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Objectives:
The purpose of this review was to synthesize and critique
experimental and/or quasi-experimental research that has
evaluated implementation strategies for translation of
research-based evidence into nursing practice.
Background:
Successfully implementing evidence-based research can improve
patient outcomes. Identifying successful implementation
strategies is imperative to move research-based evidence
into practice.
Rationale:
As implementation science gains popularity, it is imperative
to understand the strategies that most effectively translate
research-based evidence into practice.
Description:
The review used the CINAHL and MEDLINE (Ovid) databases.
Articles were included if they were experimental and/or
quasi-experimental research designs, were written in English,
and measured nursing compliance to translation of
research-based evidence. An independent review was
performed to select and critique the included articles.
Outcome:
A wide array of interventions were completed, including visual
cues, audit and feedback, educational meetings and materials,
reminders, outreach, and leadership involvement. Because of the
complex multimodal nature of the interventions and the variety
of research topics, comparison across interventions was difficult.

Conclusion:
Many difficulties exist in determining what implementation
strategies are most effective for translation of research-based
evidence into practice by nurses.
Implications:
With these limited findings, further research is warranted to
determine which implementation strategies most successfully
translate research-based evidence into practice.
KEY WORDS:
guideline adherence, implementation, nurses, randomized
controlled trials

Healthcare workers are responsible for providing
the best possible care to their patients. However,
patients are not consistently receiving safe and ef-

fective evidence-based care, leading to complications and
increased healthcare costs.1,2 Up to 40% of patients do not
receive healthcare according to current scientific evidence,
and some patients receive unnecessary or harmful care.3

Successfully implementing research-based evidence can
improve patient outcomes.4,5 Implementation science, the
‘‘study of methods to promote the integration of research
findings and evidence into healthcare policy and prac-
tice,’’6(p1) has recently gained notoriety in the literature.
Research has demonstrated that passive dissemination of
evidence-based knowledge is an ineffective strategy to in-
tegrate research into practice.7Y10 Several studies have noted
that using multimodal implementation strategies that are
tailored toward identified barriers and facilitators are more
effective than single implementation strategies.1,11Y15 To im-
prove patient outcomes, decrease variability in practice, and
decrease adverse patient events, there is a need to determine
themost effective strategies for implementing research-based
evidence into practice.

Several studies and reviews have been completed assess-
ing the effectiveness of different interventions strategies.16Y19
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These studies, however, haveprimarily focusedonhow the
implementation strategyaffects practices ofphysicians and/or
healthcare professionals in general. There have been few
studies that have specifically assessed how different imple-
mentation strategies affect nursing practice specific to the
nurse’s compliance in translationof research-based evidence
to the bedside. Implementation literature in nursing has fo-
cused instead on theoretical frameworks and barriers to/
facilitators of implementing research-based care.20Y22 To the
author’s knowledge, no integrative reviewof implementation
strategies for translation of research-based evidence specific
to nursing has been completed.

According to Weng et al,23 among 6 different groups of
healthcare professionals, physicians reported implementing
evidence-based practice the most (P G .001), with nurses
implementing evidence-based practice the least. Positive at-
titudes toward and beliefs in evidence-based practice were
also significantly lower among nurses (P G .001) than in the
other 5 groups.23 Nurses comprise themajority of healthcare
workers and warrant focused attention on how to increase
their utilizationof best practices found in research.24 Thepur-
pose of this reviewwas to synthesize and critique experimen-
tal and/or quasi-experimental research that has evaluated
implementation strategies for translation of research-based
evidence into nursing practice in order to identify successful
approaches for future use.

METHODS
A systematic approach was used to identify articles examin-
ing implementation strategies aimed at translating research-
based evidence into practice. Articles were included if they
were experimental and/or quasi-experimental research de-
signs and written in English. Furthermore, the intervention
needed to be focused on implementation strategies to im-
prove compliance of integration of research-based evidence
into practice in order to be included in the review. Articles
were excluded if the main outcome measured how the in-
tervention affected only the patient, physician, and/or other
healthcare members. Only those articles that specifically
measured nursing compliance were included. There was no
limit set on the year of publication for this review. The search
was performed using both the Cumulative Index to Nursing
and Allied Health Literature and MEDLINE (Ovid) databases.

