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ABSTRACT

Objective: This study examined how organizational context influences nurses’ engagement with evidence-based prac-
tice in primary care.

Methods: A cross-sectional design was utilized. Data were collected from 652 registered nurses between July 2022 
and December 2023. Organizational context was measured using the Alberta Context Tool, and engagement with 
evidence-based behaviours was assessed with the Evidence-Based Practice Implementation Scale. Regression and mod-
eration analyses (PROCESS Model 1) tested whether resource availability strengthened the effect of leadership support 
on engagement.

Results: Leadership support was the strongest predictor of engagement with evidence-based practice (β = .012, 
P = .046). The model explained 7% of the variance in engagement (R2 = 0.07). Key organizational barriers were time 
pressure (76.8%), heavy workload (71.2%), and limited access to research resources (63.5%). Nurse managers (M = 4.59) 
and specialist nurses (M = 4.45) reported significantly higher engagement than general practice nurses (M = 3.91, P < 
.001). Moderation analysis confirmed that the impact of leadership was greatest in resource-rich environments.

Conclusion: Organizational context, especially leadership visibility and resource sufficiency, is central to embedding 
evidence-based practice in primary care nursing. Strengthening leadership capability, ensuring protected learning time, 
and improving infrastructure for knowledge access are essential for sustaining evidence-based practice engagement.

Keywords: Evidence-based practice, i-PARIHS, knowledge implementation, leadership, organizational context, primary 
care nursing

Introduction

Embedding evidence-based practice (EBP) in nursing, through the integration of research evidence, 
clinical expertise, and patient preferences, is central to delivering safe and effective nursing care.1,2 
Evidence-based practice, defined as the systematic use of research and professional knowledge in clinical 
decision-making, has gained recognition as a core component of high-quality healthcare.3 Primary care 
nurses provide integrated, person-centered services across general practice, district nursing, community 
health, and public health roles.3,4 These services occupy a pivotal position within healthcare delivery but 
often operate within complex and decentralized organisational environments that present unique chal-
lenges for embedding evidence into daily practice.5
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What is known about this topic?

• Organizational context is a key deter-
minant of  nurses’ ability to apply evi-
dence in practice, yet most empirical
studies have focused on acute rather
than primary care settings.

• Primary care nurses often encounter
structural barriers such as limited time, 
restricted research access, and insuffi-
cient leadership support, which reduce
engagement with evidence-based prac-
tice (EBP).

• Leadership is recognized as an import-
ant enabler of  evidence use, but the
specific behaviours and contextual
conditions that optimize its influ-
ence in primary care remain poorly
understood.

What this study adds?

• Leadership support was the strongest
predictor of  nurses’ engagement with
EBP in primary care, particularly when 
leaders provided feedback, modeled
evidence use, and allocated resources
to support practice.

• Nurse managers and specialist nurses
showed higher engagement than gen-
eral practice nurses, indicating that
autonomy, mentoring access, and lead-
ership visibility shape implementation
confidence.

• Training improved EBP engagement
but was insufficient without organiza-
tional reinforcement, highlighting the
need for integrated strategies that align 
leadership development, resourcing,
and protected learning time.
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Studies examining EBP have historically concentrated on hospital-
based contexts, where structured research infrastructure and closer 
links with academic institutions often facilitate engagement with evi-
dence.6,7 Less is known about how organisational conditions influence 
the use of evidence across primary care, despite its critical role in the 
National Health Service (NHS) and its distinct challenges of staffing, 
resource allocation, and professional autonomy.8 Nurses working in 
these settings frequently report limited access to research databases, 
insufficient time for professional development, and inadequate insti-
tutional support for evidence use.9,10 These constraints limit the trans-
lation of national evidence-based policies into routine care, creating 
disparities between professional standards and clinical realities.11

Leadership is consistently identified as a central influence on evi-
dence uptake, with leaders who actively promote research use, role 
model evidence application, and create supportive learning cultures 
contributing positively to EBP.12 Organisational cultures that encour-
age inquiry and reflective practice further enable staff to challenge 
established norms and integrate evidence-based improvements.13 
Continuing professional development has also been promoted as a 
mechanism to enhance critical appraisal and application skills, yet 
access to these opportunities remains uneven, with community-based 
nurses often excluded from academic partnerships available to hos-
pital staff.14 Addressing these organisational influences is essential 
for strengthening knowledge mobilisation in primary care. Without 
understanding how leadership, culture, evaluation, collaboration, and 
resources interact to shape engagement, strategies to enhance knowl-
edge use risk being poorly targeted or ineffective. This study aimed to 
examine how organisational context influences nurses’ engagement 
with EBP in primary care.

Research Questions
1. Which aspects of organisational context predict nurses’ engagement 

with EBP in primary care?
2. How does resource availability moderate the relationship between 

leadership support and nurses’ engagement with EBP?
3. How do levels of engagement with EBP differ across primary care 

nursing roles?

Methods

Study Design
This study utilises a national cross-sectional design. Cross-sectional 
designs provide a snapshot of practices at a specific point in time and 
enable analysis of variations across professional roles and service set-
tings.15 Measurement of key constructs was informed by 2 validated 
instruments and the Promoting Action on Research Implementation 
in Health Services (i-PARIHS) framework,16 described in the following 
sections.

