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Abstract

Purpose: This study aims to evaluate the validity and reliability of the Evidence‐
Based Practice Leadership Scale (EBPLS) and Work Environment Scale (EBPWES)

translated into Turkish so that they are used in nursing research.

Design and Methods: This methodological study was conducted with nurses. Language

and content validity, item analyses were used to test the validity and reliability of the

scales.

Findings: The confirmatory factor analysis results demonstrate that t values of each

item in both scales are significant (P < .05). All model and data fit indices are higher than

the acceptable level. Thus, CFA has shown that the scales with model‐data fit are valid.

Practice Implications: The characteristics of nurse leaders and the suitability of the

working environment are crucial for the maintenance of evidence‐based practices.

EBPLS and EBPWES will be effective and reliable tools in our country and an ef-

fective tool for contributing to the maintenance and development of evidence‐based
practices. The analyses indicate that the Turkish versions of the EBPLS and the

EBPWES are acceptable, valid, and reliable for Turkish nurses.
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1 | INTRODUCTION

Most scientists working in the field of health believe that scientific

evidence must be used to support and influence practice and will help

in the provision of the “best” care for health professionals and those

receiving services. The literature uses the concepts of evidence‐
based and evidence‐informed practices interchangeably. But these

concepts in reality are different from one another.

The evidence‐based process comprises the steps of asking a well‐
developed and answerable question; evidence search, validity in clinical

practice, size of impact effect size, and applicability and evidence for

applicability in clinical practices; integrating a critical assessment with

clinical expertise; considering the unique conditions and values of a

patient; and evaluating effectiveness.

Evidence‐informed practice was defined as “the conscientious,

explicit, and reasonable use of the best existing evidence while

making decisions about individual patient care”.1 Evidence‐based

practice (EBP) relies on more than just research. Research was de-

picted as a data flow in clinical decision‐making. EBP was defined as

“the integration of the best research evidence with clinical expertise

and patient values.2 EBP creates the foundation for healthy judgment

in clinical decision‐making. EBPs start with a question.2 In this regard,

EBP contains the interpretation of research‐based knowledge de-

rived systematically, based on the needs and perspectives of each

individual with whom the practitioner has interacted and found to

have integrated with knowledge produced from their experiences

and interacted.4

Something that operates uniquely as work always is performed is

an experimental nursing practice by including empirical findings in

decision‐making processes in addition to research‐based evidence

that challenges traditions. EBP is the integration of a base of research

knowledge acquired systematically and that develops nurses' un-

derstandings and interpretations of patient values, needs, and

expectations to make decisions by clinical nurses. More than just a
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term, EBPs improve and develop outcomes, reduce expenditures, and

encourage professionalism.5

It has been known for years that using the best evidence is of

particular importance in clinical practice; however, EBPs have still

not been used adequately.6 EBP refers to the integration of well‐
designed evidence‐based systematic research findings into clinical

practice together with personal experience, expertise and clinical

decision‐making processes of clinicians and preferences of

patients.7,8 EBP is a problem‐solving approach used in all‐round
provision of healthcare services to obtain better outcomes.7 In nur-

sing services, EBP is not only the use of research in healthcare

practice but also the integration of the best evidence based on sys-

tematic research with clinical expertise for practical purposes.8

EBPs are defined as the execution of theory‐based, tested, and
highly reliable practices to attain organizational goals and to increase

the quality of offered services.9 EBPs are established upon the

principles of being economic, effective, and efficient and include the

processes of selecting and examining the results of research on a

certain topic and to prepare decisions for application to increase

output quality thanks to scientific knowledge.10 What is necessary in

the decision‐making process is to be able to select the best method

considering the accumulation of scientific information.11

EBP offer a sturdy and supportive framework that combines the

best existing scientific knowledge with the expertise of clinicians and

the preferences and values of patients to make the right decisions.12

The inclusion of EBP in the field of nursing ensures support for sci-

entific research for nurses to make sound decisions. It is reported

that, when health services do not rely on the existing best evidence,

it may be inefficient, ineffective, or dangerous.13

The goal of EBP is to enable patients to have access to high‐
quality healthcare services, to improve their satisfaction, to reduce

healthcare costs, to contribute to the development of nursing studies,

to ensure that nursing services are predicated on evidence, and to

promote autonomy and high job satisfaction in nursing practices.14‐17

In health care, disseminating and exchanging research evidence

has been the main focus of knowledge management.16,18,19 Although

practitioners are aware of significant contribution of EBP to health-

care system, research shows that nurses do not use EBPs sustainably

in practice.20 Carlson and Plonczynski,21 in their systematic review of

studies, revealed that sustainability of EBPs is related with char-

acteristics of the organization, as well as other nurse‐related factors

including lack of time to read and research, lack of authority to

change patient care procedures, and insufficiency of administrative

support.22

Pryse et al,22 in their study, discussed the Evidence‐Based
Practice Work Environment Scale (EBPWES), the dimensions of

culture (support) and climate (resources), Evidence‐Based Practice

Leadership Scale (EBPLS), and the dimensions of communication,

strengthening, and influence.

For this study, it is accepted that work environment comprises

culture and climate for EBP. The term “work environment” is used to

research the values and shared expectations of nurses and their

assumptions regarding the EBP (culture) support and the perceptions

of these pertaining to organizational characteristics such as condi-

tions of decision‐making, leadership, working, and application that

serve as a resource. Denison23 defines climate as a situation corre-

lated with the thoughts, feelings, and behaviors of organizational

members.22 Organizational climate is defined as “the shared per-

spective of working and application conditions that may be directly

influenced by most (head nurses) administrators as well as common

characteristics such as decision‐making, leadership, and norms.24

Culture is defined as the norms, values, and beliefs within an

organization.24 Culture is a correlation between administrative and

organizational behaviors and is a significant factor to support and

guide EBP efforts. Culture is defined as nurses' values, shared

expectations, and assumptions pertaining to EBP support.22

The nurse leader is required to create a motivating environment,

create organizational communication, and facilitate cooperation and

negotiation in the context of complex organizations.25

1.1 | Communication

Supports the EBP by encouraging the research use of leadership

strategies for leaders who determine clear and realistic goals, possess

high degrees of influence, consistently provide feedback, and are

influential.26

1.2 | Strengthening

Supports the EBP by providing consistency between motivations,

EBP values, believes, and behaviors by ensuring that the leader

possesses knowledge, resources, and opportunities regarding

the EBP.

1.3 | Influence

Organizational inhibitors in EBP (administrative priorities, adminis-

trative awareness, and financial commitments) are accepted as in-

fluential. Nurse leaders are asked to remove these obstructions and

ensure concrete support.