Several key words were searched including guideline ad-
herence, implementation, program implementation, nurses,
randomized controlled trial, and intervention study. Other
key words included practice guidelines, evidence-based
nursing, nursing evaluation research, practice facilitation,
intervention strategies, implementation strategies, and dif-
fusion of innovation.

One rater independently reviewed and critiqued the full
text articles using the Transparent Reporting of Evaluations
with Non-randomized Designs statement, as well as the Con-
solidated Standards of Reporting Trials statement to evaluate

the quality of the included studies.25,26 Detailed information
from each article pertaining to the study’s aim, implementa-
tion strategy, control group interventions, outcomemeasures,
and success of the intervention basedon compliance of trans-
lationbynurseswas abstracted intoTable, SupplementalDig-
ital Content 1, http://links.lww.com/NUR/A3. The reviewer
evaluated and labeled each study’s implementation strategy
as either ‘‘not successful,’’ ‘‘partially successful,’’ or ‘‘success-
ful’’ based on the nurse’s compliance of translating research-
based evidence into practice. ‘‘Not successful’’ strategies
included those that did not show a statistically significant
improvement in nurse compliance (n = 1), whereas those
labeled as ‘‘partially successful’’ showed statistically signif-
icant improvements in at least 1 implementation strategy
and/or compliancewith at least 1 outcome (ie, some studies
measured compliance with several different research-based
recommendations) (n = 3). ‘‘Successful’’ implementation
strategies showed statistically significant improvement in
compliance from at least 1 intervention group (n = 4).

RESULTS
A total of 435 articles were included in the initial screening
process, with 307 titles excluded, as they either were not
focused on improving translation of research-based evidence,
were nonintervention studies, or were duplicates. Abstracts
of the remaining 128 articleswere then screenedwith 120 ex-
cluded. The excluded articles did not have interventions
aimed at implementation strategies and/or did notmeasure
nursing compliance. Full texts of the remaining 8 articles
were critiqued and included in this review.

Because of the numerous amounts of interventions and
variety of topics studied, it was difficult to compare the ef-
fectiveness across each implementation strategy and study.
Comparison was also difficult because each study opera-
tionalized their strategies in amyriad of different ways. Fur-
thermore, the specific details of the interventions were not
provided in many studies. Even when details of how the
interventionwas operationalizedwere included in the study’s
methods, the precise content of the strategy was not pres-
ented. Because of these limitations, an integrative review
was deemedmore appropriate than ameta-analysis. Accord-
ing to Torraco,27 an integrative review is ‘‘a form of research
that reviews, critiques, and synthesizes representative litera-
ture on a topic in an integrated way such that new frame-
works and perspectives on the topic are generated.’’27(p356)

Guidelines for conducting integrative reviewswere used to
guide this synthesis.28

Three of the retrieved articles were published in nursing
journals,29Y31 whereas the other 5 articles were published in
medical journals.32Y36All of the articleswerepublishedwithin
the last 7 years, with most of them (n = 7) published since
2010. The majority of the interventions (n = 5) were
implemented between 2006 and 2010,29,30,32,33 and 1 in-
tervention was implemented between June 2000 and
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November 2001.36 The remaining 2 articles did not in-
clude dates of implementation.34,35 The duration of the
interventions ranged from 4 to 36 months (including base-
line and follow-up), with an average of 16.4months (mode
of 14 months).29Y33,36

Design
As shown inTable, SupplementalDigital Content 1, half of the
articles (n=4) implemented interventions aimedat increasing
handhygienecompliance,http://links.lww.com/NUR/A3.30,32Y34

Beeckman et al29 and Sutherland-Fraser et al31 focused on
implementing pressure ulcer prevention practices. The
remaining 2 articles evaluated interventions for heart fail-
ure and urinary incontinence.35,36

Most of the articles were randomized controlled trials
(n = 7); 5 studies randomized participants at the ward or
hospital level,29,30,32,33,35 whereas the 2 other studies ran-
domized at the individual clinician level.31,33 One study
was a pre-post intervention study that did not include ran-
domization.31 An intention-to-treat analysis was used in
3 of the hand hygiene compliance studies.30,32,33

Sample
Two-thirds (n = 5) of the studies were conducted in
Europe.29,30,32,33,35 Two studies were completed in the
United States and 1 in Australia.31,34Y36

