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Using the Best Evidence to Change Practice
We are living in an exciting era in which we have a much more extensive body of nursing research
than in the past decades upon which to base nursing practice. Although there remain many aspects
of patient care for which little research is available, our literature contains a wealth of knowledge
applicable to practice. The purpose of this column in the Journal of Nursing Care Quality is to present
practical information for direct-care nurses and quality improvement leaders about using the best
available evidence to change practice. This column is coordinated by June H. Larrabee, PhD, RN, at
jhlarrabee@adelphia.net; jlarrabee@hsc.wvu.edu.

The PARIHS Framework—A
Framework for Guiding the
Implementation of
Evidence-based Practice

Jo Rycroft-Malone, PhD, MSc, BSc(Hons), RN

From the Royal College of Nursing Institute, Oxford,
United Kingdom.

The PARIHS framework is the culmination of a project
team’s work. Kitson, Harvey, and McCormack con-
ceived the framework, first published in 1998. Since that
time, a larger project team, led by Jo Rycroft-Malone,
has shaped its ongoing development and refinement.
Project team: Alison Kitson, BSc(Hons), DPhil, RN,
FRCN—executive director of nursing, honorary profes-
sorship, Royal College of Nursing, London, UK; Gill Har-
vey, BNursing, PhD, RHV, RGN, DN—senior lecturer in
healthcare and public sector management, Centre for
Healthcare Management, University of Manchester, UK;
Kate Seers, BSc(Hons), PhD, RGN—honorary professor
and head of research, RCN Institute, Oxford, UK; Bren-
dan McCormack, BSc(Hons)Nursing, DPHIL (Oxon),
PGCEA, RGN, RMN—professor of nursing research, Uni-
versity of Ulster and Royal Hospitals Trust, Belfast, UK;
and Angie Titchen, MSc, DPhil (Oxon), MCSP—senior
research and development fellow, RCN Institute, Oxford,
UK.

Corresponding author: Jo Rycroft-Malone, PhD, MSc,
BSc(Hons), RN, Royal College of Nursing, Radcliffe Infir-
mary, Woodstock Rd, Oxford OX2 6HE, United Kingdom
(e-mail: Joanne.rycroft-malone@rcn.org.uk).

AGAINST a background of rising health
costs, a management ethos of “doing

things right,” and a drive for quality improve-
ment, evidence-based healthcare has evolved.
It has emerged as one of the dominant themes
of practice, management, and education in
health services across the globe. Mounting
pressure is being exerted to ensure that the
delivery of care is evidence based and clini-
cally effective. Yet if you have been involved
in implementing change, getting research into
practice, or improving the quality of patient
care, you know what a complex, messy, and
demanding task it can be. If it was straightfor-
ward, the production of “evidence,” perhaps
in the form of guidelines followed by an edu-
cation or a teaching package, would lead to an
expectation that practitioners would automat-
ically integrate it into their everyday practice.
But we know that this is not the case, and of-
ten practice lags behind what is known to be
current best practice.

Against this context, research and practice
development teams within the Royal College
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of Nursing (RCN) Institute in the United
Kingdom have accumulated experience and
knowledge about implementation and chang-
ing practice from their involvement in a num-
ber of different research, practice develop-
ment, and quality improvement projects.1–4

Analysis of work such as this indicates that a
number of key factors appear to play a role in
successful implementation.5,6 The Promoting
Action on Research Implementation in Health
Services (PARIHS) framework represents the
interplay and interdependence of these fac-
tors. This multidimensional framework was
developed in an attempt to represent the com-
plexity of the change processes involved in
implementing research-based practice.

THE PARIHS FRAMEWORK

The PARIHS framework presents successful
research implementation as a function of the
relationships among evidence, context, and
facilitation. The framework considers these
elements to have a dynamic, simultaneous re-
lationship. The 3 elements, evidence, context,
and facilitation, are each positioned on a high
to low continuum. The proposition is that for
implementation of evidence to be successful,
there needs to be clarity about the nature of
the evidence being used, the quality of con-
text, and the type of facilitation needed to en-
sure a successful change process. Theoretical
and retrospective analysis of 4 studies that had
been undertaken by the RCN Institute5 led
to a proposal that the most successful imple-
mentation seems to occur when evidence is
scientifically robust and matches professional
consensus and patient’s preferences (high ev-
idence), the context is receptive to change
with sympathetic cultures, strong leadership,
and appropriate monitoring and feedback sys-
tems (high context), and when there is appro-
priate facilitation of change, with input from
skilled external and internal facilitators (high
facilitation).

