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Abstract

Evidence-based practice is spreading in many healthcare disciplines. One of its main
features is the reliance on the partnership among the three fundamental components, the
best research evidence, the clinician expertise, and the client preference. This study is a
mixed method one that includes both quantitative and qualitative components. A total of
135 participants (66 men, 69 women) participated in the quantitative part with a response
rate of 83.3%, and 10 participants joined the qualitative part. The quantitative component
followed the census approach in which the researcher recruited all the mental healthcare
providers in the Gaza Strip. The method of sampling for the qualitative part was purposive
sampling. The quantitative data was collected via online questionnaire. The qualitative data
was collected through face-to-face interviews. The reliability of the total scale is very
good as the alpha Cronbach= 0.756. The quantitative data was analyzed using the SPSS
software by conducting descriptive, frequency, and inferential statistics. The qualitative
data was analyzed via the content thematic analysis using the NVivo software to find out
the most common themes and codes.

Findings show that those who had up to bachelor degree represented 37.7% of the
respondents, and those who had postgraduate studies represented 62.3%. Most of the
participants (78.5%) were graduated from local universities, and 77.8% of the participants
were working in technical positions. The results show that 81.5% of the participants used
the evidence- based practice during the daily practice, but the frequency and the sources of
evidence were not sufficient. The overall knowledge score among the participants was
66.05% and the overall attitude score toward the evidence- based practice was 60.76%.
The overall practice score was 71.27%, but the actual implementation was not good
enough.

The qualitative results showed that the knowledge, attitudes and practices are not
systematic nor sufficient to fulfil the mental health needs. In addition, they were humble
and depended on personal motives mainly. The institutional factors were obvious in
inhibiting the evidence- based practice due to the lack of sufficient infrastructure, poor
system for the evidence- based practice, lack of policies, unsupportive management, and
poor culture. The institutional barriers to implement the evidence- based practice included
lack of policies, and absence of good appraisal system. The individual barriers to
implement the evidence- based practice included poor research and statistical analysis
skills and lack of knowledge about the evidence- based practice and its significance. The
inferential statistics show that there were no significant differences in relation to the age,
residency, profession, type of university or the profession type indicating that issues
around evidence-based is a cross-the-board.

The study concluded that the knowledge, attitudes, and practices about the evidence- based
practice needs further improvement and development through initiating supporting policies
and strategies that promote the use of evidence base in daily practices.
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Chapter one

Introduction

Evidence-based practice (EBP) is spreading in popularity in many healthcare disciplines
(Sheridan & Julian, 2016). One of its main features is the reliance on the partnership
among the three fundamental components. The first component is the best evidence which
is usually found in clinically relevant research that has been conducted using sound
methodology. The second component is the clinical expertise that refers to the clinician’s
accumulated education, experience and clinical skills. The third component is the patient’s
values which are the unique preferences, concerns and expectations each patient brings to a

clinical encounter (Heneghan et al, 2017).

Healthcare is in need of change. Most of the professionals and health care organizations as
well policy-making bodies are emphasizing on the importance of evidence-based practice
(McCartney et al., 2016). Using this approach to clinical care that incorporates the
conscientious use of current best evidence from well-designed and conducted studies, a
clinician's expertise, and patient values and preferences, health care providers can provide
care that goes beyond the status quo (Fung & Linn, 2015). Health care that is evidence-
based and conducted in a caring context leads to better clinical decisions and patient

outcomes (Grove & Gray, 2018).

Following two decades of research, the scientists worked on improving the client outcomes
and enhancing the recovery process for persons with severe mental illness by providing
effective mental health services (Dang & Dearholt, 2017). Unfortunately, the
implementation of interventions that have been shown to be effective by evidence-based

practices lags significantly behind the actual knowledge. Individuals with severe mental


https://www.sciencedirect.com/topics/nursing-and-health-professions/health-care-organization

disorders such as schizophrenia are unlikely to receive treatment with basic evidence-based

practices in routine mental health settings (Schneider et al., 2016).

This study is an organized trail to understand the evidence-based practice in the mental
healthcare service in the Gaza Strip from the mental healthcare provider ‘perspectives. The
study focuses on the mental healthcare provider’ own knowledge, attitudes and practices
related to the EBP during their daily work within their organizations that may encourage
or inhibit the implementation of the EBP. The importance of the study is gained from
seeking inputs from the key component of the mental healthcare services provision about
their perspectives and implementation of the EBP, in addition to other factors that affect

the EBP.

1.1 Research Problem

The mental health services represent a core part of the provided healthcare services in
Palestine, but there are many challenges that still face the mental healthcare services
provision. Those challenges include lack of effective research, poor monitoring and
evaluation system, lack of scientifically updated protocols for assessment and management
of mental health problems, lack of qualified human resources, and poor infrastructure
(Marie, Hannigan, & Jones, 2016). Till now, there is no systematic data on the knowledge,
the attitudes and the practices of the mental healthcare providers regarding the evidence-
based practice in the Gaza Strip. There is gap in knowledge related to how much mental
health provider are aware about EBP, how they perceive it and to what extent they use it in
daily practices. So, this study focuses on assessing the knowledge, the attitudes, and the
practices of the evidence-based practice in mental healthcare services in the Gaza Strip in
order to provide the policy makers with evidence-based data that helps to prepare short-

and long-term plans related to reinforcing the knowledge, the attitudes and the practices of
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the mental healthcare providers and implementing the evidence-based practice to improve

the quality of the provided services.

1.2 Aim

This study aims at assessing the knowledge, attitudes and practices of the mental
healthcare providers regarding the evidence-based practice in the mental healthcare
services in the Gaza Strip in order to improve the use of evidence-based practice and
optimally reinforce the quality of the provided services which might have positive impact

on clients.

1.3 Objectives

1) To assess the level of knowledge, attitudes and practices of the mental healthcare
providers regarding the evidence-based practice in the Gaza Strip.

2) To identify the strengths and the weaknesses in the evidence-based practice in the
mental health services in the Gaza Strip.

3) To examine variations in knowledge, attitudes and practices of the mental healthcare
providers in reference to the personal and institutional variables.

4) To set recommendations to improve the evidence-based practices in the mental health

services in the Gaza Strip.

1.4 Research questions

1. What is the level of knowledge of the mental healthcare providers regarding the
evidence-based practice in the Gaza Strip?
2. What are the attitudes of the mental healthcare providers regarding the evidence-based

practice in the Gaza Strip?



3. How much do the mental healthcare providers practice the evidence-based in their work
in the Gaza Strip?

4. What is the relationship between the knowledge, the attitudes and the practices and
demographic characteristics (age, gender, educational level, residency, workplace,
university....) of the mental healthcare providers in the Gaza Strip?

5. What are the weaknesses of the evidence-based practice in mental health services in the
Gaza Strip?

6. What are the strengths of the evidence-based practice in mental health services in the
Gaza Strip?

7. What are the lessons learnt and key achievement of the evidence-based practice in the
mental health services in the Gaza Strip?

8. What are the recommendations to improve the evidence-based practice in mental

health services in the Gaza Strip?

1.5 Context of the study

The Gaza Strip is known as one of highest densely populated areas globally with more than
2.1 million people living in 365km? in overloaded areas exceeding 5400 persons/Km
(Palestinian Central Bureau for Statistics, 2021). It is considered as one of the most
devastated areas in the world, as it reached unprecedented levels of poverty,
unemployment and economic hardships, especially after the three consecutive offensives
that took place by the Israeli Occupational Forces (Manzanero et al., 2021). The history of
Palestine is marked by conflict over the one hundred years ago due to challenging political
context that exerted stressful effects on the Palestinians psychological wellbeing and

lifestyles (Marie, Hannigan & Jones, 2016).



The humanitarian situation in Gaza has been deteriorating since 2006; when the Islamic
Resistance Movement HAMAS won the election (Dunning, 2016). Since that time, a
political and economic blockade has been imposed on the Gaza Strip, in addition to the
human rights violations that are already imposed by the Israeli Occupational Forces. The
situation became much worse after the three offensives that took place in 208/2009- 2012
and 2014, as they caused a high number of martyrs and injured people that overloaded the

burden of the already loaded health system (El-Khodary, Samara & Askew, 2020).

The United Nations (UN) reported that most people and mental health institutions in the
Gaza Strip are still struggling to deal with the challenges resulted from the 2014 offensive,
the imposed siege and the previous difficult conditions (United Nations Office for

Coordination of Humanitarian Affairs, 2019).

The hostilities worsened an already dire humanitarian situation driven by the ongoing
Israeli blockade and the unresolved internal Palestinian division (Khamis, 2015).
Consequently, Gazans are at risk of experiencing the consequences of an on-going trauma,
stress, despair, hopelessness, helplessness, and lack of security. As a result, mental health
disorders including posttraumatic stress disorder, generalized anxiety disorder (Thabet,
Thabet, & Vostanis, 2015), depressive disorders, and substance use disorders are becoming

more common among the population (Mana et al, 2015).

The siege has affected all fields of the Gazans’ lives, and the humanitarian situation is
alarming. The basic human needs were denied, goods import and export were restricted,
and people to travel from and into Gaza were denied. In addition, the quality of the
infrastructure has been deteriorating leading to extreme deterioration in the economic
status of the Gaza population (United Nations Office for the Coordination of Humanitarian

Affairs, 2018).



This combined suffering of the Israeli Occupational Forces violations, isolation, siege, and
the internal Palestinian division has left Gaza in a stifling economic situation as several
public health services such as health, water, and sanitation were red flagging, and the

unemployment rate was alarmingly increasing (AbuHabib et al, 2020).

As a result of the chronic economic and political hardship, mental health problems
represent one of the largest but least acknowledged health problems in the occupied
Palestinian territory (OPT). The mental health problems among the Palestinian population
resulted from the combined and accumulated sufferings from the human rights violations,
the imposed siege, the recurrent military attacks, and the changed social dynamic of the

Palestinian house (Marie, Shaabna & Saleh, 2020).

Interestingly, the mental health problems in Palestine remain underreported, under-treated,
and the mental health services underfunded as well as those services are unable to meet the
burden of the mental health needs of the population. There is a significant lack of well-
skilled human resources and sufficient infrastructure resources, in addition to absence of

sustainable funds from the internal and external resources (Jordans et al., 2021).

The mental health services in the Gaza Strip are provided by several bodies including the
Ministry of Health, the Non-Governmental Organizations, and the private sector. The
Ministry of Health (MOH) is considered as the main body of mental health services
provision in the Gaza Strip through its six community mental health services centers and
the psychiatric hospital. The mental healthcare providers in the Gaza Strip provide
different levels of mental health services including the specialized mental health services,
the focused non-specialized mental health services, strengthening the community and

family support services and protection and counseling services (MOH, 2019).



1.6 Palestinian Healthcare System

The Palestinian healthcare system works under pressure due to several factors including
the political instability, the blockade, the rapid growth of population, the lack of internal
resources, the donor's agenda, the poor revenues and the lack of basic materials
(UNOCHA, 2019). Moreover, the fragmentation and lack of coordination between the
different healthcare providers make it worse, in addition to the lack of quality protocols for

primary, secondary and tertiary healthcare services (MOH, 2019).

The health system in Palestine is in a transitional stage and facing specific contextual

challenges linked with the occupation and political conflict (AlKhaldi et al., 2018).

However, the Palestinian healthcare system is still working to improve the quality of health
for the population, and the health indicators are better than the health indicators of the
neighboring countries. It was shown in a previous research those Palestinian hospitals
operating in Gaza Strip perform at a relatively acceptable level, and the performance of
non-governmental hospitals is better with higher degree of total quality management
implementation than the governmental hospitals (Baidoun, Salem & Omran,
2018). Several factors have strengthened the Palestinian healthcare system including the
high level of commitment by health sector staff, the active role of UNRWA and other
NGOs, the contribution of civil society, the national health insurance system that covers
two thirds of the population and the good accessibility and coverage of the majority of the

healthcare services (MOH, 2019).

Healthcare is a basic right for all citizens, and it is primarily the role of the government to
assure high quality healthcare services. The total health expenditure including the
governmental sources and other sources reached 10.7% of GDP (1.419 million US Dollars)

in 2019. The major contribution is from the out of pocket presented by 41%, while the
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government covers 37%. The non-governmental organizations cover 18%, and the private

sector covers around 3% (MOH, 2019).

Health services delivery in Palestine is managed by four main bodies; the government,
UNRWA, NGOs and the private sector. The government through ministry of health is the
major body as it serves as a provider and regulator according to the Public Health Law
(Keelan, 2016). The roles of MOH are regulating and supervising the provision of
healthcare provision, planning the healthcare services in coordination with the different
stakeholders, enhancing health promotion, developing the human resources, managing and
disseminating the health information and ensuring national health expenditure being
allocated according to population needs (MOH, 2019). The total number of primary
healthcare centers in Palestine until 2019 are 743 (583 in West Bank and 160 in Gaza), and
hospitals are 81 (51 in West Bank including East Jerusalem and 30 in Gaza) (MOH, 2019).
In the Gaza Strip, an evidence-based Medicine Unit was established in February 2011 with
the cooperation of the deans of both local medical schools at the time. The EBM Unit’s
wide mission was to promote EBM among health professionals through various activities,
including lectures, workshops, conferences and training courses for both undergraduates

and postgraduates (Elessi, Mokhallalati & Madbak, 2011).

1.7 Mental Health Services

Mental healthcare services are provided by the government, UNRWA, the non-
governmental sector, and the private sector. Governmental mental healthcare services are
offered through the Bethlehem Psychiatric Hospital, Gaza Psychiatric Hospital, and several
community mental health centers that are distributed in Palestine governorates. The
Bethlehem Psychiatric Hospital is located in the West Bank, which has a bed capacity of

320 patients, of whom 30% are chronic epileptic patients. The Gaza Psychiatric Hospital



was established in 1979 and rehabilitated in 1994 has 40 beds (MOH, 2019). Both
hospitals use a traditional biological approach, with conventional pharmacological
therapies and electroshock therapy. However, patients and their families tend to lack
confidence in psychiatric hospitals, which are usually seen as custodial institutions in
which troublesome and frightening people are sequestered (Hattab, et al., 2021).
Despite the presence of several healthcare providers, the MOH is the regulator and the
supervisor of the other providers’ work as the Palestinian public health law indicates. The
MOH has neither a mental health policy nor a comprehensive plan that addresses both
ongoing care for the severely mentally ill and services for those affected by the traumas
and losses of the conflict. Fifteen community mental health clinics are run as part of
primary healthcare services by doctors and nurses who don’t have specialized training in

psychiatry (Diab et al., 2018a).

In 2008, the General Directorate of Mental Health was established to assure the
comprehensiveness and the quality of services. There are six community mental health
services located in the five governorates of the Gaza Strip. The first established center was
Al Sorani Community Center in 1995, then Khanyounis Community Center in 1996, Al
Zawaideh Community center in 2005, Rafah Community Center in 2006, North Area
Community Center in 2008, and West Gaza Community Center in 2008 (MOH, 2019).
The interventions that are provided by the mental healthcare organizations in the Gaza
Strip include primary prevention services, secondary prevention services, and tertiary
prevention services. The primary prevention services focus on health promotion and
awareness media campaigns, while the secondary prevention services focus on providing
medical therapy and psychotherapy to those diagnosed with mental illness. The tertiary
prevention services focus on rehabilitating those affected by the mental illness and aim at

re-integrating them in the community (Diab, et al., 2018b)

9



1.8 Operational definitions

1-

Mental Health: the researcher defined the mental health as the ability to adapt to
the external and the internal stressors and perform very well in the daily life
functions.

Evidence-based practice: the researcher defined the evidence-based practice as all
clinical or decision- making practices that are based on updated research evidence,
the clinical expertise, and the client preference.

Mental healthcare provider: the researcher defined the mental healthcare
provider as any healthcare practitioner who had mental health background and
worked in organizations that provide mental healthcare services for the purpose of

improving an individual’s mental health or treating mental disorders.

10



Chapter Two

Literature Review

2.1 Conceptual framework

The conceptual framework that shaped the different aspects of the study depended on three
factors that may affect the knowledge, the attitudes and the practices of the mental
healthcare providers regarding the evidence-based practice in the Gaza Strip. It was shown
in the literature that there are several variables associated with implementation of the EBP
in healthcare settings, which suggests the complexity of the implementation of EBP. The
first one is the personal factors that include the demographics, the EBP perception and the
self-motivation. The second one is the institutional factors that include the available
education and training programs, the work infrastructure and the regulation and policies.
The third one is the barriers to the EBP that may include personal barriers and institutional

barriers.

EBP Knowledge, attitudes and
practices

Barriers to the EBP

Figure (2.1) Shows the conceptual framework of the study.
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2.1.1 The KAP of the evidence- based practice

The KAP of evidence-based practice are the dependent variables that entails three main
components in the decision-making process in the clinical practice. The first component is
the accumulative knowledge and skills via university education, formal or informal
trainings. The second component is the attitude that reflects one’s perspective and opinion.
The third component is the practice that refers to the actual implementation of the EBP

during daily work.

2.1.2 The personal factors

The study addressed a set of independent variables that were proposed to influence the
KAP about the EBP in different degrees and directions. The conceptual framework was
built to three basic assumptions; the first one is the knowledge, attitudes and practices

usually stem from the inner beliefs and are driven by the personal perspectives,

The following part addresses the possible personal factors:

The Demographic factors: represent personal chrematistics including; age, marital status,
residency, profession, place of work, profession type, type of the university of the last
qualification, educational level. Those factors explore the possible influence of the self and

context on the KAP of the EBP.

The EBP perception: represent one’s belief and perspectives toward the significance of
the EBP in improving the prognosis of the clients and the general outcome on the health
system. This factor is expected to influence the attitude toward the EBP, and consequently

the practice.
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The self-motivation: represent the individual’s own motivation and learning tendency to
learn about new things. This factor is expected to influence the EBP by enhancing the
mental healthcare provider’s desire to be engaged in new and updated management plans.
In addition, this factor has a strong relationship with the changeability; the higher self-

motivation; the increased changeability.

2.1.3 The institutional factors

The second assumption is the institutional support either the formal or the informal plays

the most significant factors that inhibit or encourage the EBP in health settings.

The following part addresses the possible institutional factors:

The education and training: cover university education, formal training and informal
training. This includes education and training on the EBP details, and education and
training thar are based on evidence too. This factor is expected to influence the EBP by
enhancing the knowledge and skills related to the EBP. The more quality based education,

the more enhanced implementation of the EBP.

The work infrastructure: represent the work infrastructure that support the EBP
implementation including the availability of computers, laptops, smartphone, strong
internet connection, updated library, access to international journals and good working
conditions. This factor is expected to have a great influence on the implementation of the

EBP as it is a core part of the institutional physical support.

The regulation and policies: reflect the administrative parts of the institutional factors
including presence of regulations and policies that regulates the EBP and obligate the EBP
implementation in the organizations. Furthermore, it includes the presence of a specialized

evidence-based unit and monitoring ad evaluation unit that sets the strategic goals,
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outcomes, outputs, and the indicators to assure the good tracking according to the agreed
indicators. Moreover, this factor includes the availability of good appraisal system that

considered the EBP implementation as one of highly appreciated section.

2.1.4 Barriers to the EBP

The third assumption is that there are several challenges and obstacles that face the
implementation of the EBP. The study addresses the factors that may inhibit the EBP either

at the level of the personal factors or the institutional factors.

2.2 Literature Review

2.2.1 Evidence- based practice

Evidence-based practice (EBP) was defined as the conscientious and judicious use of
current best evidence in conjunction with clinical expertise and patient values to guide
healthcare decisions (Grove & Gray, 2018). There are different levels of the evidence
based on the strength of the methodology. The best one is the randomized controlled trials
followed by the case-control studies. The case series and expert’s opinion are considered as

a weak evidence as they cannot be generalized (Hain & Keer, 2015).

When enough research evidence is available, the practice should be guided by research
evidence in conjunction with clinical expertise and patient values (Dobson & Dobson,
2018). Occasionally, a sufficient research base may not be available, and health care
decision making is derived principally from non-research evidence sources such as expert
opinion and scientific principles. As more research is done in a specific area, the research

evidence must be incorporated into the EBP (Wong et al, 2015).
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2.2.2 Steps of Evidence-Based Practice

The steps of the EBP starts from asking the right question, searching in the literature,
evaluating the evidence critically, implementing the research findings, and evaluating the
progress (Brownson et al., 2017). There are five defined steps to apply the evidence- based
practice in healthcare. The first one is to ask clinical questions in PICOT format which
stands for population, interest, comparison, outcome and time. The PICOT format includes
mentioning the population of interest, the intervention of interest, the comparison
intervention or groups, the outcome and the time. The second step is to search for the best
evidence among the high standards libraries. The third step is to critically appraise the
evidence-based on the used methodology, the results, the journal’s reputation, the author’s
reputation, the relevance and the targeted population (Echevarria & Walker, 2014). The
fourth step is to apply the evidence following the ethical considerations and taking into
account the patient preference. In addition, the provider should consider the affordability,
the applicability and the accessibility of the intervention. The fifth step is to assess the
performance after implementing the evidence in order to improve the further application of

the evidence keeping up-to-date with the published literature (Abbade et al., 2016).

