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Foreword
It is with great pride that we introduce the fourth edition of the highly valued 
Johns Hopkins resource, Johns Hopkins Evidence-Based Practice for Nurses 

and Healthcare Professionals: Model & Guidelines.

While I write this, we are amidst a global health pandemic that has brought 
into sharp focus the strengths and weaknesses of healthcare systems. Without 
a doubt, the public and leaders worldwide unequivocally recognize the com-
plexity of patient care. Nurses and other members of healthcare teams are 
more—now than ever—the advocates for and providers of high-quality, com-
passionate care.

We have all recently experienced the anxiety related to lack of evidence sur-
rounding COVID-19. This dearth of information has put into stark relief how 
much we rely on evidence to guide our patient care and make ourselves, our 
families, and our patients feel safe. The visceral feeling of “not knowing” has 
highlighted the importance of not only producing high-quality evidence but 
also rapidly and reliably evaluating and implementing it. Never has evidence-
based practice felt more important than now, when we know what it’s like not 
to have it.

Feedback from a wide variety of end users, both clinical and academic, in-
form the continued development and improvement of the Johns Hopkins EBP 
Model. While the third edition emphasized the importance of inquiry as the 
foundation of continuous learning, the fourth edition draws attention to the 
value-added contributions of EBP as an interprofessional activity to enhance 
team collaboration and care coordination. EBP initiatives have become more 
collaborative in nature, and interprofessional teams have been shown to en-
hance quality outcomes through the integration of varied perspectives, lower 
costs, and safer patient care. As with previous editions, our goal remains 
constant and is ever more critical—to build capacity among frontline users to 
discern best practices from common practices and instill them into the every-
day care we provide our patients. This is not just a skill set but a mindset, and 



it will serve nurses and healthcare team members called upon to create and 
implement healthcare and public health policies in the years to come. 

Once again, I am honored to endorse this continued commitment to evidence-
based practice and inquiry that supports healthcare quality, innovation, and 
nursing leadership around the world.

–Deborah Baker, DNP, ACNP, NEA-BC 
Senior Vice President for Nursing, Johns Hopkins Health System  

Vice President of Nursing and Patient Care Services,  
The Johns Hopkins Hospital



Introduction
The dynamic and competitive US healthcare environment requires healthcare 
professionals who are accountable to provide efficient and effective care. 
New evidence is continually surfacing in nursing and medical environments. 
Consumer pressure and increased patient expectations place an even greater 
emphasis on the need for healthcare professionals to deliver true evidence-
based care in their daily practice. 

Johns Hopkins Nursing is steadfastly dedicated to making it easy for frontline 
nurses, health professionals, and students to use best evidence in their every-
day practice. With each edition, we revise based on the honest, frank, and gen-
erous feedback we receive from frontline users of the Johns Hopkins Evidence-
Based Practice Model from across the globe. We are grateful to those health-
care professionals who have taken the time to provide feedback to improve the 
clarity and usability of the model in a variety of clinical and academic settings. 
In this fourth edition, we are excited to be able to share these changes.

The 2021 revised JHEBP Model underscores the need for organizations to 
cultivate both a spirit of inquiry and an environment of learning that encour-
ages questioning and seeking best evidence and its implementation and adop-
tion in practice. Although our model was developed, tested, and implemented 
by and for nurses, we have had numerous requests and feedback from other 
health professionals to use the Hopkins model. Thus, we introduce the fourth 
edition with a new title—Johns Hopkins Evidence-Based Practice for Nurses 

and Healthcare Professionals. This change reflects the growing evidence base 
of the importance for interprofessional collaboration and teamwork, particu-
larly when addressing complex care issues such as those often tackled by EBP 
teams. 
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In this edition, our overarching aim is to provide practical and pragmatic ex-
planations, approaches, and tools to guide and support teams engaging in EBP 
projects:

	■ We explicitly reflected the interprofessional nature of the EBP process 
and its use by all disciplines who serve, interact with, and care for 
those who seek services. 

	■ We revised the flow of the book chapters across the sections to reflect 
the progression of steps in the EBP process. 

	■ We included a new introduction for the evidence section that includes 
a background on use of evidence hierarchies, tips for differentiating 
research from quality improvement, and further explanation of the 
summary and synthesis steps in the evidence process.

	■ We made significant enhancements to the appendices by including 
flowcharts, decision supports, and greater specificity in the directions. 

	■ We provided real-world examples for how to complete all tools using 
feedback from our global users as well as tried and tested helpful 
hints. 

	■ We added a new chapter to expand and amplify strategies for 
dissemination that includes how to create a dissemination plan, 
audience-specific recommendations for internal and external 
dissemination venues, details of the pros and cons of different types of 
dissemination, guidance on submitting manuscripts for publication, 
and an overview of the journal review process. 

	■ Chapter-specific enhancements:

	■ Chapter 3: Defines critical thinking and clinical reasoning and 
differentiates their use in the PET process

	■ Chapter 4: Outlines stakeholder selection criteria and an 
algorithm to determine the need for an EBP project

	■ Chapter 5: Includes new information on the literature screening 
process to navigate a large number of results 
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	■ Chapter 6: Provides useful clarifications of research approaches, 
designs, and methods with a focus on frontline staff as the target 
audience

	■ Chapter 8: Includes revised synthesis and translation steps; 
assesses risk prior to translation; prioritizes translation models 
accessible to frontline staff with a focus on the QI methodology 
and PDSA; and describes an expanded list of outcome measures 
to determine the success of an EPB project

The fourth edition honors the imperative first established by M. Adelaide  
Nutting, Assistant Superintendent of Nurses at The Johns Hopkins Hospital, 
Principal of the Johns Hopkins School of Nursing, and pioneer in the develop-
ment of nursing education:

“We need to realize and affirm a view that 
‘medicine’ is one of the most difficult of arts. 

