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ABSTRACT

Background: More knowledge is needed on the preconditions and circumstances for leading implementation of evidence based
practice in the operating room (OR). Effective leadership support is critical to enhance the provision of safer care. The aim of this
study was to explore managers’ and clinical leaders’ experiences of implementing evidence-based practice to increase patient
safety in the operating room.
Methods: The study had a qualitative descriptive design. In all, 25 managers were interviewed, with different surgical specialities
(orthopedics, general and pediatric surgery) and operating room suites, from eight hospitals and 15 departments.
Results: The organizational structures were defined as key obstacles to implementation. Specifically, lack of a common platform
for cooperation between managers from different departments, organizational levels and professional groups impeded the
alignment of shared goals and directions. In cases where implementation was successful, well-functioning and supportive
relationships between the managers from different professions and levels were crucial along with a strong sense of ownership
and control over the implementation process. Whilst managers expressed the conviction that safety was an important issue that
was supported by top management, the goal was usually to “get through” as many operations as possible. This created conflicts
between either prioritizing implementation of safety measures or production goals, which sometimes led to decisions that were
counter to evidence-based practice (EBP). While evidence was considered crucial in all implementation efforts, it might be
neglected and mistrusted if hierarchical boundaries between professional subgroups were challenged, or if it concerned preventive
innovations as opposed to technical innovations.
Conclusions: The preconditions for implementing EBP in the OR are suboptimal; thus addressing leadership, organizational and
interprofessional barriers are of vital importance.
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1. INTRODUCTION

It is estimated that 234 million major surgical procedures are
undertaken worldwide annually.[1] The implementation of

innovations for surgical care within the operating room (OR)
context has been massive over the last 100 years and can
be described in many ways as a life-saving success. How-
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ever, unintended harm from surgery such as postoperative
infections are preventable complications that cause unnec-
essary patient suffering[2–4] and deaths.[5, 6] Results from
the Harvard Medical Practice Study II[7] showed that nearly
half (48%) of the errors in medical practice were related
to surgical procedures, most of which occurred in the OR.
Out of these 74% were considered to be preventable. Nu-
merous more recent studies[6, 8, 9] are consistent with these
results showing that adverse events affected nearly 10% of
hospitalized patients and that most of these were related to
intraoperative management. Deficits related to both techni-
cal and non-technical skills played important roles[10, 11] and
the lack of teamwork as well as failures in communication
and decision-making have been associated with technical
errors in surgery.[12–15] Preventive innovations such as the
correct timing, type and dose of prophylactic antibiotics have
in many cases been reported to be suboptimal.[16–19] In ad-
dition, ample evidence exists for deficits in hand hygiene
during anesthetic care,[20–24] intraoperative patient warming
during surgery,[19] and restricted traffic flow during surgical
procedures.[25–28] These results show a substantial “know-
do gap”[29] between what is known about safe and effective
practice and what is actually done in the OR, supporting
an urgent need for implementing evidence-based practice
for preventive innovations in order to enhance the safety of
patients.

In the field of implementation science, much effort has been
invested in identifying explanatory factors for the successful
implementation of research-based innovations.[30, 31] This
has proven challenging as all implementation occurs within
a specific context and culture which influences outcome.
Understanding the outer and inner context of the environ-
ment is emphasized in frameworks that define determinants
important for implementation.[32–36] Other critical factors
mentioned are characteristics of the innovation/guidelines,
the users of the innovation, and the implementation strat-
egy. Barriers to successful implementation of evidence-based
practice (EBP) in the OR have been described in recent years
especially in relation to the implementation of the World
Health Organization (WHO) surgical safety checklist,[37] but
also the implementation of safe communication and team-
work.[38–44] Barriers identified in these studies and many
others are lack of leadership and management support on var-
ious levels. Other barriers were ambiguous goal setting, lack
of effective implementation strategies, senior clinicians resis-
tant to change and hierarchical structures (ibid). With lack of
effective leadership and management support consistently de-
scribed, there is a growing interest in understanding the role
of leadership in implementing EBP.[45] While barriers and
facilitators to guideline use and EBP have been extensively

studied for physicians[46] nurses[34, 47–49] and other healthcare
providers,[50] no studies were found that focused on imple-
mentation EPB from the perspective of managers and leaders
in the OR context. Thus, more knowledge is needed on the
preconditions and circumstances for leading the implementa-
tion of EBP in the OR and how effective leadership support
can be tailored to enhance the provision of safer care.