Leaders assume the duties of perceiving opportunities,

managing resources, and implementing organizational policies at

organizations.27 It is reported that successful change is possible

with leaders who inspire and act at a supportive organization.28

Leaders have the power to positively influence for change and

innovative behaviors. For this reason, leadership and the existence of

a supportive leader in the creation of a positive organizational

climate in the implementation of EBPs are incredibly important.29

Leader support is influential in the learning, development, and

acceptance of EBPs by workers and in the development of workers'

competences in acquiring evidence.10,11

To create an evidence‐based culture, it is of particular im-

portance to develop a research‐based and inquisitive culture in the

2 | TÜRE ET AL.



organization, to build an organizational culture that provides more

support to EBPs, to allocate sufficient time and financial resources to

EBP, to build new structures and processes and to offer training

programs, to recruit EBP experts, and to build organizational lea-

dership with focus on cultural exchange, communication and

knowledge, and to promote teams that exchange knowledge.16,30

Nursing leaders play a strategic and key role in the sustain-

ability of EBPs.16,19,22 Nursing leaders are expected to create a

motivating setting, to build organizational communication, and to

facilitate exchange of knowledge and cooperation in complex

organizations. There is a need for powerful leaders in nursing to

fight against and remove certain obstacles to the implementation

of EBP. It is important that leader nurses support the improvement

of nurses' practice skills and decision‐making processes and play a

mentoring role, and that mutual trust is built between leader

nurses and other nurses.22,31 The implementation of evidence‐
based nursing leadership is a complicated process, and it is

important to use several simultaneous strategies that target

nursing staff, organizational culture, leadership practices, the

availability and applicability of evidence.30,32,33

A favorable setting for EBP requires organizational culture,

organizational support, organizational climate, and organizational

resources.22 Organizational culture, a bridge between administrative

and organizational behaviors, plays a significant role in supporting

and guiding EBP processes.17 In organizations as learning systems, a

sensitive management approach and effective transformation

processes contribute to the creation of an organizational culture that

promotes EBP. Leadership and working conditions are the factors

that determine organizational climate.22 It is very important that

healthcare organizations provide a culture that supports EBP, have

EBP mentors and nurses as well as leaders that promote EBP, and

incorporate EBP into daily healthcare services.31

Thus, the characteristics of leaders and the work environment

play a decisive role in the sustainability of EBPs in nursing ser-

vices. There are no studies or scales in Turkey related to the

leaders and work environment. The present study was conducted

to ensure that EBPLS and EBPWES, developed by Pryse et al,22 are

used as reliable and valid measurement instruments in Turkey, and

to contribute to the improvement of nursing care services by

eliminating the obstacles to effective use and sustainability

of EBPs.

2 | DESIGN AND METHODS

2.1 | Aim and type of research

This is a methodological study conducted to ensure that EBPLS and

EBPWES, translated into Turkish, are used as reliable and valid

measurement instruments in nursing research in Turkey. Data were

collected between February and June 2019.

2.2 | Population and sample of research

The research population comprises nurses (n = 550) working in a

university hospital in Eskişehir. In validity and reliability testing of

scales, it is suggested that the sample size is 5 to 10 times greater

than the number of items in the scale.34

It is emphasized that less than 200 samples may not be sufficient

to reveal the psychometric structure and 300 samples should ideally

be taken to reveal the factor structure of a test.35

It is, nevertheless, advised that the sample size is at least

300 times greater than the item number if the number of items in

factors is small.36 The literature suggests that a sample used in

the confirmatory factor analysis (CFA) should comprise 300 to

500 participants.37 A total of 401 nurses were recruited for this

study as the number of items in respective scales are 10 and 8.

2.3 | Data‐collecting instruments

The instruments used in this study to collect data were the socio-

demographic information form, EBPLS, and EBWES

2.4 | Sociodemographic information form

The form includes questions on age, sex, marital status, educational

status, length of employment, clinic in which the nurse is employed,

whether the nurse has previously received training on EBPs, and

whether the nurse uses EBPs in clinical practice.

2.5 | Evidence‐Based Practice Leadership Scale

The scale developed by Pryse et al22 consists of 10 items. EBPLS

evaluates staff nurses' perceptions of support provided by head

nurses in EBPs. The items may be scored from 1 (strongly disagree) to

5 (strongly agree) on a 5‐point Likert‐type scale. The reliability coef-

ficient of the original scale was α = .96.

2.6 | Evidence‐Based Practice Work Environment
Scale

The scale developed by Pryse et al22 consists of eight items. EBPWES

evaluates staff nurses' perceptions of their work environment in

EBPs. The items may be scored from 1 (strongly disagree) to 5 (strongly

agree) on a 5‐point Likert‐type scale. The reliability coefficient of the

original scale was α = .86.

The test‐retest method was used to estimate the reliability over

time. A total of 40 nurses were included in the sample for retest

analysis conducted 4 weeks later.
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2.7 | Evaluation of data

Content validity and construct validity were evaluated to test validity.

In validity analysis, test‐retest method was used to evaluate the stability

of the instrument over time, and Cronbach's α validity coefficient and

item‐total score analysis were used to measure internal consistency.

Cronbach's α validity coefficient and CFA were used to evaluate the

data. SPSS 25.0 and LISREL 8.727 were used in data analyses.

2.8 | Ethical aspect of research

Before the study was conducted, approvals were obtained from

Noninterventional Clinical Research Ethics Committee (Approval

no.10840098‐604.01.01‐E.1661). In addition, written permission was

obtained from the hospital administration of University. Written

consent was received from Yvette Pryse to translate the scales into

Turkish and use them for research purposes. In all cases the nurses'

written consent was obtained to collect data.

3 | FINDINGS

A total of 401 nurses were recruited in the university hospital where

the research was conducted (n: 550). Over half of participants were

women (69.3%; n: 278) and single (53.4%; n: 214). The rate of those

holding a bachelor's degree was 43.1% (n: 173) and those employed

in internal medicine clinics was 44.4% (n: 178). The average age of

nurses that participated in the study was 30.78 ± 6.39, and the

average length of experience was 8.52 2 ± 6.28. The majority of

nurses already received training on EBPs (57.1%; n: 229) and used

them in the provision of healthcare services (61.8%; n: 248).

3.1 | Findings related to validity of scales

Tests were performed for language, content, and construct validity.

3.2 | Language and content validity

Translation and back‐translation were used to test language and con-

tent validity of the scales. The scales were translated from English into

Turkish by two linguists with native fluency in both languages. After

revisions were made on the Turkish versions, the scales were back

translated into English by an English studies scholar who has a good

mastery of both languages. The Turkish versions were then revised by

two Turkish language scholars who checked the items in terms of se-

mantics and grammar. Subsequently, for content validity, expert opinion

was received from eight scholars with expertise in nursing studies and

experience in scale development and adaptation. The experts were

asked to evaluate the items by scoring each from 1 (not appropriate,

needs to be removed) to 4 (completely appropriate). Lawshe's content

validity ratios were calculated for each item (the minimum validity ratio

should be 0.78 at 0.5 reliability interval). No items were removed from

the scales given that the validity values of all items (0.88) were higher

than this preset value.