2.2.3 Levels of Evidence-Based Practice

The level of evidence-based practice varies according to the methodology. There are four
levels of the evidence-based practice. Level 1 that is considered as the strongest type of the
evidence and involves the meta- analysis, the systematic reviews, the experimental studies
and the randomized clinical trials (Murad et al., 2016). Level Il that includes the quasi-
experimental studies. Level 111 that includes the non-experimental studies that depends on
the description of the variables of interest. The strongest descriptive studies are the case-

control studies followed by the cohort studies and the cross-sectional studies (Friesen et al.,
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2017). Level 1V includes the clinicians and experts’ opinions that could be in the form of

clinical practice guidelines or consensus panels (Rousseau & Gunia, 2016).

2.2.4 Evidence- based practice in health settings

Gaining knowledge and skills in the EBP process provides the clinicians with the tools
needed to assure the best client’s outcome. Key elements of a best practice culture are EBP
mentors, partnerships between academic and clinical settings, clearly written research, time

and resources, and administrative support (Hall & Roussel, 2020).

Despite the availability of evidence-based protocols for the majority of health diseases, the
actual implementation in daily care delivery is still vague and not consistent among all

healthcare providers (Yarber et al., 2015).

The lack of research on the outcomes and the implementation made it harder to adopt the
EBP or impose it on the health organizations (Wolffe et al., 2019). The practice will made
safer by putting what is learned from research into practice (Lemieux et al., 2018). The
implementation of the EBP is a complex process that needs the coordination between the
client’s preference, the professional expertise and the best available research. In addition, it
requires the presence of policies and the strategies that regulates the implementation phase

(Rith-Najarian, Daleiden & Chorpita, 2016).

2.2.5 Evidence- based practice in mental healthcare services

The mental health disorders are prevalent with some variations worldwide, and the
psychotherapy is one of the main treatment approaches that are followed to manage the
mental health clients. Despite their significance, there are not sufficient research that
support the psychotherapy use for all mental health disorders, and this increased the focus

on the need for evidence-based psychotherapies (Walker, McGee, & Druss, 2015).
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The American Psychological Association developed a policy on the EBP of psychotherapy
based on the three components of the EBP; the best research evidence, the clinician
expertise and the client’s preference (Townsend & Morgan, 2017). The best research
evidence refers to the information extracted from the best research methodology studies
including meta-analyses, randomized controlled trials, case-control studies, cohort studies,
single-case reports, systematic case studies, and clinical observation (Craighead & Dunlop,
2014). The policy emphasizes on the use of the EBP in clinical decision making, setting
the management plan, fostering the therapeutic alliance, and getting the best possible
outcomes (Blease, Lilienfeld, & Kelley, 2016). This policy ensures that the psychotherapy
effectiveness is affected by the client characteristics, the developmental history, the
personal strengths, the economic status, the perceived concerns, personality structure, the
social support, and family and sociocultural factors (Brimhall et al., 2016). Up to the
1950s, research into the efficacy of psychoanalysis was limited to subjective observational
studies reported by Freud and other eminent professionals. Such studies are open to bias

and are deviated from the best scientific approaches (Essali, 2017a)

There are several advantages of the EBP for the mental healthcare providers and the clients
(Rousseau, & Gunia, 2016). It is more ethical and consistent with the medical practice to
act based on relevant data that is based on research and evidence rather than rely solely on
the personal opinions that are affected by the personalities and interests. The EBP can
complement the clinical expertise when making judgements and can guide the

management approach to better prognosis (Van et al., 2019).

Applying evidence-based principles ensures that providers use the best existing evidence
as a starting point, while simultaneously affording them flexibility to each client (Hunsley

& Mash, 2010). Adoption the evidence-based practice ensures that the healthcare providers
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can critically appraise the data available and implement it considering the individual client
circumstances (Essali, 2017b). When the evidence is appraised and fully understood,
providers can decide if and how to incorporate it into practice (Greenhalgh, Howick, &
Maskrey, 2014). In addition, using evidence-based psychotherapies helps providers
determine the best treatment plans especially during situations in which there are limited
data or experience. In fact, for clients who suffer from multiple medical and psychiatric
comorbidities, using evidence-based treatments offers providers a starting point to develop

complex treatment plans (Gone, 2015).

The expertise of the mental healthcare providers plays a significant role in determining the
adherence to the EBP as the more expertise the mental healthcare providers has, the less
updated to the new knowledge, guidelines, or standards of care, the poorer clients progress,

and the more resistant to change (Kelloway, 2017).

Mental health services research in the Arabic region needs significant development and
improvement as there is a near absence of effective mental health research with lack of
evaluation studies on the quality of the mental healthcare services (Maalouf et al., 2019).
The menta healthcare services face several challenges related to the political instability and
poor developmental programs in the Arab countries, however researchers in the Arab
countries tried to design model of care for the mental healthcare services that is suitable to

the cultural background and sensitive to the religious beliefs (Hamaideh, 2016).

It was previously published that despite the emphasis on the use of evidence in mental
health, most psychiatrists and mental healthcare providers are still unfamiliar with the

methods and philosophy of EBP (Rojjanasrirat & Rice, 2017).

18



In addition, research shows that the mental healthcare providers’ knowledge about the EBP
is humble and does not result in evidence- based practice to the majority of the clients, and
there is a ten years lag between the actual practice and the research findings (Malik,
McKenna & Plummer, 2015). This lag resulted in actual waste of time, efforts and

resources, and undermined the client’s progress and outcomes (Alshehri et al., 2017).

There is a significant gap between the knowledge obtained from the clinical trials and the
effective management of mental health disorders (Barzkar, Baradaran, & Koohpayehzadeh,
2018). This gab was described by the mental health providers who use the psychotherapy
as a treatment modality without evidence research about the applicability of the conducted
clinical work (Connor et al., 2017). The question about the effectiveness of the
psychotherapy models is still raised due to the lack of structured monitoring measures, and
lack of sufficient knowledge about the available international guidelines and resources

(Reichenpfader, Carlfjord, & Nilsen, 2015).

2.2.6 The personal factors

The personal factors are core components that affect the knowledge, the attitudes and the
practices of healthcare providers regarding the EBP (Djulbegovic & Guyatt, 2017). The
sociodemographic factors including the years of experience, the age, and the type of work
were associated with better implementation of the EBP, in addition to the engagement into
research activities and the better perceived personal ability to use research evidence in
practice (Connor et al., 2017). In a similar context, the sociodemographic factors including
higher educational background, more years of clinical nursing experience, current position
as a manager or educator, more experience in nursing research activity, and education in
research methodologies were associated with enhanced skills and knowledge in clinical

nursing settings, and client’ outcome as well (Tomotaki A, Fukahori H, Sakai I, 2020).
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Interestingly, that education level was related to the knowledge and the practice of the EBP
suggesting that several professional education programs increased the emphasis on the
skills needed to implement EBP, however the attitude is mostly affected by the culture

around (Baatiema et al., 2017).

Several research studies presented the correlation between the age and the knowledge
toward the EBP (Kalavani, Kazerani, & Shekofteh, 2018) as the older the professional, the
less knowledge about the EBP (Townsend & Morgan, 2017). The motive to changes and
the learning tendency tended to be better with younger age professionals (Orta et al.,
2019). Furthermore, it was found in the literature that the EBP perception, and intrinsic
self-motivation to implement the gained knowledge and skills may predict EBP future
implementation among the nursing students (Underhill et al, 2015). The higher motivation
and learning tendency, the higher level of knowledge, attitudes and practices of the EBP in
a health setting (Heneghan, et al., 2017). Preliminary research found that the learning
tendency and motivation are highly associated with the EBP in health settings (Rousseau &
Gunia, 2016). In addition, there is a strong relationship between the attitude toward the
EBP and the self-efficacy which is presented by the one’s belief in his/her ability to

provide quality-based services (Schiele et al., 2014).

The personal experience and the inner motivation were the core factors that improved the
knowledge and attitude toward the EBP (Malik, McKenna, & Plummer, 2015). As part of
the personal factors, a previous study presented that changeability as a component that is
related to the degree of flexibility to accept change. The study showed that having a high
rate of changeability acts as a facilitator to improve the EBP in health settings (Awan,

Siddiquei, & Haider, 2015). In addition, the greater the perceived benefits about the
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outcomes would enhance the EBP, and the greater the costs would undermine it (Dobson

& Dobson, 2018).

2.2.7 The institutional factors

In addition to the personal factors that are associated with the EBP, the institutional factors
are considered as a main block for the implementation of EBP in healthcare settings. The
EBP implementation require institutionalization by setting a clear and sustainable long-
term structure for the EBP that cannot rely only on the personal efforts but entails all
possible factors that may have an impact (Shelton, Cooper, & Stirman, 2018).

Research found that specific institutional constructs influence adoption and sustainability

of new practices. Those constructs include institutional culture, institutional climate, and
implementation climate (Locke et al, 2019), and studies from health settings suggested that
the institutional constructs are highly predictive of the EBP implementation (Sayer et al,

2017).

The investment into the EBP infrastructure was the predominant factor to the
implementation in major Chinese hospitals. The study participants described the
institutional support and the infrastructure as the engines for enhancing the EBP in health
settings (Hong & Chen, 2019). A systematic review on 49 articles concluded that the
presence of policies and procedures, in addition to sufficient data and research resources
was marked as the heart of the EBP in healthcare settings (Shafaghat et al., 2021).
Similarly, the availability of strong internet connection in the mental health organizations
motivate the employees to look for new research via online resources (Abdulwadud et al.,
2019). Moreover, sufficient resources including the technology infrastructure for the EBP
and physical working conditions make it easier to replace the daily clinical practice by new
evidence- based practice (Kozleski, 2017). A previous research suggested that the presence
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of digital sources of evidence is one of the building blocks of effective EBP in any

organization that enhances the informatics of evidence (Bonham et al., 2014).

Importantly, the human resources component plays a significant role in closing the gap
between the research and the practice in health settings via capacity building that focus on
both the knowledge and skills that support the sustainable EBP implementation
(Brownson, Fielding, & Green, 2018). Interestingly, engaging the frontline workers in
decision-making and EBP discussions is a strong factor that reinforce the frontline

workers’ beliefs and trust in the proposed new interventions (Barry et al., 2019).

In addition, the supervisor- supervisee relation play a significant role in enhancing the
implementation of EBP, and the positive leadership is associated with more favorable
clinician attitudes toward adopting EBP (Padmanabhan et al., 2019). The non- financial
incentives including motivation, appreciation and leadership including the transformational
and the transactional styles present a core component of enhancing the positive attitude
toward the EBP in mental health settings (Ryan, 2016). The leadership is important in the
adoption of new innovations across a range of institutional contexts (Breytenbach, ten
Ham-Baloyi, & Jordan, 2017). Research suggested that taking motivation measures can
appropriately reinforce positive work behaviors and a greater sense of trust in the
supervisor-supervisee relationship and lead to greater openness toward adopting evidence-

based practices (Parker-Jenkins, 2018).

2.2.8 Barriers to the evidence- based practice

The barriers to the EBP are wide and numerous. A previous research categorized the
barriers to institutional and individual based. At an institutional level, the main issues
identified were evidence-based practice was of a low management priority, poor

dissemination of the new guidelines, absence of plans for professional development, and
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poor infrastructure. The institutional factors play a significant role in enhancing the EBP in
mental healthcare services and absence of clear policy and standards undermine the
implementation (Knaak, Mantler, & Szeto, 2017). The infrastructure is crucial in
maintaining long-term and quality based EBP in mental health settings including the
technology-related infrastructure or learning-suitable climate (Bach-Mortensen, Lange, &
Montgomery, 2018). The informational support via training and engaging in regular
discussion play an important role in setting the responsibility of the professionals toward

improving their work procedures and outcomes (Williams, Perillo & Brown, 2015).

At the individual level, the main issues were the personal motivation, the lack of clarity
about roles and practice, and the poor understanding of research methodology and
statistical analysis (Fiset, Graham, & Davies, 2017). Interestingly, the poor quality of life
and lack of satisfaction regarding life conditions were found to be an obstacle to adhere to

the EBP especially in conflict areas (Farokhzadian, Khajouei & Ahmadian, 2015).

In a previous research, the participants indicated that stigma, human resource shortages,
fragmented service, and lack of research capacity for implementation contribute to the
current mental health treatment gap (Wainberg et al., 2017). In addition, research barriers,
lack of resources, lack of time, inadequate skills, and inadequate access, lack of knowledge
and financial barriers were found to be the most common barriers to EBP (Sadeghi-

Bazargani, 2014).

Moreover, a study with community nurses showed that the most significant barriers were
poor technology facilities, poor client cooperation and difficulties in influencing changes
within health settings (Malik, McKenna & Plummer, 2015). The poor cooperation of the
client and his/her preference affect the implementation of the EBP negatively due to the

fear of using new method and being subjected to experience (Harvey & Gumport, 2015).
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Furthermore, another research suggested a number of barriers that include the rapid rate of
medical knowledge development that are hard to be followed, and the increased workload

compared to the working hours (Wainberg et al., 2017).

The lack of awareness about the significance and impact of the EBP is one of the
challenging but easily to overcome by training and awareness; people cannot implement
any act if they don’t believe in (Hall et al., 2019). Limited time for retrieving and
interpreting research and for applying research to individual patients has been cited by
numerous authors as a major reason clinician do not incorporate evidence in their practices

(Camargo et 1., 2018).
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Chapter Three

Methodology

This chapter aims at clarifying the procedures that the researcher followed in order to
achieve the objectives of the study. The researcher clarified the study design, the study
population, the study period, the study sampling, the study instruments, the data collection
procedures, the response rate, the data entry and analysis procedure, the scientific rigor of
the tools, the ethical considerations, and the limitations of the study that the research

followed throughout all the phases of the study.

3.1 Study design

The design of this study is cross sectional triangulated study. Methodological triangulation
provides a combination between quantitative and qualitative paradigms to validate findings
from one method with another and to enhance understanding of the facts on the ground

(Donovan & Sanders, 2005).

3.2 Study settings

The study was conducted in the mental health organizations in the Gaza Strip including the
governmental mental health organizations that work under the umbrella of the Ministry of
Health involving both the psychiatric hospital and the six community centers. In addition,
the study involved nine local and international non-governmental organizations that

provide mental health services to the population.

3.3 Study population

For the quantitative part: The study population included all mental health providers who

work either at MOH or NGOs; their total number is 179.
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For the qualitative part: The study population was the key informants who work either at

MOH or NGOs and work in senior and policy making positions.

3.4 Inclusion criteria

The individual was considered eligible based on the following criteria:

1. Works at an organization that provide mental health services.
2. Works as a mental healthcare provider.

3. Has a degree in medicine, nursing, psychology, social work or occupational therapy.

3.5 Exclusion criteria

1. Work at any organization other than the MOH or NGOs.
2. Volunteer or students at the targeted organizations.

3. Does not have a mental health background but administrative background.

3.6 Study period

This study was initially proposed in May 2020. The research proposal has been submitted
to and defended in the front of the School of Public Health assigned committee in June
2020. At its development, the research proposal described the entire process and the
preliminary designs of the data collection, data analysis methods and tools. Upon the
approval, the researcher developed the required tools depending on the literature. The
researcher has consulted a group of ten experts at the arbitration stage before the
finalization of the tool; all of them have responded. The arbitration stage lasted for five
weeks including refining of tools in the light of reviewers and the academic supervisor’s
feedback. In August 2020, a peer was asked to propose Arabic translation of the tool. In
September 2020, the researcher applied translation-back translation method and consulted

a second peer to ensure language appropriateness. In doing so, the researcher tested the
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questions with three other individuals who are not familiar with the English language. The

purpose was to ensure Arabic-Arabic easiness and appropriateness.

Early in September 2020, the tool was ready to go for data collection. Piloting took place
between 11 and 14 September 2020. Actual data collection started on 26 September

through 26 October 2020.

Initial analysis of quantitative data was done between October and November 2020 prior
to the last stage of data collection and validation which took place in December 2020 and
January 2021(Qualitative data collection stage). Compiling results and reporting started
before and in parallel to qualitative data collection. The researcher extracted findings,
created descriptive tables and performed inferential statistical analysis, and then
explained findings through linking them to relevant pieces of the literature and inputs

obtained during the KllIs.

3.7 Study participants

For the quantitative part: The quantitative part of the study depended on the census
approach as we targeted all mental healthcare providers who were fit to the inclusion
criteria in the targeted organizations; MOH and NGOs. The total number of the mental
healthcare providers was 161 participants, while the number of who actually responded
was 135 participants. The response rate is 83.3%. The lists of the mental healthcare

providers were taken from the organizations, and they were contacted one by one.

For the qualitative part: The sampling was non-probability purposive sampling as we
needed to understand the institutional factors and personal factors that may affect the
evidence-based practice in the mental health services from the key informants. We

recruited ten key informants from either the MOH or NGOs who work in senior and policy
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making positions. We selected the participants in a way that represented the mental health

organizations and covered men and women in the targeted organizations.

3.8 Study instruments

For the quantitative part: The researcher collected the quantitative data using a
questionnaire that was developed by the researcher based on the literature review, the
objectives, the experts’ expertise and the work expertise. The questionnaire was self-
administered and formatted based on the five-point Likert scale. The questionnaire was

administered as an online google form, and it covered the following parts:

The demographic data

- The use of the EBP, the knowledge about EBP

- The attitude regarding the EBP, the practice of EBP
- The institutional factors of the EBP

- The barriers against the EBP

- The suggested recommendations

After formulating the draft of the questionnaire, the researcher contacted ten experts for
validation. The researcher took the experts’ comments and feedback into consideration in
order to prepare the final questionnaire. The questionnaire was built in English, and it was
translated and back translated by two professional translators in order to preserve the
validity of the items in both languages; the English and the Arabic. The researcher piloted
the use of the questionnaire to assess the reliability and validity of it, and the researcher
modified according to the results of the pilot phase. Annex (1) and (2) show the

questionnaire in Arabic and English.
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For the qualitative part: The researcher conducted an individual semi-structured interview
with ten key informants from both the MOH and NGOs. The interview protocol was
developed by the researcher based on the literature review and the academic supervisor’s
feedback. The initial results of the quantitative part were taken into consideration, and the
researcher tried to fill the gaps from the quantitative part by in-depth discussions. The
interview protocol consisted of twelve major questions that aimed at assessing the
knowledge, attitude and practices of the mental healthcare providers in the targeted
organizations, in addition to the institutional factors, the barriers and the recommendations.
The researcher prepared twelve major questions but elaborated on them according to the
objectives of the study and the flow of the discussion. Annex (3) and (4) show the

interview protocols.

3.9 Scientific Rigor

39.1 Reliability:

For the quantitative part: To ensure reliability during the pilot study, the researcher
prepared a guide for the data collection procedure to ensure standardization and to reduce
filling errors. Checking and verification the filled questionnaires have been done at the end
of each data collection day, so error identification, correction and prevention were more
feasible. The psychometrics of the questionnaire were tested twice through the statistical
analysis software Statistical Package for Social Sciences (SPSS) and indicated high
reliability (Cronbach’s Alpha coefficient was 0.756). Reliability of the actually collected

data of each domain and the total scale are presented below.
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Table (3.1): Reliability estimates for domains and the entire scale

Domain Cronbach’s Alpha
Knowledge domain (12 questions) 0.603
Attitude domain (20 questions) 0.696
Practice (16 questions) 0.659
Institutional factors (12 questions) 0.908
Barriers (32 questions) 0.917
Total scale reliability 0.756

For the qualitative data, an expert was asked to suggest a sample and to review the
schedule. A peer has assisted re-analyzing the data and recorded transcripts to minimize
the effect of the researcher’s subjectivity. Minutes were taken during the KII and also

digital recording took place in the five Klls.