Conceptual Framework—the i-Promoting Action on Research 
Implementation in Health Services Model
The study was guided by the i-PARIHS framework.16 The framework 
conceptualises successful implementation as the result of interaction 
among 4 constructs: the innovation being introduced, the recipients 
who enact it, the context in which implementation occurs, and the 
facilitation that enables change. Within this structure, context refers 
to the organisational and social conditions that enable or constrain 
the use of evidence in practice. It encompasses leadership, culture, 
evaluation systems, and resources that shape how individuals inter-
pret and apply knowledge in clinical settings.16 This study focused on 
the contextual domain of i-PARIHS, examining how leadership sup-
port, organizational culture, evaluation mechanisms, and resource 
availability influence nurses’ engagement with EBP. Engagement was 

conceptualised as the behavioural expression of successful implemen-
tation and was measured using validated tools described in the section 
below. Specifically, the Alberta Context Tool (ACT) captured organisa-
tional conditions, and the Evidence-Based Practice Implementation 
Scale (EBPIS) assessed engagement with evidence-based behaviors.

Drawing on i-PARIHS, the study hypothesised that leadership support 
and organisational culture would predict engagement with EBP and 
that the effect of leadership support would be stronger when resource 
availability was high. This aligns with the i-PARIHS proposition that 
contextual factors interact dynamically, such that the influence of 
leadership is contingent on the organisational environment. The 
framework informed the study’s theoretical model, variable selection, 
and analytical approach through regression and moderation testing.

Figure 1 presents the conceptual framework underpinning this study. 
It illustrates how organisational context, derived from the i-PARIHS 
framework, influences nurses’ engagement with EBP in primary care. 
Leadership support, organizational culture, and evaluation mecha-
nisms are conceptualised as the primary contextual determinants of 
engagement. Resource availability moderates the relationship between 
leadership support and engagement, demonstrating that effective 
leadership is dependent on adequate organisational infrastructure. 
Engagement with EBP, measured by the EBPIS, represents the behav-
ioural expression of successful EBP. The framework highlights the i-PAR-
IHS proposition that contextual factors interact dynamically rather than 
operate independently to shape implementation outcomes.

Study Setting and Participants
The study focused on primary care services. Primary care encompasses 
general practice, district nursing, community nursing, health visiting, 
and public health nursing services. These services are coordinated 
through primary care networks (PCNs), which aim to promote inte-
grated, multidisciplinary, and person-centered care at the community 
level. Eligible participants were registered nurses actively working in 
clinical roles within these primary care settings.

Sample Size and Recruitment
Sample size estimation followed Cochran’s formula for large popula-
tions, which indicated that a minimum of 385 participants was required 
to achieve a 95% CI with a 5% margin of error.17 In line with recom-
mendations from recent national nursing workforce surveys,18 the target 
sample was increased to 600 to improve statistical precision, enhance 
representativeness across subgroups, and account for potential non-
response. Previous implementation studies in nursing have typically 
reported completion rates of 55%-70% when using voluntary online sur-
veys.19 Increasing the target sample therefore ensured adequate power 

Figure 1.  Conceptual framework: Application of the i-PARIHS model in 
primary care nursing.
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for subgroup analyses across professional roles, regions, and levels of 
training and reduced the risk of type 2 error in regression analyses. A 
stratified sampling approach was employed to achieve proportional 
representation across major nursing sub-specialties within primary 
care, including general practice, district nursing, community nursing, 
specialist nursing, and nurse management. Strata were defined based 
on workforce data from NHS England PCNs, and invitations were distrib-
uted proportionally within each group. Within strata, participants were 
recruited using randomised distribution lists provided by professional 
associations and online networks, ensuring that all eligible nurses had 
an equal opportunity to participate. This approach reduced selection 
bias and increased the representativeness of the final sample. A total of 
652 nurses completed the survey, exceeding the recruitment target. As 
recruitment was conducted through multiple open online professional 
networks, a precise response rate could not be determined. Nonetheless, 
the achieved sample surpassed the minimum sample size estimated for 
statistical precision and is comparable to participation levels typically 
observed in national nursing workforce studies.20

Data Collection
Data collection took place between July 2022 and December 2023 
using Qualtrics, a secure, web-based survey platform that complies 
with GDPR. The platform allowed adaptive question sequencing, 
secure storage of anonymised responses, and prevention of dupli-
cate submissions through IP filtering. The survey was designed to be 
completed within approximately 20 minutes and included sections on 
participant demographics and organisational factors related to EBP. 
Demographic data included gender, age, highest educational qualifi-
cation, years of nursing experience, primary professional role, primary 
workplace setting, and access to formal training in EBP.