3.3 | Construct validity

CFA was used to test the validity of the 10‐item EBPLS and 8‐item
EBPWES. CFA is a theory‐based technique used to test the hy-

potheses related to factor constructs. As there was not multivariate

normal distribution between the items, asymptotic covariance matrix

of robust unweighted least squares was used for parametric esti-

mating. Tables 1 and 2 below provide load factors of items (λ), square

of the coefficient of multiple correlation (r2)—the value showing the

degree of correlation between each item and latent variable, and

t values referring to the significance of correlation.

CFA results demonstrate that t values of each item in both scales

are significant (P < .05). The results indicate that there is no need to

remove any items from the scales and that load factors are quite

high. The results further suggest that each item has a high rate of

explaining the construct measures (Tables 1).

Fit indices describe the fit between model and data set for

one dimension of the observed data. Model and data fit indices for

EBPLS and EBPWES are presented in Table 3.

A variety of criteria were used to test the fit between the model

and the data set. A low ratio of χ2/SD refers to a good fit between the

model and data.38 All model and data fit indices are higher than the

acceptable level. Thus, CFA has shown that the scales with model‐
data fit are valid.

Path diagrams of items in EBPLS and EBPWES are presented in

Figures 1 and 2.

3.4 | Findings related to reliability of scales

Test‐retest analysis, Cronbach's α coefficient, and item‐total corre-
lation were used to test the reliability.

3.4.1 | Test‐retest analysis

The correlation coefficient was calculated after EBPLS and EBPWES

were administered to 40 nurses 4 weeks later. The general correlation

was r = .99, P = .000 in EBPLS and r = .98, P = .000 in EBPWES. No

significant difference was found between test and retest mean

scores (P > .05).

3.4.2 | Cronbach's α coefficient

The analyses refer to a high level of reliability with an internal con-

sistency of α = .97 for EBPLS and α = .96 for EBPWES.
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3.4.3 | Item‐total score correlation

The item‐total mean score correlation is greater than the average,

and the total score correlation coefficients are between .82 and .90

for the 10‐item EBPLS (see Table 3).

The item‐total mean score correlation is greater than the aver-

age, and the total score correlation coefficients are between .75 and

.89 for the 8‐item EBPWES (see Table 3).

The scores for each item in EBPLS and EBPWES indicate that the

items have comparable characteristics (see Tables 4 and 5). The EBP

Nursing Leadership Scale examines nurses' perceptions of support

provided by the head nurse to the EBP, and the EBPWES examines

organizational perceptions of support for the EBP. When evaluating the

average scores from the scale, it is seen that the average scores in both

scales were above average but were not high at the desired level

(EBPLS = 3.04 ± 1.165; EBPWES =2.88 ± 1.166). It was reported that

they receive support from head nurses and that it was higher than the

perception of support provided by the environment and institution

where they work.

TABLE 1 Load factors, squares of the coefficient of multiple correlations (r2), and t values of items in Evidence‐Based Practice Leadership
Scale (EBPLS)

EBPLS items Load factors t Values Variances explained (r2)

1. My manager is able to communicate how EBP is important for improving patient outcomes in

my unit.

0.81 17.23 .65

2. My manager encourages me to examine evidence to guide clinical decision‐making. 0.87 21.17 .75

3. My manager has a vision for EBP in my unit. 0.87 21.23 .75

4. My manager can explain EBP in terms that are easy to understand. 0.89 23.24 .80

5. My manager helps me resolve conflicts between nursing research and clinical practice. 0.89 23.36 .79

6. My manager supports my efforts to change practice in response to new knowledge/evidence. 0.88 22.86 .77

7. My manager is able to influence others to engage in EBP. 0.90 23.79 .80

8. My manager facilitates my use of resources for EBP (eg, data bases, experts, literature). 0.89 23.42 .79

9. My manager facilitates practice change based on relevant nursing research. 0.89 23.7 .79

10. My manager provides time for me to engage in EBP. 0.79 19.15 .62

TABLE 2 Load factors, squares of the coefficient of multiple correlations (r2), and t values of items in Evidence‐Based Practice Work
Environment Scale (EBPWES)

EBPWES items Load factors t Values Variances explained (r2)

1. Experts in EBP are available in my work setting. 0.85 21.58 .72

2. In my organization I have access to data bases that have full‐length nursing research articles. 0.91 28.97 .83

3. I believe my organization values evidence‐based nursing practice. 0.90 27.03 .81

4. The nurses on my unit discuss research relevant to our clinical practice. 0.91 28.05 .83

5. The physicians I work with support EBP changes based on nursing research. 0.92 30.88 .85

6. The nurses on my unit base their practice on the best evidence. 0.90 28.12 .81

7. My manager makes sure that I have access to relevant research on my unit. 0.91 29.05 .83

8. My organization pays for me to attend educational offerings about EBP. 0.90 28.71 .81

TABLE 3 Goodness of fit indices for items in EBPLS and EBPWES

Goodness of Fit

Indices

Acceptable

level EBPLS values EBPWES values

χ2/SD <5 Medium fit 84.22/35 =2.41 39.88/20=1.99

<3 Good fit

GFI >0.90 1.00 1.00

CFI >0.90 1.00 1.00

NFI >0.90 1.00 1.00

NNFI >0.90 1.00 1.00

RFI >0.85 1.00 1.00

SRMR <0.08 0.024 0.016

RMSEA <0.08 0.075 0.063

Abbreviations: CFI, comparative fit index; EBPLS, Evidence‐Based Practice

Leadership Scale; EBPWES, Evidence‐Based Practice Work Environment

Scale; GFI, goodness of fit; IFI, incremental fitness index; NFI, normed fit index;

NNFI, non‐normed fit index; RFI, relative fit index; RMSEA, root mean square

error of approximation; SRMR, standard root mean square residual.
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The validity was indicated for the EBP Nursing Leadership Scale and

the EBPWES. Differences were identified in the grouped scores created

by sociodemographic and EBP characteristics in both scales. Significant

differences were found in the average scores for both scales. While there

were meaningful differences in sex, educational status, unit of employ-

ment, and education on EBP, it was reported that no differences existed

in terms of years of employment and marital status (see Table 6).

4 | DISCUSSION

The phrase “They determine the health‐related needs that can be

met with nursing interventions for individuals, families, and society in

every environment and plan, implement, evaluate, and control nur-

sing care based on evidence in the context of the needs specified in

the process of nursing diagnosis” found in Article 6, Paragraph a, of

the Nursing Regulation, dated 03/08/2010 number 27515, in Turkey.

