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Abstract

Background: Research utilisation can be defined as the synthesis and application of

research evidence to the clinical nursing care settings. Research utilisation results in
Evidence-Based Practice (EBP) which is considered an important factor in improving
the quality of health care as well as providing a comprehensive database of EBP for all
health fields including nursing. The successful utilisation and application of research
findings depend on nurses’ knowledge and understanding of EBP concepts and its
application within the organisational context. Knowledgeable nurses who practise EBP
not only gain patients trust but also play a role in many treatments or medical decisions
which result in higher quality care. However, for decades it was perceived that research
utilisation may or may not be translated into a clinical setting through material such as
clinical protocol or clinical guidelines. Regardless of the importance of and nurses'
acceptance of utilising research findings in nursing practice, there exist barriers and

facilitators to research utilisation and the application of EBP among nurses.
Aim: The aim of this study was to examine the perceived barriers to, and facilitators

of, research utilisation among nurses in five hospitals in the Riyadh region of Saudi

Arabia.
Method: This study adopted a cross-sectional descriptive research design to

investigate the barriers to, and the facilitators of research utilisation, among nurses in
Saudi Arabia. It was undertaken at five hospitals within a variety of health care sectors
in Saudi Arabia, including governmental and educational hospitals in Riyadh

The Barrier Scale and the Facilitator Scale were both used to obtain data from
participants in the study and in addition participants also completed a demographic
survey. The Barrier Scale consisted of 35 items, 29 of which required nurses’
perceptions on statements based on barriers to research on a five point Likert scale.
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Likewise the Facilitator Scale, another five point Likert scale, was comprised of eight
items which asked nurses to rate the extent to which they agreed or disagreed whether

each of the items posed as a facilitator to research.

Prior to the data collection, ethics approval was obtained from the College of
Human Ethics Advisory Network (CHEAN) of the Royal Melbourne Institute of

Technology University (BSEHAPP 38-14 JONES-ALMALKI).

A convenience sample of nurses from the five selected hospitals was invited to
participate in the study. The sample included clinical nurses, nurse educators, and nurse

managers who had a minimum experience of two years in nursing.

Results: A sample size of 1824 from a possible total of 2650 (86%) nurses

participated in the study. The results indicated that the majority of the participants were
females, with an average age of 20 to 40 years, with a Bachelor qualification, 6 to 10
years of experience, overwhelmingly expatriate, mainly from the Philippines, and were
clinical nurses. Demographic data differed across the five hospitals. The major barriers
ascertained through this study were insufficient time to implement new ideas, lack of
authority, unclear practice implications and not having time to read the nursing research
literature. Nurses who had Masters qualification and who were nurse educators were
more likely to have a higher Barrier Score. The most common facilitators identified
were advanced education, providing colleague support, conducting more clinically
relevant research and employing nurses with research skills. Nurses with a Masters
qualification, were nurse educators, who had more experience and who were Western
educated tended to have the highest Facilitator Scores. An exploratory factor analysis of
the Barrier Scale identified five factors. These were conceptualised as: lack of
incentives in applying research, drawbacks in applying research, drawbacks in

consuming research, inadequacies of current research and implementing research.
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There were also differences in what constituted facilitators to research utilisation
between the five different hospitals. Nurses, who believed that there was a research
culture in their hospitals, were more likely to subscribe to journals and read research
articles. Hospitals differed in their strategies to apply EBP with no standardised

guidelines to streamline nursing practice in hospitals in Saudi Arabia.
Discussion: Much of the literature concurs with the demographics of the survey

participants. The thesis results however, extend much of the literature in correlating the
demographics with the barriers of and facilitators to research utilisation. There is also
little in the literature in terms of a detailed analysis of the facilitators which this study

with its large data set attempts to achieve.
Conclusion: This study provides an evidence base for nursing education in Saudi

Arabia. It identifies barriers and facilitators that impede conducting and applying
research findings to nursing practice as well as the need to improve research and reading
skills to facilitate interpreting research. This could be achieved through a number of
strategies such as regular in-service sessions that specifically apply research evidence to
practice through case studies. For nursing education, this study provides the foundation
for research education that specifically develops nurses’ abilities and skills to read,
understand, and interpret research. The study results also enable universities and other
institutions that educate nurses to ensure that this research education is in their
curricula. For further research, a more in-depth study is recommended in order to
further explore nurses’ perceptions of the barriers to research utilisation and strategies

they believe will assist.
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Barriers, facilitators, Saudi Arabia research utilisation, evidence-based practice.
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Chapter 1: Introduction

1.1. Introduction

This chapter provides an overview of the research study undertaken for this
thesis including, its aims and specific objectives. Further, it also presents the study
rationale with the significance of its findings to nursing practice, to nursing education as
well as to management. Finally, this chapter also presents an overview of the individual

chapters in the thesis.
1.2. Background of the study

This study examines nursing education, nursing roles and the organisation of
care that may facilitate or limit research utilisation. The motivation for this study arose
from the Saudi researcher’s clinical experience and observations whilst working across
different nursing specialities and managing day-to-day staff nurses’ activities across
various health care settings in Saudi Arabia. This study will contribute to nursing
knowledge as it explores nurses’ perspectives of the barriers to and facilitators of the
utilisation of research findings in their practices within the nursing culture of Saudi
Arabia.

Research utilisation has been defined as an application of a specific kind of
knowledge as well as the use of knowledge based on studies in clinical settings
(Fineout-Overholt, Melnyk & Schultz, 2005). However, for decades it was perceived
that research utilisation may or may not be translated into clinical practice via clinical
protocols or clinical guidelines (Estabrooks, 1999). The latter author indicates that the
term research utilisation is used in conjunction with the term Evidence-Based Practice
(EBP). However, evidence-based practice is more general and might form the umbrella

under which is encompassed research utilisation (Estabrooks, 1999). Evidence-based



practice is not only applying research findings but it might also include knowledge
gained from practical experience or expert opinions and is the output of a complex
process of which one aspect is research utilisation. Thus, this is achieved by the
synthesis and application of research evidence and combines them with the proficiency
and value of the health care providers (Melnyk & Fineout-Overholt, 2015). Evidence-

based practice was first defined by Sackett and colleagues (1998) as:

the integration of our clinical expertise with the best available external evidence
and patients’ values by translating our need for information into an answerable
question and then tracking down the best information with which to answer the

question (p. 1336).

