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Highlights

What are the main findings?

e  Perceived Emotional Competence is positively associated with Evidence-Based Nurs-
ing adoption, suggesting that emotional regulation may support cognitive resources
for decision-making.

e  Perceived organizational barriers (e.g., lack of time or incentives) showed no lin-
ear association with practice adoption in this nationwide, non-probabilistic sample,
challenging the assumption that external obstacles are the primary driver of the
“know-do” gap.

What are the implications of the main findings?

e Interventions to promote Evidence-Based Nursing should transcend technical train-
ing and integrate the development of socio-emotional skills to help nurses navigate
uncertainty and resistance to change.

e  Organizational strategies must be holistic; removing structural barriers alone may be
insufficient to ensure practice adoption without simultaneously fostering professionals’
emotional and cognitive resilience.

Abstract

Background/Objectives: Evidence-Based Nursing is imperative for high-quality care, but
its implementation continues to face the know-do gap. While organizational barriers are
often cited, the role of individual competencies, specifically Emotional Competence, in
facilitating adoption remains underexplored on a large scale. This study aimed to analyze
the association between perceived Emotional Competence, Evidence-Based Nursing adop-
tion, and perceived attitudes and barriers in a nationwide sample of nurses registered with
the Portuguese Order of Nurses. Methods: A quantitative, cross-sectional, correlational
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study was conducted using a non-probabilistic sample of 3014 nurses registered with
the Portuguese Order of Nurses. The Clinical Effectiveness and Evidence-Based Practice
Questionnaire, the Attitudes and Barriers Questionnaire, and the Emotional Competence
Questionnaire were administered. Data were analyzed using bivariate correlations and a
multivariable linear regression model. Results: Nurses reported high levels of perceived
Emotional Competence (M = 204.7; SD = 20.3). In the multivariable regression model, Emo-
tional Competence remained robustly and independently associated with Evidence-Based
Nursing adoption (B = 0.315; p < 0.001), even after adjusting for sociodemographic and
professional covariates. The perception of organizational barriers (e.g., time, incentives) did
not correlate with adoption (rs = 0.011; p = 0.54). Conclusions: Perceived Emotional Com-
petence is a significant and independent correlate of Evidence-Based Nursing adoption.
The results suggest that developing socio-emotional skills, including emotional regulation,
may be a relevant training target to support evidence implementation.

Keywords: emotional intelligence; evidence-based nursing; nurses; clinical competence;
cross-sectional studies

1. Introduction

Evidence-Based Nursing (EBN) constitutes the central pillar for ensuring the quality
and safety of healthcare globally [1]. It involves the rigorous integration of the best available
research evidence with clinical expertise while always considering patient preferences and
context [2]. This model moves beyond reliance on clinical experience alone, enabling
more objective and informed decision-making. Its adoption is not merely a guideline but
an ethical and professional imperative, essential for improving health outcomes and the
sustainability of healthcare systems [3].

Although Evidence-Based Practice (EBP) serves as the broad, interdisciplinary frame-
work for decision-making in healthcare, this study focuses specifically on Evidence-Based
Nursing (EBN)—the discipline-specific application of these principles within the nursing
profession. While the terms are often used interchangeably in the literature, this manuscript
employs EBN to denote the conceptual focus and EBP when referring to the operationaliza-
tion of constructs measured by the specific instruments employed.

However, the effective translation of scientific knowledge into daily clinical practice
continues to face significant barriers, ranging from organizational and time constraints to
individual and psychosocial factors [4,5].

Despite the universal recognition of EBN’s importance, the literature consistently
documents a gap between what is known to be the best evidence and what is actually
delivered in care, a phenomenon known as the know-do gap [6]. This chasm results in
professionals who possess theoretical knowledge and value evidence but, due to various
factors, fail to translate this intent into systematic clinical practice.

In the context of the complexity and high emotional demands of today’s healthcare
environment, the development of soft skills has gained a central role in nurse education
and practice [7]. In this domain, Emotional Competence (EC)—defined as the ability to
recognize, understand, and manage one’s own emotions and those of others—emerges
as a crucial and facilitating element [8]. It is crucial to distinguish between Emotional
Intelligence and Emotional Competence. Emotional Intelligence is defined as the aptitude
to perceive, express, and evaluate emotions, as well as the capacity to generate feelings
that facilitate thought and discern the impact of these emotions [9]. In contrast, Emotional
Competence (EC) is the capacity to apply these concepts in daily life, effectively influenc-
ing and leading individuals and groups [9]. This functional capability allows for stress
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management and the consolidation of personal and professional relationships through
more effective communication. Thus, while intelligence refers to potential, EC is rooted
in the ability model and represents a set of learnable skills essential for organizational
performance and health. It is EC that underpins the inherent “emotional labor” of nursing,
being essential for building a robust therapeutic relationship [10] and promoting truly
compassionate care [11]. Furthermore, higher levels of EC have been associated with more
effective stress management [12] and more considered clinical decision-making [13].

Empirical evidence has progressively shown associations between EC and various
indicators of nursing performance and adjustment, beyond traditional academic achieve-
ment [14,15]. Nevertheless, the strength and direction of these relationships may vary
depending on study design, context, and the control of confounding factors; thus, causal
interpretations should be avoided in cross-sectional studies.

Despite this strong evidence, the direct and quantifiable relationship between per-
ceived EC and EBN adoption has historically remained an underexplored area of research.
Although a recent scoping review suggests that EC may act as a facilitating resource [16],
particularly in adherence to protocols and decision-making [17,18], its findings point to
the fragility of the current evidence, marked by studies with small samples and limited
geographic contexts. These characteristics, coupled with the heterogeneity of measurement
instruments, hinder the generalizability of results to the broader nursing population.

To address these gaps, we conducted a national cross-sectional study in Portugal using
a large sample of nurses registered with the Portuguese Order of Nurses (OE). By expand-
ing the sample size and geographic reach relative to prior studies, this work provides
a more stable estimate of the association between self-assessed Emotional Competence
and perceived EBN adoption. The findings may inform continuing professional develop-
ment initiatives that integrate Emotional Competence training as a potential facilitator of
EBN implementation.

Theoretical Framework

EBN is conceptualized as a five-step process of integration: formulating a relevant
clinical question; locating and selecting the most pertinent scientific evidence; critically
appraising the quality and validity of this evidence; applying evidence-based findings
to nursing practice, integrating them into clinical decisions aligned with patient needs,
preferences, and values; and monitoring and evaluating the outcomes [19]. This approach
aims to optimize health outcomes and is considered a standard of excellence and a safety
imperative [3]. The underlying concept is one of informed decision-making, distinct
from routine or tradition-based practice [20], which translates into continuous quality
improvement in care [3].

The success of EBN depends not only on overcoming extrinsic barriers, such as a
lack of time or organizational support [4], but also on internal facilitators, such as self-
efficacy and critical thinking [21]. In this study, EBN is assessed from a multidimensional
perspective, encompassing nurses’ attitudes, practices, and skills/knowledge.

Although EBN is grounded in cognition and logical reasoning, its implementation in
the healthcare environment requires competencies that transcend technical knowledge [22].
It is here that socio-emotional skills prove fundamental. EC is anchored in the ability
model of Salovey and Mayer [23], which defines it as the aptitude to process emotional
information to guide thinking and action. At its core, it encompasses the ability to perceive,
express, and regulate emotions [9]. These dimensions are essential for the emotional labor
of nursing and for managing human interaction in crisis situations [9,24,25].

In the nursing context, EC has been associated with multiple outcomes, including the
quality of the therapeutic relationship [26], clinical performance [27], decision-making, and
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professional retention [11]. It is frequently operationalized through self-report measures
focused on the professional’s perception.

The nexus between EBN and EC rests on the premise that clinical decision-making
involves complex cognitive and affective processes. Adopting new practices or changing
routines requires managing uncertainty and resistance to change. In this sense, EC has been
conceptualized as a potential enhancer of EBN: emotional regulation facilitates objectivity
in data analysis, mitigating biases, while communication competence fosters the sharing of
evidence and the negotiation of protocols within teams [16].

