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ABSTRACT

Background: Evidence-based practice (EBP) is widely recognised as being relevant in improving nursing care. However, its
implementation in nursing practice has been difficult for nurses, particularly in the developing countries. Existing evidence
suggests that bureaucracy in organisational governance impacts implementation processes, however, the nature of this effect is not
yet explored. Objective: The study examined experiences of nursing staff implementing EBP in a bureaucratic acute care setting
in Nigeria.
Methods: A qualitative exploratory design was adopted. A purposive sample of 11 ward managers and 12 staff nurses from a
large acute care setting in Nigeria participated in the in-depth, face-to-face interviews. Data was analysed using the thematic
analysis approach.
Results: Four key themes emerged: (1) top down managerial approach; (2) nurse and nurse manager relations; (3) managerial
prerogatives; (4) managerial autonomy.
Conclusions and implications for practice: The Nigerian bureaucracy limits professional and managerial autonomy that nurses
require in driving EBP implementation. Nurse Managers require greater leadership visibility and structural empowerment to
create enabling environment for EBP implementation in nursing.

Key Words: Nursing management, Evidence-based practice, Nurses, Nurse manager, Qualitative interview, Qualitative thematic
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1. INTRODUCTION
Evidence-based practice (EBP) is widely recognised as be-
ing relevant in improving nursing care.[1–3] While there are
numerous definitions of EBP, the most common definition
is “the integration of the best research evidence with clini-
cal expertise and the patient’s preferences and values”.[4] It
originated from medical science (evidence-based medicine)

and has been drastically expanded, adopted, and adapted
by other disciplines within the health care arena. From the
perspective nursing scholars, for example, Melnyk and col-
leagues,[2, 3] EBP entails a problem-solving approach to the
delivery of health care that integrates best evidence from
studies and patient care data with clinician’s expertise and
patient’s preferences and values. As a broader concept, EBP
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replaces research utilisation (RU) or the use of research find-
ings in practice.[5] Research utilisation refers to the process
of critiquing, implementing, and evaluating research find-
ings,[2] which is very crucial in clinical decision-making and
a critical part of EBP in nursing.[6]

The incorporation of EBP into daily care delivery does
not only improve patient outcomes but facilitates patient
safety.[3, 7] Implementation of EBP is currently a priority for
healthcare organisations globally due to its cost-efficiency
and effectiveness.[8, 9] However, available evidence suggests
that implementation of EBP is hindered several factors,[10, 11]

for example, lack of nurses’ individual and organisational
readiness for EBP, which is further complicated by lack of
best evidence in a form that is useful for and easily translated
and integrated into practice.[12, 13] Consequently, contrary to
the expectation that implementation of EBP should be the
norm in daily practice, majority of nurses and other clinicians
do not consistently engage in EBP.[12, 14] There are concerns
regarding the inability of healthcare managers to address
barriers to implementation of EBP currently experienced in
healthcare settings.[5, 15]

It is suggested that EBP is not prioritised by policymakers
and healthcare managers, particularly in several developing
countries.[15, 16] This might imply that initiatives propos-
ing EBP do not align with organisational goals, mission
or vision. Previous studies conducted in some developing
countries report cultural barriers to EBP such as lack of pro-
fessional autonomy to change practice due to resistance from
organisational authority.[12, 17, 18] In addition, inherent bu-
reaucracies in some healthcare systems have been found to
impede EBP implementation.[17] In Nigeria, for example, the
current healthcare workforce is traditionally bureaucratised
and does not embrace principles promoting improvement in
care quality.[19] Bureaucracy is an administrative method
that is characterised by division of labour, rules, regulations,
hierarchy of authority, technical competence, among oth-
ers.[20] Bureaucracy is a useful management tool which aims
to achieve effective management of large organisations (e.g.
hospitals) and foster accountability among professionals.[20]

However, bureaucracy has enormous demerits and may im-
pede EBP implementation in healthcare organisations that
are founded on bureaucratic norms.