Five of the interventions were implemented within hos-
pital settings,30Y34 and 1 study was conducted with nurs-
ing home healthcare workers.29 Of the studies that were
conducted in hospitals, a variety of wards were included,
ranging from intensive care units, medical-surgical floors,
pediatric wards, to perioperative areas. The remaining
2 studieswere conductedwith community or homehealth-
care nurses.35,36

Per inclusion criteria of this review, nurses participated
in all studies. Other healthcare professionals in addition to
nursing (ie, physicians, occupational therapists, etc) were
included in 4 studies.29,32Y34 Across all 8 articles, there were
a total of 3134 participating nurses, with 70% (n = 2733) of
these nurses coming from a single study.30 There were a
total of 273 nonnurse participants. In 1 article, the precise
number of healthcare workers was not provided, only stat-
ing that 60 wards were included.32

Interventions
Throughout the 8 studies, several implementation strategies
were utilized (see Table, Supplemental Digital Content 1,
http://links.lww.com/NUR/A3). Six of the articles utilized
more than 1 implementation strategy and were multi-
modal.29Y31,33,35,36 Three of these 6 articles mentioned the
importance of tailoring intervention strategies to incorpo-
rate barriers and facilitators; however, only 2 designed
tailored, multimodal interventions.29,30,35

A framework was utilized to guide the development of
the interventions in 4 studies, includingGrol andWensing’s
model for effective implementation,29 the Medical Research
Council’s framework for complex interventions coupled
with theOperant LearningTheory,32 theHealthBeliefModel,34

and the Precede-Proceed Model.36 However, whether the
study included a guiding framework did not have any ef-
fect on the success of the intervention.

Whereas it was difficult to compare interventions and
outcomes across all 8 articles because of the complexity
of differing strategies and topics, there were 7 main over-
all intervention themes that emerged (Table 1): (a) visual
cues, (b) audit and feedback, (c) educational meetings,
(d) educational materials, (e) reminders, (f ) outreach,
and (g) leadership involvement. Both visual cues34 and
leadership involvement30were used only once. Educational
meetings and reminderswere themost frequently used strat-
egies, with both utilized in 4 of the studies.29Y31,33,36

Even within these broad overall themes, however, each
study operationalized the strategies differently. Nevo et al34

implemented a variety of visual cues to increase hand hy-
giene compliance. Leadership involvement was described
by Huis et al30 as gaining active commitment of manage-
ment, modeling good behavior by informal leaders, and
setting norms and targetswithin the team. Educationalmeet-
ings varied between small group sessions29 and audiovisual
presentations.30,31,33 Reminders came in the forms of post-
ers29,31,33 and e-mails.36 Huis et al30 and Fuller et al32 im-
plemented simple audit and feedback interventions to
improve hand hygiene compliance. Cheater and colleagues’35

audit and feedback intervention involvedmailing individual
nurses feedback on their performance regarding urinary
incontinence management, highlighting the nurses’ good
practices, opportunities for improvement, and suggestions
on how to achieve change. Beeckman et al29 also utilized
an audit and feedback method, along with various other
methods; however, the authors did not provide detail on
how the audit and feedback process was operationalized.
Educational materials included a variety of resources, in-
cluding CD-ROM, pocket cards, Web site links, and re-
source folders29,31,36; however, detailed information about
the content of these educationalmaterials was not provided.
Outreach strategies included in-person visits35 as well as
e-mail outreach.36 One study utilizing an outreachmethod
did not provide detail as to how thiswas completed.29 Each
study implemented these strategies in a variety ofways. Be-
cause of this, along with the multimodal nature of the
interventions and array of topics, many articles lacked the
detail required for replication of the intervention strategies.

Outcomes
Several interventions were used across the 8 studies. See
Table 1 for an overview of the articles’ interventions and
success of compliance. As previously mentioned, success
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Table 1. Overview of the Articles’ Objectives/Aims, Interventions, Control Groups, Outcome
Measures, and Success of the Intervention Based on Compliance of Translation by Nurses

Authors, Year Objective/Aim
Implementation
Intervention Control

Outcome
Measures

Success of
Intervention

Beeckman et al
(2013)

To determine if a
multifaceted strategy to
implement an
electronic clinical
decision support
system would improve
adherence to
PU prevention
recommendations

& Appointmentofkeynurse
& Diagnostic interview
& Multidisciplinary team
& Creation of best practice
guidelines