Based on this framework, we examined the relationship between perceived Emotional
Competence and perceived Evidence-Based Nursing (EBN) adoption among nurses reg-
istered with the OE. Specifically, we aimed to address the following research question:
To what extent is perceived Emotional Competence associated with perceived EBN adop-
tion, and what role do attitudes and perceived barriers towards evidence-based practice
(EBP) play?

To address this question, the following specific objectives were defined:

1  To determine nurses’ perceived adoption of EBN, perceived Emotional Competence,
and perceived attitudes and barriers towards EBP.

2 To analyze the relationship between the perceived EBN adoption of the studied nurses
and their attitudes and barriers towards EBP.

3  Toanalyze the relationship between perceived Emotional Competence and the attitudes
and barriers towards EBP perceived by nurses.

4  To determine whether perceived Emotional Competence is independently associated
with EBN adoption while adjusting for sociodemographic and professional character-
istics.

2. Materials and Methods
2.1. Study Design

A quantitative, cross-sectional, and correlational study design was adopted to examine
the relationships between variables at a single point in time. This design allowed for testing
the statistical associations between perceived Emotional Competence and the dimensions
of EBP, as well as the related attitudes and barriers.

2.2. Population and Sample

The target population comprised nurses registered with the OE. A nationwide, non-
probabilistic sampling strategy was used, combining convenience, snowball, and self-
selection methods. The final sample consisted of 3014 nurses (n = 3014), corresponding to
approximately 3.5% of the registered nursing population in Portugal (85,535 OE members in
2024) [28]. This sample size provides substantial statistical power for the planned analyses.

However, because participation was voluntary and recruitment occurred through
digital professional channels, self-selection bias cannot be ruled out. Nurses who are
more digitally engaged, academically oriented, or interested in EBP may have been more
likely to participate, which may limit the generalizability of the findings to the broader
nursing population.

2.3. Inclusion and Exclusion Criteria

Inclusion criteria: The study included all nurses with an active professional registration
with the OE. This ensures that all participants are professionally licensed as nurses in
Portugal, regardless of their specific clinical setting, educational background, or current
employment status, as long as they maintain their professional license.
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Exclusion criteria: Individuals who do not hold a valid and active registration with
the OE (e.g., those with pending applications, those whose foreign nursing degrees are still
under evaluation by the OE, or those whose registration is suspended).

2.4. Access to the Population and Data Collection Procedure

Data collection was administered online between May 2024 and September 2025. This
extended timeframe was methodologically designed to maximize nationwide coverage. A
staggered dissemination strategy was employed: initially, the survey was distributed via
snowball sampling through professional networks, followed by a widespread institutional
dissemination facilitated by the official digital communication channels of the OE. Specifi-
cally, the call for participation was publicized via the OFE’s official website and its active
social media platforms, ensuring broad coverage across the national territory (including the
autonomous regions of Azores and Madeira) without relying on direct email solicitation.
To uphold strict participant anonymity, IP addresses were not recorded, and digital finger-
printing was avoided. Given these ethical constraints, the prevention of duplicate entries
relied primarily on the length of the survey, which likely discouraged repeated submissions
due to the time investment required. Additionally, explicit instructions were provided
requesting participants to answer only once. Finally, a post hoc analysis of the dataset was
performed to identify potential duplicates based on identical sociodemographic profiles
and response patterns with proximal timestamps; no such cases were detected.

2.5. Variables and Measurement Instruments

1  Perceived Adoption of EBP: Assessed using the Clinical Effectiveness and Evidence-
Based Practice Questionnaire (QECPBE-20) [20], comprising 20 items rated on a 7-point
Likert scale (ranging from 1 = Never to 7 = Frequently), divided into three subscales
(Practices, Attitudes, and Knowledge/Skills). In this study, it demonstrated robust
internal consistency (Cronbach’s « = 0.93 for the total score).

2 Perceived Emotional Competence: Assessed using the QCE (Emotional Competence
Questionnaire [29]), a 45-item instrument rated on a 6-point Likert scale (ranging from
1 = Never to 6 = Always), with three dimensions (Emotional Perception, Emotional
Expression, and Emotional Coping). In this study, it yielded an overall Cronbach’s
alpha of 0.94.

3  Perceived Attitudes and Barriers toward EBP: Assessed using the QABPBE-26 (At-
titudes and Barriers Questionnaire; [30]). This 26-item tool evaluates Attitudes (10
items) and Barriers (16 items) rated on a 5-point Likert scale (ranging from 1 = Strongly
Disagree to 5 = Strongly Agree). In this study, the scale demonstrated a Cronbach’s
alpha of 0.78.

Negatively worded items were reverse-scored prior to calculating the total and sub-
scale scores.

Permission to use the instruments was obtained from the respective authors when
required; all instruments were administered in their validated Portuguese versions.

2.6. Ethical Considerations

The study received a favorable ethical opinion from the joint Ethics Committee
CHUSA /ICBAS (reference 2024 /CE /P14, approved on 21 February 2024). Informed con-
sent was obtained digitally from all participants involved in the study before accessing
the questionnaire.
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2.7. Statistical Analysis

Statistical analyses were performed in R (version 4.4.2) employing descriptive and
inferential procedures. Descriptive statistics included frequencies, percentages, means,
medians and standard deviations. Given the large sample size, the Shapiro-Wilk test
indicated departures from normality. Additionally, Spearman’s rank correlation coefficient
(rs) was calculated to assess associations between continuous variables. The magnitude
of the correlations was interpreted according to the criteria of Pestana and Gageiro [31],
considered as follows: rs < 0.2—very weak association; 0.2 < rs < 0.4—weak association;
0.4 < rs < 0.7—moderate association; 0.7 < rs < 0.9—high association; 0.9 < r; <l—very
high association.

To strengthen the robustness of the main association, a multiple linear regression
model was fitted to identify factors independently associated with EBN adoption. EBN
adoption was specified as the dependent variable and Emotional Competence as the pri-
mary independent variable, adjusting for sociodemographic covariates (age, sex, academic
qualifications, professional category, specialist title, years of service, and professional fulfill-
ment). Although the outcome derives from Likert-type items, the total score showed an
approximately continuous distribution; model assumptions were assessed through residual
diagnostics. Missing data were minimal (n = 21; 0.7%) and affected specific professional
covariates. Therefore, descriptive statistics and bivariate correlations were computed using
all available data for each analysis, whereas the multivariable regression used complete-
case analysis (n = 2993). The reduction in n was exclusively attributable to missing values
in the ‘years of service’ and “professional fulfillment’ variables for participants not currently
in active clinical practice. Regression assumptions (linearity, homoscedasticity, indepen-
dence of errors, and normality of residuals) were checked. Multicollinearity was assessed
using the Variance Inflation Factor (VIF), with all values falling well below the acceptable
threshold of 5 (confirming no issues between variables such as age and years of service). A
significance level of 5% (p < 0.05) was set for all hypothesis testing.

3. Results
3.1. Sample Characteristics

The sample consisted of 3014 nurses, of whom 85.3% (n = 2570) were female. The
majority were married or in a civil partnership (69.1%), belonged to the 36-50 age group
(53.8%), held an associate or bachelor’s degree (68.5%), and were in the staff nurse pro-
fessional category (53.1%). Additionally, more than half of the sample held a specialist
title (55.4%), the largest proportion had 21 to 35 years of service (43.0%), and the majority
reported feeling professionally fulfilled (62.7%) (Table 1).

3.2. Characterization of the Scales

Regarding the general perceptions measured by the scales, the total score for perceived
Evidence-Based Practice (QECPBE-20) showed a mean of 101.2 (SD = 18.3), indicating a
globally moderate to high level of perceived adoption. The Knowledge/Skills subscale
showed the highest mean score at 55.0 (SD = 10.9) (Table 2).