Ideally, nurse managers should be positioned to create en-
vironment that is supportive of EBP since they play major
roles in establishing unit cultures that shape practices.[13, 21]

However, nurse managers do need to be supported by or-
ganisational policy that encourages active participation in
implementation processes.[5, 16] As bureaucracy generates
top-down management approach, nurses and nurse managers

may not have significant influence in overcoming barriers
related to decision-making, resource or budgetary control.
Therefore, nurse managers will need to rely on the influences
and power of those in authority to steer implementation of
new ideas such as EBP.[20] Certainly, these sorts of circum-
stances will further complicate the struggle to implement and
sustain EBP. Against this background, this study explored
experiences of nurses implementing EBP in a bureaucratic
acute care setting in Nigeria.

2. METHODS
2.1 Research design
An exploratory qualitative approach was adopted in this study.
In-depth, face-to-face interviews was utilised to gather data
from participants. A qualitative approach offers the fluidity
required in exploring social actions due to its naturalistic
nature,[22] thereby enabling understanding of day-to-day ac-
tivities of individuals, groups or organisations.[23] Since
nursing practices as well as EBPs occur within the natural
clinical setting where individuals, for example, nurses and
patients interact, it was envisaged that these interactions may
have been shaped by prior experiences, cultures, values and
interests.

2.2 Setting
The setting for this study was a 540 bedded Teaching Hos-
pital that provided a range of health services to diverse pop-
ulation groups within a state capital, in Nigeria. EBP im-
plementation is likely to be influenced by several structural,
procedural and inter-professional dynamics occurring within
the acute care setting as it is highly characterised by high
rate of uncertainties. Our intention was to explore EBP in
a complex and challenging clinical environment where rich
information was likely available. Therefore, medical and sur-
gical wards were purposively selected as a range of diverse
clinical conditions were being managed there-in.

2.3 Sample
Sample for this study consisted of 12 staff nurses (SN) and 11
ward managers (WM) who have worked in their roles for at
least a year. These participants were physically approached
at the study sites and purposively recruited to participate
in the study. Purposive sampling technique was based on
practicality as the hospital is in a geographical area that facil-
itated its access. Overall, a total of 23 participants who gave
informed consent were interviewed.

2.4 Ethical consideration
Ethical approval was granted by the Research Ethics Commit-
tee of the hospital (REC protocol ID: 1105/2015, 1908/2015).
Research ethics govern the standards of conduct for scientific
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researchers, and as such it is important to adhere to ethical
principles in order to protect the dignity, rights and wel-
fare of research participants.[24] Participants were recruited
between June and September 2015 and were provided with
information sheet outlining the study’s purpose, their involve-
ment as well as strategies for maintaining confidentiality and
anonymity. Participants were fully informed about their
rights to withdraw at any time, if data analysis has not been
completed.

2.5 Data collection
Data collection for this study took place between September
2015 and April 2016. Data was gathered through in-depth,
face-to-face interviews with participants using an open ap-
proach that allowed participants freedom to share their per-
ceptions, experiences and feelings. At the beginning of in-
terview sessions, participants were required to complete de-
mographic questionnaires that focused on age, gender, years
of experience and degree attained. In addition, key concepts,

for example, EBP were first explained to all 23 participants
during recruitment to ensure clarity prior to commencing
interviews. An interview guide developed by the authors was
first pilot tested with 2 participants and was reviewed and
amended appropriately, prior to interviewing the remaining
21 participants. The interview guide consisted of one broad
question and a list of several sub-questions or prompts (see
Appendix 1 for interview guide). This was to allow partic-
ipants the flexibility to talk through their areas of interest
and capture broadest perspectives of how they constructed
their experiences of implementing EBP. Prompts (see Ap-
pendix 1) were used to explore further clarifications about
issues of relevance. Participants who had further comments
were allowed the opportunity to include them prior to ending
interview sessions. Interviews were conducted by the lead
author with each session lasting for 50-90 minutes and were
digitally recorded to ensure accuracy. All interview sessions
took place at a time that was convenient to participants and
in quite rooms, most of which were ward offices.

Figure 1. Example of data categorisation that generated codes which yielded initial thematic map

2.6 Method of data analysis
Thematic analysis approach was considered suitable and was
utilised to analyse the study’s data. Thematic analysis offers
a strategy for organising and interpreting data to produce a
detailed account of, and in-depth understanding of experi-
ences.[25] Thematic analysis was utilised to analyse data.[25]

Firstly, to gain familiarisation with data, two of the authors

listened to interview, and transcribed them. Following inter-
view transcription, transcripts (176 pages) were reviewed by
two other authors. The second stage of analysis involved the
creation of codes which generated initial categories. Data
was coded using NVivo version 11 by the lead author and was
reviewed afterwards by the three other authors.[26] The third
phase of data analysis entailed the collation and categorisa-
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tion of generated codes which yielded initial thematic maps
(see Figure 1). These initial thematic maps were refined,
retained or collapsed. The final phase yielded a satisfac-
tory thematic map which were defined and retained as main
themes, which are reported as findings. Overall, data analysis
was iterative and involved use of memo to capture analytic
thoughts, feelings and insights about the data.