The aim of the study was to explore managers’ and clinical
leaders’ experiences of implementing evidence-based prac-
tice to increase patient safety in the OR and inform a future
intervention trial.

The following research questions guided the study:

• What rationales inform managers’ choice to address
an identified know-do gap?

• How do managers and clinical leaders describe pre-
conditions for implementing EBP in the OR?

2. METHODS
A qualitative descriptive design was chosen as the purpose
was to acquire a deep understanding of the preconditions
for implementation from the perspective of managers and
clinical leaders, and there is limited knowledge in this field.

2.1 Participants
We chose not to distinguish between managers and clinical
leaders, as leadership is recognized as vital to both roles.[51]

Hence managers and clinical leaders will subsequently be
referred to collectively as managers. Managers of surgical
specialities (orthopedics, general and pediatric surgery) and
operating room units/suites from eight hospitals and 15 de-
partments in south and mid-Sweden were identified through
hospital homepages. Participants were strategically selected
with regard to age, gender, experience, professional status
and level of management to ensure a variety of experiences in
concordance with the qualitative approach. Managers were
subsequently contacted by phone and asked if they would
like to take part in the study. Interested parties were sent
written information describing the study procedures that in-
cluded participation in a face-to-face interview to recount
their experiences of leading the implementation of EBP in
the OR, with a focus on patient safety. In all, 25 managers
were interviewed to ensure variation. The interviews lasted
45-90 minutes and were conducted and recorded in the man-
agers’ offices. The median age of participants was 54 (range
40-63), with 15 females and 10 males, 12 RNs and 13 physi-
cians. Participating heads of department were all physicians
(2 females and 4 males); OR managers were all registered
nurses (RN) (10 females and 2 males). Two healthcare devel-
opers were included as well as seven clinical chief physicians.
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The managers’ leadership experiences varied from 1 to 30
years, with a median length of 13 years, see Table 1 for
demographic data.

Table 1. Basic demographics of the 25 participating
managers

 

 

Participant Varieties Number 

Speciality/OR 

Orthopedics 14 

General surgery 6 

Pediatric surgery 3 

Mixed types of surgeries 2 

Years in profession, 

median (min-max) 

Physicians 29 (7-42) 

Registered Nurses 30 (10-40) 

Number and type of 

managers included 

Head of department 6 

OR manager 10 

Healthcare developer 2 

Clinical chief physician 7 

Academic degree: 

Registered Nurses 

Bachelor degree 2 

PhD 1 

Academic degree: 

Physicians 
PhD 8 

 

2.2 Data collection and analysis
All interviews started with the same question: “Can you
please tell me about a situation were you have been leading
the implementation of any kind of evidence based practice
to enhance patient safety in the OR? You can choose to
describe a situation that you think was successful or that
failed or were difficult, or both if you like”. Managers were
encouraged to freely narrate their experiences. Follow-up

questions were raised to probe deep descriptions, for ex-
ample questions such as: “can you describe that in more
detail”, or “can you explain?” Interviews were transcribed
verbatim and analyzed using thematic content analysis as de-
scribed in Miles & Hubermann.[52] The texts were read and
reread to gain a sense of the whole. We started the analytic
process by identifying meaning units and giving the units
descriptive codes. The next step consisted of comparing the
similarities and differences of the codes with the meaning
units included in them and grouping them in relation to their
contents. In further analysis, groups of similar content were
formed into subthemes and thematic dimensions expressing
the underlying content of the text. Two researchers (AEA
and KN) coded all the texts separately and the codes and
themes were discussed until consensus was reached. A third
researcher (WG) participated in assessing the credibility and
confirmability of the results.[53]

2.3 Ethics
The study followed the declaration of Helsinki;[54] the inter-
viewees were informed about the study, confidentiality was
guaranteed and informed consent was obtained. All inter-
viewees were given the opportunity to partake of the results
before publication.

