
42	  AJN  |  Vol. 126, Issue 2  |  February 2026

PROFESSIONAL DEVELOPMENT

To meet the recommendations of The Future of Nursing 
2020-2030: Charting a Path to Achieve Health Equity, nurse 

leaders must have the necessary knowledge and skills to 
impact practice, policy, and programs.1 Although nursing has 
fully embraced evidence-based practice (EBP), and the litera-
ture shows evidence of movement toward sustainable prac-
tice changes in health care based on quality improvement (QI) 
methods, examples of nurse leadership and participation in 
robust policy analysis and rigorous program evaluation are lim-
ited. To address this gap and drive health care practice change, 
nurse-led policy and program initiatives should be informed 
by research and EBP (including the best available research or 
other evidence, clinical expertise, and population preferences). 

The Mountain Model for Evidence-Based Practice Quality 
Improvement (EBPQI) is an umbrella framework developed to merge 
the EBP and QI paradigms (see Figure 1).2 This model posits reliance 
on external research evidence (a central tenet of EBP, which is absent 
from QI models) and continuous monitoring for improvement and 
sustainability (a central tenet of QI, which is lacking in EBP).3-5 This 
article describes how the Mountain Model for EBPQI can be practi-
cally adapted to guide EBP program evaluation (EBPPE) and EBP pol-
icy analysis (EBPPA) initiatives, and provides examples of how the 
adapted models can be used in practice (see Figures 2 and 3).

The EBPPE and EBPPA adaptations of the Mountain Model for 
EBPQI retain its key components: an evidence-based foundation, 
critical appraisal of evidence, use of internal evidence, develop-
ment of a purpose and measurable aims, and dissemination. The 
Mountain Model for EBPQI allows for incorporation of various EBP 
frameworks and QI strategies; similarly, the EBPPE and EBPPA 

adaptations facilitate the use of frameworks and models specific 
to program evaluation and policy analysis.

THE MOUNTAIN MODEL FOR EBPPE 
Although the word “program” can have different contextual mean-
ings (project, initiative, clinical pathway, guidelines), all imply a core 
set of characteristics and activities. For example, a program evalu-
ation might include a systematic assessment of a program’s pro-
cesses and outcomes to enable a judgment or decision about its 
effectiveness, value, or other predetermined metric; however, the  
ultimate purpose of the evaluation will be to answer the question, 
“Should we keep the program as it is, change it, or end it?” To begin 
the program evaluation process using the Mountain Model for EBPPE, 
the team must identify evidence that supports the need for the pro-
gram, becoming experts on the problem the program addresses and 
on best practices to address it. At the model’s foundation level, a 
search of the external research evidence (the most rigorous form of 
evidence; however, other types of external evidence can be consid-
ered to address a specific problem) is conducted. At the next level, 
EBP, the evidence is critically appraised and synthesized. 

The internal evidence level requires an assessment of the pro-
gram’s current status using any data collected after its initiation. At 
the purpose and aims level, the nurse and their team can work with 
the program’s developers to determine what might be measured 
using SMART (specific, measurable, achievable, relevant, and time-
bound) aims to meet the purpose of the program evaluation. 

The key distinction between the Mountain Model for EBPQI and its 
adaptation for EBPPE is evident at the next level, program evaluation, 
where program evaluation methods are substituted for QI methods. 
Upon completion of the evaluation, the results will inform the deci-
sion to eliminate, change, or sustain the program. The pinnacle of the 
mountain continues to be dissemination (via, for instance, a full report 
to the organization; an executive summary; local, regional, national, 
or international presentations; publications in professional journals) 
to provide exemplars and guide similar programs in other settings. 

PROGRAM EVALUATION FRAMEWORKS USED IN 
HEALTH CARE
The single differentiating component of the Mountain Model 
adapted for EBPPE is its use of program evaluation frameworks and 
models rather than QI methods (such as define, measure, analyze, 
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improve, and control; or Plan–Do–Study–
Act). The following are brief descriptions 
of some program evaluation models and 
frameworks that may be used.

The logic model maps the causal pro-
cess through which programs are 
expected to bring about change and pro-
duce the outcomes of interest.6 This model 
uses a visual representation of a causal 
pathway that begins with the identified 
problem and links program inputs 
(resources required) and outputs 
(activities/interventions and participation) 
to outcomes (short-, medium-, and long-
term) that demonstrate impact. 