Evidence-Based Practice (EBP) has been considered an important factor in
improving the quality of health care (Cummings, Estabrooks, Midodzi, Wallin &
Hayduk, 2007). The practice of EBP is influenced by the sources of evidence (level),
the practitioner’s experience (providers), and the desires and expectation of those being
served and cared for (patients) (Melnyk & Fineout-Overholt, 2015). Research utilisation
and application are essential in promoting and providing a comprehensive database of
EBP for all health fields including nursing (Department of Health, 2013). However, in
the latter, as EBP continues to develop it does demand more responsibility from health
care practitioners including nurses in inclusion of the practice in their working life.
Furthermore, the successful utilisation and application of research findings depend on
an understanding of all concepts related to EBP and its application within the
organisation context (Brown et al., 2010).

Understanding the effect of research utilisation and EBP in a variety of
organisational and cultural contexts is crucial in providing high quality care in health
care institutions. There are many benefits that are obtained from using EBP in health

care settings.


https://www.ncbi.nlm.nih.gov/pubmed/?term=Hayduk%20L%5BAuthor%5D&cauthor=true&cauthor_uid=17625471

Evidence-Based Practice has the potential to impact on the quality of care
provided to patients and their families in various health care settings (Melnyk &
Fineout-Overholt, 2015). Indeed patients assume that health care providers know what
works best in treating their health care condition(s) and that health care practitioner’s
practise accordingly (Courtney & McCutcheon, 2010). Furthermore, it was not
surprising that knowledgeable nurses who practise EBP not only gain patients’ trust but
also have a role in many treatments or medical decisions which achieve higher quality
care (Hogue, Palin & Arrowsmith, 2006). Hogue, Palin and Arrowsmith (2006)
reviewed evidence-based recommendations for investigations in cardiac surgical
patients to evaluate the impact of current cardiopulmonary bypass management
strategies for neurologic complications in an effort to optimise patients’ care and
outcomes. The review highlighted deficiencies in the current knowledge and traditional
practice that doctors depend on to guide patients’ care during cardiopulmonary bypass
and suggested multicentre research was needed to alleviate neurologic complications
and improve the evidence-based practice. More recently, a meta-analysis highlighted
various nurses’ roles and demonstrated that nurse practitioners who were applying
evidence-based practice and who provided more health promotion scored higher on
quality of care measures than physicians (Tricco et al., 2012). Similarly, a panel of 10
experts in the field of spinal cord trauma endorsed recommendations based on the
evidence and critical review of the literature and meta- analysis (Furlan, Noonan,
Cadotte & Fehlings, 2011). This was regarding the pre-clinical and clinical evidence on
the potential impact of timing of surgical decompression of the spinal cord on outcomes
after traumatic spinal cord injury. The meta-analysis part of the reviewed studies
examined the effectiveness of non-pharmacological interventions in the management of
pain and indicated that non-pharmacological nursing interventions can be effective in

specific cases or as an adjunct in others (Furlan et al., 2011). This indeed showed that



even nursing interventions change over time on the assessed needs of patients
(evidence-based practice). Some and selected traditional nursing interventions were part
of the evidence-based procedures and were still applied and effective for managing pain
in patients with spinal cord surgeries (Furlan et al., 2011).

For nurses, research utilisation and EBP improve nurses’ performance according
to the latest research findings in the literature (Cline, Burger, Amankwah, Goldenberg
& Ghazarian, 2017; Department of Health, 2013; Heaslip, Hewitt-Taylor & Rowe,
2012). It has been well established that EBP advances nurses’ decision making ability
and improves their ability to prepare more focused care plans that end up with efficient
care (Polit & Beck, 2004). In addition, nurses who practise EBP have been found to be
empowered and can practise with high self-confidence and in a professional manner
because they provide care supported by facts rather than routine (Courtney &
McCutcheon, 2010). In other words, nurses who practise EBP can practise by the
evidence of effectiveness rather than from traditional practise. Moreover, nurses and
other health care providers using EBP can initiate or adopt practice guidelines and
improve their judgments and abilities to reduce human errors and advance their
communication skills (Oxman, 2004). This indeed, might give nurses the opportunity to
be involved in setting rules and regulations for health care practice.

Furthermore, reduction of human errors though EBP may decrease
organisational burden and costs and consequently decrease the admission and
readmission rate (Courtney & McCutcheon, 2010). Research utilisation and EBP can be
incorporated within the institutional policy and reflected in guidelines and management
plans to improve staff commitment (Sutherland, Pullin, Dolman & Knight, 2004).
However, the constant challenge is for all organisations to evaluate research utilisation
regularly, and to disseminate and prioritise research results for application in practice

(Funk, Tornquist & Champagne, 1995). While it is difficult to estimate the cost of
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change accurately, it is recommended to weigh the expected health benefits in
conjunction with the harms if present, in utilising research findings which can be
validated by the health care outcomes (Oxman, 2004).

For some time, it was perceived that research utilisation may or may not be
transferred to clinical practice, such as through clinical protocols or guidelines.
Regardless of the importance of and nurses’ acceptance of utilising research findings in
nursing practice, there are still barriers to research utilisation and application of EBP
among nurses. There is a paucity of research undertaken in Saudi Arabia that has

explored this in detail.
1.3. Aim of the study

The overall aim of this study was to examine the perceived barriers to and
facilitators of research utilisation among nurses working in hospitals in the Riyadh

region of Saudi Arabia.
1.4. Objectives of the study

The overall objectives of this research study are:

1. Explore nurses’ perceptions of the barriers to utilisation of research findings in
nursing practice in the Saudi Arabia hospitals included in the study.