For Emotional Competence (QCE), the sample presented a total mean score of 204.7
(SD = 20.3). The dimension with the highest mean score was Emotional Coping (M =73.1;
SD =7.0) (Table 2).

https:/ /doi.org/10.3390 /healthcare14050660


https://doi.org/10.3390/healthcare14050660

Healthcare 2026, 14, 660 7 of 19

Table 1. Sociodemographic and professional characteristics of the sample (n = 3014).

Category n Y%

Gender Female 2570 85.3

Male 444 14.7

Age (years) 21-35 563 18.7
36-50 1622 53.8

51-70 829 27.5

Marital Status Married/Civil Partnership 2085 69.1
Single 644 214

Divorced/Separated 259 8.6

Widowed 26 0.9

Education Level Associate’s/Bachelor’s 2065 68.5
Master’s 922 30.6

Doctorate 27 0.9

Professional Category Staff Nurse 1599 53.1
Specialist Nurse 1258 41.7

Nurse Manager 157 52

Holds Specialist Title Yes 1670 55.4
No 1344 44.6

Years of Service 0-2 years 107 3.6
3-10 years 440 14.7

11-20 years 956 31.9

21-35 years 1287 43.0

36-57 years 203 6.8

Professional Fulfillment Yes 1878 62.7
No 1115 37.31

1 n = absolute frequency; % = relative frequency (valid percentage). For specific professional variables (Holds

Specialist Title, Years of Service, and Professional Fulfillment), the total n is 2993 due to missing responses, primarily
from participants not currently practicing in clinical settings. Percentages may not sum to 100% due to rounding.

Table 2. Descriptive statistics and internal consistency of the scales and subscales.

Scale/Subscale No. Items Possible Range M Item Mean SD ot
Perceived EBP (QECPBE-20) Total 20 20-140 101.2 5.06 18.3 0.93
Practices 6 642 28.4 4.73 8.2 091
Attitudes 3 3-21 17.8 5.93 3.7 0.79
Knowledge/Skills 11 11-77 55.0 5.00 10.9 0.95
Emotional Competence (QCE) Total 45 45-270 204.7 4.55 20.3 0.94
Emotional Perception 15 15-90 67.5 4.50 77 091
Emotional Expression 14 14-84 64.1 4.58 8.2 0.90
Emotional Coping 16 16-96 73.1 4.57 7.0 0.80
Attitudes and Barriers (QABPBE-26) Total 26 26-130 73.6 2.83 15.2 0.78
Attitudes 10 10-50 31.2 3.12 8.1 0.59
Barriers 16 16-80 424 2.65 11.3 0.80!

1 M = Mean; SD = Standard Deviation; « = Cronbach’s alpha; Possible Range = Minimum and maximum
theoretical values for each scale/subscale; Item Mean = Mean per item, calculated on the original Likert scale
metric (1-7 for QECPBE-20; 1-6 for QCE; 1-5 for QABPBE-26) for interpretation and comparison purposes.
QECPBE-20 = Clinical Effectiveness and Evidence-Based Practice Questionnaire; QABPBE-26 = Attitudes and
Barriers Questionnaire; QCE = Emotional Competence Questionnaire.
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Finally, on the Attitudes and Barriers scale (QABPBE-26), a global mean of 73.6
(SD =15.2) was observed. Analyzing by dimensions, the Attitudes subscale had a mean
score of 31.2 (SD = 8.1), while the Barriers subscale registered a mean of 42.4 (SD = 11.3)
(Table 2). These values indicate that, despite perceived barriers, nurses maintain a moder-
ately positive attitude towards evidence implementation.

For a more detailed understanding of perceived facilitators and obstacles, the fre-
quency of agreement and disagreement with items on the QABPBE-26 was analyzed
(Table 3). Within the Attitudes dimension, high agreement was observed for items related
to valuing evidence, with 94.0% of nurses agreeing that EBP benefits their professional de-
velopment. However, 42.1% of participants considered computer resources inadequate. In
the Barriers dimension, the lack of incentives (71.2%) and time constraints (70.4%) received
the highest levels of agreement, while the irrelevance or poor quality of research were the
least endorsed barriers (high disagreement).

Table 3. Distribution of agreement and disagreement percentages for items on the QABPBE-26

(n =3014).

Subscale Item

Agreement (A/SA) %

Disagreement (D/SD) %

Implementing evidence-based practices will

Adtitudes benefit my professional development 940 0.7
I feel there are benefits to changing my
. 89.4 24
practice based on research
I would feel more confident if someone
experienced in research provided me with 82.1 6.4
relevant information
I feel confident using a computer to search
. . . 78.3 75
for evidence-based information
I believe the results of the research I read. 77.0 2.0
I believe client a.dherer.lce is a key factor in 73.0 77
using evidence
I know how to search for
evidence-based information 652 96
I feel confident in my ability to assess the
. . 62.1 7.6
quality of research articles
I believe management supports the use of 505 28
Evidence-Based Practice
The computer resources I have at my
workplace are adequate for searching 421 38.8
the literature
Barriers I'believe I should receive tralmng to help me 76.1 85
use research effectively
There are no 1ncent1ves.to develop my 712 114
research skills
I find that time constraints prevent
evidence-based practice from being 70.4 15.8

used effectively
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Table 3. Cont.

Subscale Item

Agreement (A/SA) %

Disagreement (D/SD) %

I find it difficult to keep up with all the

changes currently happening in my context 555 274
I believe the application of research to
practice depends, to some extent, on how 52.6 22.9
much it will cost
Often, research results are nqt easily 494 229
transferable to my practice
I'have difficulty contacting colleagues with
. 449 33.7
knowledge to discuss research results
I have found that research literature
. . 42.5 15.6
sometimes reports contradictory results
I fn.1d the amount of resgarch 491 303
literature overwhelming
I find it difficult to re.gularly access the 398 45.8
nearest library
I find it difficult to influence change in
.. . 39.4 37.8
clinical practice in my work context
The reported research is not generalizable to 335 8.2
my work context
I find research articles difficult to understand 25.9 56.4
Much of the available research is not relevant
. . 21.6 60.2
to my professional practice
I think the available research specific to my 181 58.7
field of work is of poor quality ’ ’
Research has serious methodological flaws 11.6 4341

1 A/SA = Sum of percentages for “Agree” (option 4) and “Strongly Agree” (option 5); D/SD = Sum of percentages
for “Disagree” (option 2) and “Strongly Disagree” (option 1). The remainder corresponds to neutral responses
(option 3). Items are ordered by descending agreement within each subscale.

Regarding the QABPBE-26, it should be noted that although the Attitudes subscale
demonstrated an internal consistency coefficient below the conventionally recommended
threshold (ox = 0.59), this result should be interpreted with caution. However, it is well-
established in psychometric literature that Cronbach’s alpha is highly sensitive to the
number of items and the dimensionality of the construct [32,33]. For short subscales or those
assessing heterogeneous attitudinal dimensions, values slightly below the 0.70 threshold
are acceptable and do not necessarily compromise construct validity [34,35]. Given that
the Attitudes subscale is short (10 items) and assesses distinct facets of evidence valuation,
the observed alpha was deemed sufficient for inclusion in the analysis. Furthermore, the
overall internal consistency of QABPBE-26 in the present study was adequate (x = 0.78)
and higher than that reported in previous validation studies.

3.3. Relationship Between Perceived EBP and Attitudes/Barriers (QECPBE-20 vs. QABPBE-26)

The analysis revealed statistically significant correlations between perceived EBP adop-
tion and attitudes towards it. As observed in Table 4, there was a moderate positive correlation
between the QECPBE-20 Total and the QABPBE-26 Attitudes subscale (rs = 0.468; p < 0.001).
This indicates that the more favorable nurses’ attitudes towards evidence, the higher their
perceived adoption of EBP. Conversely, no statistically significant association was found
between perceived EBP adoption and perceived Barriers (rs = 0.011; p = 0.539). This result
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suggests that, in this sample, the perception of organizational obstacles does not appear to be
linearly associated with the perceived frequency of evidence-based practices (Table 4).

