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Abstract

Rationale. Evidence-based practice (EBP) can improve health care in underprivileged countries. Bolivia’s EBP movement

is nascent and the factors contributing to better implementation in nursing are unknown. Aim. To explore Bolivian nurses’

readiness to engage in EBP while highlighting the facilitators and barriers for pursuing EBP. Method. International collab-

orators used a sequential explanatory mixed methods study. First, general trends were disclosed via a survey of 170 nurses

in La Paz, Bolivia, holding at least a baccalaureate regarding their perceived beliefs about EBP. The survey identified fa-

cilitators and barriers for implementing EBP in acute and ambulatory settings. Second, qualitative data was gathered via

a focus group of nine nurses with the purpose of enhancing the survey findings. Results. The survey results showed that

nurses believe that engaging in EBP can improve their clinical practice. However, the nurses’ research behaviors were found

to be infrequent. Lack of support from the nurses’ clinics and hospitals and from non-nursing professionals were identified

as barriers for engaging in EBP. The qualitative results revealed underlying limitations to nurses’ clinical practice, including

“feeling undervalued.” Conclusions. There is a dearth of EBP knowledge among Bolivian nurses stemming from a lack of

preparation in EBP environments, including EBP training opportunities. This situation affects nurses’ professional dimensions

of relational work, power, and collaboration. Collaborative research among educators, professional nursing societies, and local

and international organizations could provide initiatives for implementing EBP, based on local health profiles. Key words:

international collaboration, evidence-based practice, nurse-multidisciplinary relationship, barriers to EBP.

Exploring Readiness for Implementing Best Practices: A Mixed Methods Study

Background

Evidence-based-practice (EBP), the conscientious use of the current and best evidence to make decisions
about patient care,1 may represent a breakthrough that can respond to the health concerns of low- and
middle-income countries (LMICs). In Bolivia, an LMIC, the EBP movement is relatively new, but effective
health practices might be able to address the country’s current pressing health concerns, including decreasing
the nation’s maternal and infant mortality rates. Currently, 200/100,000 live births and 31/1,000 live births,
respectively—numbers that are among the highest in South America.2 Additionally, EBP would mitigate
the proliferation of sexually transmitted diseases, and prevent adolescent pregnancy complications.3,4

Nurses make up the largest sector of the Bolivian healthcare workforce, although baccalaureate-prepared
nurses are a smaller group within this labor-pool.5 Nurses that hold bachelors’ degrees—the product of a five-
year competency-based curriculum—face particular challenges to improve their practice, primarily stemming
from the disconnect between university-based nursing education and the health system organizations where
nurses work. Furthermore, there is a paucity of on-site training for nurses to utilize the most recent research;
a lack of available location to use relevant medical databases; a lack of infrastructure to develop their
own research; and, most importantly, a lack of doctoral prepared nurses leading research.6 An international
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tripartite group of researchers from high-income countries (HICs) and LMICs undertook this study to explore
Bolivian nurses’ readiness, and the specific challenges they face when implementing EBP in acute and
ambulatory settings in the city of La Paz.

Collaborating to Assess Best Practices. While collaboration among health practitioners and researchers
in Western countries increasingly involves nurses to enhance best practices,7 partnerships between Latin
American HICs and LMICs are emerging at a slow pace.8 There have been several notable HIC-LMIC col-
laborations, for instance, between Canadian and Colombian scholars who teamed up to assess both the
facilitators and barriers for EBP adoption by nurse researchers, educators, and graduate students. Although
this study did not involve clinical nurses, it did highlight various needs, including greater communication
between academic and clinical practice nurses, increase advanced education, and greater international re-
search collaboration.9 The university of South Florida and the University of Panama also partnered to
introduce EBP to Panamanian nurse leaders via a conference-based approach, which positively affected
nursing curricula and practice.10 In Ecuador, nursing researchers investigated faculty and students’ beliefs,
opportunities, and organizational culture required to implement EBP. This last study showed that the beliefs
the participants held about EBP were critical for EBP implementation.11Additionally, in a literature review
focused on primary care revealed a number of published studies by Brazilian scholars who identified the
most accomplished EBP studies by specialty.12 A single search of CINAHL yielded 92 Brazilian EBP-related
articles on nursing published since 2006, whereas, in Bolivia, a similar search yielded zero published articles,
organizational or government reports about EBP initiatives in the country.