The framework was originally developed
from collective experience and wisdom.5

Since its conception and publication in 1998,

the framework has undergone research and
development work. Most notably, this has in-
cluded a concept analysis of each of the di-
mensions: evidence, context, and facilitation,
and a research study to assess its content va-
lidity. This has enabled some theoretical rigor
and conceptual clarity to be gained about the
constituent elements and as a result, a refine-
ment of its content. The following sections
outline the contents of the PARIHS framework
subsequent to this research and development
work.

Evidence

For many involved in the evidence-based
practice (EBP) movements, evidence equals
research. However, in reality, a number of
different sources of knowledge and informa-
tion need to be combined and used in clini-
cal decision making at the bedside with the
patient. It is proposed that evidence in EBP
should be considered to be “knowledge de-
rived from a variety of sources that has been
subjected to testing and has found to be
credible.”7(p311) More specifically, the PARIHS
framework identifies these as research, clin-
ical experience, patient experience, and lo-
cal data/information (see Rycroft-Malone8 for
a detailed discussion).

It is argued that successful implementation
is more likely to occur when research and clin-
ical and patient experience are located toward
high. In this case, high includes whether, for
example, the research (qualitative or quanti-
tative) is well conceived and conducted and
whether there is a consensus about it. In the
case of clinical experience, high is experi-
ence that has been made explicit and verified
through critical reflection, critique, and de-
bate. Patient experience is high when patient
preferences are used as part of the decision-
making process, and when patient narratives
and experiences are seen as a valid source of
evidence. Finally, local data/information that
have been systematically collected and eval-
uated are located toward high and could be
considered in decision-making processes at in-
dividual and organizational levels.
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The challenge remaining to practition-
ers and researchers, however, is to better
understand how these are combined in clin-
ical decision making and how more effective
care can be delivered by melding this broader
evidence base.

Context

Research has demonstrated that the context
can be a potent mediator of the implemen-
tation of evidence into practice.9–11 As Wood
et al12 point out, in promoting innovation or
a piece of research evidence, we are not deal-
ing merely with the uncomplicated dissemina-
tion of findings to a passive and receptive au-
dience but are, in fact, reconnecting research
with its supplementary other—practice. De-
spite this growing acknowledgment, we are
only just beginning to really understand the
role that contextual factors can play in facili-
tating or inhibiting the research implementa-
tion process.

The context in which healthcare practice
occurs can be seen as infinite as it takes place
in a variety of settings, communities, and cul-
tures that are all influenced by economic, so-
cial, political, fiscal, historical, and psychoso-
cial factors. In the PARIHS framework, the
term context is used to refer to the envi-
ronment or setting in which people receive
healthcare services, or in the context of get-
ting research evidence into practice, the en-
vironment or setting in which the proposed
change is to be implemented.5,13 In the frame-
work, the contextual factors that promote the
successful implementation of evidence into
practice fall under the 3 broad themes of cul-
ture, leadership, and evaluation (see McCor-
mack et al13 for a full discussion).

Organizations that could be described as
“learning organizations” are those that are
more conducive to facilitating change be-
cause they create learning cultures that pay
attention to individuals, group processes, and
organizational systems. Such a context is
characterized by decentralized decision mak-
ing, an emphasis on the relationship be-
tween manager and worker, and a manage-

ment style that is facilitative rather than
ordering.14

Leaders have a key role to play in trans-
forming cultures and are therefore influen-
tial in shaping a context that is ready for
change. Transformational leaders, as opposed
to those who command and control, have the
ability to transform cultures to create con-
texts that are more conducive to the integra-
tion of evidence into practice.15 These types
of leaders inspire staff to have a shared vi-
sion and do so in a stimulating, a challenging,
and an enabling way. This, in turn, results in
clear roles and effective teamwork and orga-
nizational structures.5,16 The significance to
implementation and change is that effective
leaders have the ability to bring the “science”
component of healthcare practice (the appli-
cation of science and technology) together
with the “art” component (the translation of
different forms of practice knowledge) into
caring actions.17

An additional component of the environ-
ment that seems to play a role in shaping its
readiness for implementation is that of eval-
uation. Measurement generates evidence on
which to base practice and is part of the
evaluation or feedback process that demon-
strates whether or not changes to practices
are appropriate, effective, and/or efficient.
Guba and Lincoln,18 Pawson and Tilley,19 and
Quinn-Patton20 argue that evaluation frame-
works need to reflect the complexity of orga-
nizational systems and the multiple realities of
stakeholders. Contexts in which evaluation re-
lies on broad and multiple sources of evidence
of effectiveness in addition to more tangible
outcomes tend to be those that are more re-
ceptive to change.