3.9.2 Validity:

For the quantitative part: the questionnaire (English and Arabic versions) was constructed
through a series of procedures that were based on the international literature in order to
best serve the study objectives. Then the constructed tool was validated through ten expert
reviewers who advised regarding internal content validity and appropriateness for
statistical analysis in order to ensure content related validity. Translation and reverse
translation have been conducted. Arabic translation was tested by two relevant individuals
prior to piloting. The questionnaire was nicely formatted in order to ensure face validity.
This included appealing layout, logical sequence of questions, clarity of instructions such
as skipping and professional production. Also, general reliability, validity and

trustworthiness (for the quantitative) measures were implemented including;

- Interviewing large sample

- Standardization of tools
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- Referring to internationally recognized tools
- Daily checking and verification
- Standardization of implementation

- Peer and members check

For the qualitative part, the followings were done to assure trustworthiness. First, the
researcher sent the interview protocol to five experts to assure that they cover all the
required dimensions, in addition to the feedback from the academic supervisor. Then, a
member check was done to assure accuracy and transparency of the transcripts during the
interviews. Prolonged engagement was done as the researcher tried to probe for answers
and cover all the interview dimensions properly. In addition, recording the interviews

enhanced tracking up facts and re-check the accuracy of the transcripts.

3.10Pilot Study

For the quantitative part, 20 respondents were interviewed to fill the questionnaire. The
researcher recruited the respondents who had the same characteristics of the target group.
This aimed at exploring the appropriateness of the study instruments, the clarity of
meanings and rating, the time it takes to fill the questionnaire in, and to expect response
rate. As a result, few rephrasing and explanations were added to some questions, and the

twenty filled questionnaires were excluded from the study.

Furthermore, it aimed at ensuring the appropriateness of the psychometrics of the tool and
to validate the collected information. Reliability analysis was performed and results
were reassuring; therefore, these questionnaires were included in the final set of data

collection tool.
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For the qualitative part, one KII was conducted with a male participant in Gaza City who
works in a senior position in NGO. As a result, questions were rephrased and ordered

differently.

3.11 Ethical considerations

In this study, carefulness has been exercised to ensure that the rights of the participants
are protected. The Modified International Code of Ethics Principles (1975), known as
the Declaration of Helsinki, which is adopted by the World Medical Assembly were
followed and an official letter of approval to conduct the research was obtained from the
Helsinki Committee- Gaza Strip and has been mentioned in Annex 5. In accordance with
the Principles of the Helsinki Ethical Declaration, every participant in the study received a
complete explanation of the research purposes, method, and confidentiality. Every
participant in the study knew that participation in the research was optional. Written
consent on the google form was obtained from the participants who participated in the
study; the google form questionnaire was programmed not to continue the questionnaire if
the participants choose not to participate. Additionally, formal permission for taking notes
and tape recording of the KIIs were obtained. Last but not least, to increase the responses
credibility, the researcher adhered to the Ethical Code Principles, through providing
and maintaining anonymity and confidentiality. The researcher assumed that other

ethical rights were protected through respect for people and respect for truth.

3.12 Data collection

The researcher started data collection after getting the necessary approvals from the
Ministry of Health and the NGOs, in addition to the ethical approval from the Helsinki

Ethical Committee and the academic supervisor.
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For the quantitative parts, the researcher prepared the questionnaire after a series of
validation and piloting procedures. Then, the researcher contacted the heads of the targeted
organizations to provide her with the lists of the professionals. The researcher prepared a
google form to be used in data collection. The researcher contacted the participants via
phone to explain the study aims and methodology and to get their provisional approval to
participate. After that, the researcher sent SMS to the participants that contained the link of
the questionnaire and the consent form. Three days after, the researcher sent another SMS
to remind the participants to fill the questionnaire. The researcher informed the participants

that they can ask her for any inquiry.

For the qualitative part, the researcher prepared the KII protocol and validated it via
consulting five experts and the academic supervisor. The researcher recruited the sample,
and scheduled the interview explaining the study aims, methodology, and confidentiality
issues. Thirty minutes before the interview, the researcher sent reminders via SMS, and she
conducted the interview starting from the verbal consent, introducing questions, ice-
breaking questions, major questions, minor questions, and closing. The researcher tried to
probe during the interview in order to elicit the interviewee’ perspectives about the EBP in
the mental healthcare services. The researcher recorded, transcribed and analyzed the

interviews to reflect the main themes of the them.

3.13 Response rate

All sample members were called for voluntary participation based on an informed consent
from each one of them before administration of any tool. For the quantitative part, the
response rate reached 75.4% (135 responded out of 179). Also, all interviewees who were

invited to participate in the KllIs had positively responded.
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3.14 Data entry and analysis

For the quantitative part: throughout the data collection, the researcher reviewed the
results on the google form on a continuous basis. Data entry model has been designed and
questionnaires and variables were coded and entered into the developed database using the
computer software program SPSS version 23. Open ended questions were entered and
coded using the Excel software. The process of data entry was performed in two days as
the researcher got the data entered on an excel sheet automatically from the google form.
Then, data cleaning was performed through checking the frequencies of all variables and

looking for illogical values.

General frequencies were done to figure the responses and to identify missing data
for each question. Data recording and computation have been performed where
negatively phrased questions have been converted when means were calculated. Thus, the
overall scaling went in a logical direction; higher values indicate positive situations (e.g.,
presence of favorable items or absence of unfavorable items). In addition, central
tendency measures were performed including descriptive frequencies, mean, median,
mode, standard deviation (SD) and frequency tables. The researcher used inferential
analysis to test the statistical significance of differences. An in-dependent t-test was used
to compare the knowledge, attitudes, and practice of EBP mean scores of the in-dependent
variable with two categories such as gender. One-way Analysis of Variance (ANOVA) test
was used to compare the knowledge, attitudes, and practice of EBP mean scores of the in-
dependent variable with more than two options such as governorates. Additionally,
correlation test was applied to associate the overall knowledge, attitudes, and practice of
EBP score with independent continuous variables such as age. Moreover, stepwise

multiple regression was applied to identify the best predictors of the overall the
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knowledge, attitudes, and practice of EBP score among the studied independent variables.

The statistical difference is regarded as significant when the P value equals or below 0.05.

For the qualitative part: interviews were recorded, transcribed and entered into NVivo, a
computer program that assists in the analysis of textual data by facilitating textual analysis
and interpretation by means of various coding procedures. The analysis of the data focused
on the content of the participants’ perspectives, opinions, and experiences. The analysis
was conducted using the categorizing process in thematic analysis (Glaser & Strauss,
1967). This process of categorization involved open coding, selective coding, comparison
and categorization and re-reading and modifying. In open coding interviews transcripts
were repeatedly read and key issues mentioned by respondents were noted. In selective
coding key phrases, statements and comments were labelled and categorized according to
their content with the assistance of the NVivo. Categories were then created by identifying
similarities and differences in the content of the statements that were labelled. Finally, the
researcher modified the structure of the findings by re-reading the original narratives and
modifying the analyzed data accordingly. NVivo was used to call up all the linked data
within each category for the final examination to ensure that the model developed in the
analysis accurately represented the data. The above process resulted in a composite list of
overarching themes that represented the knowledge, attitudes and practice toward the
evidence-based practice in the mental health services in the Gaza strip, in addition to the

institutional factors that may affect the EBP and the barriers to implement it.

3.15 Study Limitations

The researcher faced a significant limitation presented by the refusal of the GCMHP to
collaborate in the quantitative data collection. The researcher contacted the Director

General of GCMHP officially to get his permission to collect the data from the
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professionals, but he refused to cooperate after three weeks waiting. The academic
supervisor tried to help to seek permission, but GCMHP insisted not to cooperate for

unclear purposes which led to affecting the response rate negatively.

Furthermore, the community spread of the COVID-19 pandemic in the Gaza Strip occurred
late in August; one month before the data collection. As a result, the accessibility to the
target group was negatively affected. The researcher tried to overcome this problem by
approaching the target group through alternative ways including phone calls, online
questionnaire and SMS. Moreover, the mental health needs and gaps were changed at the
time of data collection due to the COVID-19 pandemic, which may affect the results.
Based on that, the researcher recommends conducting a study on the EBP during

emergency situations.

In addition, the study is an analytical study that represents moderately strong evidence, so

the researcher recommends conducting other studies with a stronger degree of evidence.

Moreover, the researcher was working at Gaza Community Mental Health Program during
the data collection time, so possible bias may be obvious. For that, the researcher tried to
maximize the means of objectivity in order to get highly accurate and objective data, and

she was supervised closely by the supervisor.
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Chapter Four

Results and discussion

The results of this study were consolidated from the responses of the study participants
and verified through in-depth discussions with purposefully selected individuals

who participated in ten individual semi-structured interviews.

The following sections provide an overview of demographic characteristics of the study
sample. As the reader moves on, more analytical results show up to describe the
knowledge, the attitudes and the practices toward the evidence- based practice of the
mental healthcare providers in the Gaza Strip. In addition, the results show the institutional
factors and the barriers that affect the EBP. The descriptive tables illustrate the results

compiled from the total respondents (N=135) unless otherwise indicated.

4.1 Descriptive statistics

4.1.1 Demographic characteristics:

The total number of the quantitative part of the study’s participants was 135; 51% were
men and 49% were women. The percentage of women in the study is different from the
percentage of women among the health workers in Gaza governmental organizations
presented by 29% (PCBS, 2019). This could be related to the gender mainstreaming
policies that the organizations adopt, and improved the educational level of women in the
Gaza Strip (Aburaida, 2021). The average age of them was 36.38 years (SD= 8.38), the
minimum age was 22 years and the maximum age was 59 years. Of them, 30.4% aged
from 19 to 30, 45.9% aged from 31 to 40, 15.6% aged from 41 to 50, and 8.1% aged from

511to 59.
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Of the participants, 14.8% lived in North Gaza governorate, 40.7% lived in Gaza
governorate, 24.4% lived in the middle zone governorate, 11.9% lived in Khan Younis
governorate, and 8.1% lived in Rafah governorate. The geographic distribution of the
participants in the five governorates of the Gaza Strip is relatively similar except for
Khanyounis governorate (PCBS, 2020), and this is due to refusal of several participants to

fill the questionnaire in Khan Younis.

Table (4.1): Distribution of responses by the demographic characteristics (N= 135)

Item Category NO %
Gender Male 66 48.9%
Female 69 51.1%
Age group 19- 30 years 41 30.4%
31-40 62 45.9%
41-50 21 15.6%
50-59 11 8.1%
Mean= 36.38, SD= 8.38
Residency North Gaza Governorate 20 14.8%
Gaza Governorate 55 40.7%
Middle Zone Governorate 33 24.4%
Khan Younis Governorate 16 11.9%
Rafah Governorate 11 8.1%
Marital Status Not married 31 23%
Married 104 77%
Educational level Up to bachelor degree 51 37.7%
Post graduate studies 84 62.3%
Type of the university of the | Local university 106 78.5%
last qualification University from Arab country 23 17%
International University 6 4.4%
Current job Psychiatrist/ physician 12 8.9%
Psychologist 61 45.2%
Social worker 24 17.8%
Psychiatric nurse/ nurse 38 28.1%
Place of work Ministry of Health 105 77.8%
Non-governmental organizations 30 32.2%
Type of profession Managerial 5 3.7%
Technical 105 77.8%
Both 25 18.5%
Position General practitioner 105 77.8
Head of unit 11 8.1%
Head of department 19 14.1%
No of clients 0-30 clients 93 68.8%
31-60 22 16.2%
61-90 7 5.2%
>90 13 9.8%
Mean= 34.14, SD=16.432
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As indicated in table 4.1, the majority of them 77% were married, while 23% were not
married. Regarding the highest education level they reached, 37.7% had up to bachelor
degree level and 62.3% had postgraduate degree level. Most of them represented by 78.5%
got their highest educational degree from a local university, while 17% participants got it
from an Arab university and 4.4% got it from an international university. This is consistent
with the Gaza context as people cannot travel abroad to study in international universities
due to the movement restrictions. The profession of the participants varies as 8.9%
participants were psychiatrists, 45.2% were psychologists, 17.8% were social workers, and
28.1% were psychiatric nurses. The distribution of the participants based on their
profession is similar to the distribution that was published by the General Directorate of
Mental Health that works under the umbrella of the Palestinian Ministry of Health (MOH,

2020).

As table 4.1 shows, they worked in different organizations; 77.8% worked in the
Palestinian Ministry of Health, 32.2% worked in several non- governmental organizations.
Most of them represented by 77.8% were engaged into technical work, 3.7% were
managerial employees, and 18.5% were both technical and managerial employees. The
majority of them represented by 77.8% worked as general practitioners, 8.1% worked as
heads of units, and 14.1% worked as heads of departments. The average number of clients
that the participants deal with on a weekly basis was 34.13 clients (SD= 16.403), the
majority 68.8% dealt with 0-30 clients weekly, 16.2% dealt with 30-60 clients weekly,

5.2% dealt with 60-90 clients weekly, and 9.8% dealt with more than 90 clients weekly.

4.1.2 The use of evidence- based practice in mental healthcare services

The results showed that 81.5% participants used the evidence- based practice in their work

in mental healthcare services provision, while the remaining did not. The frequency of the
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use of the evidence-based practice among those who indicated they used it varied as 54.4%
participants used it most of time, 22.8% used it sometimes, 15.8% participants used it all
the time, 7% participants used it rarely. In addition, 17.1% of the participants indicated that
they used it on the last day, 34.2% of the participants used it in the last week, 27.9% used it
in the last month, and 20.7% used it in the last three months. Although the majority of the
participants indicated that they use the evidence, the frequency of using it is not
satisfactory. This is consistent with the results of the qualitative part as 45-year female
mental health provider indicated, “at my workplace, the use of evidence varies as some use

it regularly on daily basis, some use it occasionally, and some do never use it”.

Regarding the reasons for the use of the evidence- based practice, around two thirds of the
participants (65.5%) used it for diagnostic purposes, 53.1% used it for client care modality
purposes, 52.2% used it for treatment purposes, 30.1% used it for drug-related purposes
and 1.8% used it for other purposes including health promotion and awareness purposes. A
46- old male mental health provider mentioned, “We usually look for e-articles to find out

possible available treatment methods as they change very fast”.

Regarding the source of looking for the EBP, 56.4% of the participants used the book
journals and textbooks as a source of evidence, 12.7% used online journals, 23.6% used
search engines, 0.9% used university websites and 5.2% used other sources of evidence
including the organization protocols and trainings in some mental health topics.
Interestingly, the qualitative results showed that the main source of the evidence was the
internally validated protocols that were developed by the organizations’ employees with
some sort of support from external experts who assisted in adapting the international
protocols to the Palestinian context with limited supervision on the implementation phase.

The majority of them mentioned the DSM V as a source of EBP in mental health for the
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first time, and the exact articulation around the DSM V reflected their work’s context and
the limited EBP resources in their organizations. They said that they relied on the DSM V
in assessment and diagnosis, and they had enough training on the DSM V by external
experts in psychiatry. They also mentioned that they used several psychotherapy protocols
including the Cognitive Behavioral Therapy and Dialectical Therapy after getting training
from external experts, a 53-year male mental health provider indicated, “we refer basically
to the clinical procedures manual that was developed by our organization, in addition to
the DSM V, CBT manual, DT manual and the family therapy manual that were adapted to

our context”.

Regarding the motives behind the use of the EBP as table 4.2 shows, 76.1% were
motivated by the work requirements, 60.2% were motivated due to personal efforts, 15.9%
were motivated due to management support, 8% were motivated by the peer effect, and
0.9% were motivated by other factors including the moral motives and the feeling of
responsibility as they mentioned. Consistently with the qualitative results, the respondents
mentioned that their motives toward the EBP stemmed from their beliefs in its highly
effective outcomes at the beneficiary and managerial levels. In addition, they considered
their learning tendency and motivation as prominent roots for the positive attitude they
showed toward the EBP. Contrasting to the quantitative results, they complained that the
managerial bodies were not supportive in terms of financial and non-financial incentives,
and there were not written obligation nor written policy that regulated the EBP in their
workplaces, a 43-year female mental health provider reported, “we apply the EBP as an
individual effort that is not sufficiently appreciated from the managers. We apply it
because we want to help the clients in a better way and reinforce our skills in diagnosis

and assessment”.
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Table (4.2): Distribution of responses by the use of evidence- based practice

Item Category NO %
Ever used the Evidence based practice in Yes 110 81.5%
your work No 25 18.5%
Most of time 62 54.4%
. Sometimes 26 22.8%
The frequency of using the EBP Rarely 8 7%
Not at all 18 15.8%
Last day 19 17.1%
The last time of using the EBP in work Last week 38 34.2%
Last month 23 20.7%
Treatment purpose 59 52.2%
Diagnosis 74 65.5%
The reason of using the EBP in work Medication related 34 30.1%
Care modality 60 53.1%
Others 2 1.8%
Book journals and | 62 56.4%
textbooks
The source of evidence Online journals 26 23.6%
Search engines 14 12.7%
University website 1 0.9%
Others 7 5.2%
Personal effort 68 60%
Work requirement 86 76.1%
. Influence of others 9 8%
The motive to use the EBP Support from the 18 15.9%
management
Others 1 0.9%
Not at all 14 10.4%
The frequency of looking for scientific Less than 3 times weekly 78 57.8%
articles on e-resources From 3 to 6 times weekly | 40 29.6%
More than 6 times weekly | 3 2.2%
Not at all 31 23%
The frequency of looking for scientific Less than 3 times weekly 83 61.5%
articles in libraries and books From 3 to 6 times weekly 19 14.1%
More than 6 times weekly | 2 1.5%
. L Yes 109 80.7%
Ever received training in the EBP NG 6 19.3%
Yes 80 59.3%
Presence of clinical guidelines workplace No 55 40.7%
I don’t know 0 0
- . - . Yes 85 63%
Ever participated in a clinical audit before No 50 7%
- . Yes 85 63%
Ever participated in a research study before No 50 7%
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Similar to the study findings, the personal experience and the inner motivation were the
core factors that improved the knowledge and attitude toward the EBP (Malik, McKenna,
& Plummer, 2015). As part of the personal factors, a previous study presented that
changeability as a component that is related to the degree of flexibility to accept change.
The study showed that having a high rate of changeability acts as a facilitator to improve
the EBP in health settings (Awan, Siddiquei, & Haider, 2015). In addition, the greater the
perceived benefits about the outcomes would enhance the EBP, and the greater the costs
would undermine it (Dobson & Dobson, 2018). Supportive resources and leadership can
facilitate the changes into each organization and make it easier to overcome the common
daily practice and replace it by an EBP (Kozleski, 2017). Leadership emerges as salient in
the public health sector, with recent research showing that positive leadership in mental
health agencies is associated with more favorable clinician attitudes toward adopting EBPs
(Padmanabhan et al., 2019). Interestingly, adopting the participatory approach and
engaging the frontline workers in the EBP discussions seemed to be a strong factor that
reinforced the frontline workers’ beliefs and trust in the proposed new interventions (Barry

et al., 2019).

Regarding the frequency of looking for scientific articles on e- resources, 57.8% looked for
scientific articles on e- resources less than 3 times weekly, 29.6% from 3 to 6 times
weekly, 10.4% never looked for scientific articles on e-resources, and 2.2% more than 6
times weekly. Moreover, 61.5% looked for scientific articles on books less than 3 times
weekly, 14.1% from 3 to 6 times weekly, 23% never looked for scientific articles on e-
resources, and 1.5% more than 6 times weekly. A 46- old male mental health provider

indicated, “people don'’t like to read, who still reads!”
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Of the participants, 80.7% received training in the evidence- based practice, and 19.3% did
not. In addition, 59.3% participants indicated that there were clinical guidelines at their
workplaces while the remaining indicated that there were not. Furthermore, 63%
participated in conducting clinical audits and research studies before. Compared to the
qualitative results, the respondents indicated that they and their colleagues did not receive
either formal or informal training on the EBP. Some of them received training on the
research methodology as part of the capacity building plan of their organizations, but the
training was not enough to reinforce their knowledge and skills in the research field due to
the lack of future vision, monitoring, and sustainability of those training; as they
mentioned. On the other hand, they reported that all mental health related training they
received were based on evidence; as they assumed. The variation between the quantitative
result and the qualitative results can be related to the misinterpretation of the question; the
respondent considered the mental health trainings that based on international guideline as
an EBP training, a 45- year male mental health provider mentioned, “we did not have a
specific training on the EBP, but all of the mental health training we have are based on
evidence. We were not trained on the basics of the EBP, the levels of it, nor how to look for

it

The participants mentioned the DSM V, the Mental Health Gap Action Program (mhGAP),
the Psychological First Aid manual (PFA), and the CBT manual as examples for the
limited clinical guidelines they had at their workplaces. Similar to previous research, the
adherence to the use to clinical guidelines remains low resulting in suboptimal client care
and waste of resources (Ament et al., 2015). Despite that the clinical guideline became a
familiar and integral part of the clinical practice, the professionals still prefer their own

experience over the evidence approved treatment modalities (Slade et al, 2016).
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Interestingly, the participants mentioned that those resources were adapted by committees
that consisted of mental healthcare provider to fit the Palestinian context, and this
adaptation was individual’s expertise based. They declared that there were not specific
scientific committees that were responsible to prepare the clinical guidelines and supervise
the clinical work in an organized systematic manner; the existing committees worked
irregularly in response to unclear managerial needs, a 45-year female mental health
provider reported, “actually there are some clinical guidelines, but they are not updated or
imposed on the professionals. External experts with mental healthcare providers adapted

them to the context without clear long-term vision or implementation guide”.