In the last three years, collaboration have taken place between the Higher University of Saint Andrés (UMSA)
Nursing School of La Paz, the Bolivian Nurses Association (BNA) and the University College of Nursing
(SUCON). This collaborative work has led to the present study. Although similar academic investigations
in Western and Eastern countries investigated perceived challenges and barriers of EBP implementation
were found;13-16 there are differences between those studies and the present work. Here, we endeavored to
understand factors preventing the transfer of evidence into practice by including Bolivian nurses’ involvement
and examine how organizational systems in local contexts affect the nurses’ engagement in using evidence to
offer quality care. This study used an explanatory, sequential mixed-method design to survey Bolivian nurses
about their EBP-associated perceptions and barriers. In phase one, we distributed a survey to 177 nurses.
In phase two, nine participants explored the survey findings and discussed factors about the fit between
structural systems’ context and EBP engagement and implementation.

Theoretical Framework

Ideas from the transtheoretical model (TTM) and the social transformation (ST) concept drawn from Paulo’s
Freire’s (1972) theory provide the framework for this study. The TTM’s concepts ofConsciousness Raising ,
Self-evaluation , andEnvironmental Evaluation 17 assist in investigating the beliefs and values nurses have,
as well as the barriers and facilitators they face when engaging in EBP. Meanwhile, ST, which acknowledges
that dialogue-as-humanization, as a collectivist act, enables participants to self-disclose feelings, and share
experiences in their own words.18 This latter process is intended both to have participants engage in ST
dialogues and to spur them into action. Framed by the TTM and ST, this study aims to answer three
questions: (a) What are Bolivian nurses’ beliefs and values pertaining to EBP? (b) What are the barriers and
facilitators that nurses identify when attempting to implement EBP? (c) And lastly, what are the significant
relationships between Bolivian nurses’ professional and demographics characteristics and the facilitators that
allow the nurses to engage in EBP?

Methods

Following the sequential mixed-methods design, the initial results from the surveys were further explained
by data gathered through the focus group. In both, we examined the

participants’ relationships to EBP beliefs, values, and behaviors while assessing factors

like years of education, employment, age, and years of research experience.
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The study was approved by the Seattle University Institutional Review Board (file number FY2017-003).
The participants signed an informed consent agreement (in Spanish) prior to participating, which expressed
the voluntary nature of their participation, their right to refuse to participate or answer questions, and the
measures taken to ensure the privacy of their responses.

Setting and Participant Recruitment . Professional nurses (Licenciadas en Enfermeria )

in three hospitals and five public health centers (Redes de Salud ) in La Paz, who had worked for at least
two years were invited to participate in the study. Hospitals A, B, and C were all tertiary hospitals with
approximately 358, 345, and 160 beds, respectively. The health centers, collectively referred here as D, were
located in marginalized neighborhoods. The participants were recruited during brief visits to the study’s
settings by two Bolivian-trained research assistants (RAs). During the survey period, the RAs could begin
to identify the formal and informal leaders, who were to comprise the focus group. These leaders were later
invited by e-mail and mail to participate in the focus group. No participant was excluded by any demographic
variable (e.g., age, marital status, or sex). The focus group was configured to be homogenous in terms of
experience and focus of practice, although each person’s characteristics, e.g., age and years of employment,
provided for a diversity of opinion during the group sessions, which always had at least seven participants.
Participants received means for transportation to motivate attendance and they were also offered small gifts
as a gesture of appreciation.