In our country, no study published as a measurement of nurses'

perceptions of organizational work environment and nursing lea-

dership regarding evidence‐based applications. On a similar topic, the

Turkish validity for the “Attitude Towards Evidence‐based Nursing

Questionnaire” developed by Ruzafa‐Martínez et al39 was conducted

by Ayhan et al.40 By performing the validity and reliability for the

scales “EBP Nursing Leadership Scale” and the “EBP Work Environ-

ment Scale,” which were designed by Pryse et al22 to research clinical

nurses' perceptions of organizational work environments and nursing

F IGURE 1 Path diagram for Evidence‐
Based Practice Leadership (EBPL) Scale.
RMSEA, root mean square error of
approximation

F IGURE 2 Path diagram for Evidence‐
Based Practice Work Environment (EBPWE)

Scale. RMSEA, root mean square error of
approximation
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leadership, the literature gained a single means of measurement that

can be used in Turkey on this issue.

Clinical nurses constitute a large portion of the healthcare

workforce and play a central role in the presentation of all healthcare

services. Nurses have the potential to improve healthcare quality if

they routinely use the best existing evidence in clinical practices.

EBP creates a fundamental component of safe and quality

patient care by ensuring that nurses are aware of existing prac-

tices to provide care to patients with complex processes. Nurses

who adopt EBP‐based practices are more satisfied with their

caregiving roles, feeling strengthened. Thanks to the EBP, nurses

can increase their updated knowledge about new medical proto-

cols for patient care, applications of documented interventions

that comply with the profiles of the patients for whom they are

caring, their understanding of the risks or effects of diagnostic

tests or treatments, and patients' chance of recovery. EBP helps

nurses adopt a proactive role in which they can vocalize the con-

cerns of patients by including their patients into care plans, in

which they can share their values and preferences, and in which

they can make recommendations regarding how they wish to

proceed regarding the processes of treatment and care. EBP may

reduce the costs of healthcare institutions by providing patient

outcomes that may decrease the demand for health resources with

better patient outcomes.

In healthcare organizations, the organizational structure, wok

environment and characteristics of leader nurses play an effective

role in developing and maintaining EBPs and making significant

changes in the organization. For instance, if a leader nurse adopts a

decisive, insisting, attentive, and systematic approach, it is easier to

promote, implement, monitor, and assess EBPs in a healthcare or-

ganization, and to provide healthcare services in an orderly rather

than a chaotic manner.41,42

The point of departure for this study was the need for a mea-

surement instrument for identifying nurses' attitudes towards lea-

dership and work environment with regard to EBPs. In this respect,

EBPLS and EBPWES, developed by Pryse et al,22 were translated and

adapted into Turkish. Validity and reliability testing were previously

done for the Chinese version of the scales by Zhang et al.42

In the present study, the scales were first evaluated for language

and content validity. Then, CFA was performed to test construct

validity. The test‐retest analysis, Cronbach's α coefficient and item‐
total correlation analysis were used to test reliability.

The scales were translated into Turkish and subsequently back

translated into English. Revisions were made after expert opinion

TABLE 4 Item‐total mean scores and correlation values for items in Evidence‐Based Practice Leadership Scale (EBPLS)

EBPLS items Mean SD Item‐total correlation

1. My manager is able to communicate how EBP is important for improving patient outcomes on my unit. 3.18 1.16 .82

2. My manager encourages me to examine evidence to guide clinical decision‐making. 3.07 1.28 .88

3. My manager has a vision for EBP on my unit. 3.07 1.24 .87

4. My manager can explain EBP in terms that are easy to understand. 3.03 1.27 .90

5. My manager helps me resolve conflicts between nursing research and clinical practice. 3.04 1.33 .90

6. My manager supports my efforts to change practice in response to new knowledge/evidence. 3.07 1.28 .89

7. My manager is able to influence others to engage in EBP. 3.01 1.31 .90

8. My manager facilitates my use of resources for EBP (eg, data bases, experts, literature). 3.01 1.30 .90

9. My manager facilitates practice change based on relevant nursing research. 3.02 1.31 .90

10. My manager provides time for me to engage in EBP. 2.86 1.37 .80

TABLE 5 Item‐total mean scores and correlation values for items in Evidence‐Based Practice Work Environment Scale (EBPWES)

EBPWES items Mean SD Item‐total correlation

1. Experts in EBP are available in my work setting. 2.86 1.10 .75

2. In my organization, I have access to data bases that have full‐length nursing research articles. 2.96 1.21 .84

3. I believe my organization values evidence‐based nursing practice. 2.90 1.37 .89

4. The nurses on my unit discuss research relevant to our clinical practice. 2.82 1.30 .87

5. The physicians I work with support EBP changes based on nursing research. 2.94 1.33 .89

6. The nurses on my unit base their practice on the best evidence. 2.97 1.33 .86

7. My manager makes sure that I have access to relevant research on my unit. 2.93 1.43 .88

8. My organization pays for me to attend educational offerings about EBP. 2.63 1.38 .81
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was received. Content validity rate with reference to the review of

the expert panel is quite high (0.88). The results indicate that the

scales have comprehensible content and language.

The factor analysis method is conducted to remove the under-

lying fundamental structure in the background of numerous

variables.43 According to the confirmatory factor analysis (CFA) re-

sults, it was determined that the t values of all items on both scales

were meaningful and had high factor loads. It was determined that

the rates of explanation by each item for the structure wishing to be

measured with the scales were high (Tables 1 and 2). Pryse et al22 in

their study confirmed with a factor analysis that each scale measured

a one‐dimensional structure (P < .000). Accordingly, both studies

produced similar results.

Fit indices are used to measure whether the fit between model

and a set of data is acceptable.44 In the present study, the model

indices of the scales are higher than the acceptable level (Table 2).

CFA results indicate that the single‐factor construct of the scales is

at the acceptable level. Path diagrams of items also confirmed the

results (see Figures 1 and 2). Researchers found similar results for

the Chinese version of the scales, confirming that the model with a

single‐factor construct fits the data.42

The test‐retest analysis was performed to determine the stability

of measuring over time. The consistency of a scale depends on the

similarity of measurement results conducted with the same group of

subjects in different times.45 Correlation coefficient needs to be

minimum .70 and close to 1. A value over .80 is preferred.46 Corre-

lation analysis performed to evaluate the fit between test and retest

mean scores (r = .99 in EBPLS and r = .98 in EBPWES) indicate that

the participants' responses to scale items are consistent in two dif-

ferent times. Correlations are positive and highly significant (P < .05).

Cronbach's α indicates the extent to which the items that the

scale contains are consistent with one another.47 In our study, the

Cronbach α values were reported as (.97) for the EBP Nursing

Leadership Scale and as (.96) for the EBP Work Environment Scale,

and it was determined that the scales were at a high reliability.