2.7 Ensuring research rigour
Establishing rigour in research entails considering credibility,
transferability and dependability.[10, 27] Credibility refers to
ways in which data are interpreted.[28] Although qualitative
research is an interpretive process, interpretations may need
to be substantiated or supported in some way. We essentially
embedded reflexivity in all our considerations by evaluating
our potential impact on the research process. While reflex-
ivity does not completely control bias it provides account
of actions taken to minimise it. We acknowledge that my
professional background as nurses provided insights and
interest into the phenomenon investigated and might have
had an impact on how we interpreted the data. To maintain
credibility and achieve a consensus, all the authors were in-
volved in analysis of data until the final report was completed.
Transferability involves providing the reader with sufficient
information about the study setting.[22] We have provided
a summary of all relevant information about the setting in
which the study was conducted. Dependability involves pro-
viding sufficient information on both the data collection and
data analysis processes to enable the decision-making trail
to be followed.[6, 19] One of the authors was a novice in qual-
itative research and was involved in checking dependability
by questioning each steps of the process in order to identify
how the categories and themes were generated.

3. RESULTS
Participants in this study were 5 males and 18 females who
were within the age limit of 28-58 years. All of whom had
practised for at least 5 years with majority of them having
over 15 years of clinical experience. As seen in figure 3.1
below, four key themes were generated revealing how the
Nigerian bureaucracy impacts EBPs in nursing. The first
theme is “top-down managerial approach” which was de-
rived from two categories: “hierarchical decision-making”
and “imposed change”. The second theme is “nurse and
nurse manager relationship” which was derived from three
main categories: “lack of support”, “invisibility in the clin-
ical areas”, “lack of communication”. The third theme is
“managerial prerogative” which was derived from two cate-
gories: “lack of visibility in the boardroom” and “exclusion
from decision-making”. The fourth theme is “managerial
autonomy” which was derived from “structural positioning”

and “lack of managerial authority”. These themes will be
described and linked to earlier research and literature.

Figure 2. Thematic map

3.1 Top down managerial approach
Findings show that the practice setting was bureaucratically
structured with key individuals hierarchically positioned.
Strategic managerial decisions were top down driven and
largely undemocratic as hospital authority has continuously
exercised control over goals with nurse managers being
were required to comply with decisions made at the upper
level. Nurses were required to focus on achieving maximum
throughputs rather than engage in activities promoting EBP.
There were conflicts between what nurses were required to do
in practice and how they desired to deliver nursing practice.
As seen in the quotes below, some of the nurses perceived
that they were not supported in developing new ideas that
would have promoted delivery of EBP.

“. . . it’s been long I wanted to introduce some strategies that
would help us evidence-based practice, but the management
preferred that we [nurses] focus on facilitating patient jour-
ney. . . as a nurse manager I was highly interested in EBP
and I initiated the process and created a team for it but I was
shunned by the management. . . ” (WM, 02)

“. . . the management prefers that we focus on admissions and
discharges rather than embark on evidence-based practice
or even research projects because they cost money. . . ” (SN,
09)

These perceptions depict a situation where nurses did not
have the authority to determine what they did in practice.
While it seems that nurses have genuine strategies for deliv-
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ering EBP, there are indications that the hospital authority
was rather keen on achieving maximum throughputs than
implement EBP. This reflects Professional Dominance The-
ory’s conceptualisation of managerialism as an ideology that
denies authority to expertise by organising for efficiency and
rationally imposing guidance on both choices of consumers
as well as productive works of professionals.[29] However,
the Ministry of Health which is responsible for controlling
the country’s healthcare system was said to have developed
national clinical practice guidelines (CPGs). These CPGs
were being circulated across all hospitals with practitioners,
including nurses being mandated to implement them.