& Theoretical training
about PU prevention

& Interactive small group
sessions with clinical
decisionsupporteducation

& CD-ROM distribution
&Web site links about PU
classification

& Small group case
discussions

& Monthly AF
& Reminders
& Posters
& Flyers
& Daily reminders during
shift change

& Pocket card
& Review of PU
prevention material

& Organizational support
on delivery of PU
prevention materials

& Standard protocol
developed and
passive dissemination

& 30-min lecture
presented

& Risk assessment
& Skin observation
& Prevention
(surface,
repositioning
frequency,
offloading of
heels)

& PU prevalence

Partially successful
& Statistically significant
improvement in PU
prevention when
resident seated in a
chair (P = .003)

& Statistically
significant lower
proportion of
residents receiving
no prevention while
seated in chair or in
bed (P = .001)

& No statistically
significant
improvement in PU
prevention when
resident inbed (P=.3)

Cheater et al35

(2006)
To evaluate the
effectiveness of 4
different interventions in
prompting improvements
in community nursing
practice and patient
outcomes for those
patients diagnosed
with UI

AF group:
&Mailedpersonal feedback
on nurses’ performance
from baseline audit

& Aggregated feedback
on other study nurses’
performance

& Resourcepackwithprinted
educationalmaterials on
bladder function, typesof
UI, advice on therapy; did
not contain evidence-based
recommendations on
best practice
EO group:

&Mailedpersonal feedback
on nurses’ self-reported
barriers to providing
optimum UI care

& Aggregated feedback
on other study nurses’
reported barriers

& Outreach visits by a
trained ‘‘link nurse’’

& Follow-up phone calls
from ‘‘link nurse’’

AF and EO combined
group:

& Combination of above
interventions

& Receivededucational
resource packet

& Nurseperformance
as measured
by nursing
documentation
ofassessmentand
management
of UI

Not successful
& No statistically
significant difference
between 4 arms for
nurse performance

(continues)
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Table 1. Overview of the Articles’ Objectives/Aims, Interventions, Control Groups, Outcome
Measures, and Success of the Intervention Based on Compliance of Translation by Nurses, Continued

Authors, Year Objective/Aim
Implementation
Intervention Control

Outcome
Measures

Success of
Intervention

Fuller et al32

(2012)
To determine if a
behaviorally designed
feedback intervention
would improve HHC
compared with
routine practice

& Weeks 1 and 2: 20-min
observations followed
with immediate
feedback and
formation of an action
plan for noncompliant
individuals; individuals
praised if they
were compliant

& Week 3: 20-min
observation and group
compliance recorded
(no feedback given)

& Week 4: 20-min
observation and group
compliance recorded
with feedback and
action plans formulated
at a ward meeting

& Usual care & HHC (expressed
as percentages)
measured by
directobservation
using the Hand
Hygiene
Observation tool

Partially successful
& Statistically significant
improvement in HHC
in intensive care units
(P G .001) but not
general medicals
wards (P = .5)

Huis et al30

(2013)
To determine whether
an innovative,
theory-based, team-and
leader-directed strategy
would bemore effective
than a literature-based
state-of-the-art strategy
in increasing HHC rates
among nurses

State-of-the-art strategy:
& Education for improving
knowledge and skills

& Reminders for supporting
the actual performance
of hand hygiene

& Feedback
& Adequate products and
facilities

Team- and leader-directed
strategy:

& State-of-the-art strategy
& Gaining active
commitmentandinitiative
of ward management

& Modeling appropriate
hand hygiene behavior
by informal leaders at
the ward level

& Setting norms and
targets within the team

& No control group
(2 intervention
groups)

& HHC expressed
as percentages

& Presence of
jewelry, long
sleeved clothes
under uniforms,
and compliance
with specific types
of handhygiene
opportunities

Successful
& Statistically significant
improvement in HHC
for team and leaders
directed strategy vs
state-of-the-art
strategy (P G .001)

& Statistically significant
improvement in team-
and leader-directed
strategy over
state-of-the-art
strategy for jewelry/
long sleeve
compliance (P G .001)

Martin-Madrazo
et al33 (2012)

To determine the
effectiveness of a
multimodal
intervention to
improve HHC in
healthcare
professionals in
primary care