3. RESULTS
Since participants could freely choose the EBP episode
they narrated, the data included a variety of subjects (see
Table 2).

Table 2. The type of evidence based innovations and other changes initiatives that the informants prioritized to talk about

 

 

 

Type of evidence-based innovation that was implemented 

Number of interviews 

where the particular 

innovation was highlighted 

Innovations preventing infection targeting: central line infections, urinary tract infections, post-operative wound 

infections, hand hygiene and air cleanliness in the OR 
12 

The WHO Safer Surgery Checklist – teamwork and communication 10 

Perioperative pain, nausea and iv. fluid management  5 

Introducing a new kind of surgical method  1 

Prevention of pressure ulcers 1 

Other change initiatives  

Major organizational changes 3 

Increased production/ effectiveness, turnovers and streamlining in the OR 8 

Total  40 

The analysis resulted in 4 thematic dimensions and 10 sub-
themes describing the preconditions and circumstances that
affected implementation of EBP in the OR from the per-
spective of middle- and first-line managers (see Figure 1).
Detailed descriptions of the themes and subthemes and their

relation to each other are outlined below.

3.1 Motivators for change of practice
Patient safety and quality improvement initiatives involving
implementation of EBP were mainly driven by decisions
taken by the top management team or managers identify-
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ing evidence/practice gaps that increased risks for adverse
events.

Figure 1. Themes and subthemes describing the
preconditions for leadership and factors that affect
implementation of evidence-based practice in the operating
room

3.1.1 Top down decisions
Top down initiatives concerned implementations of hand
hygiene, the WHO Surgical Safety checklist and “Surgery
within 24 hours” for persons with hip-fracture. One of the
most common points of departure for initiating EBP change
was reports from the hospital’s own surveillance system of
high rates of postoperative infection: “Then the orthope-
dists in their turn said that there was a lot of concern about
infections, since the figures were absolutely appalling.”

3.1.2 “Know-do” gaps and adverse events
Managers described their own reactions to detecting poor
quality of care through registry data or observations moti-
vated them to implement EBP change. “And there wasn’t
any kind of care plan for alleviating the patient’s symptoms,
such as pain, nausea or postoperative mobilization. I wanted
some kind of change.”

Tragic events that resulted in patient deaths or permanent
injuries were however the strongest motivator for implement-
ing EBP. Several managers of surgical departments expressed
frustration at not having a mandate to initiate and drive the
implementation of EBP after they had identified needs for
improved care in the OR: “We (the surgeons) do not have
ownership of the OR, we are only seen as guests that have to
adapt to the circumstances.”

3.2 The paradox of evidence
The evidence in support of practice change was identified
as the most important factor in order to succeed in changing
practice. However, managers consistently described how

evidence was challenged, depending on who presented the
knowledge, and even neglected in relation to technical inno-
vations.

3.2.1 Evidence as a crucial factor
The evidence base for what should be implemented was
identified by all managers as one of the most or the most
crucial factors for the willingness to adopt a new practice
or to change behavior. It was seen as a tool for motivating
physicians: “The doctors ask for and demand evidence.”
This was also true for nursing staff, especially nurses with
an academic qualification. Nonetheless, nurses were some-
times described as “not being so interested in research-based
knowledge”. The lack of scientific training among nurses
was recognized as a problem for two reasons. First, if nurses
do not know how to understand the evidence for change, they
are less likely to perceive the implementation as meaning-
ful or motivating. Second, even if nurses are enthusiastic
about implementing EBP, they find it difficult to convince
physicians to change practice without engaging in scientific
rhetoric of which they don’t have the required training. For
example, OR managers talked about difficulties in imple-
menting infection control measures, and despite ample high
quality evidence, physicians challenged the evidence with
disbelief: “the doctors don’t believe the data on hand hy-
giene.” Several managers stated that it was difficult to argue
the need for these innovations as they “lack the necessary
knowledge about the evidence base”.