Compassion may provide the motive, but 
knowledge is our only working power . . .  

surely we will not be satisfied with merely  
perpetuating methods and traditions; surely  

we should be more and more involved  
with creating them.”





Evidence-based practice (EBP) is a core competency for all healthcare 
professionals (HCPs) in all practice settings (Saunders et al., 2019). 
Using an evidence-based approach to care and practice decision- 
making is not only an expectation in all practice settings, but also a 
requirement established by professional standards, regulatory agen-
cies, health insurers, and purchasers of healthcare insurance. EBP is 
an important component of high reliability organizations and is a 
process that can enable organizations to meet the quadruple health-
care aim to enhance patient care, improve population health, reduce 
healthcare costs, and increase the well-being of healthcare staff  
(Migliore et al., 2020). 

In 2009, the Institute of Medicine (IOM) set an ambitious goal that 
90% of clinical decisions would be evidence-based by 2020. Although 
healthcare professionals are increasingly adopting EBP in practice,  
we have not met this grand challenge. However, licensed healthcare 
staff have the potential to make a major impact to improve patient 
outcomes through the appraisal and translation of evidence  

3
The Johns Hopkins Evidence-

Based Practice (JHEBP) Model 
for Nurses and Healthcare 

Professionals (HCPs) Process 
Overview
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(American Association of Colleges of Nursing [AACN, 2020; IOM, 2011;  
Wilson et al., 2015). This requires leaders in both academia and service settings 
to align their learning and practice environments to promote evidence-based 
healthcare, to cultivate a spirit of continuous inquiry, and to translate the  
highest-quality evidence into practice. Using a model for EBP within an organiza-
tion fosters end-user adoption of evidence, enables users to speak a common lan-
guage, standardizes processes, improves care and care outcomes, and embeds this 
practice into the fabric of the organization. The objectives for this chapter are to:

	■ Describe the revised Johns Hopkins Evidence-Based Practice Model for 
Nurses and Healthcare Professionals (HCPs)

	■ Introduce frontline HCPs and leaders to the PET process (Practice Ques-
tion, Evidence, and Translation)

The Johns Hopkins Evidence-Based Practice (JHEBP) 
Model for Nurses and HCPs—Essential Components: 
Inquiry, Practice, and Learning

The revised Johns Hopkins Evidence-Based Practice (JHEBP) Model for Nurses 
and HCPs (see Figure 3.1) is composed of three interrelated components— 
inquiry, practice, and learning—that take place in the context of interprofessional 
collaborative practice.

© Johns Hopkins Health System/Johns Hopkins University School of Nursing

Figure 3.1  The Johns Hopkins Evidence-Based Practice Model for Nurses and HCPs (2020).
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Inquiry

In the revised JHEBP Model, inquiry is the initial component that launches 
the EBP process. The concept of inquiry, a foundation for healthcare practice, 
encompasses a focused effort to question, examine, and collect information 
about a problem, an issue, or a concern generally identified through observation, 
assessment, and personal experience within the clinical setting. Curiosity and 
inquiry can foster meaningful learning experiences by prompting individuals to 
look for learning opportunities to know more. The National League for Nursing 
(NLN; 2014) describes a spirit of inquiry as 

a persistent sense of curiosity that informs both learning and prac-

tice. A nurse infused by a spirit of inquiry will raise questions, chal-

lenge traditional and existing practices, and seek creative approaches 

to problem-solving. …A spirit of inquiry…engenders innovative 

thinking and extends possibilities for discovering novel solutions in 

both predictable and unpredictable situations (NLN, 2014, para. 1).

Within the practice setting, inquisitiveness and curiosity about the best evidence 
to guide clinical decision-making drive EBP (Melnyk et al., 2009). Questions 
about practice commonly arise from HCPs as they provide everyday care to their 
patients. These questions may include whether best evidence is being used or if 
the care provided is safe, effective, timely, accessible, cost-effective, and of high 
quality. Organizations that foster a culture of inquiry are more likely to have staff 
that will embrace and actively participate in EBP activities (Migliore et al., 2020). 
When HCPs, individually and collectively, commit to inquiry and apply new 
knowledge and best evidence in practice, two outcomes are more likely—high-
quality outcomes and a culture that promotes inquiry. 

Practice

Practice, one component of all HCPs’ activity, reflects the translation of what 
clinicians know into what they do. As with all health professions, it is the who, 
what, when, where, why, and how that addresses the range of activities that define 
the care a patient receives (American Nurses Association [ANA], 2010, 2015).



Johns Hopkins Evidence-Based Practice for Nurses and Healthcare Professionals, Fourth Edition46

All HCPs are bound by and held to standards established by their respective 
professional organizations. For example, the ANA (2015) has identified six 
standards of nursing practice (scope) that are based on the nursing process and 
11 standards of professional performance. In addition to the ANA, professional 
nursing specialty organizations establish standards of care for specific patient 
populations. Collectively, these standards define nurses’ scope of practice, set 
expectations for evaluating performance, and guide the care provided to patients 
and families. Similarly, other HCP organizations establish practice standards for 
a variety of care providers, such as the American College of Clinical Pharmacy’s 
Standards of Practice for Clinical Pharmacists (2014) and the American Associa-
tion of Respiratory Care’s Respiratory Care Scope of Practice (2018). These stan-
dards provide broad expectations for practice in all settings where healthcare is 
delivered and are translated into organization-specific standards such as policies, 
protocols, and procedures. 