Two validated instruments (EBPIS and ACT) were used to collect data. The 
EBPIS, originally developed by Melnyk et al,21 was used to assess nurses’ 
engagement in evidence-based behaviours, including generating clinical 
questions, appraising research, applying findings to practice, and men-
toring colleagues in evidence use. The EBPIS comprises 18 items rated 
on a 5-point Likert scale ranging from 1 (never) to 5 (very often). Scores 
are averaged to create a composite mean, with higher values indicating 
greater engagement in evidence-based behaviours. The EBPIS has con-
sistently demonstrated strong psychometric performance, with reported 
Cronbach’s alpha coefficients ranging from 0.92-0.95 across varied clini-
cal contexts.21 This study employed the behavioural frequency version of 
the EBPIS, maintaining fidelity to the validated implementation mea-
sure rather than later attitudinal adaptations using “strongly disagree-
strongly agree” anchors. In the present study, the EBPIS demonstrated 
excellent internal consistency (Cronbach’s alpha = 0.94).

To examine organisational influences on EBP, the study utilised the 
ACT, developed by Estabrooks et al.22 The ACT captures 12 contextual 
domains considered critical for knowledge implementation: leader-
ship, organisational culture, evaluation, social capital, formal and 
informal interactions, and structural and electronic resources, as well 
as organisational slack in time, space, and human resources. Each 
item is rated on a 5-point Likert scale from 1 (strongly disagree) to 5 
(strongly agree), with higher scores reflecting more supportive organ-
isational conditions. The ACT has demonstrated strong psychometric 
performance across settings, with reported Cronbach’s alpha values 
ranging from 0.54-0.91 depending on the domain.22

For both instruments, higher mean scores represent more favourable 
conditions. Specifically, for the ACT, scores closer to the maximum 
value within each domain for example, 30 for leadership, culture, 
and evaluation, reflect stronger contextual support for evidence use, 
while lower values indicate weaker organisational environments. The 

ACT domains have demonstrated acceptable internal consistency, with 
Cronbach’s alpha values ranging from 0.54-0.91 as previously reported.22 
Instruments were linguistically adapted for NHS primary care settings 
for example, replacing “unit” with “practice” and “manager” with “clini-
cal lead.” Internal consistency coefficients for the ACT domains in the 
present study were acceptable to good: leadership (α = 0.88), organ-
isational culture (α = 0.86), evaluation mechanisms (α = 0.84), social 
capital (α = 0.82), and structural and electronic resources (α = 0.79).

Data Analysis
Quantitative data were analysed using IBM SPSS Statistics, version 28 
(IBM SPSS Corp.; Armonk, NY, USA).23 Descriptive statistics, including 
frequencies, percentages, means, and standard deviations, were used 
to summarise demographic and professional characteristics. Group 
differences were examined using independent samples t-tests and 
1-way analysis of variance (ANOVA). Post hoc comparisons following 
ANOVA were conducted using the Bonferroni correction to account for 
multiple testing.

Multiple linear regression analysis was applied to identify organisa-
tional predictors of engagement in EBP. Continuous variables were 
entered directly into the model after confirming normality and linear-
ity. Categorical variables, including professional role, primary workplace 
setting (urban or rural), and completion of formal EBP training (yes or 
no), were dummy coded before inclusion. For professional role, general 
practice nurses were designated as the reference category, given their 
predominance within the sample and relevance as a comparator group. 
For workplace setting, urban was used as the reference category, and 
for training status, no formal training served as the reference category. 
Variance inflation factors were examined to assess multicollinearity, with 
values below 5 indicating acceptable independence among predictors.24,25

Mediation and moderation analyses were performed to further exam-
ine relationships among organisational factors. These analyses were 
conducted in line with the PROCESS Macro (Model 1) developed by 
Hayes.25 Moderation analysis tested whether resource availability mod-
erated the effect of leadership support on engagement with knowledge 
implementation. The analysis included the interaction term (leader-
ship support × resource availability) while all predictor variables were 
mean-centered to minimise multicollinearity.26,27 Conditional effects of 
leadership support were examined at low, medium, and high levels 
of resource availability (1 standard deviation below the mean, at the 
mean, and 1 standard deviation above the mean).27,28

Ethical Considerations
Ethical approval for the study was obtained from the University of 
University of Beds Research Ethics Committee (Date: February 22, 
2022 Approval No: 201864). Participants provided informed consent 
electronically before completing the survey. Confidentiality was main-
tained through anonymised data handling, and participation was vol-
untary with the option to withdraw at any stage.

Results

Participants’ Demographic Characteristics
A total of 652 nurses working across primary care settings completed 
the survey. Most participants were female and held a bachelor’s degree 
or higher. The sample represented a wide age range, with the largest 
proportion aged 31-50 years. General practice nurses constituted the 
largest professional group, followed by district and community nurses. 
Around a third of participants had between 5 and 10 years of expe-
rience, and nearly two-fifths had more than 10 years. Just over half 
worked in urban primary care networks, and 6 in 10 reported hav-
ing received formal training in EBP. Table 1 summarises the detailed 
demographic characteristics of the sample.
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Leadership Support and Engagement with Evidence-Based Practice
Leadership support recorded the highest mean score among the ACT 
domains (M = 23.8, SD = 4.3). Regression analysis demonstrated a 
positive relationship between leadership support and engagement 

with knowledge implementation behaviours (r = 0.36, P < .001). 
Approximately 68% of respondents indicated that their line managers 
or team leaders consistently encouraged the use of research findings 
or modeled evidence-based decision-making in daily practice. Table 2 
summarises the ACT domain means related to organisational support 
for EBP.