3.2.2 Neglected evidence
Nurse managers in the OR expressed the conviction that hi-
erarchical boundaries and differences in professional groups’
knowledge base made management difficult, even if they had
a strong evidence base to inform change. One manager stated
that it was sometimes “like a game of power” where certain
persons assumed the right to define which knowledge and
evidence are of importance and worth considering. When
OR nurses tried to implement the WHO Safer Surgery check-
list, they were met with massive resistance from surgeons
despite support from their OR manager and the strong evi-
dence base that the checklist effectively decreased adverse
events. Thus, implementation failed. However, after a series
of adverse events, a surgeon took an interest in the checklist
and promoted its use among peers and OR nurses. The check-
list was positively received and successfully implemented,
and the manager concluded that implementation of EBP is
more likely to succeed if initiated by a physician with peer
influence.

New technical innovations are usually met with interest by
nurses and physicians as they are seen as fun and a challeng-
ing part of the job. Evidence in favor of the new method
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is rarely asked for, and as more than one manager stated:
“these changes are sometimes implemented too easily and
too quickly from a safety perspective.” For implementation
of new operating methods or technical innovations, well-
described and internalized procedures exist regarding how
these are to be implemented. Specifically, the implementa-
tion procedures define who is responsible for the logistics,
and how and when nurses are to be educated for using a
particular method or tool. In contrast, no predefined path-
way existed on how to implement “soft” innovations that, for
example, target the behaviors of healthcare workers.

Sometimes new drugs or induction methods could also be
a challenge to introduce especially with senior physicians:

“arguments based on best evidence simply do not get through.”
However managers were reluctant to confront senior physi-
cians out of respect to their status: “We will have to wait until
they retire.” Some managers also tried to understand senior
physicians’ resistance and neglect of evidence, recognizing
the need to operate within an established “comfort zone” and
the difficulties people may have in adopting new things: “as
a doctor you want to do the things you feel sure about and
know you do well.”

Managers also expressed distrust in the evidence that had
informed some of the decisions taken by senior managers:

“There are pretty much quality improvement projects going
on that at some point had a scientific base, like the WHO
checklist.” Now I haven’t read up that much on all these stud-
ies, but when the WHO study was done under the conditions
prevalent then, what it showed was scientifically correct, but
I wonder how much it really improves how we care for our
patients nowadays.” and “In the end good initiatives tend
to be submerged by the many strange decisions made by
superiors” and “the evidence base is so far from our reality
– or is it even applicable to us or only waste of time?”

3.3 Obstructive organizational structures
Managers identified hospital organizational structures as be-
ing a major obstacle for implementing EBP. Structures such
as strong boundaries between departments involved in the
care of the same patients were seen as important reasons
for failures as they complicated dialogue, cooperation and
goal alignment between managers and staff within and across
departments and levels.

3.3.1 Siloed professional goals and priorities
Nurses, anesthesiologists and surgeons usually belonged to
separate departments and thus had different managers, see
Figure 1 for an empirical example. Managers recognized that
one of the major obstacles to change that required participa-
tion of the whole team was that they only had the mandate

to target their own staff: “Why should we bother doing this
if the doctors don’t care?” They pointed out that different
managers each had their own goals and priorities. These
were not necessarily known to the other managers or aligned
with the goals within and between department and hospital
levels: “What we haven’t succeeded in doing is cooperating
with the orthopedists and providing information that arrives
at the right time, is sufficient or at least adequate. That is to
say information from another professional group not working
in the same clinic. . . ”

The majority of managers expressed the view that the ab-
sence of a well-needed common platform where managers
from different departments could meet and discuss issues
hindered their ability to work together across departmental
boundaries: “We (clinical physician leaders of anesthesia
and orthopedics) never meet and do any good planning to-
gether. They don’t even seem to be interested, but maybe it is
due to lack of time. . . ”

3.3.2 Balancing production pressure with EBP

The daily focus managers described were what they called
“production” – i.e. doing as many operations as possible and
ensuring accurate staffing levels. Much of their energies were
directed towards coping with stress, lack of time and staffing
problems, rather than considering implementation of innova-
tions. Whilst managers expressed the conviction that safety
was an important issue that was supported by top manage-
ment, the overarching goal was usually defined as “getting
through” as many operations as possible. This created a con-
flict between prioritizing about safety measures or production
goals, which sometimes lead to decisions that countered EBP.
In particular, OR managers felt abandoned, expressing uncer-
tainty as to whether or not the decisions taken were in line
with best evidence. They also doubted if they have the man-
date or the competence to take such a decision: “. . . One has
a system demanding rapid turnovers which then collide with
patient safety guidelines. And then as manager I’m the only
one who can make a decision . . . there’s nobody standing by
my side.” Orthopedists who should be very interested should
put their foot down and say that this is how things are. “The
department of Infection Control don’t say anything either. I
think . . . that it’s difficult. . . ” Not all managers shared this
experience; others found no conflicts between safety and
production goals.