Table 4. Spearman correlation matrix between Perceived EBP and Attitudes/Barriers (n = 3014).

QABPBE-26
Total Attitudes Barriers
QECPBE-20 Ts p Ts p Ts p
Total 0.266 <0.001 0.468 <0.001 0.011 0.54
Practices 0.190 <0.001 0.316 <0.001 0.018 0.31
Attitudes 0.167 <0.001 0.289 <0.001 0.006 0.76

Knowledge/Skills 0.259 <0.001 0.475 <0.001 0.001 0.96!

1 7, = Spearman’s rho; p = significance level.

3.4. Relationship Between Perceived EBP and Emotional Competence (QECPBE-20 vs. QCE)

A positive and statistically significant association was found between Emotional
Competence and EBP Adoption. As shown in Table 5, the total Emotional Competence score
(QCE) correlated positively with the QECPBE-20 Total (rs = 0.360; p < 0.001). All dimensions
of Emotional Competence showed statistically significant relationships with the dimensions
of EBP, suggesting that nurses with greater perceived ability to perceive, express, and cope
with emotions tend to perceive themselves as more competent in implementing scientific
evidence (Table 5).

Table 5. Spearman correlation matrix between Perceived EBP and Emotional Competence (n = 3014).

QCE
Total Emotional Perception = Emotional Expression =~ Emotional Coping
QECPBE-20 Ts p Ts p Ts p Ts p
Total 0.36 <0.001 0.33 <0.001 0.31 <0.001 0.32 <0.001
Practices 0.26 <0.001 0.24 <0.001 0.23 <0.001 0.24 <0.001
Attitudes 0.23 <0.001 0.20 <0.001 0.21 <0.001 0.21 <0.001
Knowledge/Skills 0.36 <0.001 0.34 <0.001 0.31 <0.001 0.31 <0.0011!

1 7, = Spearman’s rho; p = significance level.

3.5. Relationship Between Emotional Competence and Attitudes/Barriers (QCE vs. QABPBE-26)

Finally, the analysis of the relationship between Emotional Competence and atti-
tudes/barriers (Table 6) revealed statistically significant, albeit weak, correlations. The
QCE Total correlated significantly with the QABPBE-26 Total (rs = 0.295; p < 0.001). It is
noteworthy that the association was more pronounced between Emotional Competence
and the Barriers subscale (rs = 0.199) than with the Attitudes subscale (rs = 0.051), indicating
a slight tendency for nurses with higher Emotional Competence to identify or manage the
perception of barriers and attitudes in the EBP context differently (Table 6).

3.6. Independent Correlates of EBN Adoption: Multivariable Analysis

To examine whether Emotional Competence was independently associated with EBN
adoption, we fitted a multiple linear regression model adjusting for age, sex, professional
category, academic qualifications, specialty status, years of service, and professional ful-
fillment (Table 7). The model was statistically significant (F(14, 2978) = 41.62, p < 0.001)
and explained approximately 16.0% of the variance in EBN adoption (adjusted R? = 0.160).
Emotional Competence remained positively associated with EBN adoption (B = 0.315,
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SE =0.015, t = 20.37, p < 0.001), indicating higher reported adoption with increasing Emo-
tional Competence after adjustment for covariates.

Table 6. Spearman correlation matrix between Emotional Competence and Attitudes/Barriers
(n =3014).

QABPBE-26
Total Attitudes Barriers
QCE Ts p 7s p Ts p
Total 0.30 <0.001 0.05 0.005 0.20 <0.001
Emotional 0.26 <0.001 0.09 <0.001 0.21 <0.001
Perception
Emotional 0.25 <0.001 0.001 0.970 0.13 <0.001
Expression
Emotional Coping 0.29 <0.001 0.06 0.001 0.20 <0.001!

1 7, = Spearman’s rho; p = significance level.

Table 7. Multiple Linear Regression Model for EBN Adoption (n = 2993).

Predictor B SE t p
Emotional Competence 0.315 0.015 20.37 <0.001
Sociodemographic covariates
Age —0.058 0.065 —0.891 0.373
Sex (Male) 1.768 0.871 2.030 0.043
Academic Qualifications
Master’s Degree 7.929 3.445 2.30 0.021
Doctorate 9.927 4934 2.01 0.044
Professional Category
Specialist Nurse —0.925 1.121 —0.825 0.410
Nurse Manager 2.904 1.763 1.65 0.100
Holds Specialist Title (Yes) 1.129 1.191 0.95 0.343
Years of Service
Experience (3-10 years) —3.736 1.858 —2.01 0.045
Experience (11-20 years) —4.710 1.982 —2.38 0.018
Experience (21-35 years) —4.985 2.336 —2.13 0.033
Experience (36-57 years) —2.399 3.063 —0.78 0.434
Professional Fulfillment (Yes) 1.245 0.655 1.90 0.058 1

1 Multivariable regression estimated on complete cases (n = 2993) due to missing data in covariates (years of service
and professional fulfillment), mainly among respondents not currently practicing as nurses. B = Unstandardized
regression coefficient; SE = Standard Error; t = t-statistic; p = p-value; 95% CI for the primary independent variable
(Emotional Competence) = [0.284, 0.345]. Reference Categories: Sex (Female); Education (Associate’s/Bachelor’s
degree); Experience (0-2 years); Professional Category (Staff Nurse); Holds Specialist Title (No); Professional
Fulfillment (No). Model Statistics: F(14, 2978) = 41.62, p < 0.001; Adjusted RZ =0.160.

Regarding the covariates, male sex was associated with slightly higher EBN adoption
(p = 0.043), and higher academic attainment (Master’s and Doctorate) was associated
with higher EBN adoption (p = 0.021 and p = 0.044, respectively; relative to the reference
education category). Years of service between 3 and 35 years were negatively associated
with EBN adoption compared with early-career nurses (0-2 years), whereas the longest
service category did not reach statistical significance. Professional fulfillment showed
a marginal association (p = 0.058). No significant associations were observed for age,
professional category, or holding a specialist title.
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Note: Due to missing data in covariates, the multivariable model was estimated on
complete cases (1 = 2993). No evidence of effect modification was observed in interaction
models (all p > 0.05).

4. Discussion

This study, based on a national Portuguese sample of 3014 nurses, provides an in-
depth analysis of the interplay between socio-emotional competencies and the adoption
of Evidence-Based Nursing in Portugal. The interpretation of the results is conducted in
light of existing literature and contrasted with official demographic data of the profession,
allowing for contextualization of sample characteristics relative to national workforce data.

4.1. Sample Characteristics and Contextualization

The sociodemographic analysis of the sample reveals a consistent parallel with the
reality of Portuguese nursing concerning gender distribution. The predominance of females
in the present study closely mirrors the structure of the population registered with the OE,
where women represent approximately 82.8% of active members. While this gender distri-
bution aligns with national registry data, overall representativeness cannot be assumed due
to non-probabilistic self-selection. Indeed, the convenience sampling methodology resulted
in an overrepresentation of more experienced nurses with higher academic qualifications.

Regarding age, the sample shows a pronounced concentration of middle-aged pro-
fessionals (36-50 years), with extensive clinical experience, contrasting with national
records that show a more balanced distribution, leading to a relative underrepresenta-
tion of younger, early-career nurses in this study. At the educational and professional
level, the sample is distinguished by a high investment in advanced training. While only
a minority of the general nursing population holds a Master’s or Doctorate degree (ap-
proximately 11%), in the present sample, this proportion is significantly higher (31.5%).
Furthermore, more than half of the participants (55.4%) hold a Specialist Nurse title, further
distinguishing them from the general registry baseline [28].