Subgroup analysis showed that district nurses and specialist nurses 
reported significantly stronger leadership support than general 
practice nurses (F (4, 647) = 4.86, P < .001). Statistically significant 
differences were also observed across organisational culture (F (4, 
647) = 3.72, P = .006) and evaluation mechanisms (F (4, 647) = 3.49, 
P = .008). Post hoc Bonferroni comparisons indicated that nurse 
managers and specialist nurses had higher mean scores than gen-
eral practice nurses. Figure 2 visualises these findings, illustrating the 
distribution of leadership, culture, and evaluation scores across pro-
fessional roles. Each box represents the interquartile range, with the 
horizontal line marking the median score. Nurse managers and spe-
cialist nurses demonstrated higher median scores across all domains, 
suggesting greater organisational support for EBP compared with 
general practice nurses. These visual patterns reinforce the observed 
statistical differences and indicate that organisational conditions for 
evidence use are strongest among those with leadership or specialist 
responsibilities.

Organizational Barriers to Evidence-Based Practice
Results indicated that the most frequently reported organisational bar-
riers were time constraints (76.8%), high workload (71.2%), and lim-
ited access to research resources (63.5%). Lack of research mentorship 
(53.5%) and insufficient institutional support (50.8%) were also com-
monly cited. The ACT domain for structural and electronic resources 
recorded the lowest average score (M = 14.2, SD = 3.1), reflecting chal-
lenges in resource access. Figure 3 presents the distribution of key 
organisational barriers.

Table 1.  Participants’ Demographic Characteristics (N = 652)
Characteristics n %
Gender ​ ​
  Male 112 17.2
  Female 538 82.5
  Prefer not to say 2 0.3
Age (years) ​ ​
  21-30 133 20.4
  31-40 233 35.7
  41-50 183 28.1
  51-60 85 13.0
  >60 18 2.8
Highest educational qualification ​ ​
  Diploma in Nursing 102 15.6
  Bachelor’s Degree 349 53.5
  Postgraduate Diploma/Certificate 118 18.1
  Master’s Degree 76 11.7
  Doctoral Degree 7 1.1
Professional role ​ ​
  General practice nurse 268 41.1
  District nurse 159 24.4
  Community health nurse 140 21.5
  Specialist nurse 58 8.9
  Nurse manager 27 4.1
Years of experience ​ ​
  <5 years 106 16.3
  5-10 years 222 34.0
  11-20 years 204 31.3
  >20 years 120 18.4
Primary workplace setting ​ ​
  Urban PCN 368 56.4
  Rural PCN 284 43.6
Formal training in EBP/KI ​ ​
  Yes 393 60.3
  No 259 39.7
PCN, primary care networks; EBP/KI, Evidence-Based Practice, Knowledge 
Implementation. 

Table 2.  Organizational Support for EBP
ACT Domain Mean (SD)
Leadership 23.8 (4.3)
Culture 22.5 (4.5)
Evaluation 22.2 (4.8)
Social capital 21.9 (4.6)
Structural and electronic resources 14.2 (3.1)
ACT, Alberta Context Tool; EBP, evidence-based practice.

Figure 2.  Organisational support for evidence-based practice by professional role.
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Influence of Professional Role on Evidence-Based Practice 
Engagement
A 1-way ANOVA was conducted to examine the differences in EBP 
engagement across professional roles. The results indicated statisti-
cally significant differences in mean engagement scores among the 
5 groups (F (4, 647) = 8.95, P < .001). Post hoc Bonferroni compari-
sons revealed that nurse managers (M = 4.59, SD = 0.69) and specialist 
nurses (M = 4.45, SD = 0.67) scored significantly higher than general 
practice nurses (M = 3.91, SD = 0.92). Mean scores for all professional 
groups are presented in Table 3.

Impact of Training on Evidence-Based Practice
Training in EBP was positively associated with nurses’ engagement in 
EBP behaviours. Nurses who had completed formal training reported 

significantly higher engagement (M = 4.18, SD = 0.76) than those without 
training (M = 3.46, SD = 0.91), t (650) = 6.91, P < .001. To further exam-
ine this relationship, 2 regression models were tested. Model 1 included 
training status as the sole predictor of engagement, while Model 2 
added organisational variables (leadership support, organizational cul-
ture, evaluation mechanisms, social capital, and resource availability). 
Model 1 showed that training alone accounted for 9% of the variance 
in engagement (R2 = .09, P < .001). However, when organisational fac-
tors were added in Model 2, the explanatory power increased modestly 
to 7% (R2 = .07), and training was no longer a significant independent 
predictor (β = 0.013, P = .768). Leadership support remained the only 
statistically significant predictor of engagement (β = 0.012, P = .046). 
The regression results for both models are presented in Table 4.