Finding time for managing EBP change in the OR was usu-
ally challenging. One manager explained that he/she had
tried unsuccessfully for years to get permission from top
management to bring the OR staff together at least once a
week for a team meeting to create the foundation for an im-
plementation process. However, OR production pressures
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meant there was lack of time to engage in implementation
work: “We’ve got a lot going on, and a lot of what we do is
focused on production, and the strongest driving force has of
course been rapid turnovers . . . ”

3.3.3 Organizational change fatigue
The narratives concerning organizational change were sim-
ilar in that they described how the intended changes were
meant to increase efficacy. Frequently however, the changes
resulted in unforeseen negative consequences for patients.
In one case this meant a 12-fold increase of surgical site
infection. Thus, it was felt that previous successful imple-
mentation of EBP and years of hard work could be dissolved
within a few weeks due to reorganizations. The perception
of several reorganizations and change processes that were
seen as unimportant to the care of patient resulted in staff
experiencing “organizational change fatigue”. This was a
strong counterweight towards all types of initiatives towards
implementing EBP.

3.4 Change management – a challenging process
This thematic dimension comprised managers’ understand-
ing of resistance to change, and how to overcome these
challenges.

3.4.1 Understanding resistance to change
Managers most commonly perceived co-workers’ resistance
as a natural way to react towards change. Resistance was
recognized as something that is often rooted in emotions. As
one manager said: “The resistance is not based on lack of ev-
idence, but rather on feeling and mere assumptions, even in
cases when a more academic standpoint could be expected.”

Moreover, resistance and adoptions were often identified as
person-bound. However, if several individuals in a group
joined forces then the resistance might be strengthened and
increased. Some managers saw resistance and questioning
as both challenging and stimulating: “You need resistance
to change, you need resistance to change otherwise it means
that a complete organization has stopped thinking, but (as
manager) you need the ability to address it.”

The opposite view of co-workers’ resistance to change was
also expressed. Individuals and groups questioning decisions
were experienced as difficult to handle and tiresome. “They
must learn to understand that this is a management deci-
sion that can’t be questioned” and “this is not a democratic
organization where everyone has got to have their say.”

The majority of managers found it difficult to understand why
employees did not do what they were expected or had agreed
to do. However, difficulties in recruiting staff was the reason
mentioned that made it difficult to take on a tough attitude
towards difficult people out of fear of losing personnel.

3.4.2 Physicians – highly influential and autonomous
Managers at all levels stated that physicians were particular
hard to lead in change initiatives as they have a long tradition
of autonomy, thus “they don’t like to be told what to do”.

Lack of cooperation and engagement from physicians was
defined as a major obstacle to implementation, a typical state-
ment being “we need to get the doctors on the train, if we
want to succeed”. Anesthesiologists and surgeons were rec-
ognized as important role models for the nurses, and if these
doctors did not for example take hand hygiene seriously, then
the managers would have difficulties in motivating others to
change their practice.

3.4.3 Aligning professional silos and leadership goals
Successful implementation processes were seldom talked
about, but those described were strikingly similar. They were
all initiated as research projects by clinical chief physicians in
close cooperation with OR managers. The well-functioning
relationships between the different managers were defined
as important and as a source of mutual support.

These managers described that they had a stable nursing staff
that was engaged in all parts of the research process together
with physicians, from data collection to presenting the results.
The wards where the implementation had succeeded were
relatively small, and this was seen as a fundamental factor for
the positive outcome: “In a small group you tend to realize
that what you do matters; people take on a responsibility”.
The importance of visible leadership, communication and co-
operation in order to create common goals between different
professional categories was emphasized. The research-based
interventions approach allowed for the direct feedback of
results to participating staff and the positive effects for the
patients created feelings of pride towards their efforts. Suc-
cessful implementation was said to require time, patience
and endurance. Struggling with failed implementation over
long periods of time was common among managers, and this
created feelings of resignation, aloneness, tiredness and most
of all, frustration.

