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Adopting Best Evidence in Practice

THE ADOPTION of a new clinical behaviour by a clinician
and healthcare system is a consequence of multiple factors,
with research evidence being only one. Research on the
diffusion or adoption of innovations suggests that a number
of themes come into play. For example, the willingness to
use new drugs is influenced by the physician’s sex, specialty,
medical school, years since graduation, practice location
and practice volume, and the relative proportion of elderly
patients in the physician’s practice.1

Diffusion theory

Rogers2 has developed one of the better-known theoretical
approaches to diffusion of innovation. This theoretical
framework is helpful when determining the adoption of
specific clinical behaviours and when deciding which com-
ponents will require additional effort if diffusion is to occur.
It includes a consideration of aspects of the innovation (or
new technology), style of communication, steps in decision
making, and the social context.

The innovation

According to Rogers2 there are five elements of a new or
substitute clinical behaviour that will each partly determine
whether adoption or diffusion of a new activity will occur:
relative advantage, compatibility, complexity, trialability and
observability.

Relative advantage: Rogers defines “relative advantage” as
the degree to which an innovation is perceived as better than
the idea it supersedes.

Research provides information on the cost-effectiveness
and potential benefit to patients of implementing a new
clinical activity. However, the objective data may be less
important than the clinician’s perception of whether the
innovation will be advantageous. Decisions about imple-
menting best-evidence practice are driven not only by
patient welfare but also by the interplay between the inter-
ests of the patient, the clinician and the healthcare system.
For example, if a proposed change alters the balance of
power between or within professional groups in a “negative”
way, the innovation may not be implemented. Conversely, if
the recommended behaviour increases the status of adopting
clinicians and brings in more revenue for individuals or the
organisation, the innovation may be readily adopted.

Compatibility: “Compatibility” is a measure of the degree to
which an innovation is perceived as being compatible with

existing values, past experiences, and the needs of potential
adopters.

To increase the probability of adoption, the innovation
must address an issue that clinicians or others perceive to be a
problem. For example, a new procedure that enables early
detection of a life-threatening illness is likely to be adopted.
Early screening tests are compatible with medical beliefs that
early detection of disease is beneficial. Consequently, tests
and procedures that appear to offer this capacity are more
likely to be adopted. Real-life examples include the rapid
adoption of mammography screening3,4 and testing for pros-
tate cancer,5 despite some debate about their effectiveness.

Complexity: “Complexity” is a measure of the degree to
which an innovation is perceived as difficult to understand
and use. A clinical procedure is more likely to be adopted if
it is simple and well defined. For example, altering a
patient’s drug regimen is relatively simple, and thus changes
in drug therapy can occur rapidly. In contrast, preventive
activities such as detecting and treating patients with haz-
ardous alcohol consumption6 and smoking7 have not been
adopted quickly, in spite of the potential health gain. This
may, at least in part, be a result of the complexity of these
activities. Attempts to intervene at the level of primary
prevention may be hampered by patients’ resistance and
their lack of accuracy in self-reporting risk behaviours.
Moreover, some clinicians may have insufficient expertise in
the consulting skills necessary to achieve change.

Trialability: Rogers defines “trialability” as the degree to
which the innovation may be trialled and modified. The
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ability to test a potential medical intervention on a limited
basis allows clinicians to explore the implementation of the
procedure, its acceptability to patients, and the potential
outcomes. Rogers argues that the facility to undertake a
limited cost–benefit trial of an intervention promotes faith
that the evidence is correct and that its implementation is
logistically possible.

Observability: “Observability” is the degree to which the
results of the innovation are visible to others. “Visibility” of
an innovation stimulates peer discussion, as colleagues of a
clinician adopting a new procedure often request informa-
tion about it. If respected and influential clinicians argue for
and demonstrate the application of a new procedure or
treatment approach, it is likely to have a positive impact
upon adoption rates.8 The more charismatic the person
providing the role model, the greater the chance that a
greater number of other professionals will adopt the advo-
cated change in clinical behaviour. In surgery, new tech-
niques are often adopted very quickly, as there is a common
perception that there are disadvantages in being “left
behind” by not adopting new technology.9

Communication style

Channels of communication used to convey information
about clinical practice include research publications, data-
bases (eg, the Cochrane database), the mass media, attend-
ance at lectures and workshops, visits from interest groups,
and videos or audiotapes.

Current research suggests that the most effective commu-
nication strategy is face-to-face exchange.8 It provides an
opportunity to tailor information to recipients and allows
the advocate of the change to explore and, if necessary,
modify the reasons why a shift in clinical behaviour should
occur. Interpersonal communication is usually more effec-
tive when there is a high degree of professional resemblance
between the individual attempting to introduce the innova-
tion and the recipient. This may partly explain why clinical
audits undertaken by medical practitioners are more likely
to lead to adoption of a new practice than those performed
by allied health staff.8

The decision process

The diffusion model2 postulates five steps in the decision-
making process:
■ researchers acquire knowledge about the proposed clini-

cal change;
■ the individual clinician is persuaded about the advantages

of the innovation;
■ the clinician engages in activities that will lead to a choice

about adopting or rejecting the innovation (eg, reading,
attending workshops, communicating with individuals
who have experience in the field);

■ the innovation is incorporated into the daily activity of
the clinician; and

■ the clinician seeks reinforcement about the innovation
decision (eg, discussion and comparison with peers).

Individuals and organisations will move through the deci-
sion process at different rates, depending upon whether they
are innovators, or early or late adopters. Innovators are
characterised by their tolerance of high levels of uncertainty.

The social context

The systems most likely to respond easily and quickly to
innovation are ones that have a culture of creativity and
innovation, a relatively flat hierarchical system, and strong
leadership that is committed to effecting change. In con-
trast, the healthcare system has a hierarchical model, with
separate organisational structures for each professional
group. The system is often bureaucratic, with social norms
that hinder rapid change. However, within this system, it is
possible for clinicians to change some aspects of their
clinical activities relatively rapidly, as there are few restraints
on determining the choice of care. Changing to evidence-
based clinical behaviour may mean modifying the system so
that it adequately monitors the frequency of the activity, the
outcomes, feedback to the clinician and contingencies for
desired clinical behaviour.

Summary

Diffusion theory offers a plausible explanation for why some
clinical activities are adopted rapidly and others only with
difficulty, despite strong evidence of their potential benefits.
Some clinical behaviours may be adopted relatively easily
because of the nature of the behaviour itself, while others may
involve a complex interplay between social systems, commu-
nication style and the decision-making process. There is a
need to prospectively test the assumptions of the model in the
healthcare environment using rigorous experimental design.
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