& Four sessions of 50min
each for healthcare center
) Video presentation
) Hand hygiene
demonstrations

) Hydroalcoholic
preparation tinted
with fluorescent dye
to determine visible
disinfection on
healthcare workers’
fingertips

& Hydroalcoholic solution
placed in each healthcare
center’s consultation offices

&Reminderpostersregarding
infectioncontrolmeasures
posted at key points

& Usual care & HHC expressed
as percentages

Successful
& Statistically significant
improvement inHHC
in primary healthcare
workers compared
with baseline data
(P G .001)

(continues)
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Table 1. Overview of the Articles’ Objectives/Aims, Interventions, Control Groups, Outcome
Measures, and Success of the Intervention Based on Compliance of Translation byNurses, Continued

Authors, Year Objective/Aim
Implementation
Intervention Control

Outcome
Measures

Success of
Intervention

Murtaughetal36

(2005)
To determine the
effectiveness of
2 interventions
designed to improve
the adoption of heart
failure evidence-based
practices by home
health nurses

Basic e-mail:
& Package of materials
e-mailed to participants

& Pocket card with
medicationmanagement
information

& Promptercard to improve
nurse’s communication
with physicians

& Self-careguide forpatients
Augmented intervention:
& Basic e-mail including
package of materials,
pocket card, prompter
card, and self-care guide

& Outreach by an expert
CNS
) Standard e-mail from
CNS 1 wk after basic
e-mail about patient’s
status, usefulness of
heart failure self-care
guide, and if the
nurse or patient had
any issues they would
like to discuss

& Usual Care & Nurse
assessment
practices as
measured
by nursing
documentation

& Nurse
instructions/
education to
patients as
measured by
nursing
documentation
of patient
education

Successful
with augmented
intervention
& Nurses in both
intervention groups
showed a statistically
significant
improvement with
the comprehensive
assessment measure
(basic e-mail P =
.006; augmented
intervention
P G .001)

& Augmented group
more likely to record
assessment of
medication adverse
effects (P = .03),
instruct patients
about when to
contact the physician
(P = .014) and to
give the self-care
guide (P G .001)

& Greater number
of statistically
significant effects
for the augmented
group

Nevo et al34

(2010)
To assess the efficacy
of various cues to
improve HHC upon
entering (pre) and
exiting (post) a
simulated patient
environment

& Baseline (control group)
& Baseline and flicker:
dispenser in baseline
location and enhanced
with flashing lights

& Line of sight: dispenser
and poster moved
to line of site on
entering room

& Line of sight and flicker:
dispenser moved to line
of sight and enhanced
with flashing lights

& Warning sign: same
as baseline setting,
only with a sign outside
stating ‘‘Warning!
This room is under
electronic surveillance
for HHC. Failure to
perform hand hygiene
within 10 s of entry
will trigger an alarm.
The violation will be
reported!’’

& Baseline data group
served as control

& HHC expressed
as percentages

Successful with
warning-sign group
Partially successful in
line-of-sight and
flicker group
& Statistically significant
improvement ofHHC
for pre-examination
in line-of-sight and
flicker groups
(P = .02)

& Statistically significant
improvement of
HHC for warning-sign
group both pre
(P G .02) and
postexamination
(P G .001)

(continues)
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of the intervention was based on the compliance of trans-
lation by nurses. The interventions were listed as ‘‘not
successful,’’ ‘‘partially successful,’’ or ‘‘successful.’’ Whereas
some studies also included patient-related outcomes, only
nursing compliance to translation of research-based evidence
was included in this review. Compliance to research-based
practices was the main outcome measured in the studies.
Beeckman et al29 assessed compliance to guideline-based
care recommendations for pressure ulcer prevention with
an algorithm based on a previous pilot study. Self-reported
improvement in practice as measured by a researcher-
developed 48-item questionnaire was used to measure
compliance by Sutherland-Fraser et al.31 Cheater et al35

and Murtaugh et al36 both assessed compliance of nurse
performance by completing chart audits on the nurses’ doc-
umentation against evidence-based review criteria for the
assessment of urinary incontinence and heart failure man-
agement, respectively. Reviewers from these studies pulled
information from patients’ charts to identify nurse’s compli-
ance with appropriate documentation of assessment, man-
agement, and patient education. Compliancewasmeasured
by observation in the 4 studies whose strategies focused on
increasing hand hygiene compliance. Of these 4 studies,
3 provided information on training the observer completed,
which ranged froma1.5-hour toa2-day trainingcourse.30,32,33

Fuller et al32 utilized a reliable Hand Hygiene Observation
Tool, whereas the other studies relied on observation alone.