Moderation Analysis
The moderation analysis tested whether resource availability influ-
enced the strength of the relationship between leadership support and 
engagement with EBP. The interaction between leadership support and 
resource availability was statistically significant (β = 0.009, P = .032, 95% 
CI [0.001, 0.018]), indicating that the effect of leadership on engage-
ment varied depending on the level of available resources. As shown 
in Figure 4, engagement increased as leadership support strengthened, 
but this effect was more pronounced in resource-rich environments. 
Under high resource conditions (+1 SD), the slope was steeper, reflecting 
stronger leadership impact, whereas the relationship weakened under 
low resource conditions (−1 SD). This pattern suggests that leadership 
behaviours are most effective when organisational environments pro-
vide sufficient time, staffing, and access to infrastructure to support EBP.

Discussion

Findings from this study demonstrate that organisational context, par-
ticularly leadership support and resource availability, plays a decisive 

Figure 3.  Organisational barriers to evidence-based practice.

Table 3.  Evidence-Based Practice Implementation Engagement Scores by Professional Role
Professional Role Mean ± SD Post Hoc Comparison
Nurse manager 4.59 ± 0.69a Significantly higher than general practice nurse (P < .001)
Specialist nurse 4.45 ± 0.67a Significantly higher than general practice nurse (P < .001)
District nurse 4.28 ± 0.72ab –
Community health nurse 4.15 ± 0.76b –
General practice nurse 3.91 ± 0.92c –
Values represent mean ± standard deviation. Means sharing different superscript letters differ significantly at P < .05 according to Bonferroni post hoc tests. F (4, 
647) = 8.95, P < .001.

Table 4.  Multiple Regression Analysis Predicting EBP Engagement (N = 652)
Predictor B SE B β 95% CI for B VIF P

Model 1
  Constant 3.46 0.04 — 3.39, 3.53 — <.001
  Formal EBP training (Yes/No) 0.33 0.05 0.31 0.23, 0.43 1.00 <.001
  Model statistics R2 = .09 Adj. R2 = .09 F (1650) = 47.76 P < .001 Durbin–Watson = 1.97 ​

Model 2

  Constant 2.91 0.38 — 2.16, 3.66 — <.001
  Leadership support 0.012 0.006 0.14 0.00, 0.024 1.62 .046
  Organizational culture 0.010 0.006 0.12 −0.002, 0.022 1.58 .096
  Evaluation mechanisms 0.008 0.005 0.10 −0.002, 0.018 1.54 .110
  Social capital 0.007 0.006 0.08 −0.004, 0.018 1.47 .243
  Resource availability 0.005 0.005 0.06 −0.005, 0.015 1.38 .320
  Formal EBP training (Yes/No) 0.013 0.044 0.01 −0.074, 0.100 1.09 .768
  Model statistics R2 = .07 Adj. R2 = .06 F (6645) = 8.01 P < .001 Durbin–Watson = 1.95 ​
β = standardized coefficient; B = unstandardized coefficient; SE B = standard error of B. Model 1 tests training status only. Model 2 includes training plus 
organizational variables.
EBP, evidence-based practice; VIF, variance inflation factor.
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role in shaping nurses’ engagement with EBP in primary care. Guided 
by the i-PARIHS framework, the analysis supports the view that suc-
cessful implementation depends on the interaction between individ-
ual capability and the organisational conditions that enable evidence 
use.29 Leadership emerged as the most influential predictor of engage-
ment, confirming that facilitative leadership behaviours are crucial to 
translating evidence into practice.

Specific leadership actions that enhanced engagement included pro-
viding regular performance feedback, allocating time and resources for 
reflective learning, modeling the use of research in clinical decision-
making, and recognising staff contributions to quality improvement. 
These relational and practical behaviours created an environment 
where nurses felt valued, informed, and confident to apply evidence. 
Studies in acute and community nursing similarly report that visible, 
inclusive leadership builds professional trust, fosters inquiry, and nor-
malises evidence-informed decision-making.30,31 Leadership within 
i-PARIHS is conceptualised as a facilitative process rather than a posi-
tional role, aligning with these findings that the most effective leaders 
are those who actively engage with staff and integrate evidence use 
into everyday team routines.

Variation in leadership influence across professional roles was also evi-
dent. Nurse managers and specialist nurses reported higher engage-
ment and perceived leadership support than general practice nurses. 
This pattern suggests that professional autonomy, exposure to mana-
gerial structures, and access to mentorship enhance EBP participation. 
General practice nurses, often working within small, medically led 
teams, may experience fewer opportunities for professional dialogue 
or structured evaluation. Addressing these disparities requires expand-
ing leadership development beyond managerial levels to include 
distributed and peer-led approaches within community and general 
practice teams.31 Previous work has shown that peer facilitation and 
shared governance models can enhance EBP adoption in settings with 
limited formal leadership visibility.32

Resource availability further amplified the effect of leadership. The 
moderation analysis demonstrated that leadership was most effective 
when time, staffing, and infrastructure were sufficient to support prac-
tice change. Limited resourcing constrained leaders’ ability to main-
tain feedback systems and professional development opportunities, 

confirming that contextual capacity determines whether leadership 
initiatives can succeed.33 Organisational structures such as workload 
management policies, interprofessional collaboration frameworks, 
and routine audit mechanisms therefore act as critical enablers of 
leadership effectiveness. Policies that promote team-based reflec-
tion and joint clinical learning are especially valuable in sustaining 
implementation.34