This high qualification level suggests that the study participants constitute a group of
professionals already proactive or sensitized to academic and clinical investment. It intro-
duces a probable self-selection bias, where the study likely captured the views of a highly
engaged, experienced, and professionally fulfilled segment of the nursing population. Con-
sequently, the reported levels of EBN adoption and Emotional Competence may reflect a
“best-case scenario” rather than the average national baseline. Nurses with higher academic
differentiation and specialty training are typically more exposed to research methodologies
and emotional regulation strategies during their postgraduate studies, which may have
inflated the observed scores. Therefore, these results should be viewed as characterizing the
potential of a highly qualified workforce, rather than fully generalizable to less specialized
clinical contexts.

4.2. Levels of Self-Perception: The Know-Do Gap and Emotional Competence

The interpretation of self-perceived levels of EBP adoption, measured by the QECPBE-
20, was performed by converting scores to the original Likert scale metric (1 to 7). The
sample reveals an asymmetrical profile, characterized by a strong attitudinal valuation
contrasting with a more moderate level of practical implementation. The Attitudes dimen-
sion obtained the highest score (Mjtem, = 5.93). This result aligns almost entirely with the
national reference from Pereira [36] (Mjtem = 5.98) and surpasses or compares favorably
with similar international studies, such as those by Abuejheisheh et al. [37] (Mjtem = 4.91)
or Ghuloom et al. [38] (Mjtem = 3.78). Only Negarandeh et al. [39] reported higher values
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(Mitem = 6.60). These findings confirm that Portuguese registered nurses intrinsically value
EBN, positioning it as an essential professional value.

However, as operationalization of the concept is required, the scores decline. Although
the Practices subscale (Mjtem = 4.73) shows performance superior to previous national [36]
(Mitem =4.43) and international studies (Ghuloom: 4.14; Negarandeh: 3.83), the discrepancy
between strong theoretical valuation (Attitudes: Mitem = 5.93) and effective application un-
derscores the persistence of the know-do gap [40]. This suggests that nurses value evidence
but apply it less frequently than they idealize. In the Knowledge/Skills dimension, the
obtained value (Mitem = 5.00) reflects a moderate to high level of perceived competency,
almost exactly replicating the national scenario of 2021 (Mjter, = 5.07) [36] and positioning
itself above realities such as Jordan (Mjtem = 4.35) or Kuwait (Mjtem = 3.74). This may indi-
cate a reasonable level of perceived capacity and could also signify that nursing education
in Portugal has been effective in maintaining a baseline level of scientific literacy.

Regarding perceived Emotional Competence, the levels were high, with a global
mean item score of 4.55 (on a 1-6 scale), clearly above the intermediate cutoff of 3.5. This
result demonstrates consistency with previous studies conducted on the Portuguese nurse
population. Comparing our data with the study by Ribeiro Machado et al. [41], which
used the same instrument, reveals an almost total overlap of results: the global mean
was identical in both studies (Mijten, = 4.55), as was the Emotional Coping dimension
(Mitem = 4.57). Scores for Emotional Perception and Emotional Expression were also very
similar. This cross-sectional stability reinforces the robustness of Emotional Competence
self-assessment in the national nursing context. Compared to international contexts, our
results are superior to those found by Katini¢ et al. [42] among emergency professionals
(Mjtem = 3.84). This difference may be explained by the specificity of the emergency context,
often associated with high levels of stress and burnout, which can negatively correlate with
the self-perception of Emotional Competence, contrasting with our more diverse sample.

The analysis of responses to the QABPBE-26 allows for a detailed characterization
of nurses” attitudes towards EBN and identification of the most keenly felt constraints in
daily practice. Consistent with the QECPBE-20 results, the Attitudes subscale obtained the
highest mean item score. As detailed in Table 3, most respondents agreed that implement-
ing evidence-based practices benefits their professional development and that changing
practice based on research is beneficial. These results reinforce the conclusion that the
nursing profession in Portugal demonstrates a positive conviction and intrinsic valuation
of EBN [43,44]. This favorable attitude, however, does not automatically translate into
systematic implementation, as evidenced by the persistent know-do gap, where Knowledge
surpasses effective Practices.

The in-depth analysis of the Barriers subscale confirms the persistence of structural and
individual obstacles that continue to limit the translation of evidence into practice. The most
frequently identified constraints, reflected by higher agreement levels, are concentrated
mainly on contextual and training factors. Concerning the lack of support, a substantial
portion of nurses stated they would feel more confident if assisted by a mentor or if they
received specific training to use research effectively. This pronounced perception of the
need for support from a mentor or facilitator, as well as continuous training as a central
requirement for using research, aligns with priorities described in national and international
literature [43-45].

Simultaneously, organizational barriers emerge consistently, with time scarcity and
the absence of institutional incentives being identified as the most significant obstacles (see
Table 3). These results show high consistency with previous Portuguese studies involving
specialist nurses, in which lack of incentives and available time were also identified as the
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most significant barriers [44]. The persistence of these contextual barriers confirms their
structural nature [45,46].

It is relevant to note that barriers related to the quality and relevance of available
research content received the lowest agreement from the sample. Most nurses disagreed
that available research is irrelevant or of poor quality. This suggests that the main obstacle
is not the evidence itself but rather the capacity to access and utilize that evidence in the
clinical environment. At this level, the perception that computer resources in the workplace
are inadequate remains a persistent constraint that limits literature searching [46].

4.3. Relationship Between Perceived EBN, Attitudes, and Barriers

The correlational analysis confirms favorable attitudes as a significant correlate of
practice, with a moderate association (rs = 0.47; p < 0.001) between Attitudes and overall
EBN adoption. This corroborates that conviction about the benefits of evidence is positively
associated with a greater perception of competency and implementation capability.

However, a particularly relevant finding emerged from the analysis of Barriers. Statis-
tically, the perception of organizational barriers did not correlate with actual EBN adoption
(rs = 0.011; p = 0.54). This result challenges traditional literature, which tends to position
organizational factors as primary determinants of practice. A possible explanation lies in
the nature of the measurement: the instrument assesses the perception of barriers rather
than their objective existence. It is plausible that nurses with high EBN competence possess
a heightened awareness of systemic obstacles precisely because they actively attempt to
implement evidence, whereas those with lower engagement may not perceive these bar-
riers as acutely. Consequently, the absence of a significant negative association implies
that perceived barriers, although reported, do not consistently impede practice among
all nurses. This suggests that individual resources, such as Emotional Competence, may
play a buffering role, allowing professionals to navigate perceived contextual constraints
more effectively.

4.4. Relationship Between Perceived EBN and Emotional Competence

Confirming the central hypothesis of the study, a positive, weak yet theoretically rele-
vant correlation was found between perceived EC and EBN adoption (rs = 0.36; p < 0.001).
This result suggests that emotional regulation may serve as a cognitive resource: by ef-
fectively managing stress in complex environments, the nurse potentially preserves the
mental resources necessary for critical thinking, the incorporation of scientific evidence, and
decision-making, particularly in uncertain environments [13]. Although classical literature
tends to focus on cognitive skills (knowing how to search), these findings suggest that the
capacity for emotional regulation is, in itself, a resource linked to scientific practice. In other
words, the emotionally competent nurse does not just “feel” better; they appear to decide
better, likely due to effective management of the anxiety associated with changing practices.

Multivariable Validation of the EC-EBN Link

Furthermore, the multivariable regression analysis (Table 7) provided a more robust
validation of this relationship. By controlling variables such as academic qualifications
and years of service, our results demonstrate that Emotional Competence is not merely a
covariate of higher education but an independent correlate of EBN adoption. This finding
is critical, as it suggests that while advanced academic training may facilitate EBN (as
shown by the significant impact of Master’s and Doctorate degrees), it is not sufficient on
its own. The psychological capacity to manage emotions adds a distinct and significant
layer of explanation to why some nurses adopt evidence-based practices more frequently
than others, regardless of their academic degree.
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Another relevant finding from the regression model was the independent negative
association between years of professional experience and EBN adoption. This supports the
hypothesis that recent graduates, who are closer to their academic training where EBN is
currently heavily emphasized, may be more engaged with these practices. It highlights a
potential ‘erosion” of EBN behaviors over time in clinical practice, further reinforcing the
need for continuous organizational support and emotional reinforcement to maintain these
competencies throughout a career.