2. Explore nurses’ perceptions on factors that facilitate utilisation of research
findings in nursing practice in Saudi Arabia hospitals included in the study.

3. Describe nurses’ perceptions on the impact of culture (personal, organisational
and environmental) on the utilisation of research finding in nursing practice in
the Saudi Arabia hospitals included in the study.

4. Explore how barriers and facilitators of research utilisation may differ with
selected nurses' characteristics and demographics.

5. Use exploratory factor analysis to identify key factors underlying each of the

items of the Barrier Scale.



1.5. Significance of the study

Nursing research has developed significantly throughout recent years,
remarkably increasing nurses’ knowledge and improving nursing practice. There is high
demand for the utilisation of research findings and newly developed theories in nursing
practice. According to Polit, Beck and Hungler (2001) research allows nurses to
describe characteristics of a particular nursing situation which may be under researched,
clarify phenomena that might be considered in planning nursing care, expect the
probable outcomes of certain nursing decisions, control the occurrence of undesired
outcomes, and initiate activities to promote desired patient behaviour. Nurses are
increasingly expected to use EBP to improve the quality of health care. Regardless of
nurses' acceptance of utilising research findings in nursing practice, there are still
barriers to research utilisation among nurses.

For some time, there was high demand on building the nursing practice on
rigorous research evidence which highlights clients’ needs and consequently focus on
professional nursing care and through advanced practice nurses (Gerrish et al., 2011).
More recently, there was an important role for advanced practice nurses in promoting
best practice among clinical nurses (Hamric, Hanson, Tracy & O’Grady, 2013). The
authors determined that knowledge management and promoting and updating
knowledge were key components of what they called ’knowledge brokering’. In the
latter, the process of involving and managing knowledge generate evidence in different
nursing fields, accumulating this evidence to work as a foundation for providing care in
clinical areas and synthesising different types of evidence to create the body of
evidence- based practice. This results in advanced practice nurses who promote the
uptake of evidence through the development of knowledge and skills of clinical nurses
through role modelling, education, clinical skills in problem-solving and facilitating the

process of changing nursing practice according to research findings.



In tandem with other countries in the world, the nursing profession in Saudi
Arabia needs to utilise research findings in clinical practice to achieve optimum levels
of EBP. However, this requirement has been accompanied with a scarcity of research of
the barriers to and facilitators of research utilisation in hospitals in Saudi Arabia. A
study by Omer (2012) has been the only study to date which has explored barriers to
and facilitators of research finding utilisation in nursing practice in Saudi Arabia. The
study recruited and surveyed nurses who worked in Saudi National Guard hospitals only
which were located in the cities of Riyadh, Jeddah, and Al-Ahsa. The response rate of
this study was less than 50% and they recommended that a large study was needed in
Saudi Arabia. Further discussion on this study will be presented in Chapter 3.

Despite the findings from the Omer (2012) study there was a large gap in the
literature regarding nursing research utilisation in Saudi Arabia because of its narrow
focus on national Guard Hospitals. The findings provided policymakers and
administrators with baseline information about issues that affect nurses’ application of
research evidence in clinical practice. With the restricting of the Omer (2012) study to a
selected area in Saudi Arabia and the valuable information it provided to policy makers,
this indeed provides encouragement that such research would be crucial to build
supportive policies and organisational structures to facilitate using research in nursing
practice throughout the country and in hospitals other than those of the National Guard.

An incentive for pursuing this study was investigating the critical understanding
of the barriers that may hinder nurses in other sectors and specialist healthcare
institutions in Saudi Arabia to utilise research in the future. Further, this study will also
provide pertinent information regarding the facilitators of utilising research by nurses in
the healthcare institutions in Saudi Arabia. Moreover, it is expected that the results of
this study will promote nurses’ and other healthcare professionals’ awareness regarding

the importance of overcoming barriers to research utilisation in clinical practice and to



consider which of the investigated facilitators could be recommended in improving
evidence-based practice. The results of this study may be used to improve the quality of
care for patients in Saudi Arabian hospitals and indeed, world-wide. This may be
achieved through education and preparing of nurses and other sectors of the healthcare
system such as decision-makers, to maximise efforts for facilitation of EBP to ensure

the best possible quality of patient care.

1.6. Problem statement

The dawn of the 21st Century has ushered in an era of public expectation that
scientific evidence is the foundation for the delivery of research based health care
services. Research utilisation and evidence-based practice have become a professional
mandate that place high demands on quality while simultaneously emphasising cost
containment which ends with efficiency of health care services. Incorporating research
evidence into everyday practice are numerous and may improve standards of nursing
care, increase quality, and personal and professional growth for nurses (Ashley, 2005).
Clinically substantial research has the potential to achieve patients’ satisfaction and
improve health care professionals’ practice which consequently improves the health
care sector (Donaldson, Rutledge & Ashley, 2004). Although research findings indicate
that nurses globally have positive attitudes toward conducting research and are certain
of the need that their practice should be based on research results, the majority of nurses
still do not integrate research findings into clinical practice (Bostrom, Kajermo,
Nordstrom & Wallin, 2008; Fink, Thompson & Bonnes, 2005; Olade, 2003).

Consequently, many studies have been conducted worldwide to study the
barriers that may restrict nurses’ utilisation of research findings (Bostrom, Kajermo,
Nordstrom & Wallin, 2008, 2009; Brown et al., 2010; Carlson & Plonczynski, 2008;
Chau, Lopez & Thompson, 2008; Fink, Thompson & Bonnes, 2005; Olade, 2003). In

particular, Chau, Lopez and Thompson (2008) conducted a survey in Hong Kong to



examine the barriers and facilitators of research utilisation as perceived by nurses. This
study identified barriers related to inadequate facilities, lack of authority to change
practice, lack of time, and lack of cooperation from physicians as the highest ranked
barrier.