Training in EBP was associated with higher engagement in unad-
justed analyses but was not an independent predictor once organisa-
tional factors were introduced. This indicates that education builds 
capability but cannot independently drive behavioural change with-
out a supportive organisational climate. Training must therefore be 
embedded within broader strategies that link learning with men-
torship, peer support, and performance review. Similar conclusions 
have been reported in studies showing that organisational reinforce-
ment is essential for the translation of EBP skills into routine clinical 
behaviour.34

Overall, these findings advance understanding of how leadership and 
organisational readiness interact to influence practice in primary care. 
Leadership is not an isolated driver of change but part of a broader 
contextual ecosystem that includes culture, resources, and evaluation 
structures. Creating environments that align these factors is vital for 
achieving sustainable evidence implementation and reducing varia-
tion in care quality across primary care settings.

Strengths and Limitations
This study offers one of the largest national datasets examining organ-
isational influences on EBP in primary care nursing, a field where 
empirical work remains limited. Use of validated instruments, sup-
ported by the i-PARIHS framework, strengthens the construct valid-
ity of the measures and provides a theoretically informed basis for 
interpreting the findings. The stratified sampling strategy allowed rep-
resentation across major primary care nursing roles, which enabled 
meaningful subgroup comparisons. The inclusion of moderation anal-
ysis also adds analytic depth by demonstrating the conditional nature 
of leadership influence, rather than assuming uniform effects across 
contexts.

There are, however, important limitations. The cross-sectional design 
restricts causal inference, and associations between leadership and 
engagement may be bidirectional. Self-reported data introduce poten-
tial recall and social desirability bias, particularly in perceptions of 
leadership and organisational culture. Participation was voluntary, 
raising the likelihood that nurses already interested in EBP were more 
inclined to respond. Although the large national sample enhances rep-
resentativeness, some professional subgroups were smaller and may 
have limited statistical power for subgroup comparisons. Quantitative 
measures captured organisational characteristics but not the deeper 
facilitation processes that mediate change. Further longitudinal and 
mixed-methods research could explore these mechanisms and assess 
how contextual conditions evolve over time to influence sustained 
implementation.

Implications for Practice and Policy
Strengthening leadership capability should be prioritised as an organ-
isational responsibility rather than an individual attribute. Leadership 
development programmes that emphasise feedback, modeling of 
evidence use, and structured reflection can create psychologically 
safe environments where nurses apply research with confidence. 
Distributed leadership across all levels of the workforce would enable 
community and general practice nurses to influence change within 
their teams.

Figure 4.  Moderating effect of resource availability on the relationship 
between leadership support and engagement with evidence-based 
practice. Note: Solid line: High resources (+1 SD); Dashed line: Medium 
resources (Mean); Dotted line: Low resources (−1 SD).
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Workforce and policy planners should recognise that leadership effec-
tiveness is dependent on adequate resources. Protected learning time, 
digital infrastructure, and manageable workloads are prerequisites 
for engagement with evidence. Integrating these elements into PCN 
development plans could reduce variation in implementation capacity 
across services.

Education and policy initiatives should also align training with organ-
isational strategy. Evidence-based practice competencies must be 
reinforced through mentorship, peer learning, and performance 
evaluation systems. Embedding leadership, resourcing, and evalua-
tion within a unified framework would enable primary care organisa-
tions to achieve sustained, system-wide improvements in the use of 
evidence.

Conclusion

Leadership support represents a cornerstone of successful EBP in pri-
mary care nursing. Behaviours that involve active communication, 
consistent feedback, resource allocation, and visible role modeling 
enable nurses to integrate evidence into everyday decisions. The 
effectiveness of these behaviours, however, depends on the broader 
organisational environment. Sufficient resources, collaborative struc-
tures, and learning opportunities are essential to transform leadership 
intent into sustained engagement. Differences across professional 
roles highlight the need for more inclusive leadership strategies that 
empower all nurses, including those in general practice, to participate 
in implementation activities. Training contributes to confidence and 
knowledge, but without supportive leadership and infrastructure, 
these gains remain limited. The findings reinforce the i-PARIHS prop-
osition that successful implementation arises from the alignment of 
leadership, culture, and contextual readiness. Policy and workforce 
reforms that integrate leadership development, resource planning, 
and evaluation mechanisms will be critical to achieving consistent, 
evidence-informed nursing care across primary care settings.

Data Availability Statement: The data that support the findings of this study 
are available on request from the corresponding author.

Ethics Committee Approval: Ethics committee approval was received for this 
study from the ethics committee of University of Beds (Date: February 22, 2022, 
Approval No.: 201864).

Informed Consent: Written informed consent was obtained from participants 
who participated in this study.

Peer-review: Externally peer-reviewed.

Author Contributions: Concept – J.O., A.N.; Design – J.O., A.N.; Supervision – 
J.O.; Resources – J.O.; Materials – A.N., U.C.; Data Collection and/or Processing 
– J.O., U.C.; Analysis and/or Interpretation – J.O., U.C., A.N.; Literature Search – 
J.O.; Writing – J.O., A.N., U.C.; Critical Review – J.O., A.N.