4. DISCUSSION
This study was based on interviews with 25 managers with
over 278 years of accumulated management experience.
Thus our results provide novel information on how chief
physician and nurse managers experience and understand the
preconditions and circumstances that influence implement-
ing EBP in the OR. The study contributes new knowledge on
how organizational systems, subcultures and system ambigui-
ties work as obstacles to EBP implementation. Moreover, the
complexity of how evidence-based knowledge is perceived
and valued, and the influence of power and hierarchies are
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revealed and highlighted. The thematic dimension resulting
from the analysis is discussed in relation to Edgar Schien’s
theories on “Organizational Culture and Leadership”.[55]

Managers in this study were given the possibility to talk
about different kinds of EBP implementation and received
both written and oral information about the focus on patient
safety. It is reasonable to assume that they talked about
situations that they remembered and that had some deeper
meaning to them,[56] and this could be interpreted as reflect-
ing what managers pay attention to, value or are preoccupied
with at the time. How managers’ prioritize implementation
needs appears to influence how nurses and physicians value
what is important within the organization. The priorities
and goals of senior managers have been shown to influence
the adoption of innovations,[57, 58] and these directly influ-
ence and contribute to forming the culture in which they
operate. Schein[59] identified leaders’ focus and priorities as
“primary embedding mechanisms” and if used consciously,
they are powerful tools to forward change. Equally, these
mechanisms also work the opposite way by sending strong
messages about what is not a priority through the things
managers do not pay attention to or even ignore,[59, 60] un-
derscoring the importance of communicating the embedded
messages within a unit.

In this study, twelve managers talked about implementing
innovations to prevent infections and the majority expressed
uncertainties about addressing this issue because of the ev-
idence base to support an innovation. Thus the message
sent implicitly to staff was often ambiguous. The absence
of a clearly defined message and the managers’ commitment
and communication to support the message could impede
the implementation process.[51, 61] Managers expressed the
conviction, for example, that hand hygiene was important.
Yet while this was their espoused belief, it was not neces-
sarily congruent with assumptions of what really mattered
in the OR such as production pressures for increased OR
volume. As shown in other studies,[62, 63] managers who ex-
pressed negative feelings about decisions made by senior
management for implementing new initiatives, might uncon-
sciously hinder these initiatives, despite their intention to
hide their thoughts. Taken together, this ambiguity could
possibly contribute to understanding why so many imple-
mentation initiatives were perceived as failures.

Aaron et al.[60] point out that senior leaders need to un-
derstand the importance of involving front line and middle
managers in dialogues concerning strategic goals in order
to secure their understanding of and motivation for future
execution.[64] In addition, the crucial role of clinical leaders
in change processes requires dedicated attention.[65]

One of the most important findings in our study was how the
organization itself and internal professional structures work
as significant obstacles to change processes. The importance
of interdisciplinary priorities and goal setting were identified
by managers in the OR as necessary for successful imple-
mentation. This is consistent with leadership research that
identifies the importance of having a common goal and direc-
tion which are necessary for influencing others.[60] The lack
of regular and scheduled meetings impeded dialogue and co-
operation between managers across departments which can
lead to different priorities and goals being expressed to differ-
ent professional groups within the OR team. These differing
messages can thus influence what nurses and physicians pay
attention to and perceive as important. A differentiated pro-
fessional team will most likely contribute to strengthening
the formation of subcultures and differentiated professional
values. This might well obstruct interprofessional learning
and effective teamwork[66, 67] and as shown in this study,
impede the implementation of EBP in the OR and hinder
the development of well-functioning teams.[55] Previous
research has showed that lack of teamwork, safe communi-
cation and shared goals as well as aggressive behavior are
common in the OR and can negatively affect the safety of
patients.[13, 15, 68, 69] To align and create congruent team goals,
directions and missions between different managers and de-
partments must be seen as the basis for the implementation of
EBP in the OR, where in fact all care procedures are carried
out by multi-professional teams.