Pryse et al22 identified the internal consistency coefficients as (.96)

for the EBP Nursing Leadership Scale and (.86) for the EBP Work

Environment Scale. It can be said that the total scale internal con-

sistency coefficients for the Turkish forms of the EBP Nursing

Leadership Scale and EBP Work Environment Scale displayed

similarity to a great extent with the internal consistency coefficients

of the original scale. In the Chinese version of the scales conducted

by Zhang et al,42 the Cronbach α values were determined as (.93)

for the EBP Nursing Leadership Scale and as (.90) for the EBP Work

Environment Scale.

The study uses a CFA in the determination of the structure va-

lidity of the scale to evaluate the consistency of the scales as a result

of the factor analysis. CFA is a method that relies on the evaluation

of the goodness of compliance indices between the data and struc-

ture. Acceptable goodness of compliance is χ2/df < 5. The literature

asserts that the factor loads must be greater than 0.30 and that

elements with smaller values must be removed from the scale. As a

result of the, it was deported that the scales had factor loads of

greater than 0.30.48,49

The other compliance tests used in CFA are the root mean

square error of approximation (RMSEA), standard root mean square

residual (SRMR), comparative fit index (CFI), normed fit index (NFI),

goodness of fit (GFI), incremental fitness index, and relative fit index

(RFI). According to the literature an RMSEA value of greater than

0.10, a GFI > 0.80, and compliance indices of greater than 0.85 or

0.90 indicate that the consistency indices of the model are at a good

level and that the model is applicable.

In our study, in the single‐factor model for the EBP Nursing

Leadership Scale, RMSEA = 0.075 GFI = 1.00, CFI = 1.00, RFI = 1.00,

NFI = 1.00, and SRMR = 0.024 χ2/df = 2.41. And for the EBP Work

Environment Scale, RMSEA = 0.063 GFI = 1.00, CFI = 1.00, RFI = 1.00,

NFI = 1.00, and SRMR = 0.016 χ2/df = 1.99 (Table 3). In the original

version of the study, as a result of the that Pryse et al22 conducted,

they determined that both scales could be used as a one‐dimensional

means of measurement (P < .000). The other compliance indices in

CFA were not regarded in the original study. In the Chinese version

of the scales conducted by Zhang et al,42 for the EBP Nursing Lea-

dership Scale, in the single‐factor model, CFI = 0.953, GFI = 0.919,

RMSEA = 0.090, and χ2/df = 4.38. For the EBP Work Environment

TABLE 6 Differences in the EBP Nursing Leadership Scale and the
EBPWES by nurse characteristics

Characteristics EBPLS EBPWES

Sex

Female 3.12 ± 1.135* 2.94 ± 1.148

Male 2.84 ± 1.215 2.73 ± 1.200

Marital status

Married 3.05 ± 1.168 2.85 ± 1.148

Single 3.02 ± 1.165 2.90 ± 1.190

School of graduation

Vocational school of health 2.90 ± 1.111 2.68 ± 1.070

Associate degree 2.85 ± 1.245 2.84 ± 1.264

Bachelor's degree 3.25 ± 1.120* 3.03 ± 1.150*

Clinic

Internal medicine 3.12 ± 1.153 3.02 ± 1.168**

Surgical medicine 3.19 ± 1.166** 2.96 ± 1.170

Intensive care 2.47 ± 1.039 2.31 ± 0.984

Duration of work, yıl

1‐5 2.96 ± 1.162 2.81 ± 1.192

6‐10 2.99 ± 1.187 2.83 ± 1.162

11‐15 3.03 ± 1.146 2.86 ± 1.118

üzeri 16 3.33 ± 1.136 3.13 ± 1.144

Evidence‐based training

Yes 3.57 ± 1.022* 3.30 ± 1.136*

No 2.32 ± 0.942 2.30 ± 0.942

Using evidence‐based practice while working

Yes 3.60 ± 0.961* 3.38 ± 1.060*

No 2.12 ± 0.837 2.06 ± 0.822

Abbreviations: EBPLS, Evidence‐Based Practice Leadership Scale;

EBPWES, Evidence‐Based Practice Work Environment Scale.

*P < .05.; **P < .01.
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Scale, in the single‐factor model, CFI = 0.966, GFI = 0.951, RMSEA =

0.089, and χ2/df = 4.27. The scale compliance indices are consistent

with the compliance indices of the Chinese version.

Item reliability is based on the correlation coefficient between an

item in the scale and total score of all items in the scale. It is used to

determine the degree to which extent each item measures the con-

cept that is central to the scale. It is desirable that the correlation

coefficient is not a negative number and is over .25.50 This study

shows that the reliability of items in these scales are above the values

specified in the literature. This indicates that all items measure the

same attitude.

Differences were identified in the total scores in terms of the

sociodemographic findings of the EBP Nursing Leadership Scale and

EBP Work Environment Scale. Meaningful differences in favor of

university‐graduate nurses were reported in terms of the educational

status of nurses (see Table 6). Previous studies in the literature have

noted that nurses with higher levels of education have a higher

likelihood of using research findings. In this regard, our study findings

are consistent with the literature. It was reported that the theoretical

assumptions upon which the means of measurement acquired as a

result of the cultural adaptation of the EBP Nursing Leadership Scale

and EBP Work Environment Scale, created in the context of the

theory developed were confirmed.21,51‐53

Leadership is a key element in the development of EBP at health

institutions. Evidence‐based leadership covers the best use of evi-

dence to increase the quality of care and ensure patient security.

Nurse leaders are in a central position with vital importance to de-

velop the EBP application process.54 They are the building blocks of

EBP programs. In EBP practices, supportive leadership possess a

significant influence in the perception of a healthy workplace

environment.55 Nurse leaders create an evidence‐based culture of

application to ensure the highest quality of care based on the best

existing evidence.56 Experienced leaders, clear roles, adequate in-

centives, training, and supervision are fundamental in the main-

tenance of the EBP. The success of clinical nurses in implementing

EBP relies on a supportive work environment and effective nursing.

The skills of finding, interpreting, analyzing, and applying the best

evidence necessitates a supportive environment.57

5 | LIMITATIONS

Despite the successful international adaptation of the EBP Nursing

Leadership Scale and EBP Work Environment Scale, some limitations

became relevant. First, data were collected from a university hospital

in only one city in Turkey, and, for this reason, common general-

izations and applications regarding tools of measurement may be

limited. Second, estimated validity could not be directly identified

because no golden standard exists. Future verification studies should

consider psychometric evaluations regarding the convergent validity

of the EBP Nursing Leadership Scale and EBP Work Environment

Scale.

6 | CONCLUSION

The research results indicate that the Turkish version of the EBPLS

and the EBPWES are sufficiently valid and reliable. Internal con-

sistency coefficients and validity values are compatible with those

reported for the original version. It is found out that EBPLS and

EBPWES in Turkish have adequate psychometric qualities to evalu-

ate nurses' attitudes towards leadership and work environment with

regard to EBP. The scales are expected to respond to needs in future

studies in the field of nursing.

