International Journal of Applied and b\i International Academy of Science,

Natural Sciences (IJANS)
ISSN (P): 2319-4014; ISSN (E): 2319-4022 ‘ : ) Engineering and Technology
éﬁ[&gg—?—sue 6, Oct - Nov 2017; 9 - 20 IASET Connecting Rescarchers; Nurturing Innovations

PERCEIVED BARRIERS OF HEALTHCARE PROVIDERS' ADHEREN CE TO CLINICAL
PRACTICE GUIDELINES OF HYPERTENSIVE DISORDERS OF PR EGNANCY IN
JORDAN: A DESCRIPTIVE, CROSS-SECTIONAL STUDY

SARAH M. ALJA'FREH *, ALA'A ABABNEH 2 & LUBNA ABU-SHAIKHA 3
! ecturer, School of Nursing, Al-Balqa’ Applied Umitsity, Jordan
?_ecturer, Princes Muna College of Nursing, Mutahvérsity, Jordan

*Professor, Faculty of Nursing, University of Jordaordan

ABSTRACT

Rationale, Aims, and Objectives

A better understanding of the potential determisaoit health care providers’ adherence to clinicactice
guideline (CPG) of Hypertensive Disorders of Pregya(HDPSs) is vitally important for guiding the ddepment of
effective strategies to improve the local accepamed actual implementation of HDPs' guideline<linical practice.
Therefore, the purpose of the current study waastess the barriers to implementing CPG of HDPsgstdealthcare

providers (including obstetricians, midwives, angises) in their clinical practice in Jordanian htadp.
Method

A quantitative, cross-sectional design was usedijeguby Cabana et al., (1999) framework of Knowksdg
Attitude, and Behavior. The study was conductedour hospitals: two governmental, one military, ame private,
thus representing the main healthcare sectorsritado Using convenience sampling, all HCPs inclgdibstetricians,
nurses, and registered midwives (n= 284) emplogdtdse hospitals were approached. A self-repaptiedtionnaire titled

“Attitudes Regarding Practice Guidelines” (Lars2fp4) was used.
Results

The questionnaire was returned by 270 (70.3% respoate) ohealth care providers. About thirty-five percent

(n=93) of the respondents were not familiar witk thinical guidelines in their practice, and 31.84486) were not aware
of a guideline’s existence in their practice. Gallgr respondents held favorable attitudes towalidical practice
guidelines. Up to 35% of respondents felt incompiete provide care in accordance with guidelin®gproximately 55%
(n=147) of the respondents indicated that neithey tdon't have enough time nor do they have adoed® necessary
resources and equipment to use the HDPs' guidd@%6, n=66). In relation to patient preferencessignificant
percentage of the respondents (28.9%, n=78) disddgietpatients preferred to see them providing care oomtance
with the HDPs' guidelines.

Conclusion

A number of factors that may facilitate or hindee #tdoption and implementation of CPGs amongst tesaie
providers were identified. Effectual strategieshwéictive participation of healthcare stakeholdbeslth care providers,

and patientsire needful to enhance adherence to CPGs, andosovienpatient outcomes.
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INTRODUCTION

Globally, about 830 women and 7,700 newborn digyeday due to largely preventable complicationg twur
at any time during pregnancy, childbirth, and pastm periods (WHO, 2016). Moreovéor every woman who dies;
around 20 others suffer from severe morbiditiehsag injuries, infections, or disabilities (UNICEFR15;WHO, 2015).
Although maternal deaths have substantially dedlimg nearly 37% since 1990, Ending Preventable MateViortality
(EPMM) is still a major global challenge (Bustreaaé, 2013).

One of the most common leading causes of prevent8blvere Acute Maternal Morbidity (SAMM) cases is
Hypertensive Disorders of Pregnancy (HDPs) (pddity; pre-eclampsia and eclampsia) (Lawton et 2014,
Ghazal-Aswad et al., 2013velikar et al., 2015).HDPs affect approximately 8-10% of all pregnancgdebally
(Duley, 2009; Jim et al., 2010). It is the secoivéat cause of maternal deaths; representing ar@6#a of the estimated
global maternal deaths (Say et al., 2014).

However, aboutt0% - 50% of all maternal deaths and severe mitigsdvere deemed “potentially preventable”
and necessitate improvement of maternity care pimvi(Lawton et al., 2014; Saleem et al., 2014;gB&fr al., 2005).
In developing countries, the prevalence of appetprand beneficial practices to improve maternadl perinatal health
outcomes is low, wherein unnecessary and harmfukmmigy practices are still used; that in turn widlsult in poor
maternal and perinatal health outcomes, inapprprigsse of limited resources, and waste of time amshey
(Villar et al., 2001; Martis & Crowther, 2008; Kdimski et al., 2009; Shaban et al., 2011).

