to
the EBP mentors about the process that had been conducted by
the study team to render the revised competencies and asked
them to rate the three revised and the two new (split) EBP
competency statements using the same five-point Likert rank-
ing scale used in round 1. Fifty-nine of the 80 original EBP
mentors responded to the second round of the study (74%)
by the response deadline. In round 2 of the study, each of the
13 registered nurse competencies achieved consensus (based
on the preset criteria) as an essential EBP competency (see
Table 8). Throughout the process, none of the EBP mentors
articulated additional competencies, indicating a high level of
consensus about the completeness of the list of EBP compe-
tencies identified in the study. The final list of consensus-built
EBP competencies is included in Table 7.

DISCUSSION
Competencies are a mechanism that supports health profes-
sionals in providing high-quality, safe care (Dunn et al., 2000).
The issue of nursing competence in implementing EBP is im-
portant for individual nurses, APNs, nurse educators, nurse
executives, and healthcare organizations. Regardless of the sys-
tem, the culture and context or environment in which nurses
practice impact the success of engagement in and sustainabil-
ity of EBP. Therefore, it is imperative for nurse executives and
leaders to invest in creating a culture and environment to sup-
port EBP (Melnyk, Fineout-Overholt, et al., 2012). One action
toward investment in a culture of EBP is to provide a mecha-
nism for clarity in expectations for evidence-based care. Devel-
opment of evidence-based competencies provides a key mech-
anism for engagement in EBP and the delivery of high-quality
health care. Through a Delphi survey process, EBP competen-
cies were developed by EBP experts working in a variety of

settings, for registered professional nurses and APNs practic-
ing in real-world healthcare settings. These EBP competencies
can be used by healthcare systems to succinctly establish ex-
pectations regarding level of performance related to EBP by
registered professional nurses and APNs.

Multiple strategies can be used to incorporate competen-
cies into healthcare systems to improve healthcare quality, re-
liability, and patient outcomes as well as reduce variations in
care and costs. These strategies range from implementation of
competencies developed by the AACN, NLN, QSEN, and the
Institute of Medicine (IOM) from an organizational perspective

LINKING EVIDENCE TO ACTION

� Practice: Incorporation of EBP competencies into
healthcare system expectations and operations
can drive higher quality, reliability, and consis-
tency of healthcare as well as reduce costs. Support
systems in healthcare institutions, including edu-
cational and skills building programs along with
availability of EBP mentors, should be provided
to assist practicing nurses and APNs in achieving
the EBP competencies.

� Research is needed to develop valid and reliable
instruments for assessing these competencies. Al-
though the Fresno tool has been developed as
a valid and reliable tool for assessing EBP com-
petence in medicine (Ramos, Schafer, & Tracz,
2003), it has not been tested with nursing or al-
lied health professionals. Future research should
also determine the relationship between imple-
mentation of these EBP competencies with both
clinician and patient outcomes.

� Policy: Organizations that set standards for prac-
tice should embrace and endorse the EBP compe-
tencies as a tool to build and sustain acquisition of
EBP knowledge, development of EBP skills, and
incorporation of a positive attitude toward EBP to
promote best practices.

� Management: Nursing leaders should integrate
EBP competencies into multiple processes that
impact nurses across their clinical lifespan includ-
ing; interview questions, onboarding/orientation,
job descriptions, performance appraisals, and
clinical ladder promotion programs.

� Education: EBP competencies should be inte-
grated into both academic and clinical education
programs to establish and continuously reinforce
EBP as the foundation of practice.

12 Worldviews on Evidence-Based Nursing, 2014; 11:1, 5–15.
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Table 9. Strategies for Integration of the EBP Competencies

Category Organizational Strategies Individual Strategies

Promote a culture and
context or environment
that supports EBP

• Assess the organization’s and employee’s
readiness for implementation of EBP
competencies prior to implementation to
promote development of an effective strategic
plan for their integration.

• Be an evidence-based clinician by integrating
EBP competencies into daily practice to
deliver the best care possible to patients and
families.

• Include EBP competency language in the
mission and vision statements for nursing as
well as shared governance council charters.

• Be a role model for others by making decisions
based on evidence every day.

• Provide systems and resources that support
the integration and use of EBP competencies,
such as a critical mass of EBP mentors,
access to library services including a
dedicated librarian, and availability of a PhD
prepared nurse scientist.

• Include EBP competencies in role expectations
of nurse leaders to support the
implementation of EBP in all aspects of care.

• Provide educational and skills building
programs to support clinicians’ attainment of
the EBP competencies.

• Support the development of EBP mentors, who
meet/exceed the EBP competencies to
support practicing nurses and APNs in EBP
projects.

Establish EBP performance
expectations for all nurse
leaders and clinicians:

• Include EBP-competency-related questions in
interview processes

• Expect evidence-based decision making from
others to promote a work environment where
the best care is possible.

• Design onboarding/orientation programs that
specifically align with EBP competencies

• Rewrite job descriptions to include the EBP
competencies

Sustain EBP activities and
culture

• Include EBP competencies in performance
appraisals and clinical ladder programs

• Become an EBP mentor and help others to
develop and integrate the EBP competencies
into their daily practice.

• Imbed EBP competencies in practice policy
and guideline development processes

to actions and decisions made by point of care nurses (AACN,
2013; NLN, 2013; IOM, 2003). In addition, strategies can be
developed to integrate the scientifically derived, specific EBP
competencies developed in this study. EBP competencies can
be used as tools to guide the development of individuals
and organizations. Strategies for integration of the competen-
cies require both organizational and individual actions (see
Table 9).

LIMITATIONS
The main limitation of this study is that it used a convenience
sample of nurses who attended an EBP immersion workshop
at the first author’s institution, which may have biased the re-
search findings. In addition, some of the respondents were
not currently in an EBP mentorship role in practice settings.
Despite these limitations, the use of an expert EBP leader-
ship panel to first draft the competencies along with a Delphi

Worldviews on Evidence-Based Nursing, 2014; 11:1, 5–15. 13
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survey technique with individuals who had EBP mentorship
experience in real-world practice settings were strengths in the
development of this set of contemporary EBP competencies for
practicing and APNs.

SUMMARY
A national consensus process and Delphi study was conducted
to establish contemporary EBP competencies for practicing
registered nurses and APNs. Incorporation of these EBP com-
petencies into healthcare systems should lead to higher quality
of care, greater reliability, improved patient outcomes, and re-
duced costs.
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