Topic 4 DQ 2 Responses
Chiara’s Discussion
Implementing an evidence-based practice change requires selecting a framework that supports both the change process and successful integration into clinical practice. Two widely recognized theories are Lewin's Change Theory and the Iowa Model of Evidence-Based Practice. While both promote systematic change, they differ in their primary focus and application. Lewin's Change Theory consists of three phases: unfreezing, changing, and refreezing. This theory emphasizes preparing staff for change, implementing the intervention, and reinforcing the new practice until it becomes part of the organization's culture. Lewin's model is particularly useful for addressing resistance to change and promoting staff engagement throughout the implementation process. In contrast, the Iowa Model of Evidence-Based Practice focuses on identifying a clinical problem, evaluating available research, implementing evidence-based interventions, and measuring outcomes. The model encourages interdisciplinary collaboration and continuous evaluation to determine whether the practice change improves patient or staff outcomes. It is specifically designed to translate research evidence into clinical practice.
For my capstone project, the Iowa Model is the most appropriate framework for implementing a mindfulness-based stress reduction program to reduce burnout and improve resilience among emergency department nurses. Burnout has been identified as an important organizational concern at Advent Health Tampa, where increasing workloads and workplace stress can affect nurse satisfaction, retention, and quality of care. The Iowa Model provides a structured process for identifying burnout as a priority issue, reviewing current evidence, implementing the intervention, and evaluating outcomes such as burnout levels, job satisfaction, and staff retention.
After discussing the project with my preceptor, they agreed that the Iowa Model aligns well with our clinical environment because it promotes collaboration among leadership and frontline nurses while emphasizing measurable outcomes. My preceptor noted that burnout is a significant concern in both the Emergency Department and inpatient units due to high patient volumes and operational demands. They emphasized that leadership support, staff education, and ongoing evaluation would be essential for successful implementation and long-term sustainability. Their feedback reinforced that an evidence-based intervention focused on nurse well-being could positively impact both staff retention and patient care.
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Paige’s Discussion
Lewin’s three‑stage change theory (Unfreeze–Change–Refreeze) and the integrated‑PARIHS (i‑PARIHS) framework offer contrasting but complementary approaches for implementing a co‑designed, multi‑component fall‑prevention bundle in a skilled nursing transitional care unit: Lewin’s model is simple and communicable, useful for creating readiness, guiding a discrete implementation period, and stabilizing new routines, but it provides limited operational guidance for assessing complex contextual factors, interprofessional coordination, or ongoing facilitation; by contrast, i‑PARIHS explicitly foregrounds Evidence, Recipients, Context, and Facilitation, prescribing active facilitation to tailor interventions, negotiate barriers, and build capacity features that align closely with the bundle’s needs for teach‑back education at admission/discharge, supervised exercise scheduling, pharmacist medication review, and environmental checks (Duan et al., 2022). For this intervention i‑PARIHS is the better fit because it operationalizes context assessment (leadership, staffing, EHR prompts), defines facilitation roles (internal/external facilitators and champions), and supports iterative adaptation to unit workflows while preserving fidelity to evidence components; these capacities are essential when multiple professions and resident/caregiver engagement are required. My preceptor agreed, recommending a named facilitator to coordinate pharmacist and therapy timing, protected teach‑back time during admission/discharge, EHR prompts for hazard checks, and a single‑unit pilot with process metrics (falls per 1,000 resident‑days; knowledge scores) to refine workflows before scaling—practical suggestions that mirror i‑PARIHS’s emphasis on facilitation and context tailoring and increase the likelihood of sustained adoption (Harrison et al., 2021; Duan et al., 2022).
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