The context of practice and thus of re-
search evidence implementation is complex
and dynamic. The PARIHS framework pro-
poses that a context’s characteristics are key
to ensuring a more conducive environment to
get evidence into practice. More specifically,
it is proposed that a strong context, where,
for example, there is clarity of roles, decentral-
ized decision making, valuing of staff, transfor-
mational leaders, and a reliance on multiple
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sources of information on performance, will
make the chances of successful implementa-
tion more likely.

FACILITATION

It is proposed that a facilitator has a key
role to play in not only affecting the con-
text in which change is taking place but also
in working with practitioners to make sense
of the evidence being implemented.21 Kitson
et al5 describe facilitation as “a technique by
which one person makes things easier for oth-
ers.”(p152) In the context of the PARIHS frame-
work, facilitation refers to the process of en-
abling (making easier) the implementation of
evidence into practice. Thus, facilitation is
achieved by an individual carrying out a spe-
cific role (a facilitator), which aims to help
others. This indicates that facilitators are indi-
viduals with the appropriate roles, skills, and
knowledge to help individuals, teams, and or-
ganizations apply evidence into practice.

In the PARIHS framework, high facilitation
relates to the presence of appropriate facilita-
tion and low to the absence of appropriate fa-
cilitation or inappropriate facilitation. Appro-
priate may encompass a range of roles and in-
terventions, depending on the needs of the sit-
uation. Key facets of facilitation are organized
in the 3 broad themes of purpose, role, and
skills and attributes (see Harvey et al21 for a
detailed discussion).

The PARIHS framework acknowledges that
the purpose of facilitation can vary from a
focused process of providing help and sup-
port to achieve a specific task (“task”) to a
more complex, holistic process of enabling
teams and individuals to analyze, reflect, and
change their own attitudes, behaviors, and
ways of working (“holistic”).As the approach
moves toward holistic, facilitation is increas-
ingly concerned with addressing the whole
situation and the whole person.

As the purpose of facilitation appears to
vary within the literature, there also are mul-
tiple interpretations of the facilitator role in
practice. These range from a practical hands-
on role of assisting change to a more complex,

multifaceted role. In the models of health pro-
motion that explicitly employ a facilitator, the
emphasis is on external facilitators using an
outreach model to work with several primary
healthcare practices, providing advice, net-
working, and support to help them establish
the required health prevention activities.22 In
contrast, approaches to facilitation that are
rooted in the fields of counseling and experi-
ential learning are strongly influenced by un-
derlying theories of humanistic psychology
and human inquiry. Consequently, the facil-
itator’s role is concerned with enabling the
development of reflective learning by help-
ing to identify learner needs, guide group pro-
cesses, encourage critical thinking, and assess
the achievement of learning goals.

In these different situations, the skills and
attributes required of the facilitator would
be different. To fulfill the potential demands
of the role, facilitators are likely to require
a wide repertoire of skills and attributes. Ar-
guably, skilled facilitators would be ones who
could adjust their role and style at the differ-
ent phases of an implementation or develop-
ment project.

Facilitation and facilitators have key roles to
play in the implementation of evidence into
practice. While there is still some conceptual
clarity to be gained about how facilitators may
differ from other change agent roles, it is sug-
gested that fundamentally the facilitator role
is one that supports practitioners to change
their practice. This is likely to include the
need to work with practitioners to particular-
ize and translate different types of evidence
into practice, as well as to assist individuals
and teams to transform the practice environ-
ment so that the implementation context is
conducive to change.

SUMMARY OF KEY ELEMENTS FOR
SUCCESSFUL IMPLEMENTATION

In summary, we suggest that there are 3
elements that are key to successful imple-
mentation: evidence, context, and facilitation.
Each of these elements is made up of subele-
ments. Evidence is characterized by research
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Table 1. Elements of the Promoting Action on Research Implementation in Health Systems
(PARIHS) framework

Subelements

Elements Low High

Evidence
Research • Poorly conceived, designed, and/or

executed research
• Seen as the only type of evidence
• Not valued as evidence
• Seen as certain

• Well-conceived, designed, and
executed research, appropriate to
the research question

• Seen as one part of a decision
• Valued as evidence
• Lack of certainty acknowledged
• Social construction acknowledged
• Judged as relevant
• Importance weighted
• Conclusions drawn

Clinical
experience

• Anecdotal, with no critical
reflection and judgment

• Lack of consensus within similar
groups

• Not valued as evidence
• Seen as the only type of evidence

• Clinical experience and expertise
reflected upon, tested by individuals
and groups

• Consensus within similar groups
• Valued as evidence
• Seen as one part of the decision
• Judged as relevant
• Importance weighted
• Conclusions drawn

Patient
experience

• Not valued as evidence
• Patients not involved
• Seen as the only type of evidence