4.1.3 Knowledge about the evidence-based practice

The overall knowledge among the participants regarding the evidence-based practice was
66.05% (minimum= 25%, maximum = 96.43%, SD= 11.02%). The overall knowledge is
the mean of the seven items of the knowledge domain. The knowledge of the participants
varied; 16.1% of them strongly disagreed that the EBP is only updating the information via
reading resources, 67.7% disagreed, 0% did not know, 14.5% agreed, and 1.6% strongly
agreed. In addition, 0% of them strongly disagreed that the EBP is the conscious, explicit
and judicious use of current best evidence in making decisions about the care of patients,

0.7% disagreed, 5.2% did not know, 48.9% agreed, and 45.2% strongly agreed.

Table 4.3 shows that 0.7% of them strongly disagreed that the EBP is composed of best
research practice evidence, patient’s preference, and therapist expertise, 2.2% disagreed,
11.9% did not know, 56.3% agreed, and 28.9% strongly agreed. Moreover, 2.2% of them
strongly disagreed that they are aware about the steps of applying the EBP, 7.4%

disagreed, 25.2% didn’t know, 57.8% agreed, and 7.4% strongly agreed Also, 1.5% of
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them strongly disagreed that they are aware about the levels of the EBP, 9.6% disagreed,

25.2% didn’t know, 57.8% agreed, and 5.9% strongly agreed.

In addition, 0.7% of them strongly disagreed that they understand the research
methodology, 4.4% disagreed, 22.2% didn’t know, 59.3% agreed, and 13.3% strongly
agreed. Finally, 0.7% of them strongly disagreed that they know several search engines
that help to seek the best research evidence, 5.2% disagreed, 23.7% didn’t know, 58.5%

agreed, and 11.9% strongly agreed.

Table (4.3): Distribution of responses by the knowledge about the EBP

a2 U — > 2 <
Item s | & s5g| & | & S S
& g |22 8 |34 2
D < D < o
I think that EBP is only updating | NO 22 91 0 20 2
information via reading % 16.1% | 67.7% 0% 145% | 16% 29.44%
resources
The EBP is the conscious, NO 0 1 7 66 61
explicit and judicious use of
curr_ept best evidence in making % 0 0.7% sous | 48.9% | 45.2% 84.63%
decisions about the care of
patients
EBP is composed of best NO 1 3 16 76 39
research practice evidence, 27 50%
patient’s preference, and % 0.7% 22% | 11.9% | 56.3% | 28.9%
therapist expertise
| am aware about the steps of NO 3 10 34 78 10 65.19%
applying the EBP % 22% | 7.4% | 252% | 57.8% | 7.4%
| am aware about the levels of NO 2 13 34 78 8 64.26%
EBP % 1.5% 9.6% 25.2% | 57.8% 5.9%
I understand the research NO 1 6 30 80 18 70.00%
methodology % 0.7% 44% | 22.2% | 59.3% | 13.3%
| know several search engines NO 1 7 32 79 16
that help mt_a to seek the best % 0.7% 5ou | 237% | 58.5% | 11.9% 68.89%
research evidence
Overall Knowledge= 66.05%
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Contrasting to that, the qualitative results show that most of the respondents indicated that
the term “evidence- based practice” was a new term, and they were not familiar with it,
however they assumed they could guess its meaning based on the words used and their
expectations. A 28- old female mental health provider, “actually it is my first time to know
this term, but | can guess what is it about. | expect that it is about using the updated
protocols and textbooks; that’s what I think”.

It was previously published that despite the emphasis on the use of evidence in mental
health, most psychiatrists and mental healthcare providers are still unfamiliar with the
methods and philosophy of EBP (Rojjanasrirat & Rice, 2017). In addition, research shows
that the mental healthcare providers’ knowledge about the EBP is humble and does not
result in evidence- based practice to the majority of the clients, and there is a ten years lag
between the actual practice and the research findings (Malik, McKenna & Plummer, 2015).
This lag resulted in actual waste of time, efforts and resources, and undermined the client’s
progress and outcomes (Alshehri et al., 2017). They expected that the term is about using
the new updated protocols and guidelines in assessment and management of clients. In
addition, they reported that the EBP could mean applying the latest treatment modalities
based on the textbooks and the online journals rather than the expertise of the
professionals. They agreed that the expertise of the professionals was neither classified as
an EBP nor the use of the old guidelines, a 42-year male mental health provider mentioned,
“Actually, the term is new to me, and I don’t have enough knowledge about. It is easy to
understand its meaning; it is mostly about using the updated protocols in assessment and

management instead of relying on own expertise”.
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Furthermore, contrasting to the quantitative results, they reported that their colleagues at
their organizations did not know the term as a single meaningful approach, and they
expected that they would also guess the meaning without actual knowledge. They reported
that they had a very humble knowledge of the steps of applying the EBP, the levels of the
EBP, the trusted resources of the EBP, and the research methodology. Their modest
knowledge about the EBP was not organized, simple, and not based on evidence as they
did not have a training on it, and their knowledge was based basically on the interpretation
of the wording components. A 42- old male mental health provider said, “we don’t know
the details of the EBP as we were not trained on how to look for the best evidence or its
steps and levels”.

4.1.4 Attitude toward evidence- based practice

The overall attitude among the participants regarding the evidence-based practice was
60.76% (minimum= 32.14%, maximum = 84.62%, SD= 10.6%). The overall attitude is the
mean of the fifteen items of the attitude domain. Of the participants, 0% of the participants
strongly disagreed that application of EBP is crucial to apply the best patient care, 0%
disagreed, 6.7% didn’t know, 48.9% agreed, and 44.4% strongly agreed. In addition, 0% of
them strongly disagreed that EBP application in mental health can reduce the stigma, 3%
disagreed, 9.6% didn’t know, 54.8% agreed, and 32.6% strongly agreed.

Furthermore, 0.7% of them strongly disagreed that EBP should be an integral part of
clinical practice, 0.7% disagreed, 12.6% didn’t know, 51.1% agreed, and 34.8% strongly
agreed. Moreover, 20.4% of them strongly disagreed that previous clinical expertise is
more crucial than the EBP in choosing the assessment and management plans, 52.7%
disagreed, 0% didn’t know, 24.7% agreed, and 2.2% strongly agreed. Also, 7.8% of them
strongly disagreed that adoption of EBP is a waste of time and additional burden on the

mental health provider, 21.4% disagreed, 0% didn’t know, 58.3% agreed, and 12.6%
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strongly agreed. Consistent with the qualitative results, the respondents indicated that the
EBP would be interestingly important in the mental healthcare services provision, as it
would improve the assessment and management methods which would improve the quality
of the services accordingly. They believed that adopting the EBP approach in their
organizations would add a scientific value to the provided services, and this would help in
systemizing the work effectively. In addition, they expressed their support for considering
the EBP as an integral part of the clinical practice that should be disseminated among all of
the professionals. Furthermore, they reported that adopting the EBP would be time, effort,
and resources saving not consuming and not a burden but an asset for the mental health
provider, a 37-year female mental health provider indicated,” from our organization’s
expertise, we highly support the EBP and we try to fully adopt it. It helped to improve the
quality of work and save time and effort”.

In a similar study, respondents stated they held generally positive attitudes and beliefs
regarding EBP, with a majority contending that: they agreed or strongly agreed that EBP is
necessary 90%, literature is useful to practice 82%, EBP improves the quality of patient
care 79%, and evidence helps in decision making 72%. Sixty-one percent of the
respondents stated they either disagreed or strongly disagreed that using evidence in

practice places unreasonable demands on them (Saunders & Vehvildinen-Julkunen, 2016).
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Table (4.4): Distribution of responses by the attitude toward EBP

Item 2 § 8 g § @ ] § §
R 8 |+ B2 &
Application of EBP is crucial to NO 0 0 10 66 60 33.87%
apply the best patient care % 0% 0% 6.7% | 48.9% | 44.4% '
EBP application in mental health | NO 0 4 13 74 44 61.65%
can reduce the stigma % 0 3% 9.6% | 54.8% | 32.6% '
EBP should be an integral part of | NO 1 1 17 69 47 38,350
clinical practice % | 0.7% | 0.7% | 12.6% | 51.1% | 34.8% '
Previous clinical expertise is more | NO 28 71 0 33 3
crucial than the EBP in choosing 42.99%
the assessment and management % | 204% | 52.7% | 0% | 24.7% | 2.2% '
plans
Adoption of EBP is waste of time | NO 11 29 0 79 17
and additional burd'en on the % | 78% | 21.4% | 0% | 58.3% | 12.6% 38.38%
mental health provider
| prefer to use trusted and used NO 17 75 0 41 3
methods in my qrganlzatlon % | 126% | 553% | 0% | 30.1% | 1.9% 54.25%
instead of adopting new method
I am interested in using the EBP NO 1 3 21 91 19 34.46%
in my daily practice % | 0.7% | 2.2% | 15.6% | 67.4% | 14.1% '
| have the motivation to learn new | NO 1 1 4 59 70 23.66%
things % | 0.7% | 0.7% 3% | 43.7% | 51.9% '
| believe I have enough expertise | NO 15 67 0 47 6
to manage my clients without the 84.44%
need to review the available % | 11.2% | 495% | 0% | 34.6% | 4.7% '
evidence
I would like to learn about the NO 6 25 23 57 24 79.26%
EBP via informal trainings % | 44% | 185% | 17% | 42.2% | 17.8% '
I would like to learn about the NO 2 3 9 69 52
\I,Evlgrkwa formal training in my % | 15% | 220 | 6.7% | 51.1% | 38.5% 79.63%
I think that | would use the EBP if | NO 18 75 0 37 5 72 96%
| were younger % | 13.1% | 55.6% | 0% | 27.3% | 4% '
I think that integrating the EBP in | NO 15 39 0 70 11
university curriculum is just a % | 119% | 29% 0% 5204 8% 86.3%
burden on the students
I would apply the EBP in my NO 29 68 0 33 5 62.59%
work if | got financial incentives % | 21.6% | 50.5% | 0% | 24.3% | 3.6% '
I would apply the EBP If | got NO 30 80 0 14 1
non-financial incentives like 80.74%
acknowledgement by my % | 295% | 58.9% | 0% | 10.7% | 0.9% '
supervisors
Overall attitude= 60.76%
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In addition, 12.6% of them strongly disagreed that they prefer to use trusted and used
methods in my organization instead of adopting new methods, 55.3% disagreed, 0% didn’t
know, 30.1% agreed, and 1.9% strongly agreed. Furthermore, 0.7% of them strongly
disagreed that they are interested in using the EBP in my daily practice, 2.2% disagreed,
15.6% didn’t know, 67.4% agreed, and 14.1% strongly agreed. Moreover, 0.7% of them
strongly disagreed that they have the motivation to learn new things, 0.7% disagreed, 3%
didn’t know, 43.7% agreed, and 51.9% strongly agreed. In a qualitative study, Freeman
and Sweeney (2001) provided several quotations that illustrated the range of emotions
associated with increasing the use of evidence in practice. Words that were used to
describe implementation of clinical evidence were “anxious,” “hard work,” “risky,” and

“hassle.”

Also, 11.2% of them strongly disagreed that they believe they have enough expertise to
manage their clients without the need to review the available evidence, 49.5% disagreed,
0% didn’t know, 34.6% agreed, and 4.7% strongly agreed. In addition, 4.4% of them
strongly disagreed that they would like to learn about the EBP via informal training, 18.5%
disagreed, 17% didn’t know, 42.2% agreed, and 17.8% strongly agreed. Furthermore, 1.5%
of them strongly disagreed that they would like to learn about the EBP via formal training,
2.2% disagreed, 6.7% didn’t know, 51.1% agreed, and 38.5% strongly agreed. Preliminary
research found that the learning tendency and motivation are highly associated with the
EBP in health settings (Rousseau & Gunia, 2016). In addition, there is a strong relationship
between the attitude toward the EBP and the self-efficacy which is presented by the one’s

belief in his/her ability to provide quality-based services (Schiele et al., 2014).

Moreover, 13.1% of them strongly disagreed that they would use the EBP if they were

younger, 55.6% disagreed, 0% didn’t know, 27.3% agreed, and 4% strongly agreed. Also,
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11% of them strongly disagreed that they think that integrating the EBP in university
curriculum is just a burden on the students, 29% disagreed, 0% didn’t know, 52% agreed,
and 8% strongly agreed. In addition, 21.6% of them strongly disagreed that they would
apply the EBP in their work if they got financial incentives, 50.5% disagreed, 0% didn’t
know, 24.3% agreed, and 3.6% strongly agreed. Finally, 29.5% of them strongly disagreed
that they would apply the EBP in their work if they got non-financial incentives, 58.9%
disagreed, 0% didn’t know, 10.7% agreed, and 0.9% strongly agreed. The non- financial
incentives including motivation, appreciation and leadership including the transformational
and the transactional styles present a core component of enhancing the positive attitude
toward the EBP in mental health settings (Ryan, 2016). This is congruent with the notion
that leadership is important in the adoption of innovations across a range of institutional

contexts and technologies (Breytenbach, ten Ham-Baloyi, & Jordan, 2017).

On the other hand, they believed that clinical expertise is crucial in mental healthcare
services provision but not enough nor effective for many reasons. First, they considered the
clinical expertise is an individual based in terms of development and utilization, and each
professional has her/his own experience and interpretation for the experience. Second,
there was no guarantee on the outcome of the clinical expertise due to the lack of effective
monitoring and evaluation. Third, the updating of the clinical expertise was questionable
and mostly it stopped at a time point as they expressed, a 53-year male mental health
provider mentioned, “we have good expertise, but we don’t know how effective it is. In
addition, the expertise differs from person to person and depends on the individual own’s

perceptions and knowledge. We actually repeat our expertise over years”.

Moreover, the respondents welcomed formal and informal training that could enhance

their knowledge and practice of the EBP in their work, and they expressed their deep
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welling to learn new treatment guidelines and practice updated healthcare modalities.
Furthermore, they believed that the poor trust in the institutional management is another
root for their support for the EBP. Although the respondents showed a positive attitude
toward the EBP, they mentioned that a large number of their colleagues were not
supportive of adoption of the EBP in their workplaces, and they would show great
resistance to it. They indicated that the number of the colleagues who supported the EBP
would be much lower than those who did not due to several factors. First, they believed
that age presents a core factor for enhancing the positive attitude toward the EBP as the
old-aged professionals preferred to depend on their expertise and old used methods, and
refused clearly the application of the newly updated protocols. Those colleagues believed
that their clinical expertise is the main factor that guides their work, and they felt upset,
unappreciated and anxious when they were criticized for this. Second, they indicated that
the lack of knowledge about the EBP and its significance presents a barrier on persuasion
of the colleagues on the need to adopt the EBP. Third, the devastated working conditions
and economic hardship of the professionals that included the insufficient salaries and poor
income limited the professionals’ interest to getting the basic needs only. They believe that
the EBP is a luxury and they didn't care about this; they needed their salaries first, a 42-
year female mental health provider indicated,” the employees are demotivated as the
working conditions are really bad and they don 't get their salaries. They are helpless and
hopeless and not motivated to improve their work outcomes”. Fourth, they mentioned the
burnout and the poor motivation as important factors that strengthened the desire to resist
the change; they reported that the change is hard by nature and the personality of their
colleagues did not accept it easily, a 45-year female mental health provider mentioned,”

change is hard; this is a reality. It is easier to resist it rather than cope and adapt”.
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4.1.5 Practice of evidence-based practice of the mental healthcare providers

The overall practice among the participants regarding the evidence-based practice was
71.27% (minimum= 25%, maximum = 92.86%, SD= 11.20%). The overall practice is the
mean of the seven items of the practice domain. Regarding the practice of evidence- based
in the mental health services, 0% of them strongly disagreed that they search for the best
evidence using the e- resources, 4.4% disagreed, 8.1% didn’t know, 60% agreed, and
27.4% strongly agreed. In addition, 0% of them strongly disagreed that they search for the
best evidence using available resources and protocols, 6.7% disagreed, 8.1% didn’t know,
63% agreed, and 22.2% strongly agreed. Furthermore, 0.7% of them strongly disagreed
that they share the best evidence with my colleagues, 1.5% disagreed, 14.1% didn’t know,
58.5% agreed, and 25.2% strongly agreed. Moreover, 0% of them strongly disagreed that
they apply the best evidence in my work with my patients, 2.2% disagreed, 14.8% didn’t

know, 60.7% agreed, and 22.2% strongly agreed.

Table (4.5): Distribution of responses by the practice of the EBP

o ) - 2] Z
Item ge| & 38§ |55 | 8
18| 8 |52 B | Fe ] 3
| search for the best evidence NO 0 6 11 81 37 77 59%
using the e- resources % 0% 4.4% | 8.1% 60% 27.4% '
I search the best evidence using | NO 0 9 11 85 30
the available books and 75.19%
protocols % 0% 6.7% | 8.1% 63% 22.2%
I share the best evidence with NO 1 2 19 79 34 76.48%
my colleagues % 0.7% | 1.5% | 14.1% | 58.5% | 25.2% '
| apply the best evidence inmy | NO 0 3 20 82 30 75.74%
work with my patients % 0% 2.2% | 148% | 60.7% | 22.2% '
| feel hesitated to try a new NO 14 60 0 60 0 44.79%
approved method % | 10.4% | 448% | 0% 44.8% 0%. '
| criticize and discuss the NO 1 4 23 90 17
management plans with my 0 0 0 0 on | 71.85%
colleagues using evidence % | 0.7% 3% 17% | 66.70% | 12.60%
| compare my work against NO 1 72 32 76 19 69.44%
international guidelines % 0.7% | 5.2% | 23.7% | 56.3% | 14.1% A
Overall practice= 71.27%
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Also, 10.4% of them strongly disagreed that they feel hesitated to try a new approved
method, 44.8% disagreed, 0% didn’t know, 44.8% agreed, and 0% strongly agreed. In
addition, 0.7% of them strongly disagreed that they criticize and discuss the management
plans with my colleagues using evidence, 3% disagreed, 17% didn’t know, 66.7% agreed,
and 12.6% strongly agreed. Finally, 0.7% of them strongly disagreed that they compare my
work against international guidelines, 5.2% disagreed, 23.7% didn’t know, 56.3% agreed,
and 14.1% strongly agreed. The practice of the healthcare provider is strongly linked to the
presence of an organizational policy as the better disseminated policy, the better show of

practice (Brownson et al., 2017).

Consistently, the respondents assumed that they showed good practice of the evidence-
based in their workplaces, however they indicated before that they didn't know the exact
meaning and the basics of the EBP. In addition, they indicated that the application of the
EBP was not a systematically structured process in their workplaces. They reported that
they applied the EBP in several forms and actions based on their own interpretation. A 53-
old male mental health provider emphasized; “although we are not trained on the EBP, we
regularly follow the international guidelines and rely on the updated protocols”. In a
similar study, the results showed that the use of outcome monitoring system that integrates
the client data, promotes the research studies, and operates the clinical audits is decreasing
despite the approved ineffective health services that are not based on evidence (Bruns et

al., 2016).

They said that they relied on the DSM V in assessment and diagnosis, and they had enough
training on the DSM V by external experts in psychiatry. They also mentioned that they
applied several psychotherapy methods including the Cognitive Behavioral Therapy and

Dialectical Therapy after getting training from external experts, a 42 old male mental
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health provider said; “the DSM V is our holy book in the daily practice”. In a study of the
posttraumatic stress .disorder clients, the researchers showed that there several validated
guidelines for the management of the PTSD, however the actual management is highly

selective and depends on the provider’s desire and experience (Osei-Bonsu et al., 2017).

Furthermore, they mentioned that after the training, the experts conducted supervision
sessions to assure the good implementation of the training skills and knowledge, however
this lasted for a short period and the implementation became an individual matter.
Moreover, they reported that their workplaces developed several guidelines that based on
the international guidelines with several modifications that made it adaptable to the
Palestinian culture. The mental health providers worldwide use several guidelines for the
CBT, family therapy, and psychodynamic therapy as the main management for mental
health problems (Beidas et al, 2015). However, randomized clinical trial should be done to
evaluate the mental health approaches and guidelines in order to formulate strong
evidence-based data that can support the application of the mental health interventions

(Bakker et al., 2016).