EBPs are necessary for communication, interprofessional colla-

boration, safety, and quality care. The implementation of evidence‐
based nursing leadership is an intricate process and it is important to

employ a few concurrent strategies that target nursing personnel,

leadership practices, organizational culture, and the usability and

applicability of evidence. Nurse leaders are in a unique position to

advance with a strategic plan as a member of a professional health

team and to guide patient security, infrastructure, resources,

reporting structures, definitions, and programs.

7 | NURSING IMPLICATIONS

Professional nurses are expected to provide safe and effective care.

Care should be based on the most scientific information available.

The relationship between knowledge and decision‐making is the most

decisive factor in the professionalization of nursing. EBPs enable

nursing practices to become scientific. The main purpose of nursing

practice is to provide a solid foundation for EBP and to ensure that it

is best used for nurses. To increase the quality of nursing care, to

make a difference in clinical applications and patient care results, to

increase patient satisfaction, to develop the science of nursing and

nursing care to provide evidence‐based standardization of care and

nursing practices to provide autonomy, increase the job satisfaction

and job performance of nurses to reduce nurses intention to leave

however, EBPs will be possible. Leadership support is the practice

culture for EBP. Leadership supporting positive attitudes and beliefs

about EBP is important in developing EBP. To achieve this, the

characteristics of nurse leaders and the suitability of the working

environment are crucial for the maintenance of EBPs. The EBPLS and

the EBPWES will be effective and reliable tools in our country for

contributing to the maintenance and development of EBPs.

CONFLICT OF INTERESTS

The authors declare that there are no conflict of interests.

ETHICS STATEMENT AND INFORMED CONSENT

All procedures performed in studies involving human participants

were in accordance with the ethical standards of the institutional

and/or national research committee and with the Helsinki Declara-

tion and its later amendments or comparable ethical standards. This

chapter does not contain any studies with animals performed by any

TÜRE ET AL. | 9



of the authors. Informed consent was obtained from all individual

participants included in the study.

ORCID

Aysun Türe http://orcid.org/0000-0003-2513-0904

Nilufer Demirsoy http://orcid.org/0000-0002-2647-0807

Aytolan Yıldırım http://orcid.org/0000-0002-0475-6695

REFERENCES

1. Sackett DL, Rosenberg WM, Gray JM, Haynes RB, Richardson WS.

Evidence based medicine: what it is and what it isn't. BMJ. 1996;

312(7023):71‐72. http://doi.org/10.1136/bmj.312.7023.71

2. Spring B, Hitchcock K. Evidence‐based practice. The Corsini

Encyclopedia of Psychology. 2010:1‐4. https://doi.org/10.1002/97804
70479216.corpsy0330

3. Newhouse RP, Dearholt SL, Poe SS, Pugh LC, Beyaz KM. Johns Hopkins

Nursing Evidence‐based Practice Model and Guidelines. Indianapolis, IN:

Sigma Theta Tau International Honor Society of Nursing; 2007:

30–40.

4. Craig JV, Smyth RL, eds. The Evidence‐Based Practice Manual for Nurses.

2nd ed. Philadelphia, PA: Churchill Livingstone Elsevier; 2007:3–20.

5. Pryse YM Using evidence‐based practice: The relationship between work

environment, nursing leadership and nurses at the bedside (Doktora tezi,

School of Nursing, Indiana University, Bloomington). 2013:13–55.

6. Buckwalter KC, Cullen L, Hanrahan K, Kleiber C, McCarthy AM. Iowa

model of evidence based practice: Revisions and validation. Worldv

Evid‐Based Nu. 2017;14(3):175‐182. https://doi.org/10.1111/wvn.

12223

7. Melnyk BM, Fineout‐Overholt E, Mays MZ. The evidence based

practice beliefs and implementation scales: psychometric properties

of two new instruments. Worldv Evid‐Based Nu. 2008;5(4):208‐216.
https://doi.org/10.1111/j.1741-6787.2008.00126.x

8. Cullum N, Ciliska D, Haynes B, Marks S. Evidence‐Based Nursing:

An Introduction. New Jersey, NJ: John Wiley ve Oğulları; 2013:

1–18.

9. Bartlett D, Francis‐Smythe J. Bridging the divide in work and orga-

nizational psychology: evidence from practice. Eur J Work Organ Psy-

chol. 2016;25(5):615‐630. https://doi.org/10.1080/1359432X.2016.

1156672

10. Melnyk BM, Fineout‐Overholt E, Gallagher‐Ford L, Kaplan L. The

state of evidence‐based practice in US nurses: critical implications for

nurse leaders and educators. J Nurs Admin. 2012;42(9):410‐417.
https://doi.org/10.1097/NNA.0b013e3182664e0a

11. Rousseau DM, Gunia BC. Evidence‐based practice: The psychology of

EBP implementation. Annu Rev Psychol. 2016;67:667‐692. https://doi.
org/10.1146/annurev-psych-122414-033336

12. Theofanidis D. Evidence based practice and evidence based nursing

education. J Nurs Care. 2015;4(279):2167‐1168. https://doi.org/10.
4172/2167-1168.1000279

13. Larsen CM, Terkelsen AS, Carlsen AMF, Kristensen HK. Methods for

teaching evidence‐based practice: a scoping review. BMC Med

Educ. 2019;19(1):259. https://doi.org/10.1186/s12909-019-1681-0

14. Johansson B, Fogelberg‐dahm M, Wadensten B. Evidence‐based prac-

tice: the importance of education and leadership. J Nurs Manag. 2010;

18(1):70‐77. https://doi.org/10.1111/j.1365-2834.2009.01060.x
15. Melnyk BM, Fineout‐Overholt E, Stillwell SB, Williamson KM. Evidence‐

based practice: step by step: igniting a spirit of inquiry: an essential

foundation for evidence‐based practice. Am J Nurs. 2009;109(11):49‐52.
https://doi.org/10.1097/01.naj.0000363354.53883.58

16. Välimäki T, Partanen P, Häggman‐ Laitila A. An integrative review of

interventions for enhancing leadership in the implementation of

evidence‐based nursing. Worldv Evid‐Based Nu. 2018;15(6):424‐431.
https://doi.org/10.1111/wvn.12331

17. Connor L, Paul F, McCabe M, Ziniel S. Measuring nurses' value, im-

plementation, and knowledge of evidence based practice: further

psychometric testing of the quick‐EBP‐VIK survey. Worldv Evid‐Based
Nu. 2017;14(1):10‐21. https://doi.org/10.1111/wvn.12190

18. Ferlie E, Crilly T, Jashapara A, Peckham A. Knowledge mobilisation in

healthcare: A critical review of health sector and generic management

literature. Soc Sci Med. 2012;74(8):1297‐1304. https://doi.org/10.

1016/j.socscimed.2011.11.042

19. Karamitri I, Talias MA, Bellali T. Knowledge management practices in

healthcare settings: a systematic review. Int J Health Plan Manag.

