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From my dissertation research

• Member of the Joanna Briggs Institute (JBI) Collaboration
– Northeast Institute for Evidence Synthesis and Translation at the
Rutgers School of Nursing (and my mentors)

• Member of the Cochrane Collaboration
– Cochrane Skin Group

• Member of the Campbell Collaboration
• Emphasis will be on JBI Approach

Program Objectives
1. Discuss the four essential components of evidence-based
healthcare
2. Demonstrate awareness of systematic review methodology
as an integral tool for evidence-based practice and
knowledge translation
3. Understand the components of the knowledge translation
continuum
4. Demonstrate an understanding of the best available
evidence on how interprofessional collaboration influences
healthcare and health outcomes

Evidence-Based…(insert your preferred
nomenclature here at will!)
•
•
•
•
•
•
•
•
•
•
•

Public health
Nursing
Medicine
Practice
Physical therapy
Medical education
Nursing education
Guidelines
Policy-making
Decision-making
Etc

• Evidence Based Healthcare

Definition of Evidence-Based Healthcare
• “Evidence-based medicine (EBM) is an approach to
medical practice intended to optimize decision-making by
emphasizing the use of evidence from well designed and
conducted research. Whether applied to medical
education, decisions about individuals, guidelines and
policies applied to populations, or administration of
health services in general, evidence-based medicine
advocates that to the greatest extent possible,
decisions and policies should be based on evidence,
not just the beliefs of practitioners, experts, or
administrators.”

Source: Wikipedia (https://en.wikipedia.org/wiki/Evidence-based_medicine)

Evidence Based Healthcare
• “[…] the conscientious use of
current best evidence in making
decisions about the care of
individual patients or the
delivery of health services.”
• “[…] an approach to decisionmaking in which the clinician
uses the best evidence
available, in consultation with
the patient, to decide upon the
option which suits that patient
best.”
Source: Cochrane Community. http://community.cochrane.org/about-us/
evidence-based-health-care#REF1

JBI Model of Evidence-Based Healthcare
•

“The JBI Model of Evidence-Based Health
Care: Evidence-based health care is
represented as a cyclical process that begins
with clinical questions, concerns or interests
of clinicians and then proceeds to address
these questions by generating knowledge and
evidence to effectively and appropriately meet
these needs in ways that are feasible and
meaningful to specific populations, cultures
and settings. This evidence is then appraised
and synthesized and transferred to service
delivery settings and health professionals who
then utilize it and evaluate its impact on
health outcomes, health systems and
professional practice.”

Source: Pearson A, Wiechula R, Court A and Lockwood C. 2005. The JBI model of evidence–based
healthcare. Int J Evid Based Healthc 3 (8): 207–215.

Novelties of the JBI Model of Evidence-Based
Healthcare
• Places 3 components of
EBHC at the center
• Adds one additional
component: context
– Important to demonstration
later

• Recognizes each component
as a voice/stakeholder in
decision-making

Novelty of the JBI Model of Evidence-Based
Healthcare
• Explicitly links EBHC to
global health and patient
health outcomes
– Sets the bar high!

• Provides a framework
for decision-making

FAME Framework: What Do I Need to Know
to Make a Decision?
• Evidence of “feasibility” - the extent to which an activity is
practical and practicable. Clinical feasibility is about whether
or not an activity or intervention is physically, culturally or
financially practical or possible within a given context.
• Evidence of “appropriateness” - the extent to which an
intervention or activity fits with or is apt in a situation. Clinical
appropriateness is about how an activity or intervention relates
to the context in which care is given.

FAME Framework: What Do I Need to Know
to Make a Decision?
• Evidence of “meaningfulness” - the extent to which an
intervention or activity is positively experienced by the patent.
Meaningfulness relates to the personal experience, opinions,
values, thoughts, beliefs and interpretations of patients or clients.
• Evidence of “effectiveness”- is the extent to which an
intervention, when used appropriately, achieves the intended
effect. Clinical effectiveness is about the relationship between an
intervention and clinical or health outcomes.