The RE-AIM framework evaluates 
programs or interventions using five 
dimensions: reach (who is affected, tar-
get population), efficacy (impact, out-
comes, and unintended effects), adoption 
(assessment of the program or interven-
tion’s implementation by the organization 
or providers); implementation (the pro-
gram or intervention’s fidelity to its 
design); and maintenance (sustainability 
over time).7 This framework was devel-
oped specifically for use in public health 
to demonstrate population impact.

Kirkpatrick’s training evaluation 
model is used to assess training pro-
grams, often in clinical and educational 
settings, and has been used in profes-
sional development.8,9 Its four levels of 
evaluation, from simple to complex, are 
(1) reaction (perceptions of the partici-
pants in the training—often a measure 
of satisfaction), (2) learning (whether 
knowledge or skills have been attained 
from the program), (3) behavior (partici-
pants’ use of knowledge and skills in 
practice), and (4) results (impact of the 
application-level behavior change on 
organizational or health outcomes). 
Levels 3 and 4 (behavior, results) are crit-
ical to evaluating whether and how proj-
ects impact health and health care.

The Centers for Disease Control and 
Prevention Framework for Program 
Evaluation, published in 1999 and updated in 2024, is a compre-
hensive public health program evaluation guide that can be used for 
any health care initiative.10,11 There are six steps in the process: (1) 
assess context, (2) describe the program, (3) focus the evaluation 
questions and design, (4) gather credible evidence, (5) generate and 
support conclusions, and (6) act on findings. Three “cross-cutting 
actions”—engage collaboratively, advance equity, and learn from 
and use insights—must be incorporated into each step. High-quality 
standards for relevance and utility, rigor, independence and objec-
tivity, transparency, and ethics should guide the evaluation.

Realist, or realistic, evaluation examines which interventions 
are working, for whom, in what contexts, and why. It analyzes 
interventions through the lenses of context (the environment in 
which the intervention is implemented), mechanisms (the pro-
cesses through which the intervention is supposed to work), and 
outcomes (observed effects), and explores underlying reasons for 
program success or failure.12 Unlike evaluations that ask only 
whether an intervention is effective, realist evaluation seeks to 
elicit understanding of the conditions under which an intervention 
is most likely to succeed for different groups of people.  
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EBPQI = evidence-based practice quality improvement; PDSA = Plan–Do–Study–Act.
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The Easy Evaluation framework originated in public health 
in New Zealand.13 This hybrid framework borrows from the logic 
model and the Centers for Disease Control and Prevention (CDC) 
Framework for Program Evaluation (1999 version) and has seven 
phases, beginning with a thorough description of the program. 
Phase 2 entails evaluation of a logic model of the program out-
comes (if already developed) and what needs to be done to achieve 
them; if program outcomes have not been developed, the evalu-
ator must create a logic model, each component of which can 
then be evaluated. In Phase 3, the priorities for evaluation are 
developed, and in Phase 4, the evaluator determines how priori-
ties will be measured. Measurement data are collected in Phase 
5, and in Phase 6, these data are interpreted and conclusions are 
drawn. In Phase 7, conclusions, recommendations, and lessons 
learned are shared and disseminated. 

EXEMPLAR: USING THE MOUNTAIN MODEL FOR 
EBPPE 
The administration of City Hospital wants to evaluate the hospi-
tal’s six-month nursing orientation program, which has been in 
place for three years. The program’s purpose was to increase 
retention of new nurses beyond two years to 75% and decrease 
the attrition rate to 25%, but this goal has not been achieved. When 
the program began, the attrition rate was 50%, but the current 
attrition rate is 38%. Nursing administration and human resources 
have identified new nurse retention as a priority problem.  

A nurse manager of a unit frequently affected by new nurses 
leaving before two years has decided to lead a team to address 
this issue. The nurse manager and team use the Mountain Model 
for EBPPE to guide their efforts. Beginning at the model’s founda-
tion level, the team searches for external evidence in order to gain 
expertise in the problem of new nurse retention and the most 
effective nursing orientation practices.

Moving to the model’s EBP level, the team synthesizes the 
evidence collected, focusing on the problem and best practice 
recommendations for onboarding new nurses, then compares 
this information with the current onboarding practices and out-
comes at City Hospital (internal evidence level), which will sup-
port the team’s creation of a description of the program 
evaluation aims and the criteria for meeting them (purpose and 
aims level).

City Hospital’s administration guides the team in describing the 
program evaluation’s purpose as follows: “The purpose of the eval-
uation is to determine whether to continue the orientation program 
in its current state, make modifications, or stop the program.” The 
team will use Kirkpatrick’s training evaluation model to evaluate the 
orientation program for new graduate nurses (program evaluation 
level).9 With this evaluation model, SMART aims are developed for 
each of its four levels of evaluation.