4.5. Relationship Between Perceived Emotional Competence, Attitudes, and Barriers

Finally, the relationship between Emotional Competence and Attitudes towards EBN,
although statistically significant due to the large sample size, was negligible in magnitude
(rs = 0.05; p = 0.005). This suggests that this specific association has limited practical
relevance, indicating that favorable attitudes towards science are likely driven by other
independent factors. However, a weak but significant correlation was found with the
perception of Barriers (rs = 0.20; p < 0.001). Far from being contradictory, this result
indicates that nurses with higher Emotional Competence possess a more acute reading
of organizational reality. Their greater aptitude for change makes them more aware of
the systemic obstacles that need to be managed, evidencing a critical, rather than passive,
engagement with the work context.

Limitations and Directions for Future Research

The interpretation of the findings in this study must be contextualized within several
methodological and conceptual limitations. First, despite the substantial sample size (n = 3014)
and national coverage, the reliance on convenience and snowball sampling resulted in an
overrepresentation of nurses with postgraduate qualifications (Master’s /Doctorate) compared
to the general nursing population. This discrepancy may limit the generalizability of the
findings to professional segments with lower academic differentiation.

Second, the cross-sectional design precludes the establishment of causal relationships.
While the association between Emotional Competence and EBN adoption is theoretically
and statistically robust—confirmed by the multivariable regression analysis—the direction-
ality of this effect can only be verified through longitudinal studies.

Third, the use of self-report measures introduces the potential for social desirability
bias and common method variance, where participants may overestimate both their Emo-
tional Competence and the frequency of their evidence-based practices. Consequently,
the observed results may reflect the perception of competency and evidence use rather
than effective clinical behavior, which is consistent with psychosocial models of health-
care decision-making. However, it is noteworthy that participants distinguished clearly
between their high attitudinal valuation and their more moderate practical implementation.
This divergence indicates that responses were not uniformly inflated by a “halo effect” or
general social desirability, suggesting a credible and critical self-assessment regarding the
know-do gap.

Fourth, although the multivariable model adjusted for key sociodemographic and
professional characteristics, residual confounding cannot be excluded. Specifically, un-
measured psychological constructs, such as self-efficacy or motivational traits, were not
assessed and therefore could not be included as covariates.

Finally, regarding future research, since this study established Emotional Compe-
tence as a transversal independent correlate (consistent across different sociodemographic
profiles), future inquiries should prioritize explanatory models capable of clarifying the
mechanisms of action. Regarding the multivariable analysis, this study focused primar-
ily on the independent association between perceived Emotional Competence and EBN

https:/ /doi.org/10.3390 /healthcare14050660


https://doi.org/10.3390/healthcare14050660

Healthcare 2026, 14, 660

16 of 19

adoption. Future studies should explore more complex hierarchical models to determine
how attitudes and barriers might act as mediating or moderating variables in this rela-
tionship. Additionally, studies testing other mediation effects (e.g., whether Emotional
Competence enhances self-efficacy or reduces burnout, thereby increasing EBN adoption)
would be particularly valuable. Longitudinal designs are also recommended to guide
effective interventions connecting emotional regulation to evidence-based practice.

5. Conclusions

This study, conducted with a national-scale Portuguese sample (n = 3014) obtained
through non-probabilistic sampling, successfully achieved its general objective of analyzing
the relationship between perceived Emotional Competence and the adoption of Evidence-
Based Nursing among nurses registered with the Portuguese Order of Nurses.

Regarding the first specific objective (determining levels of adoption and attitudes),
a persistent gap between “knowing” and “doing” was observed: although nurses value
evidence (demonstrating favorable attitudes), its translation into systematic practice occurs
at levels lower than desirable.

In response to the second objective (analyzing the relationship between adoption and
barriers), no linear association was observed between the perception of organizational bar-
riers and Evidence-Based Nursing adoption in this sample. This result must be interpreted
with caution given the cross-sectional design. It does not imply that external obstacles are
irrelevant; rather, it suggests that the relationship between perceived barriers and practice
is complex and likely non-linear. In this dataset, the perception of barriers was not directly
associated with lower adoption, suggesting that other variables, such as individual coping
mechanisms, may modulate this relationship.

Concerning the fourth objective, this study provides empirical evidence that perceived
Emotional Competence is robustly and independently associated with Evidence-Based
Nursing adoption among nurses. Even after adjusting for sociodemographic factors such as
education level and years of experience, nurses with higher emotional regulation abilities
reported significantly higher adoption of evidence-based practices. This suggests that
Evidence-Based Nursing implementation is not solely a cognitive or academic endeavor
but also an emotional one.

However, the interpretation of these findings must consider the cross-sectional na-
ture of the design, the reliance on self-report measures, and the possibility of residual
confounding. Future research is recommended to test explanatory models (e.g., media-
tion/moderation by attitudes and barriers) to clarify underlying mechanisms and guide
interventions through longitudinal studies.

Implications for Practice

From a practical standpoint, the findings suggest that the promotion of Evidence-
Based Nursing requires an integrated approach that goes beyond addressing structural
barriers like time and resources. To ensure consistent adoption, organizational support
must be combined with professional capacity building through the following strategies:

1 Integration into Education and Training: Evidence-Based Practice training programs
should transcend the technical teaching of research methodology and integrate the de-
velopment of social-emotional skills. Strategies such as reflective supervision, guided
clinical reflection, and emotional regulation training could strengthen nurses’ readiness
to manage the uncertainty of evidence implementation.

2 Organizational Leadership and Culture: Nurse managers and clinical leaders should
recognize Emotional Competence as a professional resource. Leadership should foster
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supportive work environments that encourage critical reflection and shared decision-
making, rather than solely focusing on technical compliance.

3  Holistic Implementation Strategies: The absence of a linear correlation between per-
ceived organizational barriers and practice adoption in this sample suggests that
removing external obstacles is not sufficient by itself. Implementation strategies must
combine organizational support (resources) with professional capacity building (emo-
tional and cognitive resilience) to promote sustained change.

By addressing both the emotional and cognitive conditions underlying clinical
decision-making, this integrated approach may contribute to narrowing the persistent
know-do gap.

Author Contributions: Conceptualization, D.R.M., C.V,, A.L.d.A. and M.M.B.; methodology, D.R.M.,
C.V,, ALd.A., A.B. and M.M.B.; software, D.R.M., C.V,, A.L.d.A. and M.M.B; validation, M.M.B.,
A.Ld.A., AB. and C.V,; formal analysis, A.B.; investigation, D.R.M., C.V,, A.L.d.A. and M.M.B;
resources, D.RM., C.V., A.L.d.A. and M.M.B.; data curation, D.RM., C.V.,, A.L.d.A. and M.M.B,;
writing—original draft preparation, D.R.M.; writing—review and editing, DR.M., C.V,, AL.d.A,, AB.
and M.M.B,; visualization, M.M.B., A.L.d.A. and C.V,; supervision, M.M.B., A.L.d.A. and C.V,; project
administration, D.R.M., C.V,, A.L.d.A. and M.M.B. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was approved by the joint Ethics Committee
CHUSA /ICBAS (reference 2024/CE /P14, approved on 21 February 2024).

Informed Consent Statement: Informed consent was obtained from all participants involved in
the study.

Data Availability Statement: The data presented in this study are available from the corresponding au-
thor upon reasonable request. The data are not publicly available due to privacy and ethical restrictions.

Acknowledgments: The authors would like to thank all the study participants who kindly completed
the survey.

Conflicts of Interest: The authors declare no conflicts of interest.

