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Culture of inquiry: the shared expectations, goals and practices, and structures woven through

exemplary practice and professionalism that support and advance clinical inquiry

Clinicalinquiry: The ongoing process of questioning and evaluating practice and providing
Informed practice; the creation of practice change through research, evidenekased practice and
experiential learning (modified from AACN)

A Ongoing and iterative process of questioning and evaluating practice

A Providing care informed by the best available evidence

A Creating practice change through research and evidendeased practice

A Building capacity and expectation for nurses to actively lead and participate in clinical inquiry

Assumptions

1 Inextricably woven through our patient/family care and professional practice

1 Requires that all nurses in the organization have a leadership role

1 Recognizes the various uses of research and evidence (instrumental, conceptual, symbolic)




Start with the End In
Mind

What is the difference you want to make?
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What difference has the availability of EBP tools and resources made for
you or your organization?

Symbolic/Instrumental/Persuasive Use

Used evidenceto lobby for change or inform a specific action
Outcomes/Audit results
Legitimize pre-existing views )

Conceptual Use

Desireto continue to consider improvements to the fundamental aspects of nursing care
Personal and professional developments

Increased morale, sense of tean(from working together to learn more about evidence use
or think about practice provision)

Improvements to knowledge andnderstanding evidence for practice

Increased confidencdn accessing evidence for practice

Wilkinson Impacts of evidence udeard hitting or subtle change. Worldviews on Evidetiigsed Nursing, 2010
Nutley SM, et al. Using Evidence: How Research Can Inform Public SeBhosd)(



mental use or outcomes. However, these conceptual uses
clearly have a wider reach in the longer term. For some
staff, the longer term was actually quite short, and they
moved on quickly to use evidence to change practice; their
|mp0rtance of confidence in understanding EBP led to them accessing
evidence and translating this into change to practice in a
short space of time. For others, this was a first ever oppor-

Conceptual

Use tunity to use evidence to lobby for change (persuasive or
symbolic use). Or at least to begin the negotiations at team
or organizational levels, which were a necessary first step
to highlighting the need for a change to current service

delivery modes or provision.

Wilkinson Impacts of evidence udeard hitting or subtle change. Worldviews on Eviderii@esed Nursing, 201
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Sue Hansen, MSN, RN1, Sandeep K. Krishnan, MDZ, Frances Wang, MS3 T

UW Medicine "University of Washington Medical Center RECOGNIZED

UNIVERSITY OF WASHING TON 25t. John Medical Center '
oL 3Johns Hopkins University

University of Washington Medical Center, Seattle, Washington

Clinical Issue Methods Conclusions
* Percuianeous coronary interventional (PCI) procedures
are expected to grow by 27% withim 7 Years = Research Supporting evidencs + Bagin srmiimesnt BT WERE ABLE TO TILT THE HOE UF FURTHER
* Insufficient evidence supporting & defining optimal = Determine stakehoiders & plan + Communicati daily with S5E st e L, s
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IRE & CRE8 + Track enroliment of subjects ‘ i =
WE KNOW THAT: = Create enrollment packets, + Submit sccounting dicclacurs —
* Prolonged bedrest contribuies io an increase in back canzents. amm bands & survsys spreananaa = = =

pain and a decrease in patient satistaction = Educate stadf on project
Shortened bedrest may increase a patient's nisk of
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| - Revine post cath lab croers 1o f::"_:'r :ﬂ’;‘:’i::“;m R = Patients do believe that if they could have their HOB
- - G . .
| ronm - carn e inchude 2 & 4 hour bedrest orders. fellows, iz ease of following up further, it would reduce the degree of back pain they
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S S—— = Eariy mobilization after PC| is safe, decreases
Flgure 1. Global o ot ean SEUIAT procemres P . . patients’ pain after badrest, iImproves pabent
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= Create a standardized approach o bedrest duration

following trans-femoral catheterization

|
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Emily Leibeshind, ARNE. Inlervenfional CanSclogy Murss
Practitioner

Kenta Hakamura, MD. Interventonal Candiology Feliow
Fate Keamy. MD. Interventional Cardiology Felow
Christina Tan, MD. interventional Cardiclogy Fellow
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Smart AIM

Reduce the amount of back pain associated with strict
bedrest by 20% within 6 months of implementing a
standard 2 hour bedrest period following trans-femoral
catheterization for PCI.
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Sue Hansen, MSN,RN