DISCUSSION
Translating research-based evidence into practice has been
shown to improve patient outcomes. Many evidence-based
guidelines have been created; however, there remains a gap

between research and practice.2,3,7 To bridge this gap, inter-
vention studies aimed at effective implementation strategies
are gaining notoriety in the literature. There is currently a
lack of research that links the effects of the implementation
intervention back to compliance of the healthcare provider.
Because nurses comprise themajority of healthcareworkers
and have themost direct contactwith patients, it is important
to identify research that specifically addresses this popula-
tion.24 The purpose of this review was to critique research
on implementation strategies for translation of research-
based evidence to the bedside by nurses.

The 2most common topics examined in this reviewwas
hand hygiene compliance and pressure ulcer prevention.
Hand hygiene is noted to be the most effective way to de-
crease the potential for infection; however, nurses, along
with other healthcare providers, have very poor hand
hygiene compliance.37Y40 Because hand hygiene is so im-
portant, it is no surprise that half of the reviewed articles
focused on improvement of hand hygiene compliance.

Two articles primarily examined compliance topressure
ulcer prevention guidelines. Pressure ulcers have been rated
within the top 5 adverse events inWestern countries and can
decrease quality of life.41Y43 This harm is considered to be
largely preventable and is a priority formost institutions.41Y43

The other topics studied, urinary incontinence and heart
failure, were considered a high priority to the participating
institutions. Each of these studies noted adverse events as-
sociated with these preventable issues and designed inter-
ventions aimed to decrease poor outcomes.36,44,45

Literature suggests that themost successful implementa-
tion strategies are multimodal and tailored toward identified
barriers and facilitators to implementation.1,11Y15 All but 2 ar-
ticles utilized multimodal intervention strategies; however,

Table 1. Overview of the Articles’ Objectives/Aims, Interventions, Control Groups, Outcome
Measures, and Success of the Intervention Based on Compliance of Translation by Nurses, Continued

Authors, Year Objective/Aim
Implementation
Intervention Control

Outcome
Measures

Success of
Intervention

Sutherland-Fraser
et al31 (2012)

To determine if an
educational intervention
would improve
perioperative nurses’
knowledge and
practices regarding PU
assessment and
prevention strategies

& 30-min audiovisual
presentation outlining
pressure injury risks and
prevention strategies

& Resource folder of
educational material,
additional reference
material and policy
documents with a
companion CD-ROM

& Reminder posters on key
points frompresentation

& No control group & Self-reported
knowledge and
practice as
measured by a
researcher-
developed
48-item
questionnaire

Partially successful
Statistically significant
improvement for the
following outcomes:
& Accurately describing
PU stages (P= .001)

&Reassessmentofstage1
on patients’ heels
(P = .05)

&Decreaseinno.ofnurses
whowouldmassage a
stage 1 or 2 (P=.02)

& Use of a PU risk
assessment tool along
with clinical judgment
(P=.0001)

Abbreviations: AF, audit and feedback; CNS, clinical nurse specialist; EO, educational outreach; HHC, handhygiene compliance; PU, pressure ulcer; UI, urinary incontinence.
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many of these strategies were cumbersome and did not in-
clude the detail warranted for translation.

Furthermore, 4 studies mentioned the importance of tai-
loring interventions based on barriers and facilitators; how-
ever, only 3 of these studies incorporated this knowledge
in the design and development of the intervention. The
success of the multimodal, tailored interventions that these
3 articles utilized varied greatly. One study’s outcomes were
not successful, one partially successful, and the final study
demonstrated successful outcomes. These findings may
challenge the notion set forth in previous literature as to the
importance ofmultimodal tailored strategies; however, this
finding should be evaluated with caution, as only a small
number of articles narrowly focused on nursing compli-
ance were included in this review. Other literature focused
onpatients and/or nonnursing outcomesmayhave yielded
different results.