Reaction level. Evaluation at the reaction level will answer the 
following question: “How did participants feel about the training?” 
This internal information is collected via post-orientation surveys 
obtained from the nursing education department and includes 
data going back to the time of the orientation program’s introduc-
tion. These data demonstrate new nurses’ level of satisfaction with 
their orientation experience and can be used in the evaluation. 
The SMART aim developed for this level is: “At least 85% of new 
nurses rate the orientation program as effective and supportive 
in helping them transition into practice.”

Learning level. Evaluation at the learning level will address the 
knowledge and skills attained by new nurses in the orientation 
program, during which they must demonstrate competency in a 
required list of skills in simulated scenarios before starting work 
on hospital units. The SMART aim developed for this level is: “In 
each orientation cohort, 100% of nurses demonstrate competency 
of required skills.”

Behavior level. Evaluation at the 
behavior level will determine whether 
new nurses are able to apply the knowl-
edge and skills gained in orientation in 
their practice on hospital units. The 
SMART aim developed for this level is: 
“Nurse managers will be satisfied with 
the new nurses’ preparation for practice 
after orientation.”  

Results level. This is the most impor-
tant level for the organization, because 
the overall purpose of the orientation 
program is to effectively support and 
retain competent nurses. Two SMART 
aims are developed for the results level: 
(1) “75% of new nurses will be retained 
for two years, measured by comparing 
year-over-year retention rates for nurses 
who have completed the program since 
its inception,” and (2) “Turnover costs 
decrease by at least 15% over three 
years.”

The team’s next step is to con-
duct  the evaluation initiative. For the 
reaction-level aim, data are analyzed 

Figure 3. The Mountain Model for Evidence-Based Practice Policy Analysis

EBPPA = evidence-based practice policy analysis.
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from post-orientation surveys over three years, revealing that 89% 
of new nurses rated the program as effective in supporting their 
transition to practice. Similarly, for the learning-level aim, 100% 
of nurses achieved competency on the skills list. However, no 
information is available on how these nurses are functioning as 
they work independently on their units (per the behavior-level 
aim); therefore, the team decides to ask nurse managers if they 
have any concerns regarding the new nurses or suggestions for 
changing the orientation program. Upon evaluation of these data 
from the nurse managers, an overarching message is that they 
feel the new nurses need continued support beyond the six-month 
orientation period.  

City Hospital’s nurse retention data from the past three years 
show a trend of increasing retention that has stalled over the 
past year (results-level aim 1). Similar findings are shown with 
turnover costs, suggesting that as retention increased, costs 
decreased, but have now reached a plateau (results-level aim 2). 
(See Figure 4.)

Based on this three-year evaluation, the team recommends 
that the nursing education department add a six-month struc-
tured mentoring program to follow orientation. The team advises 
that the mentors in this program will need initial training (which 
can serve as professional development) and that a pilot program 
should be implemented and continuously evaluated using the 
Mountain Model for EBPPE. The savings associated with 
improved retention, as noted in the team’s evaluation of turn-
over cost data, reassure the administration that the orientation 
program is beneficial, and the team establishes that the addi-
tional costs of the mentorship program will be continuously 
monitored and evaluated annually in relation to the retention 
rate. By continuously evaluating and adapting the nursing ori-
entation program, the organization can ensure sustained suc-
cess in nurse retention (per the results-level aim 1) and 
professional development. As many organizations struggle with 

new nurse retention, the team’s systematic evaluation should 
be disseminated so that others can undertake similar initiatives 
in their own organizations (the pinnacle of the Mountain Model). 

THE MOUNTAIN MODEL FOR EBPPA 
Policy analysis projects begin with the recognition of, first, a 
problem that could possibly be addressed with a new or revised 
policy or, second, a policy that should be evaluated and possi-
bly revised or eliminated. Policy analysis often involves laws and 
regulations at the federal or state level; however, policies can 
be analyzed at the local, organizational, or unit level to signifi-
cantly improve daily care practices. As experts in patient care 
and health, all nurses can influence and implement health 
policies. 

As with using the Mountain Model for EBPQI to address a clin-
ical problem or the EBPPE adaptation to evaluate a program, 
addressing a policy problem with the Mountain Model for EBPPA 
requires the nurse leader and team to start at the foundational 
level and become experts in the policy problem by searching for 
external research evidence. The databases used to iden-
tify EBPPA evidence may differ from those for EBPQI or EBPPE 
projects, but the process remains the same. The goal of the mod-
el’s foundational-level evidence search is to comprehensively 
describe (1) the problem that the policy is meant to address, and 
(2) why a policy needs to be developed, revised, or repealed 
based on the evidence. 