2017;32(1):4‐18. https://doi.org/10.1002/hpm.2303

20. Melnyk BM, Fineout‐Overholt E, Stillwell SB, Williamson KM.

Evidence‐based practice: step by step: the seven steps of evidence‐
based practice”. Am J Nurs. 2010;110(1):51‐53. https://doi.org/10.

1097/01.naj.0000366056.06605.d2

21. Carlson CL, Plonczynski DJ. Has the BARRIERS Scale changed nursing

practice? An integrative review. J Adv Nurs. 2018;63(4):322‐333.
https://doi.org/10.1111/j.1365-2648.2008.04705.x

22. Pryse Y, McDaniel A, Schafer J. Psychometric analysis of two new

scales: The evidence‐based practice nursing leadership and work

environment scales. Worldv Evid‐Based Nu. 2014;11(4):240‐247.
https://doi.org/10.1111/wvn.12045

23. Denison DR. What is the difference between organizational culture

and organizational climate? A native's point of view on a decade of

paradigm wars. Acad Manag Rev. 1996;21(3):619‐654.
24. MacDavitt K, Chou SS, Stone PW. Organizational climate and health

care outcomes. Jt Comm J Qual Saf. 2007;33(11):45‐56. https://doi.
org/10.1016/S1553-7250(07)33112-7

25. Marquis BL, Huston CJ. Leadership Roles and Management Functions

in Nursing. Philadelphia, PA: Lippincott; Williams ve Wilkins; 2007:

11–15.

26. Porter-O'Grady T, Malloch K. Quantum Leadership: Advancing Innova-

tion, Trasnfroming Health Care. 3rd ed. Sudbury, MA: Jones ve Bartlett;

2011:7–40.

27. Aarons GA, Fettes DL, Hurlburt MS, et al. Collaboration, negotiation,

and coalescence for interagency‐collaborative teams to scale‐up
evidence‐based practice. J Clin Child Adolesc Psychol. 2014;43(6):

915‐928. https://doi.org/10.1080/15374416.2013.876642
28. Sandström B, Borglin G, Nilsson R, Willman A. Promoting the im-

plementation of evidence‐based practice: A literature review focusing

on the role of nursing leadership. Worldv Evid‐Based Nu. 2011;8(4):

212‐223. https://doi.org/10.1111/j.1741-6787.2011.00216.x
29. Aarons GA, Sommerfeld DH. Leadership, innovation climate, and at-

titudes toward evidence‐based practice during a statewide im-

plementation. J Am Acad Child Psy. 2012;51(4):423‐431. https://doi.
org/10.1016/j.jaac.2012.01.018

30. Dale S, Levi C, Ward J, et al. Barriers and enablers to implementing

clinical treatment protocols for fever, hyperglycaemia, and swallowing

dysfunction in the quality in acute stroke care (QASC) project‐A
mixed methods study. Worldv Evid‐Based Nu. 2015;12(1):41‐50.
https://doi.org/10.1111/wvn.12078

31. Saunders H, Vehviläinen‐Julkunen K. Nurses evidence‐based practice

beliefs and the role of evidence based practice mentors at university

hospitals in Finland. Worldv Evid‐Based Nu. 2017;14(1):35‐45. https://
doi.org/10.1111/wvn.12189

32. Häggman Laitila A, Mattila LR, Melender HL. A systematic review of

journal clubs for nurses. Worldv Evid‐Based Nu. 2016;13(2):163‐171.
https://doi.org/10.1111/wvn.12131

33. Häggman Laitila A, Mattila LR, Melender HL. A systematic review of

the outcomes of educational interventions relevant to nurses with

simultaneous strategies for guideline implementation. J Clin Nurs.

2017;26(3‐4):320‐340. https://doi.org/10.1111/jocn.13405
34. Tavşancıl E. Measurement of Attitudes and SPSS Data Analysis. Ankara,

Turkey: Nobel Publishing; 2010:16–40. (Original work published in

Turkish).

10 | TÜRE ET AL.

http://orcid.org/0000-0003-2513-0904
http://orcid.org/0000-0002-2647-0807
http://orcid.org/0000-0002-0475-6695
http://doi.org/10.1136/bmj.312.7023.71
https://doi.org/10.1002/9780470479216.corpsy0330
https://doi.org/10.1002/9780470479216.corpsy0330
https://doi.org/10.1111/wvn.12223
https://doi.org/10.1111/wvn.12223
https://doi.org/10.1111/j.1741-6787.2008.00126.x
https://doi.org/10.1080/1359432X.2016.1156672
https://doi.org/10.1080/1359432X.2016.1156672
https://doi.org/10.1097/NNA.0b013e3182664e0a
https://doi.org/10.1146/annurev-psych-122414-033336
https://doi.org/10.1146/annurev-psych-122414-033336
https://doi.org/10.4172/2167-1168.1000279
https://doi.org/10.4172/2167-1168.1000279
https://doi.org/10.1186/s12909-019-1681-0
https://doi.org/10.1111/j.1365-2834.2009.01060.x
https://doi.org/10.1097/01.naj.0000363354.53883.58
https://doi.org/10.1111/wvn.12331
https://doi.org/10.1111/wvn.12190
https://doi.org/10.1016/j.socscimed.2011.11.042
https://doi.org/10.1016/j.socscimed.2011.11.042
https://doi.org/10.1002/hpm.2303
https://doi.org/10.1097/01.naj.0000366056.06605.d2
https://doi.org/10.1097/01.naj.0000366056.06605.d2
https://doi.org/10.1111/j.1365-2648.2008.04705.x
https://doi.org/10.1111/wvn.12045
https://doi.org/10.1016/S1553-7250(07)33112-7
https://doi.org/10.1016/S1553-7250(07)33112-7
https://doi.org/10.1080/15374416.2013.876642
https://doi.org/10.1111/j.1741-6787.2011.00216.x
https://doi.org/10.1016/j.jaac.2012.01.018
https://doi.org/10.1016/j.jaac.2012.01.018
https://doi.org/10.1111/wvn.12078
https://doi.org/10.1111/wvn.12189
https://doi.org/10.1111/wvn.12189
https://doi.org/10.1111/wvn.12131
https://doi.org/10.1111/jocn.13405


35. International Test Commission (ITC). Guidelines for translating and

adapting tests. International Journal of Testing. 2018;18(2):101‐134.
https://doi.org/10.1080/15305058.2017.1398166

36. Veneziano L, Hooper J. Method for quantifying content of health‐
related questionnaires. Am J Health Behav. 1997;21(1):67‐70.

37. Sousa VD, Rojjanasrirat W. Translation, adaptation and validation of

instruments or scales for use in cross cultural health care research: a

clear and user friendly guideline. J Eval Clin Pract. 2011;17(2):

268‐274. https://doi.org/10.1111/j.1365-2753.2010.01434.x
38. Kline RB. Principles and Practise of Structural Equcation Modelling. New

York, NY: The Guilford Press; 2005:188–210.