Studies have also been conducted assessing facilitators that promote utilisation
of research findings by nurses (Chau, Lopez & Thompson, 2008; Mehrdad, Salsali &
Kazemnejad, 2008; Moreno-Casbas, Fuentelsaz-Gallego, de Miguel, Gonzdlez-Maria &
Clarke, 2011). Mehrdad et al. (2008) revealed the facilitators of research utilisation for
nurses in Iran. These facilitators included support from educated nursing colleagues and
nursing faculty, allowing nurses to attend conferences, the availability of an expert
committee for evidence evaluation, and training and guidance for research utilisation.

For nurses in Saudi Arabia, research about barriers to and facilitators of research
utilisation is still limited. To date there has been limited published studies in the
literature that assessed the obstacles to nursing research utilisation in Saudi Arabia.
Therefore, it is a crucial and an unavoidable requirement to explore these barriers to and
facilitators of research utilisation from the perspective of nurses working at different
institutions within the context of Saudi Arabia. Hence, this would contribute to creating
a solid ground for developing evidence-based practice and moving toward high quality

nursing care.
1.7. Overview of the thesis

There are seven chapters which follow this introductory chapter and information
on each of these chapters is listed as per the following:

Chapter 2 provides the context of Saudi Arabia in order to present the
background where the study was situated. This includes an overview of the country, the

health care system in Saudi Arabia and nursing.



Chapter 3 presents a critical review of the related literature; the utilisation of
research among nurses in the health care institution, mainly through identifying the
facilitators and the barriers. The literature review focuses on relevant studies; studies
are summarised and critical appraisals of the findings are reported. In addition, the gap
in the literature is identified and the theoretical framework underpinning the study is
discussed.

In Chapter 4 the methodology of the study is discussed and presented in detail.
This includes the study’s overall aim and objectives and the research questions. Chapter
4 presents the study design, setting, sample and sampling techniques and
instrumentation, in addition to ethical considerations, analysis techniques and
theoretical framework used in this study.

Chapter 5 presents the results of the study and includes participants’
characteristics and answers to the research questions. These results include an overview
of the demographics, the barriers, facilitators and the correlation between barriers,
facilitators and demographics.

Chapter 6 discusses the factor analysis of the Barriers Scale responses

In the discussion chapter (Chapter 7), a critical feature of the findings is
comparing the evidence linking the results to the evidence retrieved from the reviewed
studies which facilitated the interpretation of the results in drawing conclusions and
making recommendations (Chapter 8).

The final chapter in this study (Chapter 8) focuses on summarising the main
ideas of the study including a brief description of each of the chapters of the study. The
study limitations are then addressed. Additionally, this chapter provides valuable
recommendations for nursing education, health and hospital policy and ongoing services

provision in Saudi Arabia. Finally, recommendations for future research are outlined.
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1.8. Summary

The aim of this study was to examine the barriers to and facilitators of research
utilisation among nurses in the Riyadh region of Saudi Arabia. This chapter presented
the organisation of the thesis and subsequent research study topic.

It is expected that this study will generate an evidence base which will inform
the development of nursing education and practice through utilisation of the research
findings and applying evidence-based practice across health care organisations in Saudi
Arabia. Indeed, the topic has been studied in other countries but limited research has
been conducted in Saudi Arabia. Given this, the results of this study are important in
highlighting nurses’ perceptions of the barriers to and facilitators of utilisation of
research findings in nursing clinical practice. The next chapter will provide an overview

of the context of Saudi Arabia where this research study was situated.
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Chapter 2: Contextual Background

2.1. Introduction

This chapter highlights the distinctive Saudi Arabia context by describing the
health care system and the unique situation that the nursing profession is in. The chapter
begins by providing an overview of the country of Saudi Arabia. In addition, the current
system of health services, hospitals, and nursing education, nursing regulations, and the
health care providers of Saudi Arabia are explained. A description of the organisation of
the nursing profession and the wider nursing experience in Saudi Arabia will also be
presented. This contextual foundation will create groundwork upon which study results

can be interpreted and presented.
2.2. The Kingdom of Saudi Arabia

This part of the chapter provides an overview of Saudi Arabia. The State of the
Kingdom of Saudi Arabia (KSA) was established in 1932 (World Fact Book, 2015).
Abdulaziz Al Saud was the core founder of the Arab state. It is ruled and governed by
the Saudi Royal family and the heads of the main administrative functions are usually
members of the Royal family. The Kingdom sits within the Middle-East Diaspora of
Arabic countries including Egypt, Syria, United Arab Emirates, Oman and Yemen.
Recent moves to greater democratic participation reflect careful balancing of tradition

and modernity (see Figure 2.1).
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Figure 2.1. Map of Saudi Arabia (Googlé Maps)

The Kingdom of Saudi Arabia is one of the largest countries in the Middle East,
with a population of approximately 31.5 million people within an area of approximately
2.24 million square kilometres. The population includes 17.8 million males and 13.9
females (MOH Annual Statistical Report, 2015). The population of Saudi Arabia has
experienced high growth rates over the past few years, with an expected population
growth to reach 47 million by 2020. This expansion in population has triggered the
Saudi government to consider the quality of health care services for its people (Almalki,
Fitzgerald & Clark, 2011a). Table 2.1 includes details of population demographics in

Saudi Arabia. Of specific interest is the number of expatriates within this population.
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Table 2.1. Demographic characteristics of the Saudi population

Gender Saudi citizens Expatriates Total *

Male 10,614,813 7,076815 17,691,628
Female 10,515,147 3,314,643 13829840
Total ** 21130010 10391458 31,521,468

(Ministry of Health, 2015).