According to the IOM Health Professions Education summit report (2003), 
regardless of their discipline, all HCPs should have a core set of competencies 
that include the ability to use evidence-based practice, work in interdisciplinary 
teams, apply quality improvement methods, utilize informatics, and provide  
patient-centered care (see Figure 3.2). These competencies are achieved using 
consistent communication skills, obtaining knowledge and skills, and using  
clinical reasoning and reflection routinely in the practice setting.

The Health Professions Education report’s core competencies support the use 
of interprofessional team collaboration in which a variety of diverse profes-
sionals share their observations and knowledge through communication and 
collaboration. Both EBP and research initiatives have become more interprofes-
sional in nature, and interdisciplinary teams have been shown to enhance quality 
outcomes through the integration of professional perspectives, lower costs, and 
improve interactions among team members, thereby promoting patient safety 
and reducing medical errors (Aein et al., 2020; Bohnenkamp et al., 2014; IOM, 
2003). Working in interprofessional teams allows all team members to contrib-
ute their expertise to achieve the best possible outcomes for patients and fosters 
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role appreciation and job satisfaction between team members (Bohnenkamp et 
al., 2014). Practice change and improvement will also be more readily accepted 
within the organization and by all disciplines when it is based on evidence that 
has been evaluated through an interprofessional EBP process. An organization’s 
ability to create opportunities for HCPs as part of an interprofessional team to 
develop EBP questions, evaluate evidence, promote critical thinking, make prac-
tice changes, and promote professional development is no longer optional.

Employ
Evidence-

Based
Practice

Apply
Quality

Improvement

Provide
Patient-
Centered

Care

Overlap of Core Competencies for Health Professionals

Utilize
Informatics

Work in Interdisciplinary Teams

Figure 3.2 Relationship among core competencies for health professionals.  
Copyright 2003 by the National Academy of Sciences. All rights reserved.

The use of an evidence-based approach in developing clinical practice standards 
and guidelines is also an expectation of regulatory agencies such as the Joint 
Commission (Joint Commission International, 2016) and for certifying bodies 
such as the American Nurses Credentialing Center [ANCC], which reviews  
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organizations for Magnet Certification (ANCC, 2011). For example, healthcare 
organizations are standardizing practices based on evidence to reduce variations in 
care and practice to improve patient safety and quality while reducing healthcare 
costs (James, 2018; Warren et al., 2016). 

Learning

According to Braungart et al. (2014), learning is “a relatively permanent change 
in mental processes, emotional functioning, skill, and/or behavior as a result 
of experience” (p. 64). Learning incorporates the active process of observing, 
interacting with phenomena, and engaging with others (Teaching Excellence in 
Adult Literacy, 2011). It builds on prior knowledge and often occurs in a complex 
social environment in which knowledge is built by engaged members. Learning 
requires the learner to be motivated to learn because it often uses significant 
mental energy and involves persistence. Learning allows the learner to adopt new 
knowledge by applying it in practice, resulting in behavior change (Lancaster, 
2016). In addition to behavioral changes, learning can lead to changes in how 
participants think about themselves, their world, and others, referred to as 
transformational learning (Teaching Excellence in Adult Literacy, 2011). In this 
type of learning, critical reflection is used to examine issues or beliefs through 
assessing the evidence and arguments and being open to differing points of view 
and new information (Western Governors University, 2020). Ultimately, learning is 
what the learner hears and understands (Holmen, 2014).

A learning culture is a culture of inquiry that inspires staff to increase their 
knowledge, to develop new skills (Linders, 2014; McCormick, 2016), to support a 
growth mindset, and to believe that a person can acquire new skills and knowledge 
over time (Psychology Today, 2021). Staff with a growth mindset tend to actively 
seek out challenges and believe their true potential can be achieved through 
effort. Learning cultures also improve employee engagement, increase employee 
satisfaction, promote creativity, and encourage problem-solving (McCormick, 
2016; Nabong, 2015). Both individual learning and a culture of learning are 
necessary to build practice expertise and maintain staff competency. Education is 
different from learning in that education imparts knowledge through teaching at a 
point in time, often in a formal setting. Education makes knowledge available.  



3 The JHEBP Model for Nurses and Healthcare Professionals (HCPs) Process Overview 49

According to Prabhat (2010), education is largely considered formal and shapes 
resources from the top down. Formalized education starts with an accredited 
institution that provides resources to meet that expressed goal. In contrast, learn-
ing begins with individuals and communities. The desire to learn, a natural de-
sire, is considered informal learning and is based on the interests of individuals 
or groups who access resources in pursuit of that interest.

Ongoing learning is necessary to remain current with new knowledge, 
technologies, skills, and clinical competencies. Learning also serves to inform 
practice, which leads to changes in care standards that drive improvements in 
patient outcomes. Because the field of healthcare is 
becoming increasingly more complex and technical, no 
single individual can know everything about how best 
to provide safe and effective care, and no single degree 
can provide the knowledge needed to span an entire 
career. It is, therefore, an essential expectation that 
healthcare clinicians participate in lifelong learning 
and continued competency development (IOM, 2011). 