Measures . The survey included: a) demographic questions (Table 1), b) EBP Beliefs (EBPB), c) EBP
Implementation (EBPI), and d) the BARRIERS scales. The EBPB scale measures a provider’s belief about
the value of EBP.19 This scale had 16 items, gauged on a five point Likert-type scale, ranging from ”strong
disagreement = 1” to ”strong agreement = 5”. Total responses could thus range from 16 to 80. The EBPI
scale, containing 18 items, measures the belief and confidence in implementing EBP. It asked the frequency
of each item performed, ranging from ”0” (zero times)” to “4,” (> 8” times). Total scores could range
from 0 to 72. The scales establish appropriate face, content, and construct validity with internal consistency
reliabilities of Cronbach’s alpha coefficients > 0.90.19The BARRIERS scale assesses the provider’s perceived
barriers to research utilization. This Likert-type scale is comprised of 29 items under four factors (Table 2),
on which they can respond to potential barriers, from 1 (to no extent) to 4 (to a great extent), as well as a
non-opinion option. This scale has demonstrated to have high face and content validity with a Cronbach’s
alpha of 0.65-0.80.20The BARRIERS survey was translated into Spanish following an acceptable process,21

and pretested, along with the Spanish version of the EBPB and EBPI survey questionnaires with a group of
nurse volunteers (N = 12) having similar characteristics to the study’s target population. Similarly, five nurses
validated the focus group questions to produce discussion sessions of approximately two hours moderated
by a skilled facilitator. The discussion questions were: a) What does evidence-based practice mean to you?
b) How do you identify evidence-based interventions? c) What barriers make it difficult to implement EBP?
and d) What changes (personal or institutional) do you think are necessary to implement EBP?

Data Analysis . Quantitative data were analyzed in SPSS 19 (IBM, 2010). Here, the descriptive statistics
regarding the nurses’ demographic and professional characteristics and survey questionnaires were analyzed.
The relationships between nurses’ demographics and professional characteristics and their identified barriers
and facilitators for EBP were examined using chi-square tests for categorical measures and Pearson’s r
for interval or ratio measures. For the qualitative part, all sessions dialogues, field notes, and the principal
investigator’s (PI) personal notes were transcribed. The analysis used an inductive approach, beginning close
to the data and moving through levels of more abstract analysis to identify the patterns and relationships
explaining the phenomena under review.22 ATLAS.ti 8.0 was used to identify the repetition of phrases and
words using in vivo coding to determine themes, as well as to provide verbatim statements made about those
themes. The results were consistent across the three sources of data. For cross-language trustworthiness,
the analysis was completed in Spanish—the participants’ language. Additionally, transcripts were reviewed
by the PI and a doctorate-prepared Bolivian nurse, who negotiated differences. Furthermore, two strategies
for validation of data analysis were used: a) investigator triangulation by two bilingual investigators, who
independently analyzed the same data; and b) a review of the description of findings by the participants

3
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themselves.

Results – Phase One

The sample consisted of 179 nurses holding at least a baccalaureate degree. Each was

employed at least part-time and worked in the same institution at least two years. Most worked in hospital
settings (n = 143) with the remaining in health centers (n = 36). Of the 179 nurses, five were male, and 174
were female (see Table 1 for demographic information).

EBP Beliefs. The summed EBPB scores ranged from 35 to 75, with a mean of 59.45 (SD = 6.50), indicating
that nurses had positive beliefs about EBP. However, there is a wide score variation, from M = 2.64 (SD
= 0.98) to M = 4.27 (SD = 0.60). The clinical care items (1,5, and 9), and items related to their EBP
knowledge and their ability to implement it (4, 6, and 15) had high scores, while items regarding beliefs
about EBP being difficult and time-consuming (11

and 13) had the lowest scores (Figure 1).

EBP Implementation Behaviors.The mean score for the EBPI scale was 22.4 (SD =

15.09), indicating that nurses implemented EBP behaviors less than three times in the previous eight weeks.
Items associated with frequency of using evidence, collecting patient data, and collecting data and generating
research questions (1, 3, and 5) received relatively high scores compared to items asking about accessing and
assessing data from the Cochrane and National

Clearinghouse Guidelines data bases (items 12 and 13), which had the lowest scores (Figure 2).