Abbreviations

The following abbreviations are used in this manuscript:

EBN Evidence-Based Nursing

EBP Evidence-Based Practice

EC Emotional Competence

QABPBE-26  Attitudes and Barriers Questionnaire

QCE Emotional Competence Questionnaire

QECPBE-20 Clinical Effectiveness and Evidence-Based Practice Questionnaire
OE Portuguese Order of Nurses

1. Ernstmeyer, K.; Christman, E. Nursing Management and Professional Concepts, 2nd ed.; WisTech Open: Eau Claire, WI, USA, 2024.
. Palaganas, E.C. Editorial: Closing the Gap: From Evidence to Action. Philipp. |. Nurs. 2012, 82, 1-2.
3. Soll, R.F; McGuire, W. Evidence-Based Practice: Improving the Quality of Perinatal Care. Neonatology 2019, 116, 193-198.

[CrossRef]

4. Cheng, L.; Feng, S.; Hu, Y. Evidence-based nursing implementation in Mainland China: A scoping review. Nurs. Outlook 2017, 65,

27-35. [CrossRef]

5. Clarke, V,; Lehane, E.; Mulcahy, H.; Cotter, P. Nurse Practitioners’ Implementation of Evidence-Based Practice Into Routine Care:
A Scoping Review. Worldviews Evid. Based Nurs. 2021, 18, 180-189. [CrossRef]

https:/ /doi.org/10.3390 /healthcare14050660


https://doi.org/10.1159/000496214
https://doi.org/10.1016/j.outlook.2016.07.016
https://doi.org/10.1111/wvn.12510
https://doi.org/10.3390/healthcare14050660

Healthcare 2026, 14, 660 18 of 19

10.
11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Melnyk, B.M.; Gallagher-Ford, L.; Zellefrow, C.; Tucker, S.; Thomas, B.; Sinnott, L.T.; Tan, A. The first U.S. study on nurses’
evidence-based practice competencies indicates major deficits that threaten healthcare quality, safety, and patient outcomes.
Worldviews Evid. Based Nurs. 2018, 15, 16-25. [CrossRef]

Rosa, C.d.S.R.; Carvalho, A.G.F; Barja, P.R. Soft skills: Desenvolvimento das competéncias do enfermeiro na atualidade. Rev.
Univap 2022, 28, 1-9. [CrossRef]

Najafpour, J.; Keshmiri, F.; Rahimi, S.; Bigdeli, Z.; Niloofar, P.; Homauni, A. Effect of emotional intelligence on the quality of
nursing care from the perspectives of patients in educational hospitals. J. Patient Saf. Qual. Improv. 2020, 8, 37—43. [CrossRef]
Kozub, E.; Brown, L.; Ecoff, L. Strategies for success: Cultivating emotional competence in the clinical nurse specialist role. AACN
Adv. Crit. Care 2016, 27, 145-151. [CrossRef]

McQueen, A.C.H. Emotional intelligence in nursing work. J. Adv. Nurs. 2004, 47, 101-108. [CrossRef] [PubMed]

Rankin, B. Emotional intelligence: Enhancing values-based practice and compassionate care in nursing. J. Adv. Nurs. 2013, 69,
2717-2725. [CrossRef] [PubMed]

Hirschle, A.L.T.; Gondim, S.M.G. Estresse e bem-estar no trabalho: Uma revisao de literatura. Cien. Saude Colet. 2020, 25,
2721-2736. [CrossRef] [PubMed]

Kour, K.; Ansari, S.A. The role of emotional intelligence in leadership effectiveness and organisational behavior. Rev. Gest. Soc.
Ambient. 2024, 18, e06885. [CrossRef]

Brandao, A.; Machado, D. +Literacia emocional: Competéncias emocionais dos enfermeiros. Rev. ROL Enferm. 2023, 46, 4-8.
[CrossRef]

Moraes, YM.P,; Almeida, H.R.A.d. A influéncia da inteligéncia emocional no ambiente de trabalho: Impactos no desempenho e
relagbes profissionais. Revista FT 2025, 29, 1-2. [CrossRef]

Machado, D.R.; Bras, M.M.; Almeida, A.L.d.; Vilela, C. The relationship between nurses’ emotional competence and evidence-
based nursing: A scoping review. Nurs. Rep. 2025, 15, 124. [CrossRef]

Adams, K.L.; Iseler, ].I. The relationship of bedside nurses” emotional intelligence with quality of care. . Nurs. Care Qual. 2014, 29,
174-181. [CrossRef]

Fujino, Y.; Tanaka, M.; Yonemitsu, Y.; Kawamoto, R. The relationship between characteristics of nursing performance and years of
experience in nurses with high emotional intelligence. Int. . Nurs. Pract. 2015, 21, 876-881. [CrossRef]

Melnyk, B.M.; Fineout-Overholt, E. Evidence-Based Practice in Nursing & Healthcare: A Guide to Best Practice, 5th ed.; Wolters
Kluwer: Philadelphia, PA, USA, 2023.

Pereira, R P.G.; Guerra, A.C.P,; Cardoso, M.].d.5.P.d.O.; Santos, A.T.V.M.F.d.; Figueiredo, M.d.C.A.B.d.; Carneiro, A.C.V. Validation
of the Portuguese version of the evidence-based practice questionnaire. Rev. Lat.-Am. Enferm. 2015, 23, 345-351. [CrossRef]
Pinto, A.C.P; Tavares, M.A.S.; Pinto, R.A.d.S.C.; Pereira, R.P.G. Enfermagem baseada na evidéncia: Atitudes e barreiras em
contexto de hemodiélise. Rev. Enferm. Ref. 2023, 6, 1-7. [CrossRef]

Nightingale, S.; Spiby, H.; Sheen, K.; Slade, P. The impact of emotional intelligence in health care professionals on caring behaviour
towards patients in clinical and long-term care settings: Findings from an integrative review. Int. J. Nurs. Stud. 2018, 80, 106-117.
[CrossRef] [PubMed]

Salovey, P.; Mayer, ].D. Emotional Intelligence. Imagin. Cogn. Pers. 1990, 9, 185-211. [CrossRef]

Lewis, S.L. Emotional intelligence in neonatal intensive care unit nurses: Decreasing moral distress in end-of-life care and laying
a foundation for improved outcomes: An integrative review. J. Hosp. Palliat. Nurs. 2019, 21, 250-256. [CrossRef]

Raghubir, A.E. Emotional intelligence in professional nursing practice: A concept review using Rodgers’s evolutionary analysis
approach. Int. J. Nurs. Sci. 2018, 5, 126-130. [CrossRef]

Moreno-Poyato, A.R.; Casanova-Garrigos, G.; Roldan-Merino, J.F.; Rodriguez-Nogueira, O. Examining the association between
evidence-based practice and the nurse-patient therapeutic relationship in mental health units: A cross-sectional study. . Adv.
Nurs. 2021, 77, 1762-1771. [CrossRef]

Dehnavi, M.; Estebsari, F.; Kandi, Z.R.K.; Milani, A.S.; Hemmati, M.; Nasab, A.F.; Mostafaie, D. The correlation between emotional
intelligence and clinical competence in nurses working in special care units: A cross-sectional study. Nurse Educ. Today 2022, 116,
105453. [CrossRef]

Ordem dos Enfermeiros. Anudrio Estatistico 2024. Available online: https:/ /www.ordemenfermeiros.pt/media /37657 /2024
_anuarioestatisticos_nacional_vf2024.xlsx (accessed on 16 February 2026).

Santos, N.L.; Faria, L. Inteligéncia emocional: Adaptacao do “emotional skills and competence questionnaire” (ESCQ) ao contexto
portugués. Rev. Fac. Ciénc. Hum. Soc. 2005, 2, 275-289.

Pereira, R.P.G.; Cardoso, M.].; Martins, M.A.; Martins, T.; Figueiredo, M.C.; Carneiro, A.V. Validacao da versao portuguesa do
Questiondrio de Atitudes e Barreiras em relacdo a Pratica Baseada na Evidéncia. Evidentia 2015, 12, 1-7.