Lifelong learning is not only individual learning but also interprofessional, col-
laborative, and team-oriented learning. For example, joint learning experiences 
between nursing, medical, and pharmacy students facilitate a better understand-
ing of roles and responsibilities, make communication more effective, aid in  
conflict resolution, and foster shared decision-making. They can also improve 
collaboration and the ability to work more effectively on interprofessional EBP 
teams. Interprofessional education and learning experiences foster collaboration, 
improve services, and prepare teams to solve problems using an EBP approach 
that exceeds the capacity of any single professional (Aein et al., 2020; IOM, 
2011).

The JHEBP Model—Description
The JHEBP Model is an inquiry-based learning framework (Pedaste et al., 
2015), in which individuals or interprofessional teams actively control their own 
learning to gain new knowledge and to update existing knowledge (Jong, 2006). 

“Education is 
what people do 
to you. Learning 
is what you do 
for yourself.”

–Joi Ito
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This approach emphasizes the learner’s role in the process, instead of a teacher 
telling learners what they need to know. Learners or teams are encouraged 
to explore, ask questions, and share ideas (Grade Power, 2018). The inquiry-
learning process often starts with the investigation of a specific topic or problem 
to determine what currently is known and where there are gaps in knowledge. 
This phase may be followed by the development of an inquiry question or 
hypothesis leading to a plan to address the question through observation, the 
collection of evidence, experimentation, or data analysis (Jong, 2006; Pedaste 
et al., 2015). Based on the findings, conclusions are drawn and communicated. 
Future phases may include applying knowledge to new situations followed 
by evaluation. Reflection, which involves describing, critiquing, evaluating, 
and discussing, is an integral part of all phases of the inquiry-learning model. 
Reflection by learners leads to deeper learning and the ability to internalize 
complex knowledge (Kori et al., 2014). Examples of reflective questions might 
include:

 1. What do we need to know about a particular problem?

 2. How can we find the information that we need?

 3. Are the resources used reliable?

 4. What were the barriers in the process?

 5. What could be done differently the next time to improve the process?

An inquiry-learning framework has its foundation in the work of earlier theorists 
such as Dewey and Piaget, whose learning philosophies were based on belief that 
experience provides the best process for acquiring knowledge (Barrow, 2006; 
Zaphir, 2019). Learners are encouraged to be self-directed based on personal 
experiences, and participate in group collaboration as well as in peer grading 
or review. A second learning philosophy—connectivism—evolving from the de-
velopment and rapid growth of digital technology (Duke et al., 2013) includes 
concepts such as self-directed social learning, content sharing, and group collabo-
ration. Technology allows learners to access a large array of concepts networked 
by information sets. The core skill then for the learner is to be able to identify 
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connections between information sources and to maintain those connections to 
facilitate continual learning because data is constantly changing and updating 
(Duke et al., 2013). 

Inquiry is the starting point for the JHEBP model (refer to Figure 3.1). An indi-
vidual or a team, sparked by a genuine spirit of curiosity, seeks to clarify practice 
concerns by reflecting on such questions as whether current practices are based 
on the best evidence for a specific problem or a particular patient population, 
or perhaps considering whether there is a more efficient and cost-effective way 
of achieving a particular outcome. The PET (Practice Question, Evidence, and 
Translation) process shown in the EBP model provides a systematic approach 
for developing a practice question, finding the best evidence, and translating best 
evidence into practice. As the individual or team moves through the PET process, 
they are continually learning by gaining new knowledge, improving skills in col-
laboration, and gaining insights. These insights generate new EBP questions for 
future investigation at any time throughout the EBP process. The model also de-
picts that practice improvements are often clinical, learning, or operational in na-
ture and are based on the translation of best evidence into practice. The ongoing 
cycle of inquiry, practice, and learning; identifying best evidence; and implement-
ing practice improvements makes the JHEBP model a dynamic and interactive 
process for making practice changes that impact system, nurse, and patient out-
comes. As depicted in the model, reflection by the team based on their discipline 
perspective and experiences serves to deepen learning through intentional dis-
course and articulation of important lessons learned throughout the entire EBP 
process (Di Stefano et al., 2014).

Critical Thinking, Clinical Reasoning, and Evidence-Based Practice

The ability of the EBP team to apply elements of critical thinking and clinical 
reasoning to the EBP process is vital to the success of any EBP project because it 
ensures that outcomes are based on sound evidence (Canada, 2016; Finn, 2011; 
Kim et al., 2018; Profetto-McGrath, 2005). Critical thinking is the process of 
questioning, analysis, synthesis, interpretation, inference, reasoning, intuition, 
application, and creativity (AACN, 2008). It is a means of imposing intellectual 
standards in the approach to any subject in a non-discipline-specific way (Victor-
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Chmil, 2013). Clinical reasoning employs critical thinking in the cognitive  
process that is used by healthcare professionals when examining a patient care 
concern (Victor-Chmil, 2013). Critical thinkers bring a variety of skills to the 
EBP team that help to effectively support the EBP process. They see problems 
from differing perspectives, use a variety of investigative approaches, and gener-
ate many ideas before developing a plan of action (Murawski, 2014). They see 
problems as challenges, rely on evidence to make judgments, are interested in 
what others have to say, think before acting, and engage in active listening. 

When critical thinking skills are applied to the EBP process, a team is more apt 
to examine problems carefully, clarify assumptions and biases, and identify any 
missing information (Herr, 2007). The team uses critical thinking when deter-
mining the strength and quality of the evidence and the quantity and consistency 
of the evidence and then combines these findings to determine the best evidence 
recommendations, a process referred to as synthesis. Critical thinking fosters the 
use of logic to evaluate arguments, gather facts, weigh the evidence, and arrive at 
conclusions. 