EBP Barriers and Facilitators.The overall mean of the BARRIERS scale (M =

65.53, SD = 15.74) demonstrates that the nurses were more than moderately affected by barriers to utilizing
the research in their practices. Specifically, “The Setting” characteristics subscale items scores were higher
than the nurse characteristics, quality of research, and research information, all of which were identified as
barriers to engage in EBP (Table 2). Conversely, the most distinctive facilitators were those with high scores
on the EBPB scale (e.g., the clinical care items [1, 5, 9] and the nurses’ knowledge and ability to implement
EBP items [4, 6,15]) (Figure 1), as well as high scores on the EBPI scale (items 1, 2, and 5, associated with
using evidence, creating research questions, and collecting data from patients, respectively) (Figure 2).

Relationships among Nurses’ Characteristics and Perceived Barriers and Facilitators. Among
the facilitators to engagement in EBP, the nurses’ respective levels of education were significantly associated
with knowledge to improve patients’ care (EBPB: item 9) (F = [5,173] = 2.61,p = 0.026) (Figure 1).
Respective education levels also had an effect on collecting data on patients’ problems (EBPI: item 5) (F =
[5,169] = 2.30,p = 0.05). Nurses enrolled in a graduate program had a higher mean score in using evidence to
change clinical practice (EBPI: item 1) (M = 2.22, SD = 1.315) compared with those who were not enrolled
(M = 1.75, SD = 1.035); t (145) = -2.23, p = 0.027). Moreover, nurses with experience working in research
(M = 4.31, SD = 0.655) had higher scores in the belief that EBP results in the best clinical care compared
to those without such experience (M = 3.97, SD = 0.724), t(175) = -2.62, p= 0.010) (Figure 1). Among
the barriers, the belief that EBP is difficult to implement (item 13) showed a significant correlation with
education level (F = [5,170] = 2.40,p = 0.042). Regarding accessing the Cochrane database (item 12) showed
a significant difference for the mean scores between those who were enrolled in a graduate program (M =
1.30, SD = 1.331) and those who were not (M = 0.74, SD = 1.081) t(145) = -2.57,p = 0.011) (Figure 2). No
other characteristics demonstrated significant associations with the facilitators or barrier items on the EBPB
and EBPI scales. Of the four BARRIERS scale factors (Table 2), factor 1, containing items associated with
setting, was identified as the major barrier to implementing EBP. Overall, there was a positive correlation
between Factor 1 and the EBPB total items score, r = 0.16, n = 178, p = 0.04.

Results – Phase Two

Eight of the nine focus group participants attended the sessions regularly. All were
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female, and identified as either Quechua (n = 6) or Aymara (n = 3) descendants. Their mean age was 50 years,
and, on average, had worked in nursing for 25 years. Five had worked in medical-surgical specialties, two in
ambulatory and public health settings, one as a university educator, and another as a hospital administrator.
Of the nine, six held management positions, four had graduate-level education, and seven had been involved
in research for one or two years. After analyzing the discussion, four themes emerged, as discussed below.

Limited definition of EBP. While the participants did not offer clear statements

defining EBP, they expressed that EBP is a “responsible care” and “guarantees quality of

care” and is “baked up scientifically” and “documented.” Similarly, participants’ answers

on how they identify EBP interventions were imprecise descriptions and oriented toward applying current
protocols, “procedures.” These nurses were also limited in providing clear answers when asked about their
values and beliefs regarding EBP. As one participant stated, “I think it’s unfortunate, but what I see is that
a large majority. . . do not know what EBP is. Because of the overwork. . . the nurse tends to do a job of
compliance and not of logical reasoning. . . or of doing research.” However, in further sessions, participants
mentioned that EBP was highly regarded because of what they ”heard” or ”it is the [current] talk.” They
also mentioned that there is a “lack of socialization of what nursing based on evidence is” and “of knowing
what the advantages [of it] are.” The nurses agreed that “inculcating” this knowledge should start in the
“undergraduate years, as at this level, if nurses have a bad training, [they] cannot succeed, rise, in the graduate
level.” “Motivation” was cited as a key factor for socializing EBP as well as “self-criticism,” “commitment,”
“collaboration,” “passion for what you do,” and “empathy” to gain “recognition among the care team.”
Moreover, the nurses felt that learning about EBP would assist in their typically “heavy workload,” as one
voiced, EBP “helps you optimize your time and also feel supported. . . you feel more secure, you do your job
better, more efficient, and obviously there is an internal customer satisfaction.”