Figure 3 Randomized Bedrest Duration Study Decign
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= Participate in chinical research project for
assessing shortened bedrest time on patients
who have undergone percutaneous coronary
mtervention (PCT)

= Evaluate the bedside musing perspective on
shudy participation and effeet on clinieal
practice

= Prior to this study. all patients post PCI
were placed on 6 hour bedrest time

» Researchers proposed shortened bedrest
times of 2 hours or 4 hours

Strategy and Implementation

= Femoral arterial sheaths were removed by

4SE RNs

= 102 patients between September 2017 —
Apnl 2018 participated

= All patients were surveyed after bedrest
and nurses documented all study factors in
medical record for data abstraction

» Nurses were surveyed retrospectively on
comfort level with 2 hour bedrest pre and
post research participation and how the
research impacted the RN-patient
relationship

Engaging Registered Nurses in Back-Breaking Research to Improve Patient Care

Results in Granhics

MNurse's level of comfort with shortened bedrest before and after study
participation

Percentage of Nurses

B Before study

o After study

20 ¢
15
10
5
o -+ =

Very Uncomfortable Mildly uncomfortabls

Neutral

Somewhat comfortable Very comfortable

impact the RN-patient relationship?

[ How did shortened bedrest time

participating in research now?

How comfortable are you }

m Worzened
Sigmficantly

B Worzened
Somewhat

OMo change

B Impreved
Somewhat

m Improved
Sigruficantly

0%

MAGNET

RECOGMNIZED

Authors: Wirt, A., Speckhardt, E., Abbott, S., Bergquist, B., Billman, ]., Burns, 1., Kim, D., Loechl, A., Zajac, E.

= Prior to the bedrest study. 64% of RNs
felt uncomfortable with a 2 hour bedrest
rime

« Post bedrest study. 76% of RNs are
comfortable with 2 hours bedrest time

= Patient participants in the 2 hour bedrest
group reported less pain and an improved
EN relationship

= Majority (88%) of RN felt that the
patient relationship was improved with 2

hour bedrest

Implications for Practice

= Shortened bedrest time improves RN-patient
relationships

=« Nurses are more comfortable with a 2 hour
bedrest ime

= 4SE RNs have more confidence to

| Very
Uncomfortable

@Mildly
Uncomfortable
O MNeumal

O Somewhat
Comfortable

B Very
Comfortable

Qm'ticipatc in future research studies

Limitations:

= Specific medical record documentation was
not explicitly explained prior to beginning
the study

= RN survey was retrospective
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A Here is what we are goint

Three main points
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Contact Tell me about your work

& Listen to learn (not to answer



KEVIN CASHMAN

Squint with your ears
PRINCIPLE -Kevin Cashman

Step Back to Lead Forward



https://f-4-c.blogspot.com/2012/10/lessons-from-kevin-cashman-on.html

Listen with 91 6 A
Get out and the intent have to have
look around ’ to learn the answer

Y Ab

Why x 57? Now what? 7TEAOB
Y Unsaid

N

[N

What if? <

Argue like your righy listen like your wrong

Make other people the smartest in the room
by asking good questions

. ) ) Questions Are the Answer | The Leading Blog: A Leadership Blog
Chevalier The art of asking smarter questions HBR,-Way 2024 https://www.leadershipnow.com/leadingblog/2018/12/questions are the answer.html



https://www.leadershipnow.com/leadingblog/2018/12/questions_are_the_answer.html
https://www.leadershipnow.com/leadingblog/2018/12/questions_are_the_answer.html

O I’ig inal Article EBP Com petency e Associate/Diploma e Bachelor & >Master A All
. : Questions clinical practices for quality improvement (Strongest . ¢
The Fll’St U . S . Stlldy On NUI'SGS ’ - 2: Describes (I!nical problems Lsing Z\terr'\al evidence : En ° ¢
M . M 4: Searches for external evidence for clinical questions ® 4
Evidence-Based Practice Competencies T | L
Indicates M a-j or Deﬁcits That Threaten 13: Strategies to sustain an EBP culture ® ¢
12: Disseminates best practice evidences ® °
Healthcare Qua]ity, S afety, and Patient 8: Collects data as internal evidence s .
11: Evaluates outcomes ° B
OU.tCOmeS 9: Integrates external/internal evidences ® ©
[24: Communicates best evidence | L ¢
23: Implements strategies to sustain an EBP culture LEZ *
C EB P KnOWIedge | 5: Critical appraisal of evidence | 2 ¢
C E B P Be I |efs 19: Measures processes/outcomes of clinical decisions @ .
. 7: Evaluation and synthesis of evidence ® ¢
C Implementatlon b: Critical appraisal of published research lo ¢
C Org anlzatlonal Cu Itu re 3: Formulates clinical questions using PICO(T) format E ¢
. 22: Mentors others 4 ¢
C EBP MentOFShlp |21: Generates external evidence l ] °
C