The median age of the population in Saudi Arabia is 27.2 years; the annual
population growth rate is 2.7% (World Fact Book, 2015). Life expectancy in KSA has
increased from 52 years in 1970 to 73 and 75.3 years in 2015, respectively due to
improvements in both health and social services (MOH Annual Statistical Report,
2015). These two factors alone have contributed to the increased demand on healthcare
services in Saudi Arabia. This is because children and the elderly are more likely to
require healthcare (Almalki et al., 2011a). Table 2.2 includes details of the age

distribution of the population in Saudi Arabia.

Table 2.2. Age distribution of Saudi Arabia population in 2015

Age category Percentage
Under 5 years 10.1%
6-14 years 29.12%
15-64 years 67.95%
65+ years 2.93%

(Ministry of Health, 2015).

2.3. Healthcare services in Saudi Arabia

Healthcare services in Saudi Arabia have increased and improved significantly
in recent times, currently ranked 26 out of 190 countries (Almalki, Fitzgerald & Clark,
2011b). This has been the result of the Saudi Arabian government committing a large
amount of resurces to improve healthcare services (Aldossary, While & Barriball,

2008). The Saudi Arabian government prioritised the development of healthcare
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services which are mainly managed by the Ministry of Health (MOH) (MOH, 2014).
This advancement of healthcare services has contributed to significant improvements in
health indicators, as discussed earlier. Three other ministries also hold some
responsibility for providing health care services: the Ministry of Defence and Aviation,
the Ministry of the Interior (security forces hospitals) and the Ministry of the National
Guard (National Guard Health Affairs) (MOH, 2014). The healthcare systems managed
by these ministries are coordinated by the Council of Health Services headed by the
Minister of MOH. This multiplicity of healthcare providers creates issues as there is no
coordination or clear lines of communication between these providers. The result is a
tendency to a waste of resources and duplication of services as well as missed
opportunities for advancement (Almalki et al., 2011b). Due to the limited resources and
health personnel, the government relies on imported medicine, imported medical
equipment and expatriate medical practitioners and nurses. This will be discussed in
more detail later in this chapter.

The MOH is responsible for governance of all sectors of the health care system
in Saudi Arabia. The MOH has appointed various regional directors of health affairs
who monitor the healthcare facilities including nursing education (MOH, 2015). The
first Saudi Arabian nursing educational program opened in 1958 in Riyadh following
the tireless efforts of the World Health Organisation (WHO) and the MOH (Tumulty,
2001). In 1976 the Ministry of Education launched the Bachelor of Nursing Program at
King Saud University and have since opened other nursing educational institutions
(Tumulty, 2001). Currently many of these institutions offer certificates, diplomas,
degrees, masters and PhD programs in nursing. The nursing labour force in Saudi
Arabia embraces many nationalities and ethnicities. In 2015 approximately 38% of
nurses were Saudi, with the remaining 62% representing over 20 nationalities (MOH,

2015).
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2.3.1. Hospitals in Saudi Arabia

In Saudi Arabia, the hospital system is classified based on the type of health
service and is managed by the Ministry of Health which manages most hospitals
through health directories distributed over the 20 regions of Saudi Arabia (MOH
Annual Statistical Report, 2015). According to the MOH Annual Statistical Report
2015, 69,394 beds were distributed over 462 hospitals in different regions and sectors in
Saudi Arabia. Table 2.3 includes details of the number of hospitals and beds provided
by the different health care sectors in Saudi Arabia. The MOH manages the main
government hospitals which provide health services for Saudi citizens offering
comprehensive insurance for Saudi governmental employees (MOH KSA, 2014). The
MOH is known to be the principal health care provider taking the role of planning,
managing and regulating the health care sectors. The other two governmental health
sectors are the Ministry of Defence and Aviation sector governing the armed forces
hospitals in the country (Armed Forces Hospital in Riyadh), and the Ministry of Interior
and the Saudi Arabian National Guard sector. These three sectors represent 13% of total
hospitals and 21% of hospital beds. The private health sector makes up 26% of hospitals
and 16% of beds. The private hospitals are for-profit health organisations and are
managed and run independently, often by groups of experts and international
cooperatives such as the Saudi German Hospital and the Saudi British Hospital. The
private hospitals follow the rules and regulations set by the MOH (MOH Annual

Statistical Report, 2015).
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Table 2.3. Number of hospitals and beds provided by health care sectors in Saudi
Arabia

Health care sector No of Hospitals No of Beds
Ministry of Health 274 41297
Other governmental health 43 11449
sectors

Private 145 16648
Total ** 462 69394
(MOH, 2015).

2.4. Nursing in Saudi Arabia

Until the year 2015, the Ministry of Health stated that the total number of nurses
increased from 134,632 in 2010 to 172,483 in 2015. Of these, 95,379 nurses were
working at Ministry of Health hospitals, 35,119 at other governmental institutions, and
41,985 at private hospitals. In addition, the Saudi nurse workforce represented 38.3% of
the total nursing workforce (MOH Annual Statistical Report, 2015). Table 2.4 lists the
number of nurses working in Saudi Arabia as of 2015. The number of female nurses in
Saudi Arabia was 136,855 or 79.4%% of the total nursing workforce population and of
these 70,907 (73.4%) in MOH hospitals, 29,849 (85%) in other governmental hospitals,

and 36,099 (86%) in the private sector hospitals.