Absence of support to implement EBP. The “lack of support from administrative authorities” was indicated
as the prime barrier to engaging in EBP. One participant stated, “we still do not have [EBP] as a National
Policy and less at the level of health ministry. . . [it] is an urgent need that every professional, in our case,
in the field of nursing, should be managing [EBP].” Another participant mused hypothetically about the
impact of EBP policies on nursing: “Now, if we gain research positions. . . from the Ministry of Health, we
would reach those positions in each hospital, . . . [and] advance a lot, but the vision of our authorities is very
different.” Similarly, the nurses also expressed their frustration about politically-appointment management
positions, designated “a dedo ” (arbitrarily), or those given by seniority. A participant stated that “older
generations have greater difficulty in being able to engage in EBP, as they are often limited by technological
skill.” Overall, the nurses identified a broad spectrum of barriers to EBP; their quotes, categorized as personal
and organizational barriers, are found in Table 3.

Unsustainable EBP initiatives. When participants were queried about facilitators

necessary to embark on EBP, they described the reverse of nearly all the barriers found in Table 3. For in-
stance, instead of “noncontinuity of nursing initiatives from previous authorities,” they proposed “continuity
of nursing initiatives. . . ” While these nurses described initiatives previously launched to enhance EBP, they
stated that those initiatives were short-lived and administratively under-supported. For example, in one hos-
pital, a survey was conducted by a freshman group of volunteer nurses to assess the level of “knowledge nurses
have about phlebitis care,” as high prevalence of phlebitis was a concern. However, the respondent stated
that some of the nurses did not complete the survey. This apathy was attributed to the fact that the nurses
did not understand “that filling out a questionnaire is also contributing in producing evidence.” Despite this
barrier, “50 nurses. . . out of the 150 nurses [employed] in the hospital” were surveyed. The results showed
that “70% had good, 25% regular, and 5% deficient knowledge” of phlebitis care. Based on these findings, the
surveyors organized: (a) a refresher education program on phlebitis care (this was provided freely in order
to motivate attendance, and it also contributed “points” toward the nurses’ performance evaluations); and
(b) a sub-committee “to sensitize the staff on the topic. . . for instance, on the frequency of washing [one’s]
hands.” The results of this project “made possible. . . the installation of hand sanitizer [dispensers] between
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patients’ rooms by the hospital.” One participant portrays the general sentiment felt by the volunteer nur-
ses regarding this project in this way: “Although the work we’ve done was not recognized—as complaints
reached the management office, because some nurses used hours of their shifts to complete the project—the
[fact is that it] has already taken place and has been very beneficial for us. . . even though we do not know if
we will continue doing [research].”

Feelings of disenfranchisement limiting EBP initiatives.Sentiments of being undervalued and experiences
of frustration emerged throughout the participants’ dialogues. For instance one respondent states that a
particular nurse “occupies an administrative planning position in a hospital, but they do not want to recognize
her as such; they recognize that she knows how to do the job well, but not as [a] nurse administrator within
the establishment, so. . . our work is not valued.” Another participant who worked at a hospital said, “the
medical part thinks that they have to direct us in everything, that they have to tell us how many we have
to be in a unit and what we have to do.” However, nurses agreed that undervaluing of their work also comes
from the nurses themselves. “We are selfish; when one person does changes, others [give] criticism: “Why
is she doing it in that way? That is wrong. We do not even get paid for it.” While almost all participants
expressed frustration, some reflected on how “nurses’ energy should be channeled” to “be the best,” vs.
“rivalry” between colleagues. Further, regarding support among the nurses, they stated that learning skills
or revisiting “teamwork,” looking for strategies to access and “use technology to make work more agile,” and
being “committed to bettering [ourselves]. . . and being mentors to students” were “key to transform nursing.”
Moreover, some felt that the BNA should advocate for “incentives—monetary or not—to support research
in nursing.” The personal values that the participants emphasized for themselves were to be “aguerrida ”
(fierce) and to “jerarquizar ” (hierarchize) the nursing profession “within the multidisciplinary team.”