To promote a highly structured, efficient materhaklthcare services and reduce inappropriate i@rgtin
clinical practice, a number of national and intéior@al Clinical Practice Guidelines (CPGs) haverbéeveloped and
endorsed to provide evidence-based recommenddtortbe screening, diagnosis, management, andratfef women
with HDPs (WHO, 2014; National Institute for Healthd Care Excellence (NICE), 2015; ACOG, 2013; R&alege of
Obstetricians and Gynecologists (RCOG), 2010; tlaiadal Partnership for Maternal Safety, 2014; USAR014).
CPGs which are based solely on a critical appraisakientific evidence have been acknowledged hslpful tool for

reducing the gap between policy, best practicelloontexts, and patients’ needs and preferencesi(iet al., 2016).

Clinical Practice Guidelines have a range of pag¢ttenefits for patients, healthcare providerg) healthcare
system in terms of clinical outcomes, hospital@atand outpatient visits, referrals, frequencyaifdratory monitoring,
and healthcare expenditure (Woolf et al., 1999; idaz 2013). Despite the widely documented likelithoaf clinical
guidelines to standardize and improve the qualitgase and strengthen health care system, prewtudies regarding
CPGs have reported low adherence rates amonggshdée@ providers (Lugtenberg et al., 2011; Sharigle 2013,
Ebben et al., 2014; Jun et al., 2016, Adedeji.eP8ll5, Heins et al., 2016, Gustafsson et al.6204ckson et al., 2017).

A variety of studies have focused on identifyingltifaceted factors that have a significant impactamherence
of CPGs amongst healthcare providers and most e$ethwere organized as a framework by many researche
(Cabana et al., 1999; Gruses et al., 2010, Cahdl.£2010, Gifford et al., 2013). These were fthieelated to healthcare
provider characteristics (e.g., knowledge, skillattitudes, age, clinical experience), patient ocotteréstics
(e.g., resistance to nurses’ suggestion, inatiitgccess healthcare services, co-morbiditiesporaompliance), guideline

characteristics (e.g., complexity, level of sciotevidence underlying recommendations), and systeorganizational
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characteristics (e.g., lack of equipment and remesyrlimited time, not in providers’ scope of pregt workload or
understaffing) (Lugtenberg et al., 2011, Franckal €22008, Heins et al., 2016, Buu et al., 201dh €t al., 2008, Ebben et
al., 2015, Williams et al., 2015, Gifford et alQ1B, Keiffer, 2015).

Estimations regarding MMR in Jordan are 58 per @0 live births with an annual rate of reduction from 2005
to 2015 at 0.8%WHO & UNICEF, 2015). About 61% of Jordanian womeiffared from one or more high-risk conditions
during pregnancy, childbirth, and the postparturrigae The highest rate of maternal and perinatathidity is during
pregnancy (41.3%), followed by labor and delived3$.6%), and 18.7% during the postpartum period. siE#ks in third
place as a cause of maternal morbidities and nitoetatirectly after hemorrhage and sepsis (Joedahiigher Population
Council, 2009). As attested by the Jordan Natidwalernal Mortality Study, 52.6% of preventable maté deaths were
due to substandard care provided by HCPs (JHP(®)200

Jordan Health Systems Strengthening Il (HSS IlaigJSAID-funded project work jointly with different
healthcare sectors in Jordan to improve accessdaaality of maternal health care services. Onigsahajor purposes is
to support the development of clinical practicedglines, nursing procedures, and service standarasaternal, neonatal,
and family planning services. Since 2009, an HSSAGs of HDP have been published till this timewdwaer, an analysis
of the Health Systems Strengthening Il (HSS Il)jgcbwith the Ministry of Health (MOH) revealed th#ordan lacked
standardized evidence-based guidelines and clipeaformance checklists to monitor and manage womio

experience, or at risk of developing, Pre-eclamgstdampsia, and other hypertensive disorders (HB®ject, 2014).

A better understanding of the potential determigaft health care providers’ adherence to CPGs oP$Ii3
vitally important for guiding the development offedtive strategies to improve the local acceptanod actual
implementation of HDPs’ guidelines in clinical ptige. Therefore, the purpose of the current study w0 assess the
barriers to implementing CPGs of HDR4SS Il) amongst HCPs (including obstetricians, midwives] aurses) in their

clinical practice in Jordanian hospitals.