At the model’s EBP level, the evidence must be critically 
appraised and synthesized. Next, a determination is made as to 
what internal or other data should be collected (internal evidence 
level). A purpose statement and SMART aims for the analysis must 
then be developed (purpose and aims level). The next level, policy 
analysis, requires the nurse leader and team to conduct an EBPPA 
using a policy analysis framework (this replaces the Mountain 
Model for EBPQI’s QI level). The summation of this policy analysis 
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will involve policy development (to address the identified prob-
lem) or recommendations for change (to a current policy). At the 
pinnacle of the Mountain Model for EBPPA, dissemination of the 
team’s policy analysis process, its results, and related recommen-
dations should occur (for example, via opinion articles or editori-
als, fact sheets for policymakers, presentations before committees 
or legislative bodies or at professional conferences, or publica-
tions in professional journals). 

POLICY ANALYSIS FRAMEWORKS FOR HEALTH 
CARE 
The following are some examples of frameworks that can be used 
at the policy analysis level of the Mountain Model for EBPPA to 
guide health care policy analyses:

The CDC Policy Analytical Framework is a structured 
approach to policy analysis with three domains: problem identifi-
cation, policy analysis, and strategy and policy development 
(including policy enactment and implementation).14 This frame-
work is best suited for public health contexts but can work in most 
clinical settings.

Kingdon’s multiple streams framework proposes that policy 
change happens when three streams (problem, policy, and politics) 
converge, forming a “policy window,” or opportunity for change.15 
The problem stream describes the issues that exist at any point. 
The policy stream describes all the proposals to address the prob-
lem. The political stream reflects the current political climate.  

The Equity Assessment Framework for Public Health Laws 
and Policies facilitates evaluation of existing or proposed laws’ 
and policies’ equity implications in order to identify potential dis-
proportionate impacts on population groups.16 The framework uses 
seven guiding questions on process- and outcomes-related equity 
considerations to uncover areas that may inadvertently perpetu-
ate health disparities.  

The data-driven policymaking model is a structured, sys-
tematic approach to public policy evaluation and decision-making 
using empirical evidence.17 The model consists of four sequential 
phases: (1) define and clearly articulate the policy problem, (2) 
collect relevant data, (3) analyze the data comprehensively and 
evaluate and compare alternative policy solutions, and (4) rec-
ommend a policy option based on evidence and take action. 

EXEMPLAR: USING THE MOUNTAIN MODEL FOR 
EBPPA 
The recent murder of a psychiatric mental health NP by a patient 
within a local health care organization has heightened concerns 

about workplace violence. Staff, including an NP and her col-
leagues, have been distressed about workplace violence and 
safety for some time, but now members of the organization’s board 
of directors are paying attention. Media attention to this tragic 
event has garnered public support for policy interventions to 
enhance staff safety and prevent future incidents. The NP decides 
to seize the opportunity by enlisting a team of colleagues to exam-
ine how workplace violence can be more effectively addressed. 
To do so, the team decides to use the Mountain Model for EBPPA 
along with Kingdon’s multiple streams framework (at the model’s 
policy analysis level). 

The problem, as described by the team, is that workplace 
violence in health care is a long-standing issue that is exacer-
bated in psychiatric and emergency settings. At the external 
research evidence level of the Mountain Model, the NP and team 
search for evidence to define and describe this issue; evidence-
based solutions to address the problem; and guidelines from 
organizations such as the American Nurses Association, the 
Occupational Safety and Health Administration, and the Joint 
Commission.

Moving to the next level of the Mountain Model, EBP, the NP 
leads the group in using their EBP skills to synthesize the evi-
dence on the incidence and prevalence of workplace violence 
against health care workers. Findings show that workers in behav-
ioral health and emergency settings are most at risk for work-
place violence, and that this risk impacts staff morale, retention, 
mental health, and patient care quality. Research reports and 
guidelines feature policy-focused solutions pertaining to security 
risks, violence prevention, legal reforms, and mental health 
support. 