39. Ruzafa‐Martínez M, López‐Iborra L, Madrigal‐Torres M. Attitude

towards Evidence‐Based Nursing Questionnaire: development and

psychometric testing in Spanish community nurses. J Eval Clin Pract.

2011;17(4):664‐670.
40. Ayhan Y. Adaptation of the evidence based nursing attitude scale to

Turkish: validity and reliability study. (Doctoral dissertation), Dokuz

Eylul University Institute of Health Sciences. İzmir, 2013:35‐51.
41. Gallagher‐Ford L. Implementing and sustaining EBP in real World

health‐care settings: Transformational evidence‐based leadership:

Redesigning traditional roles to promote and sustain a culture of EBP.

Worldv Evid‐Based Nu. 2014;11(1):140‐142. https://doi.org/10.1111/
(ISSN)1741-6787

42. Zhang YP, Liu WH, Yan YT, Porr C, Zhang Y, Wei HH. Psychometric

testing of the Evidence‐Based Practice Nursing Leadership Scale and

the Work Environment Scale after cross‐cultural adaptation in

mainland China. Eval Health Prof. 2019;42(3):328‐343. https://doi.org/
10.1177/0163278718801439

43. Tonta Y. Factor Analysis Presentation. 2008. http://yunus.hacettepe.

edu.tr/~tonta/courses/spring2009/bby606/bby606‐12‐faktor‐analizi.
pdf. (Accessed January 20, 2019).

44. Simsek OF. Introduction to Structural Equation Modeling, Basic Principles

and LISREL Applications. Ankara, Turkey: Ekinoks Publishing; 2007:

212–214. (Original work published in Turkish).

45. Gürbüz S, Şahin F. Research Methods in Social Sciences: Philosophy‐
Method‐ Analysis. Ankara. Ankara, Türkiye: Seçkin Publishing; 2015:

299–321. (Original work published in Turkish).

46. Polit DF, Beck CT. Essentials of Nursing Research: Appraising Evidence

for Nursing Practice. Philadelphia, PA: Wolters Kluwer Health,

Lippincott Williams Wilkins; 2010:147–153.

47. Portney LG, Watkins MP. Foundations of clinical research: Applications

to practice. East Norwalk, CT: Appleton & Lange; 1993:148.

48. Ozdamar K. Egitim, saglık ve davranış bilimlerinde olcek ve test gelis-

tirme/Yapısal esitlik modellemesi: IBM SPSS, IBM AMOS ve MINITAB

Uygulamalı. Eskisehir: Nisan Kitabevi. 2016;1:286.

49. Yaslıoglu MM. Factor analysis and validity in social sciences: Application

of exploratory and confirmatory factor analyses. Istanbul Univ J Sch

Business. 2017;46:74‐85.
50. Alpar R. Applied Statistics and Validity Reliability with Examples from Sports,

Health and Education Sciences. Ankara, Türkiye: Detay Yayıncılık; 2010:

561–569. Özgün eser Türkçe yayınlanmıştır.
51. Hannes K, Vandersmissen J, De Blaeser L, Peeters G, Goedhuys J,

Aertgeerts B. Barriers to evidence‐based nursing: a focus group study.

J Adv Nurs. 2007;60(2):162‐171. https://doi.org/10.1111/j.1365-2648.
2007.04389.x

52. Kajermo KN, Undén M, Gardulf A, et al. Predictors of nurses'

perceptions of barriers to research utilization. J Nurs Manag. 2008;16:

305‐314. https://doi.org/10.1111/j.1365-2834.2007.00770.x
53. Koehn ML, Lehman K. Nurses' perceptions of evidence‐based nursing

practice. J Adv Nurs. 2008;62(2):209‐215. https://doi.org/10.1111/j.
1365-2648.2007.04589.x

54. Kueny A, Shever LL, Lehan Mackin M, Titler MG. Facilitating the im-

plementation of evidence‐based practice through contextual support

and nursing leadership. J Healthc Leadersh. 2015;7:29‐39. https://doi.org/
10.2147/JHL.S45077

55. Kowalski AF, Butler E, Daw AN, et al. Spectral Evidence for

Heating at Large Column Mass in Umbral Solar Flare Kernels. I.

IRIS Near‐UV Spectra of the X1 Solar Flare of 2014 October 25.

Astrophys J. 2019;878(2):135. http://doi.org/10.3847/1538‐4357/
ab1f8b

56. Kvist T, Tähkä K, Ruotsalainen M, Tervo‐Heikkinen T. The impact of

nursing leadership training on evidence‐based leadership and practice.

J Nurs Care. 2014;3:181. https://doi.org/10.4172/2167-1168.1000181

57. Tomey AM. Nursing leadership and management effects work

environments. J Nurs Manag. 2009;17(1):15‐25. https://doi.org/10.

1111/j.1365-2834.2008.00963.x

How to cite this article: Türe A, Demirsoy N, YıldırımA. Validity

and reliability of Evidence‐Based Practice Leadership Scale and

Evidence‐Based Work Environment Scale in Turkish. Perspect

Psychiatr Care. 2020;1–11. https://doi.org/10.1111/ppc.12529

TÜRE ET AL. | 11

https://doi.org/10.1080/15305058.2017.1398166
https://doi.org/10.1111/j.1365-2753.2010.01434.x
https://doi.org/10.1111/(ISSN)1741-6787
https://doi.org/10.1111/(ISSN)1741-6787
https://doi.org/10.1177/0163278718801439
https://doi.org/10.1177/0163278718801439
http://yunus.hacettepe.edu.tr/~tonta/courses/spring2009/bby606/bby606-12-faktor-analizi.pdf
http://yunus.hacettepe.edu.tr/~tonta/courses/spring2009/bby606/bby606-12-faktor-analizi.pdf
http://yunus.hacettepe.edu.tr/~tonta/courses/spring2009/bby606/bby606-12-faktor-analizi.pdf
https://doi.org/10.1111/j.1365-2648.2007.04389.x
https://doi.org/10.1111/j.1365-2648.2007.04389.x
https://doi.org/10.1111/j.1365-2834.2007.00770.x
https://doi.org/10.1111/j.1365-2648.2007.04589.x
https://doi.org/10.1111/j.1365-2648.2007.04589.x
https://doi.org/10.2147/JHL.S45077
https://doi.org/10.2147/JHL.S45077
http://doi.org/10.3847/1538-4357/ab1f8b
http://doi.org/10.3847/1538-4357/ab1f8b
https://doi.org/10.4172/2167-1168.1000181
https://doi.org/10.1111/j.1365-2834.2008.00963.x
https://doi.org/10.1111/j.1365-2834.2008.00963.x
https://doi.org/10.1111/ppc.12529