Table 2.4. The nursing workforce in Saudi Arabia in 2015

Health sector Number Saudi Nurses (%)
Ministry of Health 95379 55.3%
Other governmental health sectors 35119 20.3%
Private Hospitals 41985 24.4%

Total ** 172483 100%
(MOH, 2015)

The non-Saudi nurse workforce makes a considerable contribution to the health

care system in Saudi Arabia. However, there are difficulties associated with such a high
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dependence on the expatriate workforce, the most significant being the very high rate of
attrition (Baumann, 2010). There are two forms of nurse exodus: internal and external
(Al-Hosis, 2010). The internal turnover rate is whereby the nurses leave the nursing
department and commence working in another department or division in the same
hospital, organisation or institution. The external turnover rate is the rate at which the
nurses leave working for the hospital to work in other institutions or organisations. In
addition, external turnover is the rate at which expatriate nurses leave Saudi Arabian
healthcare facilities after obtaining experience and marketable skills then move to
developed countries, such as Canada and Australia (Almalki et al., 2011a). This loss of
nursing staff has been attributed to a variety of factors that can be categorised under
work-related attitudes, personal characteristics or external environmental factors
(Tumulty, 2001). There are a number of consequences of this high turnover which have

been identified by Al-Almadi (2002) and include:

The high turnover of expatriate staff and low recruitment of Saudi nationals has
led to serious staff shortage in the professions, particularly of well-qualified and
experienced nurses which may be one of the reasons for lack of research in
clinical nursing practice. The shortage has lasted more than ten years and that
has been due to the inability of the nursing profession to attract Saudi male and
female nurses to work due to difficulties arising from salaries, shift schedule,
management decisions, and social perception of nurses (Al-Ahmadi, 2002,

p.645).

Low recruitment of Saudi nationals to undertake nursing education programs has
also contributed to the nursing shortage. There are a number of factors that have
contributed to this, including ‘the poor image’ of nursing, lack of awareness about
nursing opportunities among high school students, the nature of nursing work that

conflicts with the family and personal life (for instance, high workload, long working
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duties, night shifts and working over public holidays and weekends), low payment
compared to other jobs, lack of professional growth and lack of support for working
mothers (Almalki et al., 2011b).

Accordingly, nursing leaders need to work to improve the image of nurses and
facilitate the recruitment of nursing experts into the nursing profession (Kelly, 2011).
For example, reduced working hours and part-time contracts with increased salaries and
benefits could attract nurses to the profession, as might the provision of facilities such
as private transportation and on-site care (Mrayyan, 2006). Furthermore, establishing a
national association for nursing research and practice would advance the nursing
profession toward research-based practice (Youngblut & Brooten, 2001).

2.4.1. Nursing education in Saudi Arabia

Since 1992, a variety of colleges controlled by the MOH were established in
Saudi Arabia to meet the demand for nursing and other health professionals. At present
in Saudi Arabia there are 24 health institutes and 19 junior health colleges which award
diplomas in different fields, one of which is nursing. A range of specialist nursing fields
are available in Saudi Arabia including midwifery, medical, surgical, paediatric and
psychiatry in addition to opportunities to practise in other areas and subspecialties such
as ophthalmic, orthopedic and critical care. However, postgraduate courses are offered
only in clinical courses such as midwifery which might be due to the lack of supervising
staff in the other fields (Almalki et al., 2011a).

The Bachelor of Science in Nursing (BSN) program was established in Saudi
Arabia in 1976 to increase the number of degree qualifications in the nursing profession
(MOH KSA, 2014; Tumulty, 2001). This program is under the supervision of the
Ministry of Higher Education. Technical Nurses and Technical Specialists have a

Diploma but they are obtained from different institutions which are graded at college or
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institute level. Nurse specialists have a degree awarded by a university (Aldossary et al.,
2008).

Since 2005 the MOH has formally increased the entry requirement to a Bachelor
of Science in Nursing as a minimum level qualification to join the profession. The
objective was to equalise Saudi entry standards with international standards with an aim
to improve the quality of nursing care and expertise whilst supporting evidence-based
practice for nurses (MOH KSA, 2014). These standards were approved in 1999 by the
International Council of Nurses and agreed that research-based practice is a hallmark for
professional nursing and that nursing research, both qualitative and quantitative, is
critical for quality cost-effective health-care (International Council of Nurses, 1999, p.
1). Based on this initiative, it would suggest that the nursing workforce in Saudi Arabia
would be expected to provide more professional care and be able to incorporate EBP
principles into their practice.

In 1987, the Master of Science in Nursing was commenced. Graduates from this
program are referred to as Senior Specialists or Nurse Consultants (Aldossary et al.,
2008). Doctoral scholarship programs were established in 1996. This program was to
facilitate nurse leaders being able to obtain a doctorate in an overseas university
(Aldossary et al., 2008; Miller-Rosser, Chapman & Francis, 2006).

2.4.2. Nursing regulation

The official regulation of the nursing profession in Saudi Arabia is a recent
initiative and came from a desire of the Ministry of Health to improve the quality of
health care and thereby improve outcomes for patients (MOH KSA, 2014). This
regulation is undertaken by the Scientific Nursing Board which was established in 2002
(Miller-Rosser et al., 2006). Prior to the Scientific Nursing Board, nurses were not
required to register and training programs were not standardised or required. There are

private institutions either colleges or hospitals that provide training for nurses which are
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well funded (MOH KSA, 2014). These institutions provide the training either during
the course of study or after students’ graduation from their schools and they are
accredited by a Vocational Technical Organisation but their standards are still dissimilar
to those of the MOH (Almalki et al., 2011a).

The Scientific Nursing Board has similar functions to regulatory bodies in other
countries such as the Nursing and Midwifery Council in the United Kingdom, the
Nursing and Midwifery Board of Australia, or those in the surrounding Arabic
countries. The Board has a role to develop standards and approve courses including
post-qualification programs. It is currently run by the Saudi Committee for Health
Specialists which has general oversight of all health related professions. It has been
suggested that an independent Board should be created for nurses as the current one
which is supposed to support nurses, is mainly focused on the medical profession
(Almalki et al., 2011a).

In 2003 the Saudi Nursing Society was founded (Almalki et al., 2011a). This
society aimed to enhance clinical and theoretical competency of nurses and provide
scientific advice to its members. In addition, the society aimed to improve the working
conditions of nurses (Almalki et al., 2011a).