The participants indicated that the senior professionals were engaged in adapting the
international guidelines that were related to the most common mental health disorders, and
those internally adapted guidelines were disseminated to other professionals. However, the
resource of those guidelines was not clear, there was not a plan to update them, and there
was no monitoring plan to assure the implementation, a 28-year female mental health
provider reported, “The senior psychiatrist revised the international guidelines and
disseminated them to us. We were not engaged, and we don’t know the process of adapting

them. I guess it's based on the senior psychiatrist’s expertise”.
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Moreover, the respondents declared that they did use to search for the best evidence, and in
case they did they used Google not a trusted EBP resource. In addition, they did not look
for the EBP in textbooks or libraries as there were not updated libraries in their
workplaces, and this was not of the institutional culture, a 46 old male mental health
provider indicated, “no one use the libraries, we just take a rest there. We sometime google

things that we doubt about”.

They indicated that their workplaces conduct irregular meetings to discuss the management
plans of the clients and case conferences to share the updated knowledge. They declared
that those meetings were not organized and depended on the manager’s own effort, and the
discussion depended on the manager’s search not against international guidelines, a 46-
year female mental health provider reported, “We conduct case conferences and scientific

days to discuss the latest treatment modalities, but this is irregular and not planned”.

The evidence-based practice ensures that the consumer is shared during decisions related to
his/her health. Importantly, the health provider should be engaged in decision making
process that is related to his/her own daily practice manner (Carman & Workman, 2017).
Healthcare providers worldwide complain of the poor shared decision- making processes
that inhibits their motivation to improve their daily practice using the new treatment

modalities (Thompson- Leduc et al., 2015).

4.1.6 Institutional factors affecting the evidence- based practice

Regarding the institutional factors that affect the evidence- based practice, participants

reported that 45.05% of the institutional factors were good enough to enhance the EBP in
their organizations. Research found that specific institutional level constructs influence

adoption and sustainability of new practices. Constructs of particular interest include
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institutional culture, institutional climate, and implementation climate (Locke et al, 2019),
and studies from health discipline suggested that the institutional factors are highly
predictive of the implementation (Sayer et al, 2017). Furthermore, 17% of the respondents
indicated that their workplaces were not supported by desktop computers that can be used
by the employees, while 44.4% indicated that there were but not enough, and 38.5%
indicated that there were enough. In addition, 34.1% of the respondents indicated that their
workplaces were not supported by laptops that can be used by the employees, while 39.3%
indicated that there were but not enough, and 26.7% indicated that there were enough. A
previous research suggested that the presence of digital sources of evidence is one of the
building blocks of effective EBP in any organization that enhances the informatics of
evidence (Bonham et al., 2014). Due to the strong impact of the infrastructure on The EBP
implementation, institutionalization by setting a clear and sustainable long-term structure
for the EBP is an asset to positively operate all the possible factors (Shelton, Cooper, &

Stirman, 2018).

Table (4.6): Distribution of responses by the institutional factors

Item Category NO | %
. No 55 40.70%
22%/ k\)/\éolzlgéoollage tlﬁes:rg]p?(r)te:lesby desktop computers that Yes, not enough 3 39 30%
y ploy Yes, enough 27 20%
. No 18 13.30%
tl;/lyt r\]/:oerrl;pIlez)ceeéss supported by laptops that can be used Yes, not enough 20 51.90%
y ploy Yes, enough 47 | 34.80%
. No 66 48.90%
LI}/IS)e/dV\l/)orlt(ﬁéa;ﬁ] |slosuep;20rted by smartphones that can be Yes, not enough 6 34.10%
y ploy Yes, enough 23 17%
No 71 52.60%
My workplace provides me with access to internet Yes, not enough 43 31.90%
Yes, enough 21 15.60%
. No 74 54.80%
:\r/]lér\r/]v:trls(gfltavt\:lzrgalned me on the use of computer and Yes, not enough a1 30 40%
Yes, enough 20 14.80%
. . . No 66 48.90%
mér\év;tglgﬁgaltﬁ?bfarﬁ\élsdes me with free access to online Yes, not enough 51 37 80%
Yes, enough 18 13.30%
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Item Category NO | %
No 71 52.60%
There is an updated library in my workplace Yes, not enough 42 31.10%
Yes, enough 22 16.30%
. . No 68 50.40%
fegarding aseecsment and management of cients | eSOt enough | 47| 34.80%
Yes, enough 20 14.80%
o . No 44 32.60%
e oo o %4 © " ves ntnaugh o4 374
g Yes, enough 27 20%
. . . . No 41 30.40%
l're;ﬁizlztignwrltten policy on the use of EBP in my Yes, not enough 64 47 40%
g Yes, enough 30 22.20%
. - No 22 16.30%
;r:;rae Lsmaedn(iquate monitoring of the use of EBP by the Yes, not enough 69 51 10%
g Yes, enough 44 | 32.60%
. , | No 55 40.70%
g\l/l;; u;[siz nof EBP is part of the annual employee’s Yes, not enough 53 39.30%
Yes, enough 27 20%
No 18 13.30%
My workplace mandates the use of EBP in my work Yes, not enough 70 51.90%
Yes, enough 47 34.80%
. . . . No 66 48.90%
x?/t\;]vgLtzia:\?aﬁ;%\ll:eds\ii:jne? ::Agth additional time to look Yes, not enough 6 34.10%
Yes, enough 23 17%
No 71 52.60%
II;/Ié/l:)workplace takes measures to encourage the use of Yes, not enough 13 31.90%
Yes, enough 21 15.60%
No 74 54.80%
| had learned about EBP in my university Yes, not enough 41 30.40%
Yes, enough 20 14.80%
. . . . . No 66 48.90%
TSi%é:ﬁr:récula in my university follow the international Yes, not enough 51 37 80%
g Yes, enough 18 | 13.30%
. No 71 52.60%
Il;/lgpc?r:lﬁ?glxgrrfsgi%t and appraise those who apply the Yes, not enough 12 31.10%
y WOrkp Yes, enough 22 | 16.30%
. I . No 3 2.22%
Z)'Pe;re:i ;sa tz;lor:onltorlng and evaluation department at my [ don’t know 15 11.11%
g Yes 107 | 79.26%
No 28 20.74%
There are performance indicators in your organization I don’t know 35 25.93%
Yes 72 53.33%
No 3 2.22%
Your organization track them regularly I don’t know 15 11.11%
Yes 107 | 79.26%
0,
Your management discuss the progress achieved No Tk 28 ;0'740/0
against these indicators I don’t know 35 2.93%
Yes 72 53.33%

Overall institutional factors= 45.02%
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Moreover, 56.3% of the respondents indicated that their workplaces were not supported by
smartphones that can be used by the employees, while 22.2% indicated that there were but
not enough, and 21.5% indicated that there were enough. Furthermore, 25.2% of the
respondents indicated that their workplaces didn’t provide them with access to the internet,
while 37.8% indicated they provided them with access but not enough, and 37% indicated
that they provided them with enough access to the internet. Similarly, the availability of
strong internet connection in the mental health organizations was not sufficient to enhance

looking for new e-articles (Abdulwadud et al., 2019).

Of the participants, 48.9% indicated that their workplaces did not train them on the use of
computer and internet software, 26.7% indicated that they trained them but not enough,
and 24.4% indicated that they trained them enough. In a similar study, the capacity
building and training showed a strong effect on the EBP implementation, and there is not
sufficient capacity building programs to enhance the employee’s knowledge and skills

(Brownson, Fielding, & Green, 2018).

Furthermore, 67.4% of the respondents indicated that their workplaces didn’t provide them
with access to the online international libraries, while 19.3% indicated they provided them
with access but not enough, and 13.3% indicated that they provided them with enough

access to the online international libraries.

Of the participants, 76.3% indicated that there was not an updated library in their
workplaces, 14.8% indicated that there was an updated library but not enough, and 8.9%
indicated that there was enough updated library. Moreover, 40.7% of them reported that
their workplaces did not provide them with updated protocols regarding assessment and
management of the clients, 39.3% reported that they provided them but not enough, and

20% reported that they provided them with enough updated protocols. A Chinese study
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described the institutional support and the infrastructure as the engines for enhancing the
EBP in health settings (Hong & Chen, 2019). A systematic review on 49 articles concluded
that the presence of policies and procedures, in addition to sufficient data and research
resources was marked as the heart of the EBP in healthcare settings (Shafaghat et al.,

2021).

Also, 13.3% of them reported that their workplaces did not engage them in discussions
regarding assessment and management of the clients, 51.9% reported that they engaged
them but not enough, and 34.8% reported that they engaged them in an enough way.
Interestingly, engaging the frontline workers in decision-making and EBP discussions is a
strong factor that reinforce the frontline workers’ beliefs and trust in the proposed new

interventions (Barry et al., 2019).

Of the participants, 48.9% reported that there was not a written policy on the use of the
EBP in their workplaces, 34.1% reported that there was but enough, and 17% reported that
there were enough policies. In addition, 52.6% reported that there was not adequate
monitoring of the EBP in their workplaces, 31.9% reported that there was but enough, and

15.6% reported that there was adequate monitoring.

On the hand, they indicated that there were not written policies that organize the clinical
work sufficiently; there were only scattered guidelines without a structured policy. In
addition, the EBP was not clearly mentioned in the clinical guidelines they had. A 53- old
male mental health provider; “actually there are not specific guideline for each disorder,

but we have several training materials on the management of mental health disorder”.

Moreover, implementing the clinical work that is based on evidence was not of the job
description nor the requirement as it was not stated in the official documents in their

organizations. Also, the EBP was not part of the employee’s annual appraisal, and those
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who individually used it actually did not get neither financial nor non-financial incentives.
All motivation and appreciation they got depended on the manager’s own personality, not
an appreciation policy in their workplaces, and their work was not considered in the
promotion procedures either. A 28- old female mental health provider stated, “the so-called
EBP depends on the personal motives. There is no system for it or appraisal based on to

what level you follow it”.

Of the participants, 54.8% indicated that the use of EBP is an integral part of the annual
employee’s evaluation, 30.4% indicated that it is but not enough, and 14.8% indicated that
it is enough integral part. Moreover, 48.9% of them reported that their workplaces mandate
the use of EBP in their workplaces, 37.8% reported that there is not enough mandate, and
13.3% reported that there is enough mandate to use the EBP in their workplaces. Of the
participants, 52.6% indicated that their workplaces don’t provide them with additional time
to look for the best evidence, 31.1% indicated that they provide them not enough, and
16.3% indicated that they provide them with enough time to look for the best evidence. In
addition, 50.4% indicated that their workplaces don’t take measures to encourage the use
of EBP in their workplaces, 34.8% indicated that they take measures but enough, and
14.8% indicated that they take enough measures. Consistent to the above findings, research
suggested that taking motivation measures can appropriately reinforce positive work
behaviors and a greater sense of trust in the supervisor-supervisee relationship and lead to
greater openness toward adopting evidence-based practices (Parker-Jenkins, 2018). In
addition, research suggested that the supervisor-supervisee dyad is a potentially important
point of influence in affecting attitudes toward adopting evidence-based practice. A 46-old
male mental health provider stated,” the motivation from the supervisor totally depends on

your personal relationship with him/her not your work or commitment”.
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However, in order to change attitudes and practice, leaders must persevere in the change
process, and multiple hurdles to change should be expected and allowed for (Finley et al.,
2015). Moreover, 32.6% indicated that they have learned about the EBP in my university,
47.4% indicated that they have learned but enough, and 20% indicated that they have
learned enough. A 42-old male mental health provider mentioned, “l have never heard

about it during my university study”.

Furthermore, 30.4% indicated that curricula in their universities did not follow the
international guidelines, 47.4% indicated that their universities followed the international
guidelines but not enough, and 22.2% indicated that their universities followed the
international guideline in a sufficient manner. Regarding the monitoring and evaluation in
the targeted organizations, 9.6% of the respondents indicated that there is a monitoring and
evaluation department at their workplaces, 11.1% indicated that there is not an M&E

department, 79.3% indicated that they don’t know.

In addition, 20.7 % of the respondents indicated that there are performance indicators at
their workplaces, 25.9% indicated that there are no performance indicators at their
workplaces, and 53.3% indicated that they don’t know. Furthermore, 38% of the
respondents indicated that their workplaces track performance indicators regularly, 0%
indicated that they don’t track them, and 62% indicated that they don’t know. Also, 35.2%
of the respondents indicated that the management discussed the progress achieved against
the indicators at their workplaces, 0% indicated that they don’t, and 64.8% indicated that
they don’t know. Consistently, the respondents reported that there were not EBP units in
their workplaces that are responsible to implement and supervise the evidence- based
practice in their workplaces. In addition, they declared that there were monitoring and
evaluation units that were responsible to monitor and evaluate the activity progress against
specific indicators cleared at the strategic plans of their workplaces, but they were not
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aware about the indicator used. They reported that the M&E work was limited to the
workers in the units, and the professionals were not engaged in setting the strategic and the
M&E plans; they just got previously prepared plans and were ordered to follow. A 43-old

male mental health provider stated,

“There is a monitoring and evaluation unit but we are not engaged into
the preliminary discussions in setting the plans. They provide us with
the indicators and they ask us to follow without even explaining the

description of the indicators. We are just implementors”.

Regarding the infrastructure that supports the EBP, the responses varied according to the
type of the organization. The results showed that the governmental organizations suffer
from poor unsupported infrastructure compared to the non-institutional structure. The
respondents from the GO indicated that the employees were not provided by computers,
laptops, smartphones, not access to international libraries; only the managers were
supported by computers or laptops. On the other hand, the respondents from the NGOs
reported that each employee was provided by a computer or laptop that had strong internet
connection, but they were not supported by access to international libraries. All of them
indicated that there were libraries in their workplaces that were not updated nor visited by
any. The respondents mentioned that their workplaces trained all of the employees on the
basics of computer use including the Microsoft office software and typing skills. This; as
they indicated, was a first step to computerize the work totally in their workplaces. The
culture of the organizations regarding the EBP was obvious from the respondents’
perspectives. They thought that the culture generally was not supportive enough due to the
lack of self-confidence and confidence of other colleagues to make the changes. They
indicated that they and their colleagues had sufficient qualifications to improve the work,
but no one had the initiation to start, and those who initiated were mocked, criticized and

64



underestimated by others. In addition, they indicated that the working environment was
really frustrating which can be related to the poor life conditions and the economic

hardship in the Gaza Strip. A 43-old male mental health provider said,

” The EBP is a luxury for the mental health workers in Gaza. How do you ask
employees to function in an outstanding manner while you don’t provide them
with their minimal rights including the salary and the good working

conditions? This is really luxury”.

Furthermore, there was a lack of ongoing professional development opportunities for the
employees that were limited only to specific staff who had senior positions. The poor
participation and lack of effective engagement in decision making made the trust between

the frontline workers and the managers even poorer.

4.1.7 Barriers to the evidence-based practice in mental healthcare services

The results showed variations in the barriers of evidence- based practice; 9.6% of them
considered the insufficient time as not a barrier, 30.4% considered it as a weak barrier,
33.3% considered it as a moderate barrier, and 26.7% considered it as a strong barrier.
Limited time for retrieving and interpreting research and for applying research to
individual patients has been cited by numerous authors as a major reason clinician do not
incorporate evidence in their practices (Camargo et I., 2018). In addition, 5.9% of them
considered the lack of awareness and knowledge on the use of EBP as not a barrier, 22.2%
considered it as a weak barrier, 34.8% considered it as a moderate barrier, and 37%
considered it as a strong barrier. The lack of awareness about the significance and impact
of the EBP is one of the challenging but easily to overcome by training and awareness;

people can implement any act if they don’t believe in (Hall et al., 2019).
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Moreover, 5.9% of them considered the lack of training as not a barrier, 14.8% considered
it as a weak barrier, 33.3% considered it as a moderate barrier, and 45.9% considered it as
a strong barrier. The informational support via training and engaging in regular discussion
play an important role in setting the responsibility of the professionals toward improving
their work procedures and outcomes (Williams, Perillo, & Brown, 2015). A 45-old female
mental health provider, “I think that if you train people, they will have enough knowledge

and skills, and they will implement the EBP in a better way”.

Table (4.7): Distribution of responses by the barriers to the EBP

. . Moderate Stron
ltem Not a barrier | Weak barrier barrier barrieglr
NO % NO % NO % NO %

Insufficient time 13 9.6% 41 30.4% 45 | 333% | 36 | 26.7%
Lack of awareness and 8 5.9% 30 22.2% 47 | 34.8% | 50 37%
knowledge on the use of
EBP
Lack of trainings on EBP in 8 59% | 20 148% | 45 | 333% | 62 | 45.9%
my work
Lack of access to 7 5.2% 14 10.4% 36 | 26.7% | 78 | 57.8%
international libraries
Poor internet connection 8 5.9% 26 19.3% 37 | 274% | 64 | 47.4%
Lack of motivation 9 6.7% 16 11.9% 37 | 274% | 73 | 54.1%
Not being part of the 10 | 74% | 24 178% | 47 | 34.8% | 54 40%

organization culture
Lack of written policy and 7 52% | 24 178% | 47 | 348% | 57 | 42.2%
systematic method to use
EBP in my work

Poor statistical 10 | 74% | 31 23% 55 | 40.7% | 39 | 28.9%
understanding

Poor knowledge of the 16 | 11.9% | 35 25.9% | 43 | 31.9% | 41 | 30.4%
research methodology

Poor evaluation and 12 8.9% 34 25.2% 55 | 40.7% | 34 | 25.2%
appraisal ability

Language barriers 19 | 141% | 34 | 252% | 43 | 319% | 39 | 28.9%
Not being part of the job 13 | 9.6% | 29 215% | 48 | 35.6% | 45 | 33.3%

requirements or the

employee annual evaluation
Lack of personal desire to 25 | 185% | 36 26.7% | 33 | 24.4% | 41 | 30.4%
use the EBP

Poor trust in the updated 21 | 156% | 39 28.9% | 43 | 31.9% | 32 | 23.7%
treatment protocols

Poor cooperation of the 15 | 11.1% | 37 274% | 33 | 24.4% | 50 37%
clients

Overall barriers= 65.47%
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Furthermore, 5.2% of them considered the lack of access to international libraries as not a
barrier, 10.4% considered it as a weak barrier, 26.7% considered it as a moderate barrier,
and 57.8% considered it as a strong barrier. Also, 5.9% of them considered the poor
internet connection is not a barrier, 19.3% considered it as a weak barrier, 27.4%
considered it as a moderate barrier, and 47.4% considered it as a strong barrier. The
infrastructure is crucial in maintaining long-term and quality based EBP in mental health
settings including the technology-related infrastructure or learning-suitable climate (Bach-

Mortensen, Lange, & Montgomery, 2018).

Regarding the lack of motivation, 6.7% considered it as not a barrier, 11.9% considered it
as a weak barrier, 27.4% considered it as a moderate barrier, and 54.1% considered it as a
strong barrier. Regarding not being part of the institutional culture, 7.4% considered it as
not a barrier, 17.8% considered it as a weak barrier, 34.8% considered it as a moderate
barrier, and 40% considered it as a strong barrier. In addition, 5.2% of them considered the
lack of written policy and systematic method to use EBP in the workplace as not a barrier,
17.8% considered it as a weak barrier, 34.8% considered it as a moderate barrier, and
42.2% considered it as a strong barrier. Consistent with that, the institutional factors play a
significant role in enhancing the EBP in mental healthcare services and absence of clear
policy and standards undermine the implementation (Knaak, Mantler, & Szeto, 2017). A
46- old female mental health provider stated, “It is a matter of decision. If the organization

decided to adopt the EBP, it will be adopted formally for sure”.

Furthermore, 7.4% of them considered the lack of statistical understanding as not a barrier,
23% considered it as a weak barrier, 40.7% considered it as a moderate barrier, and 28.9%
considered it as a strong barrier. Moreover, 11.9% of them considered the poor knowledge

of research methodology as not a barrier, 25.9% considered it as a weak barrier, 31.9%
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considered it as a moderate barrier, and 30.4% considered it as a strong barrier. Also, 8.9%
of them considered the poor evaluation and appraisal ability as not a barrier, 25.2%
considered it as a weak barrier, 40.7% considered it as a moderate barrier, and 25.2%
considered it as a strong barrier. A 28- old female mental health provider indicated, “we
don’t have enough knowledge on the research methodology and EBP appraisal methods.
In addition, the statistics is a big problem for us”. Many health care professionals have
argued that they lack the expertise to assess the validity of evidence or the knowledge of

how to obtain relevant information (Khammarnia et al., 2015).