“. . . the ministry of health brought the idea of evidence-based
practice with some practice guidelines which they mandated
us to implement. . . although we[nurses] didn’t have the op-
portunity to make inputs regarding implementation we tried
to utilise the guidelines but I can’t say that it we were suc-
cessful because of the kind of problems we encountered. . . ”
(WM, 01)

“. . . the guidelines didn’t meet the expected standards. . . a
lot of things were wrong with it and we had to do some
rechecking, a kind of adaption to enable us to implement
them. . . hopefully, we succeed. . . ” (SN, 07)

“The guidelines need reworking because I’ve noticed some
discrepancies in it. . . ok when you look at the procedure
for treating unconscious patients from admission to time
the patient regains consciousness, but it doesn’t say what to
do afterwards. . . the same thing with bladder wash out. . . ”
(WM, 01)

Bureaucrats from the Ministry of Health and hospitals’ man-
agement initially negotiated on how to implement these na-
tional CPGs without necessarily involving nurse managers.
Nurse Managers might not have been involved in the negotia-
tions due to inherent bureaucracies and their lack of visibility
at the upper management level. While nurse managers at-
tempted to implement the CGPs, it appears that adequate
contextual information regarding how the CGPs were to be
implemented was lacking. There were indications that imple-
mentation of these CPGs was not successful due to probable
lack of fit or adaptability to the local settings. This might
suggest that prior plan did not consider relevant requirements
needed to achieve successful implementation of the CPGs.
Previous studies report that adequate understanding of im-
plementation context is crucial in determining successes of
what is to be implemented.[3, 13]

3.2 Nurse and nurse manager relations
The relationships between nurse managers and nursing
staff were perceived to be characterised by power relations.

Nurses expressed that nurse managers did not empower them
to engage in initiatives promoting EBP. Seemingly, nurses
were devoted to delivering changes that would have facili-
tated EBP in their various wards, however, there were no
supplementary support from their nurse managers. As seen
in the quotes below, it appears that nurse managers were
in part limited by the bureaucratic norms characterising the
settings.

“. . . our manager [nurse manager] is more interested in bu-
reaucracies, but she failed to understand that we can’t de-
liver evidence-based practice without having the necessary
support. . . ” (SN, 01)

“. . . does she even care about evidence-based practice? She
doesn’t care about what’s happening in the ward except if
she wants to know the number of patients that have been
admitted or discharged in the ward.” (SN, 05)

From these perspectives, it does not appear like nurse man-
agers were keen on implementing EBP. Requiring nurses
to focus on facilitating admissions and discharges to ensure
speedy patient journey, perhaps to generate income since
the Nigeria healthcare service operates a pay-for-healthcare
system. Therefore, nurse managers might have contributed in
forestalling EBP as they were perceived to have focused more
on saving their managerial positions working towards meet-
ing organisational targets of achieving maximum through-
puts. As seen in the quotes below, nurse managers might
have failed to demonstrate clear leadership roles that may
have promoted EBP implementation.

“. . . the nurse manager is meant to lead implementation ac-
tivities. . . how do we deliver evidence-based practice when
there are many problems confronting us. . . I understand that
she [nurse manager] may not be able to manoeuvre her way
through the top management but at least she can motivate us
by her actions.” (WM, 06)

The nurse managers may not have been well positioned in
way that they could have created a supportive environment
that provides evidence-based care. Perhaps due to the hierar-
chical constraints generated by the inherent bureaucracies in
the setting. Previous studies report that lack of managerial
support can impede implementation of EBP.[12, 30] However,
Nurse Managers may have worked towards complying with
decisions made by top managers to preserve their jobs which
are one of the demerits of bureaucracy.

3.3 Managerial prerogatives
Bureaucratic principles enshrined in healthcare management
in Nigeria endorse hierarchical managerial structures in pub-
lic hospitals. This might imply that managerial prerogatives
were derivable from positions of individual managers in the
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hospital hierarchy. The authority accruable to individual
nurse managers was organically contingent on the admin-
istrative structures. Consequently, top managers in these
settings were responsible for making key managerial deci-
sions, even as it relates to nursing and EBP implementation.