Leadership has also been noted in the literature as being
adriving forcebehindeffective implementation strategies.46Y49

Interestingly, only 1 article, focused on hand hygiene com-
pliance, utilized an intervention strategy that purposefully
included leadership involvement. This article found sta-
tistically significant improvements in nursing compliance,
and the intervention regarded as ‘‘successful.’’30 Whereas
leadership involvement is supported in previous research,
3 other articles that had ‘‘successful’’ outcomes did not in-
clude leadership involvement as part of the intervention
strategy. This finding may question the importance of lead-
ership involvement; however, this should also be evaluated
with caution (Table 2).

Several different implementation interventions were
utilized including visual cues, audit and feedback, educa-
tional meetings and materials, reminders, outreach, and

leadership involvement. Increasing the number of different
strategies implemented did not necessarily equate to more
successful outcomes. All implementation strategies were
utilized at least once in those studies that yielded ‘‘success-
ful’’ outcomes; however, the majority of these strategies
were also utilized in studies which outcomeswere deemed
‘‘partially successful’’ and ‘‘not successful.’’

Nurses’ compliance to research-based practice recom-
mendations was the main outcome for this review. One
study measured nurses’ compliance to pressure ulcer
prevention recommendations with an algorithm based
on a previous pilot study; however, reliability and validity
data on this algorithmwere not included. In another study,
nurses were asked to complete a research-developed ques-
tionnaire to measure self-reported practice improvements.
This tool was reviewed for face validity only, and no reliabil-
ity data were provided. Also, using self-reported data has
limitations. Self-reported data can rarely be independently
verified, as well as the nurses could have exaggerated their
improvements in research-based practice recommenda-
tions.50 Two studies measured compliance by reviewing
nursing documentation to assess for an increased compli-
ancewith guideline recommendations.However, the imple-
mentation strategy sought to improve the nurses’ compliance
to recommended assessment, management, and patient
education skills, not their documentation skills. Also docu-
mentation may not adequately reflect nurses’ practice.36 Fi-
nally, handhygieneobservationsmayproduce theHawthorne
effect in nurses, and any increase in hand hygiene compli-
ance may have been due to the nurses knowing they were
being observed. In addition, 3 of the 4 interventions thatwere
deemed ‘‘successful’’ were focused on hand hygiene compli-
ance. These designs may have seen a greater improvement

Table 2. Overview of Intervention Strategies Used by Authors and Success of Intervention Based
on Compliance of Translation by Nurses

Author/Year
Visual
Cues

Audit and
Feedback

Educational
Meetings

Educational
Materials Reminders Outreach

Leadership
Involvement

Success of
Outcome

Beeckman et al (2013) ¾ ¾ ¾ ¾ ¾ Partially
successful

Cheater et al35 (2006) ¾ ¾ Not
successful

Fuller et al32 (2012) ¾ Partially
successful

Huis et al30 (2013) ¾ ¾ ¾ ¾ Successful

Martin-Madrazo
et al33 (2012)

¾ ¾ Successful

Murtaugh et al36

(2005)
¾ ¾ ¾ Successful

Nevo et al34 (2010) ¾ Successful

Sutherland-Fraser et al31

(2012)
¾ ¾ ¾ Partially

successful
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due to the relatively simple nature of hand hygiene obser-
vation. Also, even though the majority of these studies re-
quired observers to attend training courses, hand hygiene
compliance is a somewhat subjectivemeasure, which could
skew the data depending on the observer.51

There are several limitations to this review. Within this
review, a thorough literature search was conducted; how-
ever, only 1 reviewer identified the selected articles, and there
may have been an incomplete retrieval of articles thatmet the
inclusion criteria. This critiquehad anarrow scopeand sought
to reviewonly those studies that evaluated how implemen-
tation strategies affectednursing compliance, yielding a small
selection of only 8 articles. Other studies involving patient
and other healthcare providers may have reached different
conclusions about the success of various strategies.

CONCLUSION
Translating research-based evidence into practice is of
utmost important to improve patient outcomes. Research
aimed at how to implement these research recommenda-
tions within nursing is relatively scant. This review sought
to critique the existing research on implementation strat-
egies in order to pinpoint the most beneficial strategies.
Further research is warranted to better understand which
strategies should be utilized to best implement research-
based evidence to nursing. Identifying these strategies will
help to increase compliance and adherence to evidence-
based standards, ultimately improving patient outcomes
and decreasing variance in care and adverse events.
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