Regarding the language barriers, 14.1% considered it as not a barrier, 25.2% considered it
as a weak barrier, 31.9% considered it as a moderate barrier, and 28.9% considered it as a
strong barrier. Regarding not being part of the job requirements, 9.6% considered it as not
a barrier, 21.5% considered it as a weak barrier, 35.6% considered it as a moderate barrier,
and 33.3% considered it as a strong barrier. In addition, 18.5% of them considered the lack
of personal desire as not a barrier, 26.7% considered it as a weak barrier, 24.4% considered

it as a moderate barrier, and 30.4% considered it as a strong barrier.

Furthermore, 15.6% of them considered the poor trust in the updated protocols as not a
barrier, 28.9% considered it as a weak barrier, 31.9% considered it as a moderate barrier,
and 23.7% considered it as a strong barrier. Finally, 11.1% of them considered the poor
cooperation of the clients as not a barrier, 27.4% considered it as a weak barrier, 24.4%
considered it as a moderate barrier, and 37% considered it as a strong barrier. This is
consistent with previous research that indicated that the poor cooperation of the client and
his/her preference affect the implementation of the EBP negatively due to the fear of using
new method and being subjected to experience (Harvey & Gumport, 2015). A 53- old male

mental health provider said; “the mental health providers feel afraid from trying new
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methods as well as the clients; they think you are weird and not well-skilled if you tried to

use something that is out of the trend”.

Consistently, the respondents mentioned several barriers to the evidence- based practice in
the mental healthcare services either at the institutional level or the personal level. They
reported that the lack of institutional systems that mandate and support the EBP in their
workplaces was the first and the most significant barrier. They said that they could not
blame the employees as there was no system for the EBP that included written policy, clear
strategic plan, clear and disseminated indicators, effective scientific committee, updated
protocols, effective M&E system, supported infrastructure, motivation measures and
importantly employee’s safety, a 46- old female mental health provider mentioned,”
adoption of the EBP needs just a decision. The high administrative bodies should make the

decision and everybody will follow™.

They also reported that their organizations should be responsive to the contextual changes
that occur around including the COVID-19 pandemic and the newly changed mental health
needs accordingly. Their organizations as they stated were not responsive enough to the
political issues that affected the employee’s needs significantly. The employees turned into
basic needs researchers not creative productive persons in their workplaces. In addition to
the institutional barriers, they indicated that several personal barriers limited the EBP in
their workplaces including the lack of desire to change, the age barrier that made the
expertise over the evidence, the lack of knowledge on the EBP, the poor knowledge in the
research methodology and the statistical understanding, the poor evaluation and appraisal
skills and the poor mental health of the professionals themselves who suffer from the
shared stressors with the Gaza population, and the additional stressors of their work. The

poor quality of life and lack of satisfaction regarding life conditions was found to be an
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obstacle to adhere to the EBP (Farokhzadian, Khajouei, & Ahmadian, 2015). Similarly, a
previous research categorized the barriers to institutional and individual based. At an
institutional level, the main issues identified were evidence-based practice was a low
management priority, problems with dissemination, inadequate systems for personal and
professional development, difficulties in the management of innovations, and accessing
evidence and resource constraints. At the individual practice level, the main issues were
motivation, a lack of clarity about roles and practice, and a culture of practice which
emphasizes ‘routine’ patient care (Fiset, Graham, & Davies, 2017). Globally, the majority
of those who need mental health care worldwide lack access to high-quality mental health
services. Stigma, human resource shortages, fragmented service delivery models, and lack
of research capacity for implementation and policy change contribute to the current mental
health treatment gap (Wainberg et al., 2017). In addition, Research barriers, lack of
resources, lack of time, inadequate skills, and inadequate access, lack of knowledge and
financial barriers were found to be the most common barriers to EBP (Sadeghi- Bazargani,
2014). In addition to that, a study with community nurses showed that the most significant
barriers were poor computer facilities, poor patient compliance and difficulties in
influencing changes within health settings (Malik, McKenna & Plummer, 2015).
Moreover, research suggested a number of barriers that include the rapid rate of medical
knowledge development, inadequate access to clinically relevant information at the point
of need, increased workload and patient complexity, and difficulty translating the evidence

for use with a particular patient (Wainberg et al., 2017).

4.2 Inferential analysis

4.2.1 Differences of the Knowledge, attitude and practice due to the gender variable

The researcher conducted inferential statistics in order to find out possible relationships

between the knowledge, attitude and practice of the EBP and the gender variable. The
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results showed a statistically significant relationship between the knowledge and the
gender of the participants after conducting an independent T test as the mean among men
was 68.5% and among women was 63.6% (t= 2.56, p value= 0.011, equal variance
assumed at sig 0.975). However, the relationship between the attitude and the gender
variable was not statistically significant after conducting independent T test as the mean
among men was 61.823% and among women was 59.75% (t=,1.131 p value=, .259, equal
variance assumed at sig= .235). In addition, the relationship between the practice and the
gender variable was not statistically significant after conducting independent T test as the
mean among men was 72.84% and among women was 69.77% (t=,1.602 p value=, .112,
equal variance assumed at sig= .174). This can be explained by the engagement of men
into formal and informal training that enhanced their knowledge about the EBP and their
low load compared with women who suffer from high load of responsibility outside work
and decreased motivation to improve their knowledge. However, when it comes to actual
practice, the institutional factors that are already deteriorated play a significant role on both

genders to result in insignificant differences.

Table (4.8): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the gender.

Dependent variables Gender | N Mean SD T Sig
Man 66 68.5155 10.59412

Knowledge 2.56 0.011
Woman | 69 63.6991 10.97873
Man 66 61.8253 11.21506

Attitude 1.131 0.259
Woman | 69 59.7581 9.95527
Man 66 72.8445 9.71913

Practices 1.602 0.112
Woman | 69 69.7723 12.34813
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4.2.2 Differences of the Knowledge, attitude and practice due to the residency
variable

The researcher conducted ANOVA test in order to find out the possible relationships
between the knowledge, attitude and practice of the EBP and the residency variable. The
knowledge in Gaza Governorate was the best represented by 74.5% followed by the middle
governorate represented by 65.5%. The attitude was the highest in Gaza Governorate
represented by 65.5% followed by the middle governorate represented by 61.5%. The
practice was the best in the Gaza Governorate represented by 75.5% followed by the North
Gaza Governorate presented by 70.5%. The results showed statistically not significant
relationship between the knowledge, attitude and practice and the residency variable as p
value = 0.613, 0.700, 0.543 respectively. This can be explained by the same characteristics

between the five governorates of the Gaza Strip, and the same working conditions too.

Table (4.9): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the residency.

Dependent variables Independent variables N Mean | SD F Sig.
Knowledge North Gaza 20 | 64.50% | 105 |2.15 |.613
Gaza Governorate 55 | 7450% | 11.3 | 3.05
Middle Governorate 33 | 65.50% | 125 | 6.15
Khanyounis Governorate 16 | 64.50% | 8.4 8.15
Rafah Governorate 11 | 63.50% | 7.8 7.04
Attitude North Gaza 20 | 5950% | 128 |6.05 |.700
Gaza Governorate 55 |6550% | 114 |5.14
Middle Governorate 33 | 61.50% | 9.6 6.15
Khanyounis Governorate 16 | 59.50% | 10.2 | 6.89
Rafah Governorate 11 | 57.50% | 14.2 | 3.48
Practice North Gaza 20 | 70.50% | 126 |5.07 | .543
Gaza Governorate 55 | 7550% | 14.1 | 7.01
Middle Governorate 33 | 69.00% | 10.6 | 8.56
Khanyounis Governorate 16 | 69.50% | 11.2 | 5.39
Rafah Governorate 11 | 70.50% | 11.3 | 4.15
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4.2.3 Differences of the Knowledge, attitude and practice due to the educational
level variable

Independent T test was conducted in order to find out the possible relationships between
the knowledge, attitude and practice of the EBP and the educational level variable. The
average knowledge and practice among the postgraduates were 70.5% and 76.5%
respectively compared to who had just up to bachelor degree. The results showed a
statistically significant relationship between the knowledge and practice and the
educational level variable as p value = 0.008, 0.041 respectively. Mental healthcare
providers with postgraduate education showed better knowledge and practice. However,
the results showed a statistically not significant relationship between the attitude and the
educational level as p value= 0.104. That education level was related to knowledge and
practice, suggesting that within recent years all professional education programs,
regardless of the degree offered, have increased emphasis on the skills needed to
implement EBP, however the attitude is mostly affected by the culture around (Baatiema et

al., 2017).

Table (4.10): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the educational level.

Dependent variables Independent variables N Mean | SD T Sig.
Knowledge Up to bachelor degree 51 | 62.50% | 10.2 | 0.89 | .008
Postgraduate education 84 | 70.50% | 12.4 | 0.45
Attitude Up to bachelor degree 51 | 55.50% | 10.8 | 0.56 | .041
Postgraduate education 84 | 66.50% | 9.5 0.78
Practice Up to bachelor degree 51 | 66.50% | 13.1 |0.89 | .104
Postgraduate education 84 | 76.50% | 125 |0.34
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4.2.4 Differences of the Knowledge, attitude and practice due to the university type
variable

ANOVA test was conducted in order to find out the possible relationships between the
knowledge, attitude and practice of the EBP and the university type variable. Those who
got their latest qualification from international university had the best knowledge, attitude
and practice followed those got their latest qualification from Arab university and local
university. The results showed statistically not significant relationship between the
knowledge, attitude and practice and the university type variable as p value = 0.346, 0.919,
0.666 respectively. Actually, the graduates from the international universities are assumed
to have better KAP about the EBP, but this is not apparent in this study. This is may be
related to the poor institutional formal and informal support that make all graduates under

the same poor system.

Table (4.11): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the university type.

Dependent variables | Independent variables N Mean | SD F Sig.
Knowledge Local university 106 | 59.50% | 12.2 3.15
Arab university 23 | 68.20% | 10.666 | 4.15 .346
International university 6 70.50% | 11.4 5.48
Attitude Local university 106 | 54.00% | 8.66 6.34
Arab university 23 | 60.20% | 9.6 1.34 919
International university 6 68.50% | 10.4 2.48
Practice Local university 106 | 64.50% | 8.766 | 2.05
Arab university 23 | 70.50% | 13.1 7.05 .666
International university 6 78.50% | 10.66 | 4.11
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4.2.5 Differences of the Knowledge, attitude and practice due to the profession
variable

ANOVA test was conducted in order to find out the possible relationships between the
knowledge, attitude and practice of the EBP and the profession variable. The results
showed statistically not significant relationship between the knowledge, attitude and
practice and the profession variable as p value = 0.469, 0.209, 0.226 respectively. The
statistically insignificant relationship between KAP and the profession variable can be
referred to the type of the university of the highest education and curricula. There is no
specialized mental health subspeciality, and there is only one curriculum that are provided

for the different types of the profession regardless their basic background.

Table (4.12): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the profession variable.

Dependent variables Independent variables N Mean SD F Sig.
Knowledge Psychiatrist/ physician 12 | 65.50% | 9.66 | 5.568
Psychologist 61 | 74.50% | 10.235 | 6.48
_ .469
Social worker 24 | 6550% | 855 | 3.148
Psychiatric nurse/ nurse 38 | 60.50% | 8.634 | 5.698
Attitude Psychiatrist/ physician 12 | 62.50% | 10.23 | 4.79
Psychologist 61 | 60.50% | 12.65 | 7.48
. .209
Social worker 24 | 59.50% | 9.67 5.68
Psychiatric nurse/ nurse 38 | 60.50% | 7.88 3.01
Practice Psychiatrist/ physician 12 | 70.50% | 12.33 | 4.012
Psychologist 61 | 75.50% | 12.89 | 5.15
_ .226
Social worker 24 | 69.00% | 11.56 | 8.45
Psychiatric nurse/ nurse 38 | 69.50% | 10.99 | 7.146
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4.2.6 Differences of the Knowledge, attitude and practice due to the profession type
variable

ANOVA test was conducted in order to find out the possible relationships between the
knowledge, attitude and practice of the EBP and the profession type variable. Those who
work in managerial positions had the best knowledge, attitude and practice followed by
those who work in both managerial and technical positions, and those who work in
technical positions only. The results showed statistically not significant relationship
between the knowledge, attitude and practice and the profession type variable as p value =
0.810, 0.172, 0.707 respectively. Those who work in managerial positions are more aware
about the work requirement, work development plan, the policies and regulation, and they

are more engaged in trainings and conferences.

Table (4.13): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the profession type variable.

Dependent variables Independent variables N Mean SD F Sig.

Knowledge Managerial 5 70.50% | 12.235 | 4.125
Technical 105 | 59.50% | 10.553 | 8.16 .810
Both 625 | 68.20% | 8.99 5.658

Attitude Managerial 5 68.50% | 10.25 | 6.314
Technical 105 | 54.00% | 15.22 | 4.123 | .172
Both 625 | 60.20% | 8.364 | 2.59

Practice Managerial 5 78.50% | 10.789 | 3.158
Technical 105 | 64.50% | 12.45 | 8.45 707
Both 625 | 70.50% | 8.966 | 7.45
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4.2.7 Differences of the Knowledge, attitude and practice due to the position
variable

ANOVA test was conducted in order to find out the possible relationships between the
knowledge, attitude and practice of the EBP and the position variable. The results showed
statistically not significant relationship between the knowledge, attitude and practice and
the position variable as p value = 0.210, 0.370, 0.119 respectively. The knowledge of the
general practitioners is better that the head of units and departments as they provide
services for the client daily and directly, and they need to update their knowledge based on

their daily observations and results.

Table (4.14): Differences in the knowledge, the attitudes and the practices of the mental

healthcare providers in relation to the position variable.

Dependent
Independent variables N Mean SD F Sig.
variables
Knowledge General practitioner 105 | 72.40% | 12.235 | 2.563
Head of unit 11 | 65.20% | 10.553 | 1.593 | .210
Head of department 19 | 60.50% | 8.99 .856
Attitude General practitioner 105 | 62.50% | 10.25 | 5.24
Head of unit 11 | 56.80% | 15.22 | 2.368 | .370
Head of department 19 | 63.20% | 8.364 | 2.016
Practice General practitioner 105 | 74.50% | 10.789 | .639
Head of unit 11 | 62.00% | 12.45 | 8.56 | .119
Head of department 19 | 78.00% | 8.966 | .568
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Chapter Five

Conclusion and recommendations

5.1 Conclusion

This study aimed at exploring the knowledge, the attitudes and the practices of the mental
healthcare providers toward the EBP in the Gaza Strip, in addition to the possible factors
affecting it. There is a good knowledge and a positive attitude toward the EBP in the
mental healthcare services, but this was not reflected sufficiently on the daily practice. The
frequency of reading trusted resources of evidence was not sufficient to be updated with
the rising knowledge. Furthermore, the resources for knowledge that the mental healthcare
providers use were not actually evidence- based. They commonly depended on the shared
internal protocols that were adapted to the Palestinian context with assistance of external
experts. The mental healthcare providers were trained on the adapted psychotherapy
protocols but there was not enough supervision on the implementation. Moreover, there
were not regular updates that are based on the clinical evidence and client’s outcome. In
addition, the sources of knowledge that they used were very limited to some international
guidelines including the DSM V, the PFA, the CBT manual, and the family therapy
manual. The participation of the mental healthcare providers in research studies and
clinical audits was totally an individual experience for postgraduate certificates and
personal gains. Commonly, the mental healthcare providers used the evidence for
diagnosis and treatment purposes, and they were motivated based on personal motives and
moral responsibility toward the clients. Despite mentioning the work requirement as one of
the significant motives behind the EBP, the professionals indicated that it was about the
client's care and progress not the managerial support and motivation. The managerial
support and motivation were not prominent as motives, instead they appeared as

antagonists to the EBP due to the inappropriateness, insufficiency, and instability.
78



The knowledge about the EBP was humble and unorganized. The mental healthcare
providers and the managers didn’t recognize the EBP as an approach that should be
embedded in the healthcare system, their knowledge about it depended on assumptions and
suggestions. They believed that it is about using the updated protocols and treatment
modalities in daily practice, and they assumed that it was against the individual expertise.
They believed that the clinical expertise cannot be a reference to the daily practice due to
several factors including the individualism, the lack of knowledge about the effectiveness
and efficiency, the poor updating measures, and the lack of sharing and dissemination. The
basics and the details about the EBP were not well-known by the mental healthcare
providers; they had very superficial knowledge about the levels, steps, and resources of
EBP. The EBP contains three components; the research evidence, the clinical expertise,
and the client preference. The client preference component was not known as a part of the
EBP, instead they acted like the client is just a receiver who does not have the qualification

to share in decisions related to his/her health status.

Although the knowledge about the EBP among the mental healthcare providers was really
humble, they showed very positive attitude toward the EBP. They believed that the EBP
can enhance the quality of care through improving the effectiveness, the efficiency and the
impact of the provided services. In addition, they believed that the EBP can have a role in
reducing the stigma toward the mental health/iliness among the community if it was based
on scientific evidence. They believed that people like to be argued using numbers and
facts, and this is the job of the EBP. The motivation to learn new things was common
among the mental healthcare providers, but there were several barriers and challenges to go
on depending on the individual learning tendency and motivation. The financial incentives
looked to be an important factor that would reinforce the EBP in the mental healthcare

services, in addition to the non-financial incentives. The non-financial incentives included
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giving additional time to the employee to look for evidence and appraise own work, in
addition to managerial support and appreciation. Although the mental healthcare providers
didn’t believe that the clinical expertise is not an alternative nor a base to the evidence,
they reported that they have a special belief in themselves as qualified and skilled enough
to practice. This could be related to the self-confidence and the response bias encountered.
The majority of the mental healthcare providers did not receive formal or informal training
in the EBP; they just received training on the research methodology without application
not supervision on, however, they expressed their willingness to participate in formal or
informal training directly related to the EBP. Moreover, the majority of them did not have
courses on the EBP during the university college, and they thought that this could be a
burden on the students. Contrasting to that, they believed that the EBP would not be a

burden on the employee not in terms of time nor in terms of efforts.

As a result of the unorganized knowledge and attitude toward the EBP, the practice was
also humble and based on an individual experience. There was a strong self-confidence
about the daily practice of the EBP, however there was no objective measure for that. The
mental healthcare providers depended on their knowledge and the internally adapted
protocols as a reference for the diagnosis and treatment matters without actual engagement

and participation in setting and preparing the protocols.

The institutional factors were the most prominent factors in enhancing the EBP in the
mental healthcare services. The study findings showed that the institutional factors should
be pushed toward improving the infrastructure, the EBP structure, the culture, and the
monitoring and evaluation bodies. The technology needed for the EBP was not-well
maintained due to the lack of desktops, laptops, smartphones, and maintained internet

connection. This was explained by poor economic status that the authorizing government
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suffers from due to the imposed siege, and the internal division consequences the
managerial bodies deal with the EBP as a luxury and not a priority to get funds for; this
leads to paying attention away from the EBP. In addition to that, the managerial bodies
didn’t provide the employees with updated physical libraries nor access to international
libraries. There are physical libraries that are not updated and not actively used. There are
no written policies on the EBP nor documented standards of operations that regulate the
EBP in the mental healthcare services. Furthermore, the managerial bodies didn’t provide
the employees with training on the EBP nor engage them in regular discussions related to
improving the daily practice. There were meetings that were held but not regularly and
without clear purpose. In addition, engaging the employee in discussions depended heavily
on the employer-employee relationship which results in unstructured unstable, and
insufficient outcomes. The institutional culture toward the EBP was relatively supportive,
but actually not enough due to humble knowledge and attitude. The presence of monitoring
and evaluation units in the mental healthcare organizations was not sufficiently activated.
There were M&E units with a number of employees, but there were not well-established
M&E plans with clear standardized indicators that are followed and tracked regularly. In
addition, there were no EBP units nor specific scientific committees that were responsible
for preparing the protocols, updating the existing, supervising the implementation, and

assuring sufficient engagement of the employees.

The barriers toward the EBP were categorized into two types; the institutional and the
personal barriers. The institutional factors appeared as core factors that play a significant
role in enhancing the EBP in the mental healthcare services. The lack of organized EBP
body that regulates the EBP starting from the capacity building, supporting the
infrastructure, disseminating updated guidelines and protocols, presence of strong M&E

bodies not ending to enhancing the supportive culture for the EBP. The personal factors
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that looked to inhibit the EBP were affected significantly by the institutional factors and
included the personal desire, the learning tendency, the motivation, the qualification, the
research methodology skills, the statistical understanding, and the evidence appraisal

abilities.