EBP Competency (RN/APRN) 14: Syst.ematically search for external el"i‘dence :‘l .0

KA Increased confidencdn accessing evidence for practice )
A Improvements to knowledge andnderstanding evidence for practice st o
A Increased morale, sense of teanfrom working together to learn more 2 W -

) (Need Improvement)

about evidence use or think about practice provision) ) )

Conceptual Use Symbolic/Instrumental/Persuasive Use

aStyel .ax SiG Ffd ¢KS T Aibkhsedipraptide{competeinadeRiddicates majolzidicis ahax th dakitResr¢’ qDdity, safety, and patient outcomaNorldviews
Evid Based Nur2018;15(1):1&5. doi:10.1111/wvn.12269
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Speed Dating




5 SPEED DATING QUESTIONS for

LITERATURE REVIEW
A What was the issue?
A Do | see this in my practice?
A Who did they study?
A Are the participants similar to my patients?
A What did they do?
A s it realistic or feasible for my setting?
A What were the results?
A How were the outcomes measured?
A Do the results matter to my patients?
A Any concerns?



PICO Question Where in Paper
Problem Is this a problem | see in my practice Abstract, end of introduction
(Purpose) paragraph
Population |Does the study evaluate patients similar to| Abstract, purpose statement,
(sample) my population? methods: inclusion/exclusion,
Who is included? Who is excluded? results (demographics)
Intervention | What is the interventiorz is it realistic or Abstract, Methods
feasible in my setting
Study design (observationalandomized)
Comparison | What is the intervention being compared g Abstract, Methods
IS this a reasonable comparison
Outcomes/ |What did theylook at? What did they find? | Abstract, Results
Results Do the outcomes matter to my patient




CHRISTMAS OFFERINGS

Fast versus slow bandaid removal: a randomised trial

Jeremy 5 Furyk, Carl J O'Kane, Peter J Aitken, Celin J Banks and David A Kault

CHRISTMAS OFFERINGS
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Fast versus slow bandaid removal: a randomised trial
[}
Jeremy S Furyk, Carl J O'Kane, Peter J Aitken, Colin J Banks and David A Kault °41p,_11(\§

pplying dressings to wounds is a

common practice throughout the

world, both in and out of hospitals.
AU times, removing such dressings can be
more painful than the wound itself.’
Research on dressing removal has often
focused on expensive new products® and,
although speed of dressing removal has
been controlled for in some studies® (imply-
ing that speed is a factor), we are not aware
of any research directed specifically at differ-
ent speeds of dressing removal. There are
Internet sites addressing how to reduce the
pain associated with removal of certain
brands of dressings, such as Band-Aid
(Johnson & Johnson, New Brunswick, NJ,

ABSTRACT

Objective: To determine whether slow or fast bandal vd removal is less painful,
Design, setting and i A pri i ised, crossover
carried out at James Cook University, Townsville. Participants were healthyy
from Years 2 and 3 of the James Cook University medical school program.
Interventions: Medium-sized bandaids were applied bilaterally in three sta
locations and removed using slow and fast techniques.
Main outcome measures: Pain scores were assessed using an 11-point verb
pain scale.

Results: 65 participants were included in the study. The overall mean pain sc
bandaid removal was 0.92 and for slow bandaid removal was 1.58. This repre:
highly significant difference of 0.66 (P<0.001).

Conclusion: In young healthy volunteers, fast bandaid removal caused less pi
slow bandaid removal.

pain scores for dressing removal would be at
the lower end of the pain scale and, although
the level of clinical significance in this rangv: is
not known, we assumed a change of 0

clinica

[ S

wiki

CHRISTMAS OFFERINGS

ple consisted of young healihy adulis; there-
fore our resukis may not be applicable to
age groups such

oW

lD do anylhlf\g

tively associated with nains=

e aBand Aid

USA) (eg, http://www.wikihow.com/
Remove-a-Band-Aid); however, there is no
consensus on the issue of speed.

s, Howto RemoV
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health care settings th