METHODS AND MATERIALS

Study Design and Conceptual Framework

A quantitative, cross-sectional design was usedeguby Cabana et al., (1999) framework of Knowksdg
Attitude, and Behavior. As claimed by this framelyorfor clinical guidelines to affect patient outces)
multilateral factors need to be addressed. Theserfawere organized in respect of a cognitive comept, an affective
component, and an ability component. A cognitivenponent was related to determinants affecting piergi knowledge,
including lack of familiarity and awareness of daa guidelines (e.g., volume of information, tinmeeded to stay
informed, and guideline accessibility). An affeeticomponent was related to determinants affectnogigers’ attitude
such as lack of agreement, lack of outcome expegtdack of self-efficacy, and lack of motivatioRatient factors
(e.g., non-compliance or co-morbidities), guidelfaetors (e.g., complexity and plausibility), anadvigonmental factors
(e.g., time pressure, limited resources, orgaminati constraints, lack of reimbursement, and matma liability)

were determinants affecting providers’ behavioreiation to the ability component.
Sample and Setting
The study was conducted in four hospitals: two gowental, one military, and one private, thus repnéing the

main healthcare sectors in Jordan. Using conveaisampling, all HCPs including obstetricians, nsysd registered
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midwives (n= 284) employed in these hospitals vwagproached. HCPs were eligible for this study éytiprovide direct

care for women diagnosed with HDPs and have angitiess to participate in the study.
Data Collection Procedure

Data were collected for a 3-month period from May July 2017. A self-reported questionnaire titled
“Attitudes Regarding Practice Guidelines” (Lars@®04) was used to assess the determinants of adkeete CPGs
amongst nurses and midwives. It's composed of 86rsents / items in two sections: section A (18estants)
investigated health care providers’ perceived daitgants of adherence to CPGs in general, whereasoiseB
(18 statements) investigated health care provideeeteived determinants of adherence to a partiguaeline. Each
statement is rated on a six-point Likert scale mgdrom strongly disagrees to strongly agree. Maistements were
positively formulated and some were reversely pftaghe WHO guidelines for the translation and &atagn of the
instrument (WHO, 2007) were followed to transldte guestionnaire to Arabic language. The questioarshowed a
good test-retest reliability (0.86) and internahsistency (0.80) (Larson, 2004). The demographta dallected were:

age, professional degree, and years of clinicakegpce, professional discipline, and sector oflegment.

The questionnaire was reviewed and adapted by @ pathree experts: two Maternal and Child He&ltirsing
Professors and one Biostatistician for face andterdnvalidity. They were asked to rate each itemt@mms of its
readability, layout, style, and clarity of wordirgguivalence/correctness of the translation, aleaeace to the underlying
construct (Yaghmal, 2003; Polit & Beck, 2006; Oltays, 2012). The questionnaire was protested terrial validity on
a group of 20 healthcare providers (5 nurses, ldwwes, and 5 obstetricians) who did not parti@pat the study
(Burns et al., 2012). Necessary modifications wasagle and health care providers were able to #lighestionnaire in 15

minutes. The questionnaire had a Cronbachialue of 0.71.
Data Analysis

The data were analyzed by the SPSS statisticalagackSPSS) version 21 and coded in accordancethéth
variable’s level of measurement. Descriptive stigis(frequency, percentage, mean, and standaidtie) were used to
describe the participants’ demographics and theincgived determinants of adherence to HDPs' clingradelines.
Inferential statistics including Pearson correlatamd Kruskal Wallis test were used to assessiffezahces in health care
providers’ perceived determinants of adherence BP$! clinical guidelines in terms of their age, seaf clinical
experience, professional degree, professionalplisei and sector of employment. Level of significa was set at as
P - value less thar®.05.

Ethical Considerations

The study procedure was approved by the Institatidteview Boards of the School of Nursing/Universif
Jordan and the selected hospitals. Nurses and wadwiho agreed to participate in the study wenry faformed of the
nature and objectives of the study, data collegtimtedure, their right to voluntary participatiae|f-determination, and
withdrawal without any threat or penalty, and theearcher’s roles and responsibiliti@aonymity and confidentiality of
the information yielded by the questionnaires wergpected and assurddentifying data were kept in an appropriate
way, and entered into locked computer files wieaurity code. Only the researcher had acces®tdata. Hard copies of

data were maintained in a locked cabinet and dgstras quickly as practical.
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RESULTS
Demographics and Professional Characteristics

The questionnaire was returned by 270 (70.3% resspoaste) ohealthcare providers, including 58 obstetricians
(21.5%), 36 nurses (13.3%), 158 Midwives (58.5%)d &8 nurse / midwife (6.7%). The majority of resgents
(77.4%, n=209) were aged between 25 and 45 years,ldss than 10 years of clinical experience (68.8%486),

and were employed at the governmental sector (588%59).