Pestana, H.; Gageiro, J. Andlise de Dados Para Ciéncias Sociais: A Complementaridade do SPSS, 6th ed.; Edi¢oes Silabo: Lisboa,
Portugal, 2014.

Cortina, .M. What is coefficient alpha? An examination of theory and applications. J. Appl. Psychol. 1993, 78, 98-104. [CrossRef]

https:/ /doi.org/10.3390 /healthcare14050660


https://doi.org/10.1111/wvn.12269
https://doi.org/10.18066/revistaunivap.v28i57.2592
https://doi.org/10.22038/psj.2020.41216.1233
https://doi.org/10.4037/aacnacc2016771
https://doi.org/10.1111/j.1365-2648.2004.03069.x
https://www.ncbi.nlm.nih.gov/pubmed/15186473
https://doi.org/10.1111/jan.12161
https://www.ncbi.nlm.nih.gov/pubmed/23621353
https://doi.org/10.1590/1413-81232020257.27902017
https://www.ncbi.nlm.nih.gov/pubmed/32667554
https://doi.org/10.24857/rgsa.v18n2-121
https://doi.org/10.55298/ROL2023.4622
https://doi.org/10.69849/revistaft/ni10202508161501
https://doi.org/10.3390/nursrep15040124
https://doi.org/10.1097/NCQ.0000000000000039
https://doi.org/10.1111/ijn.12311
https://doi.org/10.1590/0104-1169.0367.2561
https://doi.org/10.12707/RVI22119
https://doi.org/10.1016/j.ijnurstu.2018.01.006
https://www.ncbi.nlm.nih.gov/pubmed/29407344
https://doi.org/10.2190/DUGG-P24E-52WK-6CDG
https://doi.org/10.1097/NJH.0000000000000561
https://doi.org/10.1016/j.ijnss.2018.03.004
https://doi.org/10.1111/jan.14715
https://doi.org/10.1016/j.nedt.2022.105453
https://www.ordemenfermeiros.pt/media/37657/2024_anuarioestatisticos_nacional_vf2024.xlsx
https://www.ordemenfermeiros.pt/media/37657/2024_anuarioestatisticos_nacional_vf2024.xlsx
https://doi.org/10.1037/0021-9010.78.1.98
https://doi.org/10.3390/healthcare14050660

Healthcare 2026, 14, 660 19 of 19

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

Streiner, D.L. Starting at the beginning: An introduction to coefficient alpha and internal consistency. J. Pers. Assess. 2003, 80,
99-103. [CrossRef]

Taber, K.S. The use of Cronbach’s Alpha when developing and reporting research instruments in science education. Res. Sci. Educ.
2018, 48, 1273-1296. [CrossRef]

Tavakol, M.; Dennick, R. Making sense of Cronbach'’s alpha. Int. J. Med. Educ. 2011, 2, 53-55. [CrossRef] [PubMed]

Pereira, R.P.G. Eficdcia clinica e préatica baseada em evidéncias: Avaliagao de atitudes, competéncias e praticas. In Teoria e Prdtica
de Enfermagem: Da Atengio Bdsica a Alta Complexidade; Dal Molin, R.S., Ed.; Editora Cientifica Digital: Guaruja, SP, Brasil, 2021;
pp- 15-35.

Abuejheisheh, A.; Tarawneh, O.; Qaddumi, J.A.S.; Almahmoud, O.; Darawad, M.W. Predictors of intensive care unit nurses’
practice of evidence-based practice guidelines. Inquiry 2020, 57, 0046958020902323. [CrossRef] [PubMed]

Ghuloom, S.A.; Kumari, G.; Isa Helal, S.; Mohamed Bayoumi, M. Knowledge, attitudes, practices and related factors among
nurses regarding evidence-based practices in Bahrain. J. Dow Univ. Health Sci. 2022, 16, 125-130. [CrossRef]

Negarandeh, R.; Nazari, R.; Kiwanuka, F; Salisu, W.]J.; Shayan, S.J. Evidence-based practice profiles of nurses: A transcultural
study. Front. Nurs. 2022, 9, 29-35. [CrossRef]

Gassas, R. Sources of the knowledge-practice gap in nursing: Lessons from an integrative review. Nurse Educ. Today 2021, 106,
105095. [CrossRef]

Ribeiro Machado, D.; Almeida, A.L.; Tavares, ]. Competencia emocional y caracteristicas sociodemogréficas y profesionales de las
enfermeras. Enferm. Glob. 2024, 23, 153-193. [CrossRef]

Katini¢, M.; Puljak, L.; Civljak, M. Emotional intelligence and degree of education of healthcare professionals in emergency
medicine. Psychiatr. Danub. 2022, 34, 24-33.

Peixoto, M.].; Pereira, R.; Martins, A.; Martins, T.; Barbieri, C. Enfermagem baseada em evidéncia: Atitudes, barreiras e préticas
entre contextos de cuidados. In Jornadas Internacionais de Enfermagem Comunitdria 2016: Livro de Comunicagoes; Escola Superior de
Enfermagem do Porto: Porto, Portugal, 2017; pp. 26-34.

Pinto, A.C.P; Moutinho, PF.A.; da Mota, L.A.N. Attitudes and barriers to evidence-based practice: Point of view of Portuguese
nurses specialized in medical-surgical nursing. Cent. Eur. |. Nurs. Midwifery 2023, 14, 934-942. [CrossRef]

Ongori, D.M.; Kabo, ].W. Barriers and enablers to implementation of evidence-based practice in nursing: A systematic review of
literature. Int. J. Sci. Res. Arch. 2024, 13, 3036-3046. [CrossRef]

McKenna, H.P,; Ashton, S.; Keeney, S. Barriers to evidence-based practice in primary care. J. Adv. Nurs. 2004, 45, 178-189.
[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual

author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to

people or property resulting from any ideas, methods, instructions or products referred to in the content.

https:/ /doi.org/10.3390 /healthcare14050660


https://doi.org/10.1207/S15327752JPA8001_18
https://doi.org/10.1007/s11165-016-9602-2
https://doi.org/10.5116/ijme.4dfb.8dfd
https://www.ncbi.nlm.nih.gov/pubmed/28029643
https://doi.org/10.1177/0046958020902323
https://www.ncbi.nlm.nih.gov/pubmed/32108531
https://doi.org/10.36570/jduhs.2022.3.1666
https://doi.org/10.2478/fon-2022-0004
https://doi.org/10.1016/j.nedt.2021.105095
https://doi.org/10.6018/eglobal.586691
https://doi.org/10.15452/cejnm.2023.14.0010
https://doi.org/10.30574/ijsra.2024.13.1.1932
https://doi.org/10.1046/j.1365-2648.2003.02879.x
https://doi.org/10.3390/healthcare14050660

	Introduction 
	Materials and Methods 
	Study Design 
	Population and Sample 
	Inclusion and Exclusion Criteria 
	Access to the Population and Data Collection Procedure 
	Variables and Measurement Instruments 
	Ethical Considerations 
	Statistical Analysis 

	Results 
	Sample Characteristics 
	Characterization of the Scales 
	Relationship Between Perceived EBP and Attitudes/Barriers (QECPBE-20 vs. QABPBE-26) 
	Relationship Between Perceived EBP and Emotional Competence (QECPBE-20 vs. QCE) 
	Relationship Between Emotional Competence and Attitudes/Barriers (QCE vs. QABPBE-26) 
	Independent Correlates of EBN Adoption: Multivariable Analysis 

	Discussion 
	Sample Characteristics and Contextualization 
	Levels of Self-Perception: The Know-Do Gap and Emotional Competence 
	Relationship Between Perceived EBN, Attitudes, and Barriers 
	Relationship Between Perceived EBN and Emotional Competence 
	Relationship Between Perceived Emotional Competence, Attitudes, and Barriers 

	Conclusions 
	References