The study participants were a conve:

r and

We aimed to compare these two

common methods of Band\id

the slow technique
the noxious stimul
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removal, fast o slokee

METHODS
The study was a prospective, randomised,
crossover trial comparing FBAR with SBAR in
healthy volunteers. It was conduc
August 2009 at James Cook
University, Townsville,
Queensland

removal (fast vs .
deflnltlvely answert, .
x EEAE

x h

o the body (left or right) would be
tested first. This sequence of bandaid removal
was maintained for all three locations in each
individual panicipant. The random sequence
vas determined by use of standard random
umbser tables. Data on age, sex, the particip-
Qi preconceptions about which method
ke more painful, ethnicity and amount
sessed by using a 5-point scale,

i AD
AAovo

and to

e,

{equivalent to a pmv-:d-sampk t test), O
results were analysed using independent-sam-
ple t tests and simple regression.

A minimum sample size of 60 was needed
to demonstrate a difference in mean overall
pain scores of 0.5 between SBAR and FBAR,
assuming a variance in the data to be analysed
of 2, statistical power of 80% (type 2 error of
20%) and an alpha value of 0.05. We thought

1 December 2009

Author Info | 23

and alittle bit

https://www.wikihow.com/Removea-Bard-Aid

Our results show that FBAR was less painful
than SBAR. This is consistent with the precon-
ceptans of most o ore sample. A high Fody
hair ieore was, mot -v:prisingly, assonxed
with higher pain scores, and it seemed that
preconceptions also had an appreciable effect
Several other aspects of our data may require
further investigation. The pain experience is a
complex and incompletely undersiood process
that incorporates many aspects of patients’
social and cultural beliefs, as well as previous
experiences.* Our observation that preconcep-
tions were assaciated with pain scores should
not therefore be surprising,

The association between increasing age and
higher pain scotes is interesting, although this
did nat reach statstical significance. Our sam-

Althoug
and
o

both SBAR and FBAR
his may have led to human error

for rou R use i the home or hospital. There.
fore use of mechanised dressing removers
would have limited the conclusions that could
be drawn from our study, We would have liked
to have recorded video samples of SBAR and
FBAR to ensure standardisation of removal
speed, but this was not possible owing to
insufficient budget.

In a sample of young healthy volunteers, we
found FBAR caused less pain than SBAR. A
high body hair score and preconception that
SBAR would be more painful were also posi-
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Study | Purpose |Sample Intervention Outcomes Results Feasibility
Info (What/How /use
measured)
Evaluation

Synthesis

Critical Appraisal
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The document reports on a randomized trial
comparing the pain levels associated with fast versus
slow remowval of Band-Aids, concluding that fast
remowval is less painful.

(33 copy s op

wwhat was the main objective of the study?

The main objective of the study was to determine

whether slow or fast bandaid remowal is less painful.
1

11
(T1)

iz} copy s SP

‘ wWho were the participants in the study?

‘ The participants in the study vwere healthy volunteers
from Years 2 and 3 of the James Cook University
medical school program. 7 They were a convenience

sample, with inclusion criteria being age greater than

= 128 years and the ability to provide informed consent.
S‘ Ie I l ‘ e e a‘ e rS 2 Exclusion criteria included documented or
suspected allergy to adhesive dressings, and chronic

pain or anxiety disorder.

should not be given e o o

playground duty. e
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> What is the mean age of participants?
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Critical Appraisal of
Evidence
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Smartphone Based Pupillometry Using Machine
Learning to Detect Concussions

Broken Connections


https://www.nationalgeographic.com/healing-soldiers/blast-force.html
https://www.washington.edu/news/2017/09/06/pupilscreen-aims-to-allow-parents-coaches-medics-to-detect-concussion-brain-injuries-with-a-smartphone/
https://www.washington.edu/news/2017/09/06/pupilscreen-aims-to-allow-parents-coaches-medics-to-detect-concussion-brain-injuries-with-a-smartphone/
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have given more o'. myself to my hrothes

3 - 1 will always be my hrother’s heoper
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“Sometimes you find yourself saying, I
wish ... I would have lost a body part, so
people will see—so they’ll get it.”

National Intrepid Center of Excellence (NICoE) https://www.nationalgeographic.com/healingsoldiers/index.htr



http://www.nationalgeographic.com/healing-soldiers/index.html
https://www.nationalgeographic.com/healingsoldiers/index.htmlhttp:/www.nationalgeographic.com/healing-soldiers/index.html
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