Declaration of Interests: The authors declare that they have no competing 
interest.

Funding: The authors declared that this study has received no financial 
support.

References

1.	 Chambers D, Rycroft-Malone  J, Turner G. Improving the use of research 
evidence in guideline development: a systematic review of implementa-
tion frameworks. Implement Sci. 2022;17(1):58. [CrossRef]

2.	 Fixsen DL, Naoom SF, Blase KA, Friedman RM, Wallace F. Implementation 
Research: a Synthesis of  the Literature. Tampa, FL: National Implementa-
tion Research Network; 2005.

3.	 Angelini E, Wolf A, Wijk H, Brisby H, Baranto A. The impact of implement-
ing a person-centred pain management intervention on resistance to 
change and organizational culture. BMC Health Serv Res. 2021;21:1323. 
[CrossRef]

4.	 Jordan Z, Lockwood C, Munn Z. The state of evidence-based practice in 
primary healthcare: a scoping review. Int J Evid Based Healthc. 
2021;19(2):123-132. [CrossRef]

5.	 Melnyk BM, Fineout-Overholt E, Gallagher-Ford L, Stillwell  SB. Evidence-
Based Practice in Nursing and Healthcare: A Guide to Best Practice. 5th ed. 
Philadelphia, PA: Wolters Kluwer; 2022.

6.	 Melnyk BM, Gallagher-Ford L, Long LE, Fineout-Overholt  E. The estab-
lishment of evidence-based practice competencies for practicing regis-
tered nurses and advanced practice nurses in real-world clinical set-
tings: proficiencies to improve healthcare quality, reliability, patient 
outcomes, and costs. Worldviews Evid Based Nurs. 2014;11(1):5-15. (doi: 
[CrossRef]

7.	 Ominyi  J, Agom  DA, Beryl  NA. Nursing autonomy and evidence-based 
practice in acute care: navigating power and promoting collaboration. 
Nurs Forum. 2025;2025(1):9343933. [CrossRef]

8.	 National Institute for Health and Care Excellence. Evidence standards 
framework for digital health technologies; 2023. London, UK: NICE. 
https://​www.nice​.org.uk/​Media/De​fault/Ab​out/what​-we-do/o​ur-progr​
ammes/ev​idence-s​tandards​-framewo​rk/digit​al-evide​nce-stan​dards-fr​
amework.​pdf. Accessed June 5, 2025.

9.	 Ominyi J, Alabi A. Bridging barriers to evidence-based practice and knowl-
edge utilisation: leadership strategies in acute care nursing. Hospitals. 
2025;2(1):4. [CrossRef]

10.	 Ominyi J, Alabi A. Enhancing evidence-based practice implementation in 
acute care: a qualitative case study of nurses’ roles, interprofessional col-
laboration, and professional development. Can J Nurs Res. 2025;57(4):517-
529. [CrossRef]

11.	 Ominyi J, Alabi A. Promoting evidence-based nursing through collabora-
tion, autonomy, and agency: a qualitative case study. Int J Nurs Sci. 2025. 
[CrossRef]

12.	 Ominyi J, Eze U, Agom D, Alabi A, Nwedu A. Implementing evidence-based 
practice in critical care nursing: an ethnographic case study of knowledge 
use. J Adv Nurs.. 2025. [CrossRef]

13.	 Ominyi  J, Ezeruigbo  CFS. How nurse manager’s position in the hospital 
hierarchy influences evidence-based practice implementation in nursing: 
a qualitative case study of the Nigerian acute care setting. J Nurs Educ 
Pract. 2019;9(6):14. [CrossRef]

14.	 Ominyi  J, Nwedu  A, Agom  D, Eze  U. Leading evidence-based practice: 
nurse managers’ strategies for knowledge utilisation in acute care settings. 
BMC Nurs. 2025;24(1):252. [CrossRef]

15.	 Baron  RM, Kenny  DA. The moderator-mediator variable distinction in 
social psychological research: conceptual, strategic, and statistical consid-
erations. J Pers Soc Psychol. 1986;51(6):1173-1182. [CrossRef]

16.	 Harvey G, Kitson A. Implementing Evidence-Based Practice in Healthcare: 
A Facilitation Guide. Abingdon, UK: Routledge; 2015. [CrossRef]

17.	 Cochran WG. Sampling Techniques. 3rd ed. New York, NY: John Wiley & 
Sons; 1977.

18.	 NHS England. The NHS Long Term Plan; 2023. NHS England. https://​www.
long​termplan​.nhs.uk. Accessed June 5, 2025.

19.	 Ominyi J, Clifton A, Chima U. Co-producing evidence-based care: nurses' 
and patients' lived experiences in long-term condition management. J Adv 
Nurs. 2025:1-17. [CrossRef]

20.	 Creswell  JW, Creswell  JD. Research Design: Qualitative, Quantitative, and 
Mixed Methods Approaches. 5th ed. Thousand Oaks, CA: SAGE Publications; 
2018.