JBI Model: The Knowledge Translation
Continuum

Stages of Knowledge Translation

Evidence Generation

Evidence Synthesis

Why Synthesize the Quantitative Evidence?
• Individual studies are prone to both random (chance) error
and systematic (human) error
– Method to detect systematic error absent without synthesis
– Not all syntheses are created equal!
– Impact of systematic error on results can be studied with synthesis

• “High level” studies may be of poor quality
– RCT vs. everything else!
– Level of Evidence vs. GRADE of Recommendation

• Individual studies often too small to detect an effect (is this
result due to chance or not?)
– Synthesis increases sample size

• Population heterogeneity is hard to study in small studies
• Changes in effect over time (years, decades) is hard to study
in single studies

Why Synthesize the Qualitative Evidence?
• The influence of contexts is difficult to examine in studies
done in single contexts
• It is difficult to study/understand/explore context in the
absence of qualitative evidence
– Especially true for complex interventions!

• The totality of experiences of a phenomenon as we know it
remains unclear until synthesized
– New themes emerge; common themes are identified

• Not all studies are equally rigorous
– SR allows evaluation of rigor and inclusion of studies of sufficient rigor
in guiding practice and policy
– ConQual approach to assess confidence

Methods for Systematic Review
• Established Methods:
– Quantitative/Effectiveness
– Qualitative/textual
– Economic

• Newer methods:
–
–
–
–
–
–

Association
Descriptive Evidence (prevalence/incidence and single group means)
Diagnostics
Scoping
Umbrella
Mixed Methods

Steps in Systematic Review Process
•
•
•
•

Identify the problem
Formulate the question
Plan the SR (protocol)
Conduct the SR
– Search strategy, study selection, critical appraisal/
methodological quality, data extraction

• Present results
– Data synthesis, narrative synthesis

• Discuss results
– Implications for practice
– Implications for research

Identifying the Problem
• Effective collaboration for optimal
health outcomes challenged by:
– Increased complexity of healthcare system
processes
– High degree of specialization
– Worsening burden of chronic diseases
– Increasing scarcity of resources for
healthcare

• Interprofessional collaborative practice
(IPCP): the underlying construct
– “Multiple health workers from different
professional backgrounds work together
with patients, families, carers and
communities to deliver the highest quality
of care” (WHO 2010)

Significance of the Problem
• Creating a healthcare community that is truly collaborative
throughout all levels of the educational continuum
• Building a lasting commitment to/real partnership with
patients, families and communities to achieve better
population health outcomes
• Ensuring that students attain interprofessional competency to
maximize patient-centered care
• Arming health educators with the evidence to justify IPE/IPP
as being appropriate and effective
• Informing healthcare policy in various health systems on how
to improve patient health outcomes and reduce healthcare
costs

The Existing Evidence & the Potential Gap
• Interprofessional education (IPE) and interprofessional
practice (IPP) interventions as potential solutions
– Complex interventions!
– Thought to be highly context-dependent!
– Multi-step pathway involving behavioral and systemic change!

• IPE and IPP empirically demonstrated to change:
– IPCP outcomes (student and healthcare professional perceptions,
attitudes, beliefs and knowledge about IPCP) (Lapkin 2011)
– Healthcare outcomes (such as reduced length of stay and better patient
care management infrastructures) (Reeves 2013, Zwarenstein 2009)

• Major gap in the evidence
– Lack of empirical evidence on the association between IPCP and
health outcomes

The Basic Conceptual/Logic Model: How IPE/
IPP Works

Source: Reeves, S., Goldman, J., Gilbert, J., Tepper, J., Silver, I., Suter, E., & Zwarenstein, M. (2011). A scoping review to improve
conceptual clarity of interprofessional interventions. Journal of Interprofessional Care, 25(3), 167-174.