Discussion

Our results indicate that, overall, nurses have positive beliefs towards EBPBs,

similar to nurses from HICs,23,24low income,25 and other LMICs.26 This work also provided unique findings.
For example, even though the participants strongly believed in their abilities to implement EBP—seeing
it as neither difficult nor time consuming—the rate of the behaviors under review concerning EBP was
low, reflecting their lack of EBP understanding. This finding was explained by the nurses’ dialogues as the
disconnect between what nurses say and what they do . This disconnect—which needs to be addressed—is
a well-known concern between nursing care discourse and practice,27 and it slows the progress of EBP in
the nursing field globally. For Bolivian nurses, this disconnect, in addition to the identified organizational
barriers associated to EBP resources development and support by both administrators and medical staff,
does not only nullify nurses’ involvement with EBP, but also affects important dimensions in their profession,
for instance, the relational work dimension, by which nurses learn about one another, gain trust and respect,
collaborate, and work as a team28 to accomplish goals. The focus group noted that this dimension was
absent in their work. The respondents also referred to “destructive criticism,” “egoism,” and “resistance to
change” by seasoned nurses occupying most leadership positions. Those on the focus group also faulted nurses’
lack of “altruism and commitment,” in fostering relational work. The core values of altruism, commitment,
cleanliness, and orderliness have been inculcated29 in Bolivia nurses since the 1930s—via an educational
model copied from Western countries. However, those values alone would not be enough to improve the
needed relational work for effective collaboration among the multidisciplinary teams (including nurses) to
deliver safe, quality, evidence-based care. The participants also expressed the “loss of credibility” about “how
nurses operate” by the care-team professionals, resulting in a lack of respect and trust by others and a lack
of visibility within team-care decision-making processes. In this scenario, the relationship nurses have with
patients—their most important source of professional pride,30—is vulnerable to fallibility as well.

Another dimension affecting nurses is power. In nursing, power, has been

defined as “power to” achieve objectives effectively, and “power over” as the ability to influence

others’ behaviors.31The nurses in this study shared successful nursing initiatives, by which they achieved their
objective of influencing practices. However, these influencing practices were short-lived, and their power in
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these settings was unsustainable due to the lack of organizational support for EBP. In the last decade,
researchers have suggested that certain measures, such as changing nurses’ perceptions to consider EBP
as part of their clinical practice, training supervisors in EBP,32 and targeting contextual factors of an
organization in terms of its culture, structure, or resources,33 have the ability to empower nurses. However,
none of these measures were present in our participants’ workplaces. Contrary to recent findings about nurses
having limited power in relation to controlling environments, resources, and over supervisors’ competency
compared to power on achieving their professional goals,31 the nurses in our study were primarily concerned
with the latter. They repeatedly discussed that their hospital education committees were led by physicians,
and thus the continuing education offered tended to benefit the doctors the most. Perceptions of power
among nursing professionals are also affected by other aspects, including age. For instance, studies have
reported that younger professionals under 30 years of age31 perceive higher levels of group power than those
over 30. Our sample consisted mostly of older nurses, and so their responses were the result of an enduring
lack of continuing nursing education.

The high scores on items associated with lack of collaboration with physicians and

other staff to implement EPB suggest that collaboration is another affected dimension in the nurses’ work
environments. Collaboration focuses on the process of collective action to integrate themes and schemes
shared by various disciplines with the goal of proposing solutions to complex care problems.34 The nur-
ses in this study have called out for more collaboration, not only among themselves but also among the
multidisciplinary teams and administrative departments in which they worked. They maintained that they
were not valued on par with other health professionals, and therefore, their perspective was discounted.
They also felt that they did not have the support from Bolivian professional and scientific organizations to
increase their visibility within the care team that would lead to greater integration and collaboration for
them. The automatous-like perception physicians have about nursing—a general feeling expressed by the
participants—is likely the result of prevalent traditional medical and nursing education in Bolivia.