5.2 Recommendations

5.2.1 General recommendations

e Although the evidence- based practice is an approach that was approved of its
significance in enhancing the effectiveness and efficiency of mental health services, it
is not well-adopted by the mental health organizations in the Gaza Strip. Policy
makers and influencers should promote the evidence-based practice as an integral part
of the mental health service provision in a systematic and structured way.

e The personal motivation plays a significant role in enhancing the knowledge, attitudes
and practices of the EBP. There should be institutionalized strategies to enhance the
motivation among the mental healthcare services providers to use the evidence.

e Policy makers should take promotional actions within the managerial arrangements in
the organizations in order to reinforce the use of evidence in the mental health
services. This includes considering the EBP as part of the job description, working
policies and the annual appraisal and rewarding system, rewards for the committed
professionals.

e Policy makers should enhance the institutional factors significantly starting from

improving the work places to motivating the professionals sufficiently.

5.2.2 Specific recommendations

e Policy makers should act to improve the knowledge of the mental healthcare providers

regarding the EBP especially the basics, levels and appraisal methods of the EBP.
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Enhancing the knowledge of the professionals should be based on a systematic and
sustainable plan that includes several activities; formal training, on the job training,
supervision, scientific days, workshops, conferences, case discussions......etc.

Policy makers should pay attention to the living conditions of the employees in order
to shift their attention from the basic living needs to improving quality of work.
Moreover, specific financial support on a regular basis should be provided to the
employees who are committed to use the evidence effectively in order to enhance their
and their colleagues’ motivation.

The non-financial support from the administrative bodies would reinforce the attitude
and practice toward mental health. This includes the appreciation from the managers
and the engaging in decision making. Furthermore, the employer-employee
relationship should be considered in terms of good communication and feedback so
the employee acts very hard to improve the work outcomes. In addition, the employer
should give the employees additional time to self-learn and update their knowledge.
The education institutions should use curricula that are based on updated evidence,
and they should guide the students to the EBP and the trusted resources.

The infrastructure should be improved to enhance the EBP in the mental healthcare
services. This includes updating a Health Information System starting from providing
the employees with computers, laptops or smartphones, access to the international
journals, and training on the use of computer and internet software.

The working conditions are an integral part of the institutional factors that affect the
EBP. Policy makers should improve the working conditions of the employees starting
from the working place, the workload, the salary, the work type and any related issue.
Presence of an effective monitoring and evaluation unit in any organization is an asset

in order to track the progress and figure out the deviations on time in order to act
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accordingly. The mental healthcare providers should be involved in the preliminary
discussion for the M&E plan, and they should receive a detailed explanation of the
M&E plan.

There should be a special scientific committee is each organization that is responsible
for preparing the guidelines and protocols in reference to the internationally validated
protocols and the context. The committee should prepare a plan to update the protocols
based on the international updates and the feedback from the mental healthcare
provider considering the client preference as well. The committee should also take
measures to enhance the clinical audit and research studies in the organization to
improve the professionals’ skills and enhance the work outcome as well.

The EBP should be part of the institutional culture in order to create a supportive
atmosphere that is encouraging not inhibiting. This includes enhancing the change
culture via systematic activities that increase the changeability and decrease the

resistance to.

5.2.3 Recommendations for new areas of research

1)

2)
3)
4)

5)

6)

Comparative study on the effectiveness of the evidence-based practice and the
expertise-based practice.

The quality of the research studies in the mental health field in the Gaza Strip.
Evaluation study of the mental health services in the Gaza Strip.

The use of evidence in the psychiatry hospital in Gaza City.

In-depth qualitative study on the gaps of mental health services during emergency
situations.

The community’s perception toward the evidence- based practice in health settings.

84



References

Abdulwadud, O., Azazh, A., Mekasha, A., Heye, T. B., Nigatu, B., Debebe, F., & Emiru,
H. G. (2019). Cochrane, evidence-based medicine and associated factors: A cross-
sectional study of the experiences and knowledge of Ethiopian specialists in training.

African Journal of Emergency Medicine, 9(2), 70-76.

Abbade, L. P., Wang, M., Sriganesh, K., Mbuagbaw, L., & Thabane, L. (2016). Framing of
research question using the PICOT format in randomised controlled trials of venous
ulcer disease: a protocol for a systematic survey of the literature. British Medical

Journal, 6(11), 892-900.

Abuhabib, A. A., Abu-Aita, S. N., Procter, C., & Al-Smeri, 1. (2020). Unique situation of
Gaza Strip dealing with COVID-19 crisis. International Journal of Infectious

Diseases, 100, 149-151.

Aburaida, L. M. (2021). Obstacles facing rural women development in the Palestinian
society: Nablus Governorate as a Case Study. Journal of Culture and Values in

Education, 4(1), 88-99.

AlKhaldi, M., Abed, Y., Pfeiffer, C., Haj-Yahia, S., Alkaiyat, A., & Tanner, M. (2018).
Understanding the concept and importance of the health research system in Palestine:

a qualitative study. Health Research Policy and Systems, 16(1), 1-16.

Alshehri, M. A., Alalawi, A., Alhasan, H., & Stokes, E. (2017). Physiotherapists’
behaviour, attitudes, awareness, knowledge and barriers in relation to evidence-based
practice implementation in Saudi Arabia: a cross-sectional study. International

Journal of Evidence-based Healthcare, 15(3), 127.

85



Ament, S. M., de Groot, J. J., Maessen, J. M., Dirksen, C. D., van der Weijden, T., &
Kleijnen, J. (2015). Sustainability of professionals’ adherence to clinical practice

guidelines in medical care: a systematic review. BMJ open, 5(12), e008073.

American Psychiatric Association (APA). Presidential Task Force on Evidence-Based
Practice. (2006). Evidence-based practice in psychology. The American

Psychologist, 61(4), 271-285.

Awan, H. M., Siddiquei, A. N., & Haider, Z. (2015). Factors affecting Halal purchase
intention—evidence from Pakistan’s Halal food sector. Management Research

Review, 38 (6), 640-660.

Baatiema, L., Otim, M. E., Mnatzaganian, G., Aikins, A. D. G., Coombes, J., & Somerset,
S. (2017). Health professionals’ views on the barriers and enablers to evidence-based
practice for acute stroke care: A systematic review. Implementation Science, 12(1),

1-15.

Bach-Mortensen, A. M., Lange, B. C., & Montgomery, P. (2018). Barriers and facilitators
to implementing evidence-based interventions among third sector organisations: a

systematic review. Implementation Science, 13(1), 1-19.

Baidoun, S. D., Salem, M. Z., & Omran, O. A. (2018). Assessment of TQM
implementation level in Palestinian healthcare organizations. The TQM Journal, 30

(3), 10-33.

Bakker, D., Kazantzis, N., Rickwood, D., & Rickard, N. (2016). Mental health smartphone
apps: review and evidence-based recommendations for future developments. JIMIR

Mental Health, 3(1), e4984.

86



Barry, M. M., Clarke, A. M., Petersen, I., & Jenkins, R. (Eds.). (2019). Implementing

Mental Health Promotion. New York: Springer International Publishing.

Barzkar, F., Baradaran, H. R., & Koohpayehzadeh, J. (2018). Knowledge, attitudes and
practice of physicians toward evidence- based medicine: a systematic

review. Journal of Evidence- Based Medicine, 11(4), 246-251.

Beidas, R. S., Marcus, S., Aarons, G. A., Hoagwood, K. E., Schoenwald, S., Evans, A. C,,
... & Mandell, D. S. (2015). Predictors of community therapists’ use of therapy
techniques in a large public mental health system. JAMA Pediatrics, 169(4), 374-

382.

Blease, C. R., Lilienfeld, S. O., & Kelley, J. M. (2016). Evidence-based practice and
psychological treatments: the imperatives of informed consent. Frontiers in

Psychology, 7, 1170.

Breytenbach, C., ten Ham-Baloyi, W., & Jordan, P. J. (2017). An integrative literature
review of evidence-based teaching strategies for nurse educators. Nursing Education

Perspectives, 38(4), 193-197.

Brimhall, K. C., Fenwick, K., Farahnak, L. R., Hurlburt, M. S., Roesch, S. C., & Aarons,
G. A. (2016). Leadership, Institutional Climate, and Perceived Burden of Evidence-
Based Practice in Mental Health Services. Administration and Policy in Mental

Health and Mental Health Services Research, 43(5), 629-639.

Bonham, C. A., Sommerfeld, D., Willging, C., & Aarons, G. A. (2014). Institutional
factors influencing implementation of evidence-based practices for integrated

treatment in behavioral health agencies. Psychiatry Journal, 2014, 2014: 802983

87



Brownson, R. C., Fielding, J. E., & Green, L. W. (2018). Building capacity for evidence-
based public health: reconciling the pulls of practice and the push of research.

Annual Review of Public Health, 39, 27-53.

Brownson, R. C., Baker, E. A., Deshpande, A. D., & Gillespie, K. N. (2017). Evidence-

Based Public Health. Oxford: Oxford University Press.

Bruns, E. J., Kerns, S. E., Pullmann, M. D., Hensley, S. W., Lutterman, T., & Hoagwood,
K. E. (2016). Research, data, and evidence-based treatment use in state behavioral

health systems, 2001-2012. Psychiatric Services, 67(5), 496-503.

Camargo, F. C., lwamoto, H. H., Galvdo, C. M., Pereira, G. D. A., Andrade, R. B., &
Masso, G. C. (2018). Competences and Barriers for the Evidence-Based Practice in

Nursing: an integrative review. Revista Brasileira de Enfermagem, 71(4), 2030-2038.

Carman, K. L., & Workman, T. A. (2017). Engaging patients and consumers in research
evidence: applying the conceptual model of patient and family engagement. Patient

Education and Counseling, 100(1), 25-29.

Connor, L., Paul, F., McCabe, M., & Ziniel, S. (2017). Measuring nurses’ value,
implementation, and knowledge of evidence- based practice: Further psychometric
testing of the quick- EBP- VIK survey. Worldviews on Evidence- Based

Nursing, 14(1), 10-21.

Craighead, W. E., & Dunlop, B. W. (2014). Combination psychotherapy and
antidepressant medication treatment for depression: for whom, when, and how.

Annual Review of Psychology, 65, 267-300.

88



Dang, D., & Dearholt, S. L. (2017). Johns Hopkins nursing evidence-based practice:

Model and guidelines. Indiana: Sigma Theta Tau.

Diab, M., Jamei, Y. A., Kagee, A., & Veronese, G. (2018a). Integrating a public health and
human rights approach into mental health services for Palestinians in the Gaza Strip.

The Lancet, 391, S27.

Diab, M., Veronese, G., Jamei, Y. A., Hamam, R., Saleh, S., & Kagee, A. (2018b).
Community work in the ongoing crisis context of Gaza: Integrating a public health
and human rights approach. Australian and New Zealand Journal of Family Therapy,

39(3), 320-330.

Djulbegovic, B., & Guyatt, G. H. (2017). Progress in evidence-based medicine: a quarter

century on. The Lancet, 390(10092), 415-423.

Dobson, D., & Dobson, K. S. (2018). Evidence-based practice of cognitive-

behavioral therapy. New York: Guilford publications.

Donovan, J., & Sanders, C. (2005). Key issues in the analysis of qualitative data in

health services research. Handbook of Health Research Methods, 515, 532.

Dunning, T. (2016). Hamas, Jihad and Popular Legitimacy: Reinterpreting

Resistance in Palestine. London: Routledge Press.

Echevarria, I. M., & Walker, S. (2014). To make your case, start with a PICOT

question. Nursing Journal, 44(2), 18-19.

Elessi K, Mokhallalati M, Madbak S. Evidence-based medicine comes to Gaza. Lancet.

2011;378(9806):1834-5.

89



El-Khodary, B., Samara, M., & Askew, C. (2020). Traumatic events and PTSD among
Palestinian children and adolescents: the effect of demographic and socioeconomic

factors. Frontiers in Psychiatry, 11, 4.

Essali, A. (2017a). Psychotherapy: From Eminence-Based to Evidence-Based. The

Editorial Assistants—Jordan, 28(1), 164-169.

Essali, A. (2017Db). Psychiatric audit. The Editorial Assistants—Jordan, 28(2), 137-140.

Farokhzadian, J., Khajouei, R., & Ahmadian, L. (2015). Evaluating factors associated with
implementing evidence- based practice in nursing. Journal of Evaluation in Clinical

Practice, 21(6), 1107-1113.

Finley, E. P., Garcia, H. A., Ketchum, N. S., McGeary, D. D., McGeary, C. A., Stirman, S.
W., & Peterson, A. L. (2015). Utilization of evidence-based psychotherapies in
Veterans Affairs posttraumatic stress disorder outpatient clinics. Psychological

Services, 12(1), 73.

Fiset, V. J., Graham, I. D., & Davies, B. L. (2017). Evidence-based practice in clinical

nursing education: A scoping review. Journal of Nursing Education, 56(9), 534-541.

Freeman, A. C., & Sweeney, K. (2001). Why general practitioners do not implement

evidence: qualitative study. Bmj, 323(7321), 1100.

Friesen, M. A., Brady, J. M., Milligan, R., & Christensen, P. (2017). Findings from a pilot
study: Bringing evidence- based practice to the bedside. Worldviews on Evidence-

Based Nursing, 14(1), 22-34.

90



Fung, F. Y., & Linn, Y. C. (2015). Developing traditional chinese medicine in the
era of evidence-based medicine: current evidences and challenges. Evidence-

based complementary and alternative medicine : eCAM, 2015.

Glaser, B., & Strauss, A. (1967). Discovery of Grounded Theory, Strategies for

Qualitative Research. Oxford: Sociology Press.

Gone, J. P. (2015). Reconciling evidence-based practice and cultural competence in mental
health services: Introduction to a special issue. Transcultural Psychiatry, 52(2), 139-

149.

Greenhalgh, T., Howick, J., Maskrey, N., & Evidence Based Medicine Renaissance Group
(2014). Evidence based medicine: a movement in crisis?. BMJ (Clinical research

ed.), 348, g3725.

Grove, S. K., & Gray, J. R. (2018). Understanding Nursing Research E-Book: Building an

Evidence-Based Practice. London: Elsevier Health Sciences.

Hain, D. J., & Kear, T. M. (2015). Using evidence-based practice to move beyond doing

things the way we have always done them. Nephrology Nursing Journal, 42(1), 11.

Hall, H. R., & Roussel, L. A. (2020). Evidence-based practice: An integrative approach to

research, administration, and practice. Burlington: Jones & Bartlett Learning.

Hall, A. M., Scurrey, S. R., Pike, A. E., Albury, C., Richmond, H. L., Matthews, J., ... &
Etchegary, H. (2019). Physician-reported barriers to using evidence-based
recommendations for low back pain in clinical practice: a systematic review and
synthesis  of  qualitative  studies using the  Theoretical Domains

Framework. Implementation Science, 14(1), 49.

91



Hamaideh, S. H. (2016). Sources of Knowledge and Barriers of Implementing Evidence-
Based Practice Among Mental Health Nurses in Saudi Arabia. Perspectives in

Psychiatric Care, 53(3), 190-198.

Harvey, A. G., & Gumport, N. B. (2015). Evidence-based psychological treatments for
mental disorders: Modifiable barriers to access and possible solutions. Behaviour

Research and Therapy, 68, 1-12.

Hattab, S., Qasarweh, L., Ahmaro, M., Atatre, Y., Tayem, Y., Ali, M., & Jahrami, H.
(2021). Prescribing patterns of psychotropic medications in psychiatric disorders: a
descriptive study from Palestine. International Journal of Clinical Pharmacy, 5 (35),

1-8.

Heneghan, C., Mahtani, K. R., Goldacre, B., Godlee, F., Macdonald, H., & Jarvies, D.
(2017). Evidence based medicine manifesto for better healthcare: A response to
systematic bias, wastage, error and fraud in research underpinning patient

care. Evidence-Based Medicine, 22(4), 120-122.

Hong, J., & Chen, J. (2019). Clinical Physicians’ Attitudes towards Evidence-Based
Medicine (EBM) and Their Evidence-Based Practice (EBP) in Wuhan, China.

International Journal of Environmental Research and Public Health, 16(19), 3758.

Hunsley, J., & Mash, E. J. (2010). The role of assessment in evidence-based practice. In
M. M. Antony & D. H. Barlow (Eds.), Handbook of assessment and treatment

planning for psychological disorders (p. 3-22). The Guilford Press.

Jordans, M. J. D., Coetzee, A., Steen, H. F., Koppenol-Gonzalez, G. V., Galayini, H., Diab,

S. Y., .. &Kohrt, B. A. (2021). Assessment of service provider competency for child

92



and adolescent psychological treatments and psychosocial services in global mental
health: evaluation of feasibility and reliability of the WeACT tool in Gaza,

Palestine. Global Mental Health, 8, E7

Kalavani, A., Kazerani, M., & Shekofteh, M. (2018). Acceptance of evidence-based
medicine (EBM) databases by Iranian medical residents using unified theory of
acceptance and use of technology (UTAUT). Health Policy and Technology, 7(3),

287-292.

Keelan, E. (2016). Medical care in Palestine: Working in a conflict zone. The Ulster

Medical Journal, 85(1), 3.

Kelloway, E. K. (2017). Mental health in the workplace: Towards evidence-based

practice. Canadian Psychology/psychologie canadienne, 58(1), 1.

Khamis, V. (2015). Coping with war trauma and psychological distress among school-age

Palestinian children. American Journal of Orthopsychiatry, 85(1), 72—-79.

Khammarnia, M., Haj Mohammadi, M., Amani, Z., Rezaeian, S., & Setoodehzadeh, F.
(2015). Barriers to implementation of evidence based practice in Zahedan teaching

hospitals, Iran, 2014. Nursing Research and Practice, 2015 (2).

Knaak, S., Mantler, E., & Szeto, A. (2017). Mental illness-related stigma in healthcare:
Barriers to access and care and evidence-based solutions. In Healthcare management

forum (Vol. 30, No. 2, pp. 111-116). Sage CA: Los Angeles, CA: SAGE Publications.

Kozleski, E. B. (2017). The uses of qualitative research: Powerful methods to inform
evidence-based practice in education. Research and Practice for Persons with Severe

Disabilities, 42(1), 19-32.
93



Lemieux, C. J., Groulx, M. W., Bocking, S., & Beechey, T. J. (2018). Evidence-based
decision-making in Canada’s protected areas organizations: Implications for

Management Effectiveness, 3(1), 392-414.

Locke, J., Lawson, G. M., Beidas, R. S., Aarons, G. A, Xie, M., Lyon, A. R, ... &
Mandell, D. S. (2019). Individual and institutional factors that affect implementation
of evidence-based practices for children with autism in public schools: a cross-

sectional observational study. Implementation Science, 14(1), 1-9.

Maalouf, F. T., Alamiri, B., Atweh, S., Becker, A. E., Cheour, M., Darwish, H., ... & AKlI,
E. A. (2019). Mental health research in the Arab region: challenges and call for

action. The Lancet Psychiatry, 6(11), 961-966.

Malik, G., McKenna, L., & Plummer, V. (2015). Perceived knowledge, skills, attitude and
contextual factors affecting evidence- based practice among nurse educators, clinical

coaches and nurse specialists. International Journal of Nursing Practice, 21, 46-57

Manzanero, A. L., Crespo, M., Baron, S., Scott, T., El-Astal, S., & Hemaid, F. (2021).
Traumatic events exposure and psychological trauma in children victims of war in

the Gaza Strip. Journal of Interpersonal Violence, 36(3-4), 1568-1587.

Mana, A., Sagy, S., Srour, A., & Mjally-Knani, S. (2015). On both sides of the fence:
Perceptions of collective narratives and identity strategies among Palestinians in

Israel and in the West Bank. Mind & Society, 14(1), 57-83.

Marie, M., Hannigan, B., & Jones, A. (2016). Mental health needs and services in the West

Bank, Palestine. International Journal of Mental Health Systems, 10(1), 1-8.

94



Marie, M., Shaabna, Z., & Saleh, M. (2020). Schizophrenia in the context of mental health

services in Palestine: a literature review. International Journal of Mental Health
Systems, 14(1), 1-10.

McCartney, M., Treadwell, J., Maskrey, N., & Lehman, R. (2016). Making evidence based

medicine work for individual patients. Bmj, 353

Ministry of Health (MOH). (2020). Information about the General Directorate of Mental

Health. Retrieved on 25, 2, 2021 from https://www.moh.gov.ps/portal/nafsea/.

Ministry of Health (MOH). (2019). MOH Annual Report 2019. MOH

Murad, M. H., Asi, N., Alsawas, M., & Alahdab, F. (2016). New evidence pyramid. BMJ
Evidence-Based Medicine, 21(4), 125-127.