Formulating the Question
• Premise: “Best Care at Lower Cost Through Collaboration”
• Three questions identified from the gap:
1. What is the effect of interprofessional collaboration on
patient/population health outcomes?
–

Cochrane reviews’ results -> Lack of evidence

2. Is interprofessional collaboration a cost effective method of
changing patient/population health outcomes?
–

NCIPE scoping review’s results -> Lack of evidence

3. By what mechanisms/how does interprofessional
collaboration work to influence patient/population health
outcomes?
–

Systematic review never been done before!

Formulating the Question
• Detailed explorations of various aspects of these questions
– 5 IOM reports – 1971, 2013, 2014a, 2014b, 2015
– 2 scoping reviews – 2011, 2014
– 3 systematic reviews – 2009, 2011, 2013

• Among these syntheses, what’s missing?
– A synthesis of the massive amounts of qualitative evidence
available!
– No other group than JBI has put forth systematically adopted and tested
methods for doing qualitative SR!

IOM 2015: Measuring the Impact of Interprofessional Education on
Collaborative Practice and Patient Outcomes: Workshop Summary

IOM 2015: Measuring the Impact of Interprofessional Education on
Collaborative Practice and Patient Outcomes: Workshop Summary
“After determining that no existing models sufficiently incorporate
all of the necessary components to guide future studies, the
committee developed a conceptual model that includes the
education-to-practice continuum, a broad array of learning,
health, and system outcomes, and major enabling and interfering
factors (see figure). This model is put forth with the
understanding that it will need to be tested empirically and
may have to be adapted to the particular settings in which it
is applied. For example, educational structures and terminology
differ considerably around the world, and the model may need to
be modified to suit local or national conditions. However, the
overarching concepts of the model—a learning continuum,
outcomes, and enabling and interfering factors—would remain.”
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Data Extraction and Synthesis: MetaAggregation vs. Meta-Ethnography
Approach

Purpose

Evidence
of Interest

Search Strategy

Critical
Appraisal

Data
Extraction

Method of
Synthesis

Outcome

Metaethnography

To generate
new
knowledge
/theory use
processes of
interpretation

Findings of
qualitative
research
studies

Not
comprehensive
or exhaustive;
seeks saturation
– theoretical
sampling

Opposed; all
studies
included as
each may
provide
insight into
the
phenomena
of interest

Extraction of
key concepts

Refutational
synthesis
(explore
contradictions);
Reciprocal
translation;
Line of
argument
synthesis (GT)

Higher order
interpretation
of study
findings

Metaaggregation

To aggregate
the findings
of included
studies

Findings of
qualitative
research
studies

Comprehensive;
detailed search
strategy at
protocol stage
required

Required,
using
standardised
critical
appraisal
instrument

Extraction of
findings + data
that gives rise
to finding
using data
extraction
instrument

Aggregation of
findings into
categories; and
of categories
into synthesised
findings

Synthesised
findings that
inform
practice or
policy in the
form of a
standardised
chart

Source: The Joanna Briggs Institute. www.joannabriggs.org

The JBI Approach & Why Use It
• Data synthesis in the meta-aggregation approach is a threestep process involving:
– extraction of all findings from all included papers with an accompanying
illustration and establishing a level of credibility for each finding
– development of categories for findings that are sufficiently similar in
meaning, with at least two findings per category, and
– development of one or more synthesized findings of at least two
categories.

• In this approach:
– All author findings/themes from each included study are retained
– Illustrations of author findings/themes are mined for sub-concepts/subfindings until no additional ones can be identified
– All author findings/themes are given equal consideration
– Lower level of subjectivity (no cherry picking!) and higher reliability (2
reviewers)

MetaSynthesis
via MetaAggregation:
The Tree!