Based on this sound process, the EBP team uses clinical reasoning to think 
beyond traditional patient care routines and protocols and engage in critical 
analysis of current healthcare practices to determine the relevance of the evidence 
as it applies to a specific clinical situation (Profetto-McGrath, 2005; Victor-
Chmil, 2013). For example, consider how clinical reasoning skills might be used 
by an EBP team looking at how hourly rounding impacts fall rates and patient 
satisfaction with nurse responsiveness. In developing the EBP question, the team 
employs clinical reasoning when questioning if they have a full understanding 
of the current practices on the nursing units impacted by the project and what 
additional information might be needed. The team may consider if they have 
gathered all available data that substantiates the problem (e.g., current fall rates, 
falls with injuries, and Health Consumer Assessment of Healthcare Providers 
and Systems [HCAHPS] scores). The team may also examine differences between 
different levels of care (e.g., critical, acute, or behavioral care). The team must 
also determine whether the recommendations for translation are a good fit for 
the clinical area and stakeholders, are feasible to implement in the identified 
areas, and are deemed acceptable within the organization. 
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Factors Influencing the JHEBP Model 

The JHEBP Model is an open system with interrelated components. Because 
it is an open system, inquiry, learning, and practice are influenced by not only 
evidence but also factors external and internal to the organization. External 

factors can include accreditation bodies, legislation, quality measures, regulations, 
and standards. Accreditation bodies (e.g., The Joint Commission, Commission 
on Accreditation of Rehabilitation Facilities) require an organization to achieve 
and maintain high standards of practice and quality. Legislative and regulatory 
bodies (local, state, and federal) enact laws and regulations designed to protect 
the public and promote access to safe, quality healthcare services. Failure to 
adhere to these laws and regulations has adverse effects on an organization, most 
often financial. Examples of regulatory agencies are the Centers for Medicare 
& Medicaid Services, Food and Drug Administration, and state boards of 
nursing. State boards of nursing regulate nursing practice and enforce the Nurse 
Practice Act, which serves to protect the public. Quality measures (outcome and 
performance data) and professional standards serve as yardsticks for evaluating 
current practice and identifying areas for improvement or change. The American 
Nurses Credentialing Center, through its Magnet Recognition Program, developed 
criteria to assess the quality of nursing and nursing excellence in organizations. 
Additionally, many external stakeholders such as healthcare networks, special 
interest groups/organizations, vendors, patients and their families, the community, 
and third-party payors exert influence on healthcare organizations.

Internal factors can include organizational culture, values, and beliefs; practice 
environment (e.g., leadership, resource allocation, patient services, organizational 
mission and priorities, availability of technology, library support, time to conduct 
EBP activities); equipment and supplies; staffing; and organizational standards. 
Enacting EBP within an organization requires:

	■ A culture that believes EBP will lead to optimal patient outcomes

	■ A culture that supports interprofessional collaboration

	■ Strong and visible leadership support at all levels with the necessary 
resources (human, technological, and financial) to sustain the process
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	■ Clear expectations that incorporate EBP into standards and job descrip-
tions

	■ Availability of EBP mentors such as unit-based EBP champions, advanced 
practice clinicians and those with practice doctorates in nursing, pharma-
cy, and physical therapy, for example, and other organizational experts in 
the EBP process to serve as coaches and role models 

Partnerships and interprofessional collaboration are crucial for the implementa-
tion of EBP initiatives that align with a healthcare organization’s mission, goals, 
and strategic priorities (Moch et al., 2015). Mentors with knowledge of the pa-
tient population and the context of internal and external factors are essential for 
successful implementation and sustainability of EBP.

JHEBP PET Process: Practice Question, Evidence, and 
Translation

The JHEBP process occurs in three phases and can be simply described as 
Practice Question, Evidence, and Translation (PET) (see Figure 3.3). The 20-step 
process (see Appendix A) begins with the recruitment of an EBP team interested 
in examining a specific concern, followed by determining team leadership/
responsibilities and meeting schedule. Next, clarify and describe the practice 
problem, issue, or concern. This step is critical because the problem statement 
drives the remaining steps in the process. Based on the problem statement, the 
EBP team develops a practice question; refines it; and searches for, appraises, 
and synthesizes the evidence. Through synthesis, the team decides whether the 
evidence supports a change in practice. If it does, evidence translation begins 
and the practice change is planned, implemented, and evaluated. The final step 
in translation is the dissemination of results to patients and their families, staff, 
hospital stakeholders, and, if appropriate, the local and national community.
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Practice
Question Evidence Translation
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Figure 3.3 JHEBP PET process: Practice Question, Evidence, and Translation.

Practice Question 

The first phase of the process (Steps 1–7) includes forming a team and developing 
an answerable EBP question. An interprofessional team examines a practice 
concern, develops and refines an EBP question, and determines its scope. Refer 
to the PET Process Guide (see Appendix A) frequently throughout the process to 
direct the team’s work and gauge progress. The tool identifies the following steps.

Step 1: Recruit Interprofessional Team

The first step in the EBP process is to form an interprofessional team to examine 
a specific practice concern. It is important to recruit members for which the 
practice concern holds relevance. When members are interested and invested in 
addressing a specific practice concern, they are generally more effective as a team. 
Frontline clinicians are key members because they have firsthand knowledge of 
the problem, its context, and its impact. Other relevant stakeholders may include 
team members such as clinical specialists (nursing or pharmacy), members 
of committees or ancillary departments, physicians, dieticians, pharmacists, 
patients, and families. These stakeholders may provide discipline-specific 
expertise or insights to create the most comprehensive view of the problem 
and, thus, the most relevant practice question. Keeping the group size to six 
to eight members makes it easier to schedule meetings and helps to maximize 
participation.
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Step 2: Determine Responsibility for Project Leadership

Identifying a leader for the EBP project facilitates the process, accountabilities, 
and responsibilities and keeps the project moving forward. The ideal leader 
is knowledgeable about evidence-based practice and has experience and a 
proven track record in leading interprofessional teams. It is also helpful if this 
individual knows the structure and strategies for implementing change within the 
organization.