With this information, moving to the next level of the model, 
the team seeks internal evidence to describe the current state 
of workplace violence in the organization and uses these data 
to develop aims for a policy initiative. (In Kingdon’s framework, 
these data represent the problem stream.) The team finds that, 
according to a recent workplace culture survey conducted by 
the organization, one in three nurses (33%) experienced a phys-
ical assault at work, but only 25% reported the incident. The 
survey results also show that many nurses (15%) missed work 
due to fear for their safety. These statistics align closely with 
national figures reported by a leading nursing organization. (It 
should be noted that, had a workplace survey not been con-
ducted, the team would have made doing so a priority recom-
mendation because it is difficult to evaluate the impact of a 
policy or policy change in the future without baseline data.) 
Using these baseline numbers, the team now moves to the 
model’s purpose and aims level and defines the overall pur-
pose of the policy change as reducing violence in the work-
place. They develop the following SMART aims for the policy 
change:

•	 to decrease by 5% the number of nurses who experience a 
violent incident

•	 to increase by 5% the number of nurses who report violence
•	 to decrease by 3% the number of absences attributed to fear 

of workplace violence
The team is now ready to develop recommendations for policy 

change (the policy stream) and work within the “politics stream”; 
to accomplish this, the team must determine the political and 

Program evaluation and policy  
analysis informed by evidence can  
add value, support responsible  
use of resources, and improve the 
quality of care.
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organizational factors that will influence the policy’s acceptance, 
implementation, and likelihood of success.

At the policy analysis level of the Mountain Model, using 
Kingdon’s multiple streams framework, it is evident that a “policy 
window” is open for meaningful change: the focusing event (the 
murder) triggered the policy analysis, and the problem, policy, and 
politics streams are aligned. The team has the evidence needed 
to engage stakeholders within the organization for their support 
and draft a policy proposal. By framing the proposed policy from 
risk management and cost perspectives, as well as a morally 
responsible necessity, the team secures the resources and finan-
cial commitment to implement an evidence-based policy on units 
where staff are at higher risk for workplace violence. The policy 
aligns with recommended practices and includes organizational 
changes: security upgrades, prevention training, and a new sys-
tem for reporting violence. 

The NP and team may encounter barriers related to costs and 
uncertainty about the program’s return on investment, but they 
can counter these concerns with data from external and internal 
evidence supporting improved retention, lower legal liability, and 
enhanced patient care quality. They can also go beyond their local 
work setting and present the issue to a relevant professional orga-
nization or to their elected officials. Many states have passed leg-
islation mandating that organizations make their workplaces 
safer.18 Having reached the top of the Mountain Model (dissemi-
nation), the team should disseminate their work in this endeavor, 
as the outcome may benefit other organizations and is transfer-
able, with adaptations, to other settings. The team should present 
the results locally to their organization, at conferences, and 
through publications.

DISCUSSION
The Mountain Model for EBPQI can be functionally adapted for 
program evaluation and policy analysis initiatives. The Mountain 
Model facilitates understanding of a systematic process of 
searching for, identifying, appraising, and using supporting evi-
dence to achieve change and disseminate the outcomes of the 
endeavor. The program evaluation and policy analysis methods 
discussed in this article are not a comprehensive list, nor are 
they examined in depth; however, they are presented to 
increase awareness that multiple frameworks and models exist 
that can be incorporated into the Mountain Model’s adapta-
tions to expand the practical resources in the nurse leader’s 
toolbox. Program evaluation and policy analysis informed by 
evidence can add value, support responsible use of resources, 
and improve the quality of care. Nurses are in an optimal posi-
tion to lead EBPPE and EBPPA initiatives, as well as EBPQI 
initiatives. 

Nurses pursuing advanced degrees that require completion 
of a project may lead EBPPE and EBPPA initiatives as an alter-
native to EBPQI initiatives. Nursing education programs are 
encouraged to consider including content related to program 
evaluation and policy analysis in their curricula and adding 
related competencies in order to support student projects in 
ways that do not burden or challenge organizations.19,20 As life-
long learners, nurses can read and explore resources, pursue 
continuing education opportunities, and engage with experts 
and advisers to develop the knowledge and skills needed to 

undertake program evaluation and policy analysis (the models 
and frameworks presented in this article can serve as a start-
ing point). Competencies related to the triad of EBPQI, EBPPE, 
and EBPPA are valuable and can be used to address most prob-
lems that nurses may confront in practice. 

CONCLUSION
The Mountain Model offers a robust and adaptable framework to 
guide nurses through EBPQI initiatives, program evaluations, and 
policy-focused projects. It integrates a foundation of research and 
high-quality evidence with methodologies to ensure comprehen-
sive, systematic approaches for achieving meaningful, scalable 
improvements in health care and education.  ▼
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