“If I had my way, I’ll develop plans that will enable us to
expand evidence-based practice in my ward. . . on several
occasions I have had my proposals thrown back by the man-
agement because they can’t fund research, so how do we
implement evidence-based practice. . . ” (WM, 10)

This might imply that ward managers would deliver EBP if
they had the managerial autonomy to initiate strategies for
implementation. In the quote above, proposals aiming to
develop EBP initiatives remain unfunded, which impedes
EBP. The existing top down hierarchy did not allow nurse
managers who are at the lower level to decide what they
do. Again, nurse managers appear to have been excluded
from management meetings where agenda were set, thereby
denying them of the opportunity to discuss how they might
organise or implement EBP in these settings.

“. . . they [top management] don’t listen to me and it’s so frus-
trating that I can’t even discuss evidence-based practice at
the management meetings because I’m not even invited to
meetings. . . ” (WM, 07)

It is frustrating that nurse managers have not been authorita-
tively positioned to be involved in administrative decision-
making. Positioning of WMs in the hierarchy seems to have
deprived them authority to plan for EBP. Therefore, their
roles might have been limited by the command structure
within organisation.

3.4 Managerial autonomy
Findings so far discussed raise the question of whether nurse
managers had requisite managerial autonomy to drive EBP
implementation. As seen in the quotes below, nurses suggest
that existing organisational structure compromises the man-
agerial autonomy of nurse managers. Thus, nurse managers
have not been properly positioned to autonomously drive
EBP in their various units.

“. . . she [manager] is meant to provide us [nurses] with op-
portunities to develop strategies that can facilitate evidence-
based practice but it’s not happening. . . I also understand
that the top management have put her in a very tight position
where she doesn’t seem to have options.” (WM, 11)

The quote above depicts that nurse managers might have
been subjugated to a position where they could only remain
submissive to the top managers. While nurse managers were
expected to create circumstances that would have facilitated

EBP, they acknowledged that nurse managers lacked the man-
agerial autonomy to do so. There were indications that nurse
manager’s ingenious ideas could not flow from the bottom to
the top ladder, since they were hardly given the opportunity
to make managerial decisions.

“. . . I don’t think there is much that the nurse manager can do
since she doesn’t have the authority to make real changes in
our practice. . . we [nurses] can do our best but I’m not sure
there is proper ground to expand evidence based practice
here in the hospital at this moment.” (WM, 03)

There is sense of powerlessness on the part of nursing lead-
ership as seen in the quote above. Existing bureaucracies
in these settings might have made it difficult for the nurse
managers to affect necessary changes in practice. Inability
of the nurse managers to influence rules, regulations and
procedures as laid down by the hierarchy might imply that
nursing practices have become immune to developmental
changes such as EBP implementation.

4. DISCUSSION
Findings of this study present complex circumstances around
implementation of EBP in an acute care setting. These com-
plexities are contingent on a range of contextual factors,
most of which reinforce the position of previous studies
recognising relevance of nursing management in EBP im-
plementing processes.[5, 17, 31] Specifically, findings of this
study highlight the importance of organisations and context
within which nurses and nurse managers operate, including
the components characterising these elements. Finding of
this study present a complex picture of four main factors
which are intrinsic in a clinical environment where EBP in
nursing may be implemented. The crucial need to better un-
derstand how organisational contextual factors impact EBP
implementation in nursing has been previously reported.[7, 16]

While evidence emerging from this study support the assump-
tion that EBP implementation is shaped by organisational
contextual factors, it further implicates known demerits of or-
ganisational bureaucracy in EBP implementation in nursing.
The governance of healthcare services in Nigeria is domi-
nated by organisational bureaucracy, which in turn generates
top down approaches disempowering nurse managers in their
quest to drive EBP. Bureaucracy created environment under-
mining nurses’ innovativeness because they were located at
the bottom of the hierarchy. Not only that the top managers
did not prioritise EBP, they equally generated hierarchical
constraints that consequently placed limits on the nurse’s abil-
ity to initiate and or implement new ideas. Organisational
support for the adoption of EBP may likely be a precondition
for its implementation throughout the organisation. Leader-
ship behaviours of nurse managers and those in management
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positions are reported to play key role in successfully im-
plementing evidence in practice.[21] Similarly, hierarchical
organisational structure has been reported as limiting nurse
manager’s ability in driving EBP.[12, 31] Findings of this study
indicate that nurse manager’s structural positioning did not
accord them managerial visibility required to influence or-
ganisational policies. They did not have much options other
than adhere to bureaucratic rules that were enforced by top
managers. Consequently, nurses were meant to behave as
subordinated employees whose works were subverted as they
could not voice out their concerns due to fear, and when they
expressed their concerns, they were not listened to by top
management.