Step 3: Schedule Team Meetings

The leader takes initial responsibility to set up the first EBP team meeting and 
involves members in the following activities: 

	■ Reserving a room with adequate space conducive to group work and dis-
cussion

	■ Asking team members to bring their calendars so that subsequent meet-
ings can be scheduled

	■ Ensuring that a team member is assigned to record discussion points and 
group decisions

	■ Establishing a project plan and timeline for the project

	■ Keeping track of important items (e.g., copies of the EBP tools, literature 
searches, materials, and resources) 

	■ Providing a place to keep project files

Step 4: Clarify and Describe the Problem

To define a problem accurately, the EBP team invests time to identify the gap 
between the current practice and the desired practice—in other words, between 
what the team sees and experiences and what they want to see and experience. 
This is accomplished by stating the problem in different ways and soliciting 
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feedback from nonmembers to see whether there is agreement on the problem 
statement. Teams should gather information, both narrative and numerical, to 
identify why the current practice is a problem. To do this, team members might 
observe the practice and listen to how actual users describe the problem in 
comparison to anticipated practice changes. The time devoted to probing issues 
and challenging assumptions about the problem, looking at it from multiple 
angles and obtaining feedback from as many sources as possible, is always time 
well spent. Incorrectly identifying the problem results in wasted effort searching 
and appraising evidence that, in the end, does not provide the insight that allows 
the team to achieve the desired outcomes.

Step 5: Develop and Refine the EBP Question

With a problem statement clearly stated, the EBP team develops and refines 
the clinical, learning, or operational EBP question (see Appendix B). Keeping 
the EBP question narrowly focused makes the search for evidence specific 
and manageable. For example, the question, “What is the best way to stop 
the transmission of methicillin-resistant Staphylococcus aureus (MRSA)?” is 
extremely broad and could encompass many interventions and all practice 
settings. This type of question, known as a background question, is often 
used when the team knows little about the area of concern or is interested in 
identifying best practices. In contrast, a more focused question is, “What works 
best in the critical-care setting to prevent the spread of MRSA—hand washing 
with soap and water or the use of alcohol-based hand sanitizers?” This type of 
question, known as a foreground question, is generally used by more experienced 
teams with specialized knowledge to compare interventions or make decisions. In 
general, foreground questions are narrow and allow the search for evidence to be 
more precise and focused.

The PET process uses the PICO mnemonic (Sackett et al., 2000) to describe the 
four elements of a focused question: (a) patient, population, or problem, (b) 
intervention, (c) comparison with other interventions, and (d) measurable out-
comes (see Table 3.1).
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Table 3.1 Application of PICO Elements

Patient, population, or problem
Team members determine the specific patient, population, or problem related to 
the patient/population for the topic of concern. Examples include age, sex, ethnicity, 
condition, disease, and setting.

Intervention
Team members identify the specific intervention or approach to be examined. Examples 
include treatments, protocols, education, self-care, and best practices.

Comparison with other interventions, if applicable
Team members identify what they are comparing the intervention to—for example, current 
practice or another intervention.

Outcomes
Team members identify expected outcomes based on the implementation of a change 
in practice/intervention. The outcomes (measures of structure, process, outcomes) 
determine the effectiveness of a change or improvement. 

Using this format, the Question Development Tool (see Appendix B) guides the 
team to define the practice problem, examine current practice, identify how and 
why the problem was selected, limit the scope of the problem, and narrow the 
EBP question. The tool also helps the team to determine a search strategy,  
sources of evidence that will be searched, inclusion and exclusion criteria, and 
possible search terms. EBP teams can go back and further refine the EBP  
question as they gain more information during the evidence search and review. 

Step 6: Determine the Need for an EBP Project

Prior to proceeding with the EBP process, the team should conduct a preliminary 
scan of the literature to determine the presence or absence of research evidence 
related to the identified problem. If there is a high-quality, current (within 
five years) systematic review, such as a Cochrane Review, the EBP team 
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determines whether the review is sufficient to address the EBP problem or 
whether an EBP project is still warranted. If the preliminary scan indicates a lack 
of research related to the problem, consideration should be given to whether 
a quality improvement project or conducting a research study would be the 
most effective way of addressing the problem. Other options, in the absence of 
research evidence, would include staying with current organizational practice or 
investigating/confirming the community standard. Only when the preliminary 
scan of the literature indicates that it is likely that sufficient research evidence is 
available should the team move forward with the EBP project (see the decision 
tree in Appendix A).

Step 7: Identify Stakeholders

It is important for the EBP team to identify early the appropriate individuals and 
stakeholders who should be involved in and kept informed during the EBP project. 
A stakeholder is a person, group, or department in an organization that has an 
interest in, or a concern about, the topic or project under consideration (Agency 
for Healthcare Research and Quality, 2011). Stakeholders may include a variety 
of clinical and nonclinical staff, departmental and organizational leaders, patients 
and families, regulators, insurers, or policymakers. Keeping key stakeholders 
informed is instrumental to successful change. The team also considers whether 
the EBP question is specific to a unit, service, or department or involves multiple 
departments. If it is the latter, representatives from all areas involved need to 
be recruited for the EBP team. The team regularly communicates with key 
leaders in the affected departments on the team’s progress. If the problem affects 
multiple disciplines (e.g., nursing, medicine, pharmacy, respiratory therapy), 
these disciplines need to be a part of the team. The Stakeholder Analysis Tool in 
Appendix C is used to guide stakeholder identification.