Determinants of Adherence to Clinical Practice Guiélines - in General

Knowledge - Related Determinants

About thirty-five percent (n=93) of the respondewtse not familiar with the clinical guidelines imeir practice,

and 31.9% (n=86) were not aware of a guidelineisterce in their practice.
Attitude - Related Determinants

Respondents generally held favorable attitudes rbvedinical practice guidelines (Figure 1). 72.2%=195)
believed that clinical guidelines improve patientanmes, 78.5% (n=212) believed they helps to statize care and
assure that patients are treated in a consistgntamal more than half of the respondents 55.6%%0¥believed that they
are practicable. Less than 12% believed they arédookbook” and prescriptive (11.1%), are difficid apply and adapt
to their area of clinical practice (10.4%), theist outweighs the benefits (9.6%), or limited thmiofessional autonomy
(11.1%). Yet, 91 respondents (33.7%) preferrecbtdinue their routines and habits rather than &nge.

Behaviour - Related Determinants

Of the 270 respondents, approximately 72% (n=18@8)jcated that clinical guidelines are importantthrir
practice setting, 56.3% (n=152) indicated they mines the risk of practice, liability, and 49.6%voeted that they were
expected to follow guidelines in their practicetisgt Only 3.3% and 10.7% of the respondents irtditahat clinical

guidelines are inconvenient or contradictory, resipely.

However, almost half of the respondents reported there is inadequate organizational support asdurces
(42.2%) or time to stay informed (46.3%) to faailé the implementation of clinical practice guideB. Further, most of
the respondents strongly agreed (49.3%, n=133gred (27.8%, n=75) that patients are generallyvana of clinical

guidelines related to their condition.

Determinants of Health Care Providers’ Adherence tadCPGs of Hypertensive Disorders of Pregnhancy (HDPS)

Knowledge - Related Determinants

Only forty-nine (49.3%, n=133) of respondents wimiliar with the HDPs’ guideline and its evidenoased
recommendations.

Attitude - Related Determinants

Scores on attitudinal statements varied betweeb?b f respondents believed that HDPs’ guidelinbased on
sound scientific evidence, more than half of ttepomdents believed that following HDPS’ clinicaidgline will result in
a reduction in maternal and neonatal morbidity anmtality rates (61.1%, n=165) and an improvemarthe quality of

maternal health care provision (51.1%, n=138), abdut 65.3% (n=152) reported that HDPs' guideline relevant to
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their patient population. The vast majority of resgents (83%, n= 224) believed that the develope¢he guideline is
well qualified and knowledgeable about HDPs. Orily4% and 8.1% of the respondents believed thatdke of HDPs’

guideline outweighs the benefits or it is not picadtto follow.

However, 17% (n= 45) of the respondents felt incetapt to provide care in accordance with the HDPs
Guideline recommendations and around 28.1% (n=ith)tdvish to change their HDPs’ practices, regasdlof what the

guideline recommends.
Behavior - Related Determinants

In relation to guideline characteristics, Only 8.%ffothe respondents indicated that there are ajb@telines
regarding HDPs that contradict with the availalie and less than 5% of the respondents descrileedtrs’ guideline
as cumbersome and inconvenient (4.8%, n=13). By, 36% (n= 97) reported that HDPs’ guideline iadity accessible

to them.

In their practice setting, around two third of tlespondents (66.7%, n=180) reported that they wepected to
use the HDPs’ guideline and 48% (n=128) agreediththey don't follow the HDPs’ guideline, they rhigbe liable for
malpractice. However, approximately 55% (n=147}he&f respondents indicated that neither they d@ve lenough time

nor do they have access to the necessary resamdesquipment to use the HDPs’ guideline (25%, n=66

In relation to patient preferences, a significamtcgntage of the respondents (28.9%, n=78) disaghe¢patients

preferred to see them providing care in accordanttethe HDPs’ guidelines.
DISCUSSIONS