Having at least some graduate-level education and having research work experience were both correlated
with the belief that patients’ care would be improved through EBP. The difficulty of accessing data (e.g.,
from the Cochrane database) was associated with the challenge of implementing EBP. These findings were
consistent with other studies.9,15,24The fact that no other associations were found between the participants’
demographics and the identified facilitators and barriers might be due to the lack of EBP knowledge and
experience among them, thus resulting in contradictory results. However, this study allowed the nurses to
voice their own views on their current practices and what they might do differently. They called upon each
other to be proactive in getting themselves noticed within the multidisciplinary teams, as well as to strive
for more active roles on those teams. Overall, they celebrated the tripartite effort it took to complete this
study and expressed their desire to participate in more dialogues to discuss the difficulties they face. In other
words, these nurses were looking for assistance to advance the nursing profession as a whole. This help should
be one of commitment to investing the necessary time in investigating nursing phenomena in Bolivia, as well
as having bilingual researchers, ideally, who come from various collaborating countries. In the present study,
the RAs were UMSA faculty, who as part of the research team, received trainings throughout the study
process, e.g., instruction offered by the U.S. National Institutes of Health on protecting human research
participants (which is found online in Spanish),35 which allowed the tripartite collaborative to achieve its
goal of capacitating nurses in research.

Several limitations of this study should be discussed. First, there was an underrepresentation of staff nurses
in the focus groups, as opposed to nurses in leadership positions. There was also a lack of male nurse
participants. When engaging nurses as study participants, it is common that researchers generally get a low
response rate.36,37Although this study reached its proposed sample, it is important that specific regional
and culturally-based strategies should be applied to update the traditional practice of involving only nurse
supervisors. Second, the study was limited in terms of geographical area. Nurses’ demographics and attitudes
toward EBP can vary in different regions, and this could have affected this study’s findings. Thus, the results
of this study should not be generalized to other areas or populations. Lastly, the statistical significance was
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set at 0.05. Adjustments for a Type I error in multiple comparisons were not implemented. Nonetheless, we
reported all the test statistics and exact p values for an accurate report.

Further research on this topic should unveil the EBP preparedness of nurses at a national level, since
regional environmental, socioeconomic, and disease profiles regionally may vary nursing research needs. This
could be accomplished using via Web-based surveys, which would likely save data collection time and cost.
Investigating the needs of educators and clinical nurses to jointly create institutional EBP cultures could
enhance the education of future nurses. Additionally, involving scholars from the host country throughout
the research process could help to achieve this goal. Creating an entity embracing educators, clinicians,
and nursing organizations to develop strategies for nurses to stay current on their EBP skills is one viable
recommendation. Ultimately, the success of nurses can benefit from: a) assessing their internal forces of
change to propose EBP activities implementation while maximizing the utilization of current resources and
allowing for the smooth adoption of new ones; b) working on a policy proposals to be submitted to the
Bolivian Health Ministry to increase leadership in the profession throughout the health-care system; c)
creating initiatives to prepare doctoral-level nurses to lead the change; d) enhancing relationships with the
global EBP community; e) using social media platforms to inform the public and other health professionals
about nursing practices, thus increasing the appreciation, visibility, and reputation of their work; and f)
seeking financial support to accomplish various nursing goals through national or foreign grants.

Conclusions

This study investigated the levels of readiness of Bolivian nurses to engage in EBP, revealed aspects that
the nurses considered facilitators and barriers to pursue EBP, and expressed the nurses’ own concerns about
what they considered to be the current challenges they face. Overall, it is clear that in an LMIC country like
Bolivia, where unexpected political and socioeconomic changes may suddenly impact nursing work, nurses
need to strengthen their professional standing to withstand forces beyond their control for the benefit of the
public’s health.
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Table 1

Sociodemographic Characteristics of Study Sample (N = 179)

Characteristics Mean (SD)/n (%)

Age (years) 39.53 (SD = 10.04)
Ethnicity
Quechua descendant 31 (17.7)
Aymara descendant 139 (79.4)
Other 5 (2.9)
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Characteristics Mean (SD)/n (%)