Evidence

The second phase (Steps 8–12) of the PET process addresses the search for, 
appraisal of, and synthesis of the best available evidence. Based on these results, 
the team makes best evidence recommendations regarding practice changes.
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Step 8: Conduct Internal and External Search for Evidence

Team members determine the type of evidence to search for (see Chapter 5), who 
is to conduct the search, and who will bring items to the committee for review. 
Enlisting the assistance of a health information specialist (librarian) is highly 
recommended. Such assistance saves time and ensures a comprehensive and 
relevant search. In addition to library resources, other sources of evidence include:

	■ Clinical practice guidelines

	■ Community standards

	■ Opinions of internal and external experts

	■ Organizational financial data

	■ Position statements from professional organizations

	■ Patient and staff surveys and satisfaction data

	■ Quality improvement data

	■ Regulatory, safety, or risk-management data

Step 9: Appraise the Level and Quality of Each Piece of Evidence

In this step, the team appraises the type of evidence (research and nonresearch) 
for level and quality. The Research Evidence Appraisal Tool (see Appendix E) 
and the Nonresearch Evidence Appraisal Tool (see Appendix F) assist the team 
in this activity. Each tool includes a set of questions to determine the level and 
quality of each piece of evidence. The JHEBP Model uses a five-level hierarchy to 
determine the level of the evidence, with Level I evidence as the highest and Level 
V as the lowest (see Appendix D). Based on the questions provided on the tools, 
the quality of each piece of evidence is rated as high, good, or low. Evidence with 
a quality rating of low is discarded and is not used in the process.

Step 10: Summarize the Individual Evidence

The Individual Evidence Summary Tool (see Appendix G) tracks the team’s 
appraisal and summarization of each piece of evidence (including the author, 
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date, evidence type, population, sample size, setting, intervention, study findings, 
measures used, limitations, and evidence level and quality). Chapters 6 and 7 
provide a detailed discussion of evidence appraisal.

Step 11: Synthesize Findings 

The EBP team applies critical thinking skills to deliberate and thoughtfully 
evaluate the body of evidence and come to agreement on the strength, quantity, 
and findings of the overall body of evidence. The overall quality for each level, 
number of evidence sources, and synthesized findings for each level are then 
recorded on the Synthesis and Recommendations Tool (see Appendix H). 

Step 12: Develop Best Evidence Recommendations 

To develop best evidence recommendations, the team employs the evidence 
synthesis results identified in Step 11 and the characteristics of the evidence 
as listed below. The team determines the evidence characteristics by obtaining 
agreement on which of the following statements best describes the overall body 
of the evidence: 

 ❑ Strong & compelling evidence, consistent results: Recommendations are 
reliable; evaluate for organizational translation.

 ❑ Good evidence & consistent results: Recommendations may be reliable; 
evaluate for risk and organizational translation.

 ❑ Good evidence but conflicting results: Unable to establish best practice 
based on current evidence; evaluate risk, consider further investigation 
for new evidence, develop a research study, or discontinue the project.

 ❑ Little or no evidence: Unable to establish best practice based on current 
evidence; consider further investigation for new evidence, develop a re-
search study, or discontinue the project.

Adapted from Poe and White (2010) 
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Based on the evidence synthesis and the evidence characteristics, the team next 
determines whether to make best evidence recommendations or whether addi-
tional investigation is needed. Best evidence recommendations are made based 
on strength, quantity, and consistency of the evidence and should not be made 
when little to no evidence exists. If the team decides to move forward with best 
evidence recommendations, the recommendations should be written as distinct 
statements that answer the EBP question. They are then recorded on the Synthe-
sis and Recommendations Tool (see Appendix H). It is highly recommended  
that the EBP team pilot practice or improvement recommendations/changes in 
several representative areas/settings to determine possible unanticipated effects  
or barriers.

Translation

In the third phase (Steps 13–20) of the PET process, the EBP team determines 
the feasibility, fit, and acceptability of the best evidence recommendations within 
the target setting. When considering feasibility, the team determines the extent 
to which a change (system process improvement, innovation, or practice change) 
can be successfully implemented within a given organization or practice setting. 
Determination of fit includes the team’s perceived relevance or compatibility of 
the change with the user’s workflow for the given practice setting, provider, or 
consumer; and/or perceived relevance of the change to address a particular issue 
or problem. Lastly, acceptability is the team’s perception regarding the extent 
to which stakeholders and organizational leadership perceives a change to be 
agreeable, palatable, and satisfactory for the organization. If the assessment for 
feasibility, fit, and acceptability is positive, the team proceeds with creating an 
action plan, secures support and resources, implements and evaluates the change, 
and communicates the results to appropriate individuals both internal and 
external to the organization.