21.	 Melnyk BM, Fineout-Overholt E, Mays MZ. The evidence-based practice 
beliefs and implementation scales: psychometric properties of two new 
instruments. Worldviews Evid Based Nurs. 2008;5(4):208-216. 
[CrossRef]

22.	 Estabrooks CA, Squires JE, Cummings GG, Birdsell JM, Norton PG. Develop-
ment and assessment of the Alberta Context Tool. BMC Health Serv Res. 
2009;9(1):234. [CrossRef]

23.	 IBM Corporation, IBM. SPSS Statistics for windows. version 28.0; 2021. 
Armonk, NY: IBM Corporation.

24.	 Dillman DA, Smyth  JD, Christian LM [Internet]. Phone, Mail, and Mixed-
Mode Surveys: the Tailored Design Method. 4th ed; 2014. Hoboken, NJ: 
John Wiley & Sons. https://www.wiley.com/en-us/
Internet,+Phone,+Mail,+and+Mixed-Mode+Surveys:+The+Tailored+De
sign+Method,+4th+Edition-p-9781118456149

25.	 Hayes AF. Introduction to Mediation, Moderation, and Conditional Process 
Analysis: A Regression-Based Approach. 2nd ed. New York, NY: Guilford 
Press; 2018.

26.	 Etikan I, Musa SA, Alkassim RS. Comparison of convenience sampling and 
purposive sampling. AJTAS. 2016;5(1):1-4. [CrossRef]

https://dx.doi.org/10.1186/s13012-022-01242-4
https://doi.org/10.1186/s12913-021-06819-0
https://dx.doi.org/10.1097/XEB.0000000000000233
https://dx.doi.org/10.1111/wvn.12021
https://dx.doi.org/10.1155/nuf/9343933
https://www.nice.org.uk/Media/Default/About/what-we-do/our-programmes/evidence-standards-framework/digital-evidence-standards-framework.pdf
https://www.nice.org.uk/Media/Default/About/what-we-do/our-programmes/evidence-standards-framework/digital-evidence-standards-framework.pdf
https://www.nice.org.uk/Media/Default/About/what-we-do/our-programmes/evidence-standards-framework/digital-evidence-standards-framework.pdf
https://dx.doi.org/10.3390/hospitals2010004
https://dx.doi.org/10.1177/08445621251351056
https://dx.doi.org/10.1016/j.ijnss.2025.08.010
https://dx.doi.org/10.1111/jan.70054
https://dx.doi.org/10.5430/jnep.v9n6p14
https://dx.doi.org/10.1186/s12912-025-02912-5
https://dx.doi.org/10.1037//0022-3514.51.6.1173
https://dx.doi.org/10.4324/9780203557334
https://www.longtermplan.nhs.uk
https://www.longtermplan.nhs.uk
https://dx.doi.org/10.1111/jan.70127
https://dx.doi.org/10.1111/j.1741-6787.2008.00126.x
https://dx.doi.org/10.1186/1472-6963-9-234
https://dx.doi.org/10.11648/j.ajtas.20160501.11


8

Arch Health Sci Res. 2026;13:1-9

27.	 Field A. Discovering Statistics Using IBM SPSS Statistics. 5th ed. London, UK: 
SAGE Publications; 2018.

28.	 Polit DF, Beck CT. Nursing Research: Generating and Assessing Evidence for 
Nursing Practice. 11th ed. Philadelphia, PA: Wolters Kluwer; 2021.

29.	 Rycroft-Malone J, Seers K, Chandler J, et al. The role of evidence, context, 
and facilitation in an implementation trial: implications for the develop-
ment of the PARIHS framework. Implement Sci. 2013;8:28. [CrossRef]

30.	 Ominyi  JN, Agom DA, Anyigor  CN, Nwedu AB, Onwe  SN. Experiences of 
nurses implementing evidence-based practice in an acute care setting in 
Nigeria: a qualitative study. Clin Nurs Stud. 2019;7(4):54. [CrossRef]

31.	 Melnyk  BM, Fineout-Overholt  E, Mays  MZ. The evidence-based practice 
beliefs and implementation scales: psychometric properties of two new 

instruments. Worldviews Evid Based Nurs. 2008;5(4):208-216. (doi: 
[CrossRef]

32.	 Rycroft-Malone J, Burton CR, Bucknall T, Graham ID, Hutchinson AM, Sta-
cey  D. Collaboration and co-production of knowledge in healthcare: 
opportunities and challenges. Int J Health Policy Manag. 2016;5(4):221-
223. (doi: [CrossRef]

33.	 Bergström A, Ehrenberg A, Eldh AC, et al. The use of the PARIHS frame-
work in implementation research and practice-a citation analysis of the 
literature. Implement Sci. 2020;15(1):68. [CrossRef]

34.	 Dogherty EJ, Harrison MB, Graham ID. Facilitating guideline implementa-
tion: a systematic review of tools and strategies. Implement Sci. 2010;5:70. 
(doi: [CrossRef]

https://dx.doi.org/10.1186/1748-5908-8-28
https://dx.doi.org/10.5430/cns.v7n4p54
https://dx.doi.org/10.1111/j.1741-6787.2008.00126.x
https://dx.doi.org/10.15171/ijhpm.2016.08
https://dx.doi.org/10.1186/s13012-020-01003-0
https://dx.doi.org/10.1186/1748-5908-5-70