Top down managerial approaches resulted in a situation
where nurse managers were excluded from participating in
strategic planning, budgeting and organisational decision-
making, even on issues concerning nursing practices. This,
of course, may have contributed in the non-implementation
of the national CPGs that were developed by the Ministry of
Health as discussed in the findings. There were indications
that the national CGPs were not properly adapted prior to
implementation which might have led nurses to consider it
as an imposed change. Top down is interlinked with failed
implementation processes and can impeded innovativeness
within the healthcare setting,[32] just as drawbacks exist when
evidence (practice guidelines) is incompatible with the lo-
cal context where implementation occurs.[1] Adequate un-
derstanding of the context of implementation is crucial in
determining successes of what is to be implemented.[7, 26]

Seemingly, planning regarding implementation of the na-
tional CPGs did not consider relevant requirements before
setting out as reflected in the failed efforts despite nurses
attempting to implement them.

Nurses and nurse managers did not achieve or maintain a
cordial relationship. Their relationship was marred with lack
of communication, lack of mentoring, infrequent face to face
meetings, lack of forum for knowledge exchange, lack of
collaborative and innovative problem solving as well as lack
of support for effort aiming to raise new change in practice
ideas. Nurses consistently expressed that nurse managers
were not interested in patient care activities as they were
not visible in various wards. Consequently, it was disem-
powering for nurses to work without the support of their
own managers. There is an inter-link between empowered
work environment as well as quality of care.[1, 11, 21] Nurse
Managers who were empowered managed to drive change
in practices as they could mobilise internal resources, sup-
port as well as quality assurance structures critical to EBP
implementation.[9, 16]

Inherent hierarchical structure in these settings implied that
nurses were not positioned in a way that could have afforded
them visibility to challenge unfavourable policies. They did
not have options other than adhere to bureaucratic rules that
were enforced through disciplinary power. Therefore, nurses’
behaviours as well as actions were largely shaped by man-
agerial practices and power imbalances, promoting nursing
subordination. Nurse Managers could not voice out their con-
cerns due to fear, and when they expressed their concerns,
they were not listened to by top management. Previous stud-
ies report that lack of administrative as well as leadership
supports hinders implementation of EBP in nursing.[30, 33, 34]

Nurse Managers are meant to drive practice changes by dis-
seminating, synthesising, and spreading information about
new innovations whilst mediating strategies for implement-
ing EBP.

Strengths and limitations
Findings of this study can be considered to have cast light
on the experiences of nurses implementing EBPs in a bu-
reaucratic environment and may be judged in relation to the
Nigerian clinical environment or other similar settings. How-
ever, it may be a limitation that this study has only explored
perspectives of staff nurses and ward managers and have not
necessarily involved patients and the hospital authority. How-
ever, involving patients may not have necessarily changed the
information as they are not experts in EBP implementation.

5. CONCLUSIONS AND IMPLICATIONS
Findings reflect complexities of implementing EBP in a bu-
reaucratic healthcare setting. There are indications that bu-
reaucracy can deny nurses professional and managerial au-
tonomy needed in driving EBPs in nursing practice. There
were indications that nurses were managed through bureau-
cratic rules, and in a setting where fiscal and hierarchical
constraints place limits on nurse’s autonomy to initiate or
implement EBP. Nurses, including nurse managers did not
have prerogatives to allocate resources, and, so, have failed to
specifically prioritise EBP projects within the settings. Nurse
Managers had limited authority and have not generally partic-
ipated in key governance activities such as strategic planning,
budgeting as well as wider organisational decision-making.
In sum, EBP was impeded by strict focus on productivity,
inefficient staffing, increased workload, and lack of fund-
ing for EBP related activities, rejection of nurses’ proposals
to initiate practice change innovations, lack of managerial
interest in EBP. Currently, nursing practices in these set-
tings appear to be traditionally based on rituals and routine
which cannot meet the contemporary patient’s healthcare
needs. There is need for nurses to have greater involvement
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in healthcare management. There is need for nurse managers
to have adequate managerial visibility that can afford them
greater influence and impetus to engage in EBP implemen-
tation. Nurse Managers requires empowerment to create

opportunities for EBPs.
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