Years worked 11.97 (SD = 9.37)
Position
Staff nurse 105 (59.7)
Nurse Supervisor or higher 71 (40.3)
Education
Bachelor’s 111 (62.0)
Post-bachelor’s* 62 (34.6)
Master’s or higher 6 (3.4)
Currently in a Graduate Program
Yes 87 (48.9)
No 91 (51.1)
Specialty Nursing Area of Work
Critical /intensive care 44 (24.6)
Medical surgery 51(28.5)
Other specialized care 43 (24.0)
Ambulatory care 5 (2.8)
Public/community health 36 (20.1)
Research experience
Yes 138 (77.1)
No 39 (21.8)
Research Participation average (months) 12.95 (SD = 10.58)

*Includes diplomado (certificate) in nursing specialties.

Table 2

Scores of the BARRIERS Scale by Factors

Item Mean (SD)

Factor 1: The Nurse 2.35 (0.65)
Does not see the value of research for practice 2.33 (1.04)
Sees little benefit for self 2.26 (1.00)
Is unwilling to change/try new ideas 2.35 (1.14)
Feels the benefits of changing practice will be
minimal

2.66 (0.99)

Does not feel capable of evaluating the quality of
the research

2.13 (1.02)

Is isolated from knowledgeable colleagues with
whom to discuss the research

2.53 (0.99)

Is unaware of the research 2.08 (1.06)
There is not a documented need to change practice 2.31 (1.02)
Factor 2: The Setting (Organization) 2.70 (0.60)++

Administration will not allow implementation 2.76 (1.03)
Physicians will not cooperate with implementation 3.09 (1.01)+

There is insufficient time on the job to implement
new ideas

2.68 (1.03)

Other staff do not support implementation 2.96 (0.94)+

The facilities are inadequate for implementation 2.65 (0.97)
The nurse does not feel she/he has enough
authority to change patient care procedures

2.70 (1.01)
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Item Mean (SD)

The nurse does not have time to read research 2.44 (1.09)
The nurse feels research results are not
generalizable to own setting

2.46 (0.98)

Factor 3: The Quality of Research 2.40 (0.56)
Has methodological inadequacies 2.15 (1.00)
Conclusions drawn from the research are not
justified

2.18 (0.91)

Has not been replicated 2.66 (0.99)
The literature reports conflicting results 2.25 (0.96)
Nurse is uncertain whether she/he believes research
results

2.33 (1.00)

Reports/articles are not published fast enough 2.85 (0.98)
The amount of research information is
overwhelming

2.42 (0.96)

Factor 4: Presentation, Research Communication 2.35 (0.57)
Implications for the practice are not made clear 2.41 (0.79)
Research reports/articles are not readily available 2.30 (0.87)
Research is not reported clearly 2.32 (0.92)
Statistical analyses are not understandable 2.37 (0.89)
Relevant literature is no compiled in one place 2.48 (0.93)
Research is not relevant to the nurse’s practice 2.22 (1.04)

+ Items representing greater barriers to implement EBP

++ Positive correlation with EBPB total score (p = 0.04)

Table 3

Participant Statements on Barriers to EBP

Personal Barriers Organizational Barriers

”Lack of commitment [that] leads to lack of knowledge.” ”Egoism” [among nurses] and ”destructive criticism.” ”Resistance in the nursing staff, [who] do not accept. . . changes.” ”Lack of knowledge . . . [regarding] the methodological part”; ”the statistical interpretation is. . . [a] weakness.” “Not knowing foreign languages” or does not sufficiently understand “technical language to read and be able to apply findings.” Need to ”be recognized for the work nurses do and [the need of] constant encouragement.” “Lack of continuous EBP trainings” and “economic issues” to access these trainings. “Universities do not inculcate. . . research, EBP” to students. “Professionals on the multidisciplinary team. . . think that nurses only administer medications.” ”Loss [of] credibility regarding how nurses operate. . . by the doctors and the team.” ”Lack of informing” and “actualizing rules and procedures” of care. “Noncontinuity of nursing initiatives from previous authorities.” ”Teaching or research committees are only directed by physicians.” The ”hospitals do not give space to nurses for leading the education and training of nurses.”
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