Step 13: Identify Practice Setting–Specific Recommendations

The team communicates and obtains feedback from appropriate organizational 
leaders, bedside clinicians, and all other stakeholders affected by the practice 
recommendations to determine whether the change is feasible, is a good fit, and is 
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acceptable given the specific practice setting and organization. They also consider 
the resources available and the organization’s readiness for change (Poe & White, 
2010). Even with strong, compelling evidence, EBP teams may find it difficult to 
implement practice changes in some cases. For example, an EBP team examined 
the best strategy for ensuring appropriate enteral tube placement after initial tube 
insertion. The evidence indicated that X-ray was the only 100% accurate method 
for identifying tube location. The EBP team recommended that a post-insertion 
X-ray be added to the enteral tube protocol. Despite their presenting the 
evidence to clinical leadership and other organizational stakeholders, the team’s 
recommendation was not accepted within the organization. Concerns were raised 
by organizational leadership about the additional costs and adverse effects that 
may be incurred by patients (acceptability). Other concerns related to delays 
in workflow (fit) and the availability of staff to perform the additional X-rays 
(feasibility). Risk management data showed a lack of documented incidents 
related to inappropriate enteral tube placement. As a result, after weighing the 
risks and benefits, the organization decided that making this change was not a 
good fit at that time. The feasibility-fit-acceptability section of the Translation 
and Action Planning Tool (see Appendix I) provides statements to consider when 
determining the likelihood of being successful in these areas.

Step 14: Create Action Plan

In this step, the team develops a plan to implement the practice change(s). The 
plan may include, but is not limited to:

 1.  Development of (or change to) a standard (policy, protocol, guideline, 
or procedure), a critical pathway, or a system or process related to the 
EBP question.

 2.  Development of a detailed timeline assigning team members to the tasks 
needed to implement the change (including the evaluation process and 
reporting of results).

 3.  Solicitation of feedback from organizational leaders, bedside clinicians, 
and other stakeholders.
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Essentially, the team must consider the who, what, when, where, how, and why 
when developing an action plan for the proposed change. The Action Planning 
section of the Translation and Action Planning Tool (see Appendix I) provides a 
guide for the EBP team to develop the action plan.

Step 15: Secure Support and Resources to Implement Action Plan

The team carefully and comprehensively considers the human, material, or 
financial resources needed to implement the action plan. Obtaining support and 
working closely with departmental and organizational leaders ensures successful 
implementation of the EBP action plan.

Step 16: Implement Action Plan

When the team implements the action plan, they need to make certain that all 
affected staff and stakeholders receive verbal and written communication as well 
as education about the practice change, implementation plan, and evaluation 
process. EBP team members need to be available to answer any questions and 
troubleshoot problems that may arise during implementation.

Step 17: If Change Is Implemented, Evaluate Outcomes to Determine Whether 
Improvements Have Been Made

Using the Outcomes Measurement Plan section of the Translation and Action 
Planning Tool (see Appendix I), the team evaluates the success of the change 
for both the pilot and broader adoption. Although the team desires positive 
outcomes, unexpected outcomes often provide opportunities for learning, and 
the team should examine why these occurred. This examination may indicate 
the need to alter the practice change or the implementation process, followed by 
reevaluation.

One way to evaluate outcomes particularly for uncomplicated, small tests of 
change is through the quality improvement process. The Plan-Do-Study-Act 
(PDSA) quality improvement cycle is a tested way to determine whether a prac-
tice change has met desired outcomes/improvements (Institute for Healthcare 
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Improvement, 2020). When using the PDSA cycle, the team begins by planning 
the change, implementing it, observing the results, and then acting on what is 
learned. The process can help teams to determine whether the change brought 
about improvement; how much improvement can be expected; whether the 
change will work in the actual environment of interest; costs, social impact, and 
side effects of the change; and ways to minimize resistance to the change.

Step 18: Report Results to Stakeholders

In this step, the team reports the results to appropriate organizational leaders, 
frontline clinicians, and all other stakeholders. Sharing and disseminating the 
results, both favorable and unfavorable, may generate additional practice or 
research questions. Valuable feedback obtained from stakeholders can overcome 
barriers to implementation or help develop strategies to improve unfavorable 
results. The Stakeholder Analysis and Communication Tool (Appendix C) guides 
the EBP team in identifying the audience(s), key message points, and methods to 
communicate the team’s findings, recommendations, and practice changes.

Step 19: Identify Next Steps

EBP team members review the process and findings and consider whether any 
lessons have emerged that should be shared or whether additional steps need to 
be taken. These lessons or steps may include a new question that has emerged 
from the process, the need to do more research on the topic, additional training 
that may be required, suggestions for new tools, the writing of an article on 
the process or outcome, or the preparation of an oral or poster presentation at 
a professional conference. The team may identify other problems that have no 
evidence base and, therefore, require the development of a research protocol. For 
example, when the recommendation to perform a chest X-ray to validate initial 
enteral tube placement was not accepted (see the example discussed in Step 13), 
the EBP team decided to design a research study to look at the use of colorimetric 
carbon dioxide detectors to determine tube location.
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Step 20: Disseminate Findings

This final step of the translation process is one that is often overlooked and 
requires strong organizational support. The results of the EBP project need 
to be, at a minimum, communicated to the organization. Depending on the 
scope of the EBP question and the outcome, consideration should be given to 
communicating findings external to the organization in appropriate professional 
journals or through presentations at professional conferences. Refer to the 
Stakeholder Analysis and Communication Tool (Appendix C) and the Template 
for Publishing an Evidence-Based Practice Project (see Appendix J). 

Summary
This chapter introduced the revised JHEBP Model (2020) and the steps of the 
PET process, designed as an intentional and systematic approach to EBP that 
requires support and commitment at the individual, team, and organizational 
levels. HCPs with varied experience and educational preparation have 
successfully used this process with coaching, mentorship, and organizational 
support (Dearholt & Dang, 2012).
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