Osei-Bonsu, P. E., Bolton, R. E., Stirman, S. W., Eisen, S. V., Herz, L., & Pellowe,
M. E. (2017). Mental health providers’ decision-making around the

implementation of evidence-based treatment for PTSD. The Journal of

Behavioral Health Services & Research, 44(2), 213-223.

Padmanabhan, A., Connelly- Smith, L., Aqui, N., Balogun, R. A, Klingel, R., Meyer, E.,
... & Schwartz, G. E. J. (2019). Guidelines on the use of therapeutic apheresis in

clinical practice—evidence- based approach from the Writing Committee of the

American Society for Apheresis: the eighth special issue. Journal of Clinical

Apheresis, 34(3), 171-354.

Palestinian Central Bureau for Statistics PCBS (2015). Population of Palestine.

Palestinian Central Bureau of Statistics.

95


https://www.moh.gov.ps/portal/nafsea/
https://www.moh.gov.ps/portal/nafsea/

Palestinian Central Bureau for Statistics PCBS (2016). Population of Palestine.

Palestinian Central Bureau of Statistics.

Palestinian Central Bureau for Statistics PCBS (2017). Population of Palestine.

Palestinian Central Bureau of Statistics.

Palestinian Central Bureau for Statistics PCBS (2021). Population of Palestine. Palestinian

Central Bureau of Statistics

Parker-Jenkins, M. (2018). Mind the gap: developing the roles, expectations and
boundaries in the doctoral supervisor—supervisee relationship. Studies in Higher

Education, 43(1), 57-71.

Reichenpfader, U., Carlfjord, S., & Nilsen, P. (2015). Leadership in evidence-based
practice: a systematic review. Leadership in health services (Bradford,

England), 28(4), 298-316.

Rith-Najarian, L. R., Daleiden, E. L., & Chorpita, B. F. (2016). Evidence-based decision
making in youth mental health prevention. American Journal of Preventive

Medicine, 51(4), S132-S139.

Rojjanasrirat, W., & Rice, J. (2017). Evidence-based practice knowledge, attitudes, and

practice of online graduate nursing students. Nurse Education Today, 53, 48-53.

Rousseau, D. M., & Gunia, B. C. (2016). Evidence-based practice: The psychology of EBP

implementation. Annual Review of Psychology, 67, 667-692.

96



Ryan, E. J. (2016). Undergraduate nursing students’ attitudes and use of research and
evidence- based practice—an integrative literature review. Journal of Clinical

Nursing, 25(11-12), 1548-1556.

Sadeghi- Bazargani, H., Tabrizi, J. S., & Azami- Aghdash, S. (2014). Barriers to
evidence- based medicine: a systematic review. Journal of Evaluation in Clinical

Practice, 20(6), 793-802.

Saunders, H., & Vehvilédinen-Julkunen, K. (2016). The state of readiness for evidence-
based practice among nurses: An integrative review. International Journal of

Nursing Studies, 56, 128-140.

Sayer, N. A, Rosen, C. S., Bernardy, N. C., Cook, J. M., Orazem, R. J., Chard, K. M,, ... &
Schnurr, P. P. (2017). Context matters: Team and institutional factors associated with
reach of evidence-based psychotherapies for PTSD in the Veterans Health
Administration. Administration and Policy in Mental Health and Mental Health

Services Research, 44(6), 904-918.

Schiele, B. E., Weist, M. D., Youngstrom, E. A., Stephan, S. H., & Lever, N. A. (2014).
Counseling Self-Efficacy, Quality of Services and Knowledge of Evidence-Based

Practices in School Mental Health. Professional Counselor, 4(5), 467-480.

Shafaghat, T., Nasab, M. H. I., Bahrami, M. A., Kavosi, Z., Montazer, M. R. A., Zarchi,
M. K. R., & Bastani, P. (2021). A mapping of facilitators and barriers to evidence-
based management in health systems: a scoping review study. Systematic Reviews,

10(1), 1-14.

97



Shelton, R. C., Cooper, B. R., & Stirman, S. W. (2018). The sustainability of evidence-
based interventions and practices in public health and health care. Annual Review of

Public Health, 39, 55-76.

Sheridan, D. J., & Julian, D. G. (2016). Achievements and limitations of evidence-based

medicine. Journal of the American College of Cardiology, 68(2), 204-213.

Schneider, Z., Whitehead, D., LoBiondo-Wood, G., Faan, P. R., Haber, J., & Faan, P. R.
(2016). Nursing and midwifery research: Methods and appraisal for evidence-based

practice. Australia: Elsevier.

Slade, S. C., Kent, P., Patel, S., Bucknall, T., & Buchbinder, R. (2016). Barriers to primary
care clinician adherence to clinical guidelines for the management of low back

pain. The Clinical Journal of Pain, 32(9), 800-816.

Thabet, A., Thabet, S. & Vostanis, P., (2015). Impact of Trauma on Palestinian Children’s
and the Role of Coping Strategies. British Journal of Medicine & Medical Research,

5(3): 330-340

Thompson- Leduc, P., Clayman, M. L., Turcotte, S., & Légaré, F. (2015). Shared
decision- making behaviors in health professionals: a systematic review of studies

based on the Theory of Planned Behavior. Health Expectations, 18(5), 754-774.

Tomotaki A, Fukahori H, Sakai I. Exploring sociodemographic factors related to practice,
attitude, knowledge, and skills concerning evidence-based practice in clinical

nursing. Jpn J Nurs Sci. 2020;17(1):12260

Townsend, M. C., & Morgan, K. I. (2017). Psychiatric mental health nursing: Concepts of

care in evidence-based practice. FA Davis.

98



Underhill, M.L., Roper, K., Siefert, M.L., Boucher, J.E., & Berry, D. (2015). Evidence-
based practice beliefs and implementation before and after an initiative to promote
evidence-based nursing in an ambulatory oncology setting. Worldviews on Evidence-

Based Nursing, 12 2, 70-8

United Nations Office for the Coordination of Humanitarian Affairs (UNOCHA).

(2019). OCHA Monthly Report. OCHA.

United Nations Office for the Coordination of Humanitarian Affairs (UNOCHA), “Joint
Health Sector Assessment Report, Gaza Strip”. September

2018. http://www.pchrgaza.orag/files/2015/annual pchr eng 2014.pdf

Van Os, J., Guloksuz, S., Vijn, T. W., Hafkenscheid, A., & Delespaul, P. (2019). The
evidence- based group- level symptom- reduction model as the organizing principle

for mental health care: time for change?. World Psychiatry, 18(1), 88-96.

Wainberg, M. L., Scorza, P., Shultz, J. M., Helpman, L., Mootz, J. J., Johnson, K. A, ... &
Arbuckle, M. R. (2017). Challenges and opportunities in global mental health: a

research-to-practice perspective. Current Psychiatry Reports, 19(5), 28.

Walker, E. R., McGee, R. E., & Druss, B. G. (2015). Mortality in mental disorders and
global disease burden implications: a systematic review and meta-analysis. JAMA

Psychiatry, 72(4), 334-341.

Williams, B., Perillo, S.,, & Brown, T. (2015). What are the factors of
organizational culture in health care settings that act as barriers to the
implementation of evidence-based practice? A scoping review. Nurse

Education Today, 35(2), e34-e41.

99


http://www.pchrgaza.org/files/2015/annual_pchr_eng_2014.pdf

Wolffe, T. A., Whaley, P., Halsall, C., Rooney, A. A., & Walker, V. R. (2019). Systematic
evidence maps as a novel tool to support evidence-based decision-making in

chemicals policy and risk management. Environment International, 130, 104871.

Wong, C., Odom, S. L., Hume, K. A,, Cox, A. W., Fettig, A., Kucharczyk, S., ... &
Schultz, T. R. (2015). Evidence-based practices for children, youth, and young adults
with autism spectrum disorder: A comprehensive review. Journal of Autism and

Developmental Disorders, 45(7), 1951-1966.

Yarber, L., Brownson, C. A,, Jacob, R. R., Baker, E. A., Jones, E., Baumann, C,, ... &
Brownson, R. C. (2015). Evaluating a train-the-trainer approach for improving
capacity for evidence-based decision making in public health. BMC Health Services

Research, 15(1), 1-10.

100



Annexes

Annex 1: The quantitative tool of the study- Arabic version
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Annex 2: The quantitative tool of the study- English version

Knowledge, attitudes and practices of mental healthcare providers regarding

the evidence-based practice in the Gaza Strip

Instruction sheet

Dear participant,

I am Sally Saleh, a master student from Al Quds University- Faculty of Public Health, and
I would like to invite you to participate in a research project entitled “The knowledge, the
attitudes and the practices of the Mental healthcare providers regarding the Evidence-
Based Practice in the Gaza Strip™.

Please take some time to read the information presented here, which will explain the
details of this study and contact me if you require further questions about any aspect of the
study. Also, your participation is entirely voluntary and you are free to decline to
participate. If you say no, this will not affect you negatively in any way. You are also free
to withdraw from the study at any point, even if you do agree to take part.

The study aims at evaluating the the knowledge, the attitudes and the practices of mental
healthcare providers regarding the evidence-based practice in the Gaza Strip in order to
provide the policy makers with systematic data that can be used as a base to enhance the

implementation of EBP in the mental health service provision.
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We offer you to share our expertise as a mental health provider and your role is to provide
the investigator with information related to the study aims by filling a questionnaire that
takes from 15 to 30 minutes.

You will not get personal benefits from the research, but it will provide policy makers with
systematic data to develop a future plan, also there is no risk involved in taking part of this
research.

The information collected from you will be saved in a closed cabinet and will be treated as
confidential. If it is used in a publication or thesis, your identity as a participant will
remain anonymous.

You will not be paid to take part in the research, and there will be no costs involved for
you, if you do take part.

If you have any questions or concerns about the research, please feel free to contact Dr.
Sally Saleh at mobile 0597-232262.

You will receive a copy of this information and consent form for your own records.
DECLARATION BY PARTICIPANT

| O agree to take part in a research study entitled “The knowledge, the attitudes
and the practices of the Mental healthcare providers regarding the Evidence-Based Practice
in the Gaza Strip " and conducted by Dr. Sally Saleh.

| declare that:

e | have read the attached information leaflet and it is written in a language with

which | am fluent and comfortable.

e | have had a chance to ask questions and all my questions have been adequately

answered.

e | understand that taking part in this study is voluntary and | have not been
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pressurized to take part.

e | may choose to leave the study at any time and will not be penalized or prejudiced

in any way.

e All issues related to privacy and the confidentiality and use of the information I

provide have been explained to my satisfaction.

SIGNATURE OF INVESTIGATOR

| declare that | explained the information given in this document to

[He/she] was encouraged and given ample time to ask me any questions. This conversation

was conducted in Arabic and no translator was used.
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Knowledge, attitudes, practices of mental healthcare providers regarding the

evidence-based practice in the Gaza Strip

General information

In this section we will ask you some general questions about yourself and your work

o1 Gender |:| Female | | male
G2 | Age (in years)
G3 | Residency | _[North Gaza | | Gaza Governorate| |Middle Zone
|:| Khan Younis|:| Rafah
G4 | Marital status |:|Single |:| Married |:|Divorced |:|Widow
G5 | Educational level |:| Diploma |:| Bachelor degree |:| Higher diploma
completed |:| Master degree |:| PhD
G6 | Type of university |[ | Local university || University from an Arab
from which you country
obtained your last |:| International University
qualification
G7 | Profession |_| Psychiatrist/ physician |:| Psychologist
|:| Social Worker |:| Psychiatric nurse/nurse
|:| Occupational therapist |:| Researcher
[ ] others specify ------rmrrmmrmmememeemeee
G8 | Place of current | |MOH | | GCMHP
work
G9 | Nature of work || Managerial | |Technical | | Both
G10 | Position |_IGeneral practitioner [ Head of Unit | |
Head of deparDt other: please
mention...............
G11 | Number of clients

that you meet

weekly
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G12

Have you ever used the Evidence-based practice in your work?
[] Yes [] No

If yes, please answer the following questions.

G12.1 How frequent do you use it?

[ ] Mostoftime [ | Sometimes [ ]rarely [ ] notatall

G12.2 When was the last time you have used the Evidence-based practice in your

work?

[ ] Lastday [ ]last week |:| last month [ Jlast 3 months

|:| other: specify please.............

G12.3 Why did you use the evidence-based practice in your work-in which

aspect? (Select all that apply):

|:|eatment purpose |:| diagnosis |:| medications related

|:| care modality

G12.4 What was the source of evidence?

[ ks journals [_bnline journal [ ]search engine [ Liniversity

website otlL__Lpecify please .............c.nn.

G12.5 Your evidence-based practice is mainly driven by (Select all that apply):

[ Prsonal effort
[ Jork requirement

[ Jfluence of peers

Dpport from the management

Drs: please specify............

G13

How frequent do | | Notatall | |lessthan three timesweekly| |

you look for from 3to 6 time|:l3ekly more than 6 times weekly

scientific articles on
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e-resources?

G14 | How frequent do | | Notatall | |lessthan three timesweekly| |
you look for from 3to 6 timeJ-v_nIekly more than 6 times weekly
scientific articles in
libraries and books?

G15 | If you read articles via e- resources, please mention the search engines that you
usually use.

G16 | Have you ever received training in the EBP?
|:lYes |:| No

G17 | Are there clinical guidelines at your workplace?

[ |Yes| | No| [[don’tknow

G18 | Have you ever participated in a clinical audit before?
[ ] Yes [ ] No

G19 | Have you ever participated in a research study before?

|:| Yes |:| No

Knowledge about EBP

Now, we will assess your knowledge about the evidence- based practice in the mental

healthcare services

NO

Item |
Strongly Strongly
disagree | don’t | Agree
disagree agree
know

K1

I think that EBP is only updating
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information via reading resources

I know that the EBP is the conscious,

explicit and judicious use of current

K2
best evidence in making decisions
about the care of patients
EBP is composed of best research
K3 | practice evidence, patient’s
preference, and therapist expertise
| am aware about the steps of
K4
applying the EBP
K5 | I am aware about the levels of EBP
I am conscious about the research
K6
methodology
| know several search engines that
K7

help me to seek the best research

evidence

Attitudes toward EBP in mental health services

Let’s talk now about your attitude toward evidence- based practice

NO

ltem

Strongly

disagree

disagree

don’t

know

Agree

Strongly

agree

Al

Application of EBP is crucial to

apply the best patient care

117




A2

EBP application in mental health

can reduce the stigma

A3

EBP should be an integral part of

clinical practice

A4

Previous clinical expertise is more
crucial than the EBP in choosing the

assessment and management plans

AS

Adoption of EBP is waste of time
and additional burden on the mental

health provider

A6

| prefer to use trusted and used
methods in my organization instead

of adopting new method

A7

I am interested in using the EBP in

my daily practice

A8

| have the motivation to learn new

things

A9

I believe | have enough expertise to
manage my clients without the need

to review the available evidence

Al0

I would like to learn about the EBP

via informal trainings

All

I would like to learn about the EBP

via formal training in my work
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Al2 | | think that | would use the EBP if |
were younger

Al3 | | think that integrating the EBP in
university curriculum is just a
burden on the students

Al4 | 1 would apply the EBP in my work
if I got financial incentives

Al5 | | would apply the EBP If I got non-

financial incentives like
acknowledgement by my

supervisors

Practices related to EBP in mental health services

It’s time to talk about your use and practice of evidence in your work

Strongly Strongly
b Item disagree | don’t | Agree
disagree agree
know
P1 | I search for the best evidence using
the e- resources
P2 | | search the best evidence using the
available books and protocols
P3 | I share the best evidence with my
colleagues
P4 | I apply the best evidence in my work

with my patients
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PS

| feel hesitated to try a new

approved method

P6

| criticize and discuss the
management plans with my

colleagues using evidence

P7

I compare my work against

international guidelines

Institutional factors

In this section, we will assess the institutional factors that may affect your knowledge,

attitudes and practices of evidence- based practice in your work

NO Yes,and | Yes, not
Item No
enough enough
11 My workplace is equipped with desktop
computers that can be used by the employees
12 My workplace is supported by laptops that
can be used by the employees
13 My workplace is supported by smartphones
that can be used by the employees
14 My workplace provides me with access to
internet
15 My workplace trained me on the use of
computer and internet software
16 My workplace provides me with free access to
online international libraries
17 There is an updated library in my workplace
18 My workplace provides me with updated

protocols regarding assessment and

management of clients
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My workplace engages me in discussions

related to the assessment and management of

clients

110 | There is a written policy on the use of EBP in
my organization

111 | There is adequate monitoring of the use of
EBP by the management

112 | The use of EBP is part of the annual
employee’s evaluation

113 | My workplace mandates the use of EBP in my
work

114 | My workplace provides me with additional
time to look for the best available evidence

115 | My workplace takes measures to encourage
the use of EBP

116 | | had learned about EBP in my university

117 | The curricula in my university follow the
international guideline

118 | My colleagues respect and appraise those who
apply the EBP in my workplace

119 | There is a monitoring and evaluation
department at my organization

NO | Item Yes | No | I don’t know

120 | Are there performance indicators in your
organization?

121 | If yes, in Q121 Does the organization track
them regularly?

122 | Does your management discuss the progress

achieved against these indicators?
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Barriers to the use of EBP in mental health services

Please choose if the following are considered barriers or not for you to use the EBP in

your work, and choose the strength of the barrier if present.

NO | Item Nota | Weak | Moderate | Strong
barrier | barrier | barrier barrier

B1 | Insufficient time

B2 | Lack of awareness and knowledge on the
use of EBP

B3 | Lack of trainings on EBP in my work

B4 | Lack of access to international libraries

B5 | Poor internet connection

B6 | Lack of motivation

B7 | Not being part of the organization culture

B8 | Lack of written policy and systematic
method to use EBP in my work

B9 | Poor statistical understanding

B10 | Poor knowledge of the research
methodology

B11 | Poor evaluation and appraisal ability

B12 | Languages barriers

B13 | Not being part of the job requirements or
the employee annual evaluation

B14 | Lack of personal desire to use the EBP

B15 | Poor trust in the updated treatment

protocols
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B16

Poor cooperation of the clients

Any other barrier not mentioned above

What do you recommend to improve the EBP in mental health service provision in your

organization?

THANKS FOR BEING PART OF THE STUDY
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Annex 3: The Key informant interview- Arabic version
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Annex 4: The Key informant interview- English version

o Can you introduce yourself to me? What is your role in your workplace?

o Can you tell me about the EBP in your workplace?

o Can you tell me about the clinical guidelines that you use in your workplace? Are they
disseminated? What is the source of them? How frequent do you update them? How
do you update them? Are the staff trained on? Can you give me examples?

o Can you tell me about the available infrastructure for the EBP in your workplace; the
computers, the laptops, the smartphones, the internet connection?

o How does your organization enhance the EBP officially? (policies, financial
incentives, additional time, employee’s evaluation, training, regular meeting...)

o What about the monitoring and evaluation? (is there a specified unit, NO of workers,
type of M&E tools...) What about the performance indicators and the adherence and
tracking of progress accordingly? (

o What are the barriers that you face regarding the EBP in your workplace?

o How do the employees react to the EBP in your workplace? Can you describe the staff
attitude toward the EBP?

o How do you manage the employees’ resistance to the use of new methods?

o How do the clients react to change their management plan? What are the gaps that you
face from the clients’ side?

o What are your recommendations to improve the EBP in mental health service

provision in the Gaza Strip?
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Annex 5: an official letter of approval from Helsinki Ethical Committee in the Gaza

Strip

I AL W | M' P E8 {

Palestinian Health Research Council

S 50 B A e D U At A (i Al ) JB 3305
Developlng the Pudentintan hesith yvtem theosgs Imstituticaaltzieg the wse of information is decision making

Helsinki Committee

For Ethical Approval
Date: 1010812020 Number: PHRC/HC/739/20
Name: Sally Suhail Saleh sl
We would like o inform you that the S SO B L .
commities had discussed the proposal of =an ‘w‘}t’wm
your study about: s

Knowledge, Attitudes, Practices of the Mental Health Care Providers regarding
the Evidence-Based Pructice in the Gaza Strip

Thoommmeehadecldedhoapmvo Sl Sagl b Llsad & 5 6
the  above mentioned  research. e il W R
Approval number PHRCHCTANZ0 in Its e LS do iy oy
meeting on 10082020
Signature
Member
A %q/o"'o \o/8 /120
2 B ‘3—%&
Genral Conditi wleer s
1 Vc‘omz:ﬁ;numolmm b/ﬁzﬂ o
2. Ris recessany 1o Nty tw commitiee of any changs
I
opy of your $76| resoarth whan E
E-Mail:pal phro@amail.com
Gaza - Palestine Oplall .55
3l 3 jha « palll g Juk
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