In addition to organizational obstacles to implementation,
hierarchies were found to hinder safe care and to obstruct the
use of research-based knowledge. Even though hierarchies
can provide stability and a sense of security within a group,
they can also be counterproductive.[70] The present study
showed that power differences between nurses and physi-
cians impeded knowledge sharing and contributed to creat-
ing risk-filled situations for patients in the OR. Sometimes
knowledge brought forward by nurses was not regarded as
valid or important despite the strength of the evidence. This
finding is in line with theory defining learning and knowl-
edge as a social construct, where group members with power
define what should be seen as the “truth” and the knowledge
that is important and worth paying attention to.[71] Within
the patient safety movement, health care practices that evolve
within a culture of individualism, autonomy and hierarchal
authority can create obstacles for safer care and effective
teamwork.[72] In order to overcome obstacles to EBP in the
OR, basic assumptions regarding professional identity, au-
thority and knowledge must be challenged and replaced by
more appropriate assumptions such as interdependent collab-
oration, open communication, shared decision-making and
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leadership inclusiveness.[73, 74] Schein[55] reveals that chal-
lenging basic assumptions that offer meaning and stability
can unleash anxiety and, rather than tolerate elevated anxi-
ety levels, team members will strive to maintain equilibrium
even if it means distorting, denying or falsifying. Leaders
therefore need to be aware of the necessity and possibili-
ties of creating a learning environment that supports and
rewards staff’s learning as well as interprofessional learning
and relearning in a psychologically safe environment.[75–77]

An interesting finding of the present study was that technical
innovations were received with enthusiasm and the ways
of integrating these innovations were well established with
minimal sources for conflict, in contrast to preventive inno-
vations. Characteristics of preventive innovations, in contrast
to other innovations, have been described by Rogers[30, 78] as
new ideas that require action at one point in time to avoid
unwanted consequences at some future time. Amongst other
things, Rogers suggests that the degree of adoption can be
explained by the relative advantage of the innovations – e.g.
the new idea/practice has to be perceived as better than the
old. The negative consequences of non-application of safe
HH practice will not affect all patients and, when they do,
symptoms of infection typically occur after the patients have
left the OR. Thus the negative consequence of lack of EBP
seldom becomes evident for the OR team.[78] On the other
hand, the steady stream of technical innovations in the OR
seems to be an indisputable part of the culture.

Strengths and limitations

This study has limitations, for instance the qualitative ap-
proach did not allow for a large sample size. By using a
survey with pre-define questions we could reach more partic-
ipants, however the qualitative approach of the present study
with open-ended questions allowed for a deeper insight into
the perspectives of healthcare managers on the implemen-
tation of EBP. This would not have been possible using a
quantitative method.

In data collection and the during analysis, measures were
taken to achieve trustworthiness, such as careful selection of
participants with various experiences, the selection of mean-
ing units in line with the intended focus of the study, and
seeking agreement regarding thematic dimensions among
co-researchers.[53] To enhance credibility, results were sup-

ported by representative quotes from the transcribed inter-
views. Further ethnographic studies in this setting would
be complementary and could provide valuable insight into
what really goes on in the OR. This new knowledge can
be used by leaders to deliberately reconstruct assumptions
that are no longer valid or even contraproductive for the
survival of the group. Future studies should also focus on
managers’ understanding of their role as leaders and the use
of implementation strategies.

5. CONCLUSIONS
Resistance was understood as a natural way for co-workers to
react to change, and it was often rooted in emotions. While
evidence was a crucial component in all implementation ef-
forts, hierarchical boundaries between professional groups
and subgroups often led to it being neglected and mistrusted.
Organizational systems and structures were key obstacles
to implementing evidence-based practice in the OR, specif-
ically lack of a common platform for communication and
cooperation between managers of different departments and
professional groups impeded the alignment of shared goals
and directions. In cases where implementation was success-
ful, well-functioning and supportive relationships between
the managers of different professions and organizational lev-
els were crucial, along with a strong sense of ownership
and control over the implementation process. The precondi-
tions for implementing EBP in the OR are suboptimal; thus
addressing leadership as well as organizational and interpro-
fessional barriers are of vital importance.
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