2.4.3. Nursing research activities

Currently all nurses registered with the SNB are required to attend a series of
continuing education programs in order to be eligible to renew their registration
(Tumulty, 2001). The availability of such programs, however, is not widespread,
especially in the rural and remote areas of Saudi Arabia. This requirement therefore can
be difficult to achieve.

One of the main goals of the SNB is conducting and supporting nursing research
(Almalki et al., 2011a). There is a lack of resources in Saudi Arabia, however, to

support and encourage this. Staff are also too busy dealing with the challenges that are
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faced by every nurse, to be discussed shortly. Advanced education has been slow to
develop until fairly recently. There is also not always the library resource to support this
(Tumulty, 2001).

2.4.4. Nursing challenges

One of the major challenges for nursing in Saudi Arabia is a result of their
dependence on expatriate nurses to staff their hospitals. This is for a number of reasons.
Expatriate nurses are usually recruited through contract management with few systems
or controls in place to ensure personnel standards are followed (Tumulty, 2001).
Contracts for recruitment are awarded for three years which is followed by a new
bidding process for a new contract. This can result in a lack of continuity in contract
providers. Some contracts are priced at such low levels that maintaining high quality
personnel is difficult. Few Western nurses are recruited as a consequence (Tumulty,
2001). The majority of expatriate nurses are recruited by agencies based in countries
such as India and Philippines. Teams of Saudi staff consisting of doctors and
administrators go regularly to the targeted countries to recruit new nurses. Nurses are
not included in this recruitment team which may impact on the effectiveness of
screening for potential recruits. Hence, many of the recruits often lack the necessary
experience and may be poorly matched with the positions they are recruited for. This
contributes further to the high turnover discussed earlier (Tumulty, 2001).

Although the hospitals in Saudi Arabia are generally well equipped with the
most up to date facilities, their efficient usage is potentially limited due to the shortage
of nurses, especially experienced and specialised nurses (Alshammari, 2014). This lack
of nursing experience creates major challenges to the advancement of nursing practice
in Saudi Arabian healthcare system (Almalki et al., 2011a). Furthermore, these
inexperienced nurses create an additional workload for the experienced nurses who are

required to supervise and teach these nurses in addition to performing their own duties.
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In addition, is the added difficulty of language. The majority of the patients and their
families are Saudis who speak Arabic. Most healthcare providers are from non-English
speaking backgrounds and, therefore, have English as their second language and not
competent in speaking Arabic (Aldossary et al., 2008). The problem that this creates
adds further to the workload for the Saudi nurses as they are often asked to interpret for
the expatriate nurses who are not able to effectively communicate with their Saudi
patients (Bander & Jones, 2017).

One of the other challenges faced by nurses in Saudi Arabia that contributes to
their high workload is the fact that they have to engage in non-nursing duties. This is
because there are inadequate levels of ancillary and management personnel in most
healthcare facilities to undertake these non-nursing tasks (Almalki et al., 2011a;
Tumulty, 2001). The consequence is that nurses are compelled to undertake these duties
on top of their nursing duties.

Dependence on an expatriate workforce to staff hospitals can be potentially
problematic for another reason. If for some reason there was a large scale withdrawal of
expatriate nurses similar to that occurring during the Gulf War in 1990, it would put the
healthcare system under serious risk (Al-Hosis, Plummer & O’Connor, 2012). This
creates a further impetus for not relying on an expatriate workforce.

2.4.5. Saudisation

In order to overcome many of the issues with having a predominatly expatriate
nursing workforce identified above, Saudisation was introduced some 20 years ago. The
rationale of this initiative was to increase the number of Saudi nationals in the
workforce, not only an issue identified in healthcare and nursing. The initiative was also
aimed at addressing the high unemployment rate in Saudi Arabia. The aim of this
program was to force the private sector to employ more Saudi nationals and reduce the

number of expatriates in the workforce generally (Torofdar, 2011). This was seen more
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as an ideology rather than a policy. There was a tendency to prioritise professions
differently, with for example such professions as engineering given a higher priority to
nursing (Alshammari, 2014). Reasons for this included the paucity of fully accredited
nurse education programs and the influence of gender attracting Saudi nationals to
nursing. Engineering is a male dominated profession whereas nursing is a female
dominated profession. Females are not necessarily attracted to nursing for a number of
issues, identified earlier. Engineering was therefore a more achievable profession for
success with Saudisation.

As recently as 1995, the Saudi government issued a royal decree to promote
Saudisation for the nursing workforce in order to replace the mostly expatriate
workforce (Mufti, 2000). This has resulted in a steady increase in Saudi nationals and a
decrease in the dependence of expatriate nurses in the workforce (Miller-Rosser et al.,
2006). The success of the Saudisation program is dependent on the ability to generate
Saudi nurses rapidly with an intensive education program and to maintain quality and

standards.
2.5. Summary of the chapter

This chapter highlighted the distinctive Saudi Arabia context by describing the
health care system and the unique situation that the nursing profession is in. The chapter
began by providing an overview of the country of Saudi Arabia. In addition, the current
system of health services, hospitals, and nursing education, nursing regulations, and the
health care providers of Saudi Arabia are explained. A description of the organisation of
the nursing profession and the wider nursing experience in Saudi Arabia was also
presented. This contextual foundation creates groundwork upon which the study results

can be interpreted and presented.
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Prior to approaching nurses in Saudi Arabia, it was crucial to be aware or what
was already known and what needs to be known about this problem through a

comprehensive literature review. This will be discussed in the next chapter.
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Chapter 3: Literature Review

3.1. Introduction

This chapter presents a critical review of international and local literature related
to the utilisation of evidence-based research in health care institutions in Saudi Arabia.
The focus of this study is to examine the barriers to and facilitators of nursing utilisation
of research in different clinical settings. A comprehensive systematic literature review is
performed to inform and direct the emerging study aims, identify and clarify concepts,
and provide an overview of the available evidence to demonstrate the need for further
research. Evidence is critiqued to highlight and examine the external organisational and
internal personal influences of the nurse that could limit or enhance using research
findings in nursing practice; and to understand what and how such barriers to, or
facilitators of, using these findings.