Review Categories
• 64 study author findings/ • Overcoming personal
themes, combined into 13
biases
review categories
• Patient care
• Information sharing
• Role clarity
• Efficiency of care
• Communication
• Collaboration-dependent
continuity of care
• Shared decision-making
• Leadership-dependent
• Mutual accessibility
collaboration
• Barriers to patient care
• Team-based problemsolving
• Commitment

Meta-Synthesis
Committing to Collaborate for Better Patient Care
Interprofessional collaborative practice consists of an active commitment
by all healthcare professionals to communicating effectively, working in
teams, and clearly understanding each others' roles, for the common
purpose of effectively and efficiently achieving optimal patient care.
Attaining interprofessional collaborative practice first and foremost requires
that healthcare professionals overcome personal biases about themselves
and each other, thereby facilitating effective collaboration-dependent
coordination of continuous patient care. The latter entails the
implementation of team-based problem solving approaches, where
information is shared systematically, and a team leader is dedicated to
ensuring that solutions generated by the team are carried forward within the
context of shared decision-making among healthcare professionals, the
patients and their families. Achievement of optimal patient care via
interprofessional collaborative practice requires that the lack of mutual
accessibility of healthcare professionals, both in time and space, as well
as the many social, economic and cultural barriers that their patients
face, all be addressed simultaneously.

Implications for Practice
• Based on currently available evidence, the recommendations
for understanding and improving the relationship between
IPCP and patient healthcare outcomes receive a Grade of A
(“Strong”) in the JBI GRADE approach for making
recommendations for practice.
• Healthcare professionals, policy makers, and other
stakeholders in healthcare should examine the declamatory
statements in the synthesized finding and strongly consider
applying its recommendations in their own context as
appropriate and meaningful for their given patient populations.
• There is currently insufficient evidence of meaningfulness/
appropriateness on the relationship between IPCP and patient
health outcomes.

Implications for Future Research
• While there is strong qualitative evidence of meaningfulness/
appropriateness for the relationship between IPCP and healthcare
outcomes, there is still a need to conduct qualitative studies on the
relationship between IPCP and patient health outcomes.
• Such studies should explicitly set out to identify: specific healthcare
and health-relevant variables that that can be influenced by IPCP,
how IPCP relates to those variables, how IPCP and those variables
interact to influence patient health outcomes, and what other nonhealthcare/non-health variables are important to consider as
confounders in the association between IPCP and patient health
outcomes.
• Future studies should also consider using mixed methods as an
approach to overcome the limitations of traditional quantitative or
qualitative approaches and their inability, to date, to fully capture this
phenomenon.

The Future Research is Already Happening!

Source: Jadotte, Y. T. (2014, May 2, 2014). Interprofessionalism and urban health disparities. Paper presented at the 2nd Urban Systems Conference at the
New Jersey Institute of Technology and Rutgers University – Poverty, Urban Systems and Urban Inequality: Conference in Honor of Jean Anyon, Newark, NJ.

A Word of Caution for DNP Scholars and DNP
Programs
The Doctor of Nursing Practice: Current Issues and Clarifying
Recommendations Report from the Task Force on the
Implementation of the DNP August 2015 states that

"Integrative and Systematic Reviews: Contrary to
the DNP Essentials, the task force believes that an
integrative and systematic review alone is not
considered a DNP project and does not provide
opportunities for students to develop and integrate
scholarship into their practice.”

A Word of Advice for DNP Scholars and DNP
Programs
• Integrative reviews and systematic reviews are not nearly in
the same category:
– Widely recommended standards for SR: IOM, Cochrane, JBI, Campbell,
WHO, and virtually all federal funding bodies (NIH, PCORI, AHRQ)
– SR widely accepted as having the highest level of transparency and
methodological rigor/validity of all synthesis methods

• Systematic reviews are the gold standard research method
that launches the first step in knowledge translation (a key aim
of DNPs)
• Great tool for learning and retaining methodological skills that
can be applied in daily clinical practice (finding, understanding
and critiquing the evidence!) and in collaborative
(interprofessional and interdisciplinary!) practice and research

Conclusion
• Qualitative SR – Powerful tool for not only identifying gaps
and reviewing literature, but also:
– Uncovering multiple patterns of experiences of a phenomenon
– Exploring the role of context and identifying contextual variables
relevant to the experience of a phenomenon

• Additional types of SRs are becoming more methodologically
sound and should help further inform how we use evidence
• A mechanism for how interprofessional collaboration works
(and an explanation of why it often does not work!) is
proposed as an illustration of the power of SR methods
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