• Valued as evidence
• Multiple biographies used
• Partnerships with healthcare

professionals
• Seen as one part of a decision
• Judged as relevant
• Importance weighted
• Conclusions drawn

Local data/
information

• Not valued as evidence
• Lack of systematic methods for

collection and analysis
• Not reflected upon
• No conclusions drawn

• Valued as evidence
• Collected and analyzed

systematically and rigorously
• Evaluated and reflected upon
• Conclusions drawn

Context
Culture • Unclear values and beliefs

• Low regard for individuals
• Task-driven organization
• Lack of consistency
• Resources not allocated
• Well integrated with strategic goals

• Able to define culture(s) in terms of
prevailing values/beliefs

• Values individual staff and clients
• Promotes learning organization
• Consistency of individual’s

role/experience to value
Relationship with others
Teamwork
Power and authority
Rewards/recognition

• Resources—human, financial,
equipment – allocated

• Initiative fits with strategic goals and
is a key practice/patient issue

(continues )
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Table 1. (Continued )

Subelements

Elements Low High

Leadership • Traditional, command, and control
leadership

• Lack of role clarity
• Lack of teamwork
• Poor organizational structures
• Autocratic decision-making

processes
• Didactic approaches to

learning/teaching/managing

• Transformational leadership
• Role clarity
• Effective teamwork
• Effective organizational structures
• Democratic-inclusive

decision-making processes
• Enabling/empowering approach to

teaching/learning/managing

Evaluation • Absence of any form of feedback
• Narrow use of performance

information sources
• Evaluations rely on single rather

than multiple methods

• Feedback on
Individual
Team
System performance

• Use of multiple sources of
information on performance

• Use of multiple methods
Clinical
Performance
Economic
Experience evaluations

Facilitation
Purpose Task Holistic
Role Doing for others

• Episodic contact
• Practical/technical help
• Didactic, traditional approach to

teaching
• External agents
• Low intensity—extensive coverage

Enabling others
• Sustained partnership
• Developmental
• Adult learning approach to teaching
• Internal/external agents
• High intensity—limited coverage

Skills and
attributes

Task/doing for others
• Project management skills
• Technical skills
• Marketing skills
• Subject/technical/clinical credibility

Holistic/enabling others
• Cocounselling
• Critical reflection
• Giving meaning
• Flexibility of role
• Realness/authenticity

evidence, clinical experience, patient experi-
ence, and local data/information; context by
culture, leadership, and evaluation; and facil-
itation by purpose, role, and skills and at-
tributes. These key factors have been derived
from our research, practice development, and
quality improvement work, and are supported
by other research studies.23

Each of the elements is on a continuum
of low to high. We are suggesting that if
each subelement can be judged to be toward

high, implementation is more likely to be suc-
cessful. Thus, when all the elements are to-
ward high (Table 1), successful implementa-
tion is more likely. Therefore, evidence needs
to be robust; match professional consensus
and patient needs/experience; and where rel-
evant, include local data (high evidence). The
context will be more receptive to change
when there are sympathetic cultures, strong
leadership, and appropriate evaluative sys-
tems (high context). Finally, implementation
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should be supported by appropriate facilita-
tion (high facilitation). The challenge then for
implementers is to move toward the right-
hand side of the continuum where evidence,
context, and facilitation are high.

THE FRAMEWORK’S UTILITY

To enhance the robustness of the frame-
work, we have conducted theoretical and em-
pirical development work over the past 4
years. There are still questions and issues that
need to be better understood, including their
relationship(s) among evidence, context, and
facilitation, and their relative importance
when implementing EBPs. This research work
continues in the quest to increase our un-
derstanding so that we can be better placed
to help practitioners plan and implement ef-
fective change and development strategies.
However, we are aware that the PARIHS
framework has been used by others to struc-
ture change and develop practice. In these
projects, the main elements of the framework
have been used as an aide-memoire or theo-

retical framework. For example, with regard
to evidence, practitioners would be encour-
aged to seek out research evidence about the
topic identified, see how that matches with
theirs and their colleagues’ clinical experi-
ence, and ascertain how congruent it is with
patients’ experience (eg, by gathering stories
from patients). Additionally, the framework
has been used to evaluate projects as a post
hoc checklist.24

Our aim now is to develop a self-assessment
tool that those implementing EBP will be able
to use to review and subsequently plan their
own strategies for implementation. It is en-
visaged that it would be completed to assess
readiness for change, leading to a set of scores
that would indicate the sort of intervention(s)
and work required to facilitate implementa-
tion. Additionally, it may be used as a method
to track change and progress throughout an
implementation project. The piloting and test-
ing of such a tool will form part of a larger
implementation project to be conducted
by the RCN Institute with collaborative
partners.
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