The review encompassed a search for evidence worldwide to facilitate the
comparative analysis of nurses’ adoption of evidence-based practice across different
countries and within different cultures. Although a number of quality papers were
identified, the search failed to uncover many original publications on such a topic
within Saudi Arabia adding to the justification that such a study was necessary. This
chapter begins with a description of the search strategy, followed by a description of the
concept of research utilisation. Studies that investigated barriers to and facilitators of
research utilisation will be presented in separate sections. The final section provides an

explanation of the theoretical framework underpinning this study.
3.2. Search strategy

A systematic search strategy was developed and employed, using a wide range
of databases and search engines. The main electronic databases: CINAHL, EMBASE

and Ovid MEDLINE formed the chief sources of literature. The databases were
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searched for studies published in English language and from January 1997 to April 2017
(20 years). In addition, the RMIT University catalogue for related books, theses, and
publications only available in printed materials were also reviewed and obtained
directly from the library when available. Google Scholar and Bing search engines were
used when required. The keywords searched were ‘percept’®, ‘nurs’*, ‘barrier’*,
‘utilis’* and ‘research’, facilitators, evidence-based practice, and Barriers Scale. An
appropriate thesaurus associated to a specific database terminology Booleans operators
were utilised (AND, OR but avoiding using NOT) to combine concepts, gradually
refining the width and depth of the search to capture available evidence.

A total of 1306 study papers were identified, of which 700 were considered
initially to be directly relevant to the review as they contained keywords in the title
and/or the abstract. For those papers where it was unclear, the full text was obtained.
This search was gradually refined with a more focused inclusion/exclusion criterion.
According to the criteria of being in the English language and a timeline between 1997
and 2017, the 700 papers were reduced to 312 papers then narrowed to 42 studies to be
included in the review (Figure 3.1). For the purpose of this research, the following

literature review provides a summary of the larger literature review undertaken to date.
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Step 1: English only with all years up to
April 2017-Scanning titles

Total number for the review

N=42

Step 2: Remove duplicates / Inclusion

criteria

Figure 3.1. Outline of search of literature using nominated databases

3.3. Key findings and concepts

Five core themes were generated from the literature review that highlight and
expose the key concepts and findings extrapolated from the review of the current

evidence. These key concepts and findings will be discussed and critiqued in this

chapter in the following order:

» The concept of research utilisation;

» Benefits of evidence-based practice;

» Research utilisation;

> Barriers to research utilisation;

o Barriers to research utilisation in North America;

o Barriers to research utilisation in Europe;
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o Barriers to research utilisation in Asia;
» Facilitators of research utilisation;
o Facilitators of research utilisation in North America;
o Facilitators of research utilisation in Europe;
o Facilitators of research utilisation in Asia.
3.3.1. The concept of research utilisation
Research utilisation and evidence-based practice (EBP) are terms that have been
used frequently and interchangeably. However, research utilisation can be considered as
the use of knowledge typically from one or more studies (Melnyk & Fineout-Overholt,
2015). Research evidence is combined to create EBP with the proficiency and value of
the trained health care providers (Melnyk & Fineout-Overholt, 2015). The literature
abounds with definitions of EBP. More recent definitions emphasised the sources and
levels of evidence, the influence of the practitioner’s experience, and the desires of
those being served such as patients, families, or societies. Sackett et al. (1997) defined

EBP as:

the integration of our clinical expertise with the best available external evidence
and patients’ values by translating our need for information into an answerable
question and then tracking down the best information with which to answer the

question (p. 1336).

This definition provides more of an overview whereas the following outlines

first what EBP is not, before describing EBP in more detail:

ritual, isolated and unsystematic clinical experiences, ungrounded opinions and
tradition as a basis for nursing practices - and stresses instead the use of research
findings and, as appropriate, quality improvement data, other operational and

evaluation data, the consensus of recognised experts, and affirmed experience to
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substantiate practice (Stetler, Brunell, Giuliano, Morsi, Prince & Newell-Stoker,

1998, p. 8).

Although these definitions do not identify a specific research method, they
formulate a relationship between evidence (level), experience (providers) and
expectations (patients) (Kelechi, 2007). The primary purpose of nursing research is to
provide a comprehensive database for EBP. Evidence-based practice is considered an
important factor in improving the quality of health-care. Research utilisation is essential
to promote EBP in health fields in general and nursing in particular, where practice
continues to develop and demands more liability from nurses.

3.3.2. Benefits of evidence-based practice

There are many benefits obtained from using EBP in health care settings. These
benefits can have positive impacts on patients and their families, health care providers,
and health care institutions (Melnyk & Fineout-Overholt, 2015). More importantly,
patient safety and care quality are improved when nurses consider the up-to-date
relevant empirical evidence in their clinical practice (Kelechi, 2007).

Evidence-Based Practice also impacts on the quality of care provided to patients
and their families in different health care settings (Malloch & Porter-O’Grady, 2010). It
was found that patients assume that health care providers know what works best to treat
a patient’s health condition and that health care providers practice accordingly
(Courtney & McCutcheon, 2010). Building on this, nurses gain the patients’ trust. Many
treatments or medical decisions are based on using EBP reports to improve patients’
conditions and achieve desirable outcomes. For example, Fedorow and Grocott (2010)
reviewed evidence-based recommendations for investigations in cardiac surgical
patients to evaluate the impact of current cardiopulmonary bypass management
strategies for neurologic complications in an effort to optimise patient care and

outcomes. More recently, it was showed that nurse practitioners provided more health
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promotion and scored higher on quality of care measures than physicians (Kaplow,
2015). Similarly, a panel of 10 experts in the field of spinal cord trauma endorsed
recommendations based on the evidence and critical review of the literature with regard
to the pre-clinical and clinic