To our knowledge, this is the first study to asspeeceived barriers to implementing clinical guidet of
Hypertensive Disorders of Pregnancy (HDPs) amorigsalthcare providergincluding obstetricians, midwives,
and nurses) in their clinical practice in Jordantawspitals. Our findings showed that a significa®rcentage of
respondents were not familiar with the clinical drlines in their practice, and even were unawar@ @juideline’s
existence of their practice. These findings aresigtent with a multicenter study based on self-rggbdata among 455
ICU health care providers from four provinces ofir@) showing that only 16.3% believed they fully sieaed the
guidelines, whereas 65.6% knew a little about thédglines, and (n=78) knew nothing about the guds|
(Chen et al., 2015). This finding is significanfjce effective implementation of clinical practigeidelines is undermined
by the lucid fact that healthcare providers arbegiincapable of acknowledging the existence ofiglines or answering
guestions about their content (Igbal et al., 2@dstafsson et al., 2016; Fischer et al., 2016;kreradian et al., 2015).

In our study, the majority of healthcare provideed positive attitudes toward clinical practice dgilines in
general and of HDPs in specific. This is in linghwiesults from previous studies in which the migjoof healthcare
providers believed that clinical guidelines aredmhsn a sound scientific evidence, help to stangarand improve the
quality and consistency of care, reduce morbiditgl anortality rates, and were appreciated as valil eseful tools to
assist healthcare providers in clinical judgmehtgy(enberg et al., 2011, Buu et al., 2014). AltHotigey have favorable
attitudes toward clinical guidelines in general &dPs in specific, up to 35% of respondents faetbimpetent to provide
care in accordance with these guidelinEis is congruent with the findings of Perez ef(2012) who surveyed 154

clinicians to identify barriers of adherence toal guidelines and found that more than halthef tespondents were less

Impact Factor (JCC): 4.8764 NAAS Ratj 3.73



Perceived Barriers of Healthcare Providers’ Adherere to Clinical Practice Guidelines of 15
Hypertensive Disorders of Pregnancy in Jordan: A Dscriptive, Cross-Sectional Study

than confident for implementing guidelines and vgignificantly associated with low adherence ratesther, about
one-third of respondents preferreddontinue their daily practices, rather than to g®anThis finding is supported by
other studies which pointed out that despite hawpgropriate knowledge and positive attitudes towainical practice
guidelines, there is no warranty that health ca@vigers will change their routines and habits {es et al., 2010;
Lugtenberg et al., 2011).

Our results indicate that nearly all respondenteed) that clinical guidelines in general and HD@sdeline in
specific are convenient, easy to use, and considtenontrast, a qualitative study using six fogusups conducted with
30 Dutch general practitioners (GPs) showed thatlgfine’s recommendations were unclear or confugigg%),
irrelevant or not being up to date (14%), or toonptex or not easy to use in practice (5%) (Lugteglet al., 2009).
Yet, only 36% of respondentadicated that HDPs’ guideline is readily accessitid them. Similarly, Birrenbach et al
(2016) found that 43% of Swiss physicians idertifigoor accessibility to clinical practice guideknas an important

barrier to their adherence.

Environmental and organizational contexts are eérdleterminants to capacitate and reinforce headtle
providers’ adherence to clinical practice guidedin&he majority of respondents in our study havienawledged the
importance of CPGs in their practice setting, hasvemore than half of them reported that neithey ttion't have enough
time nor do they have access to the necessaryroesoand equipment to use clinical guidelines inegal and HDPs’
guideline in specific. This is comparable to presistudies which highlighted a lack of time anddeguate organizational
support, resources, and equipment as the mairebato clinical guideline adherence (Ploeg, et20lQ7; Birrenbach et
al., 2016; Kiyoshi et al., 2014; Forberg et al.12p

A plenty of literature has recognized the need dotive patient involvement in the development ofmare
patient-centered and preference-sensitive heaéthehacisions as an integral part of clinical practiguidelines
(van der et al., 2010; Loudon et al., 2014; Armsgret al., 2017). In this studg, high percentage of respondents have
consideredgatients’ awareness of and preferences in climoalelines in general and HDPs’ guideline in specifere as

main barriers to their adherence.
CONCLUSIONS

The findings of the current study demonstrated, tietre are a number of factors that may facilitatbinder the
adoption and implementation of CPGs, amongst hecdtte providers. Thus, effectual strategies atedbfit levels
(health care providers, organization, and enviramijrere needful to enhance adherence to CPGs and gmvienpatient
outcomes. Nonetheless, we suggested further studtbsmore in-depth approach (e.g., qualitativengsfocus group

sessions or observational studies).
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