CHAPTER 2 :LITERATURE REVIEW \R

2.1 Introduction Y.

This chapter reviews the literatures highlighting the con uch as cupping

therapy from different perspectives, cupping practice guidéhi i Malaysia, adherence

to cupping practice guideline, knowledge, attitude, an rs as oW{h it. This

literature review identifies knowledge gaps in relat to cupping practige f I\E'ure

.\

improvement.
Y' i
2.2 Types of Cupping Therapy Ava I%/\/orldw |dast Europe,

Asia) {:,:, ‘\‘\\1' <§f~
iy

Cupping therapy is a tic treatm ‘l!haté;g small glass, plastic or

\ices

bamboo cups that act as SUCY@
skin in order to withdr nd :p ersti a}huﬁ'ailled with causative pathological

substances (Cao& 2010" \fa Ab%&.gl Naga, 2013). It is a traditional
medicine pract b an i

acr éﬁe globe and has been known to be an
effective, e o and |m7a ng th@py This therapy is commonly used in Middle

e ativagessure on the intact or scarified

Eastern S, EUF and Asian specifically China, where it has been
ractlced in hospltalsél}‘ng together with modern medicine (Moustafa Abou-

. 2013).

0
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2.2.1 Middle Eastern Countries \Y '

In Middle Eastern countries, cupping therapy is well-known a amah. In
Arabic, Hijamah means to return to the original state (El Sayed et al., 2013), and in this
context by removing toxic blood from the body (Qureshi et a{@ ). Hence, wet
cupping is mostly conducted in these countries, where it invo ncturlng the skin
before the suction takes place and blood is removed from t 0 s'body during the

procedure. Cupping is a prevalent therapy in Muslim soCletiesfas p pro@etlc

medicine, which means the treatments are directly mended y t ro{)hét(c—l’(hahl
Al-Eidi, et al., 2018). \ Y.

Sunnah means the way, method, c 5@& tic sunrah is the well-
documented knowledge gained from ha (sa ing eds_\ @ces and teachings
in all aspects of life related to pr aﬁe bﬁmn him (Loukas et al.,

2010). Prophetic medicine ISK |cala to ropxhg unnah, and it is related to
health advice, preventive as nd tr atm fdls@s Prophetic medicine (related

(
to Prophet Muhamma e eu or;' reth,mends hijamah for treating many

diseases. “Healin@h&hree lfungs gulp(:éh{)ney, cupping and cauterization, but

cauterization Mbe last ortl’ (B&)Lkas et al., 2010). Prophet (SAW) and his

companio W had ractic g in several occasions, from the time he was

at ho wat he wa hfe statz-of Ihram (Deuraseh, 2006). On several occasions,
>

he ped on his head. Oﬁbcé?the Prophet (peace be upon Him) said “Hijama is the

%\elpful procedure for human beings to cure themselves” (Deuraseh, 2006).

Owadays hijamah is not only used as treatment of disease but also as a preventive

medicine.

27



2.2.2 European Countries \Y'v
Cupping has gained its popularity and underwent a surge in Sg@teenth

century and during this time it was used generally for gout (Manson, 1854). Previously,

it was noted that a doctor had using dry cupping to relieve pain and faZIltate delivery

during a tough labor (Gubb, 1923). Dry cupping involves th atlon of a heated
cup that act as suction on the skin for several mmutes@re u&a pain. Cupping
was popular in France in the 1920s where it has been,regarded as he u sal re@edy
for aches and pains or shortness of breath (Dearl al., 1982)

In one of the case, prior review stated Wm }&Kt ment@pneumonia

in French Hospital, where fire has been use tion me , be[z bleeding using
wet cupping (Chirali, 2014). Althoum da S this apy_\ Qot practice in the
official medical system, it is still %’)all b tlctéﬁ some parts of Europe.
é &
A

\
2.2.3 Asia z le
: > 's 2

\15\ ell @1 as ‘Baguan’ (b4 guan lido fa).

Cupping th in Cr
Conferring to Chinesésterm, qul t&l’ and ‘guan’ refers to jar or cup (Nielsen
et al., 2012 % Baguan i e’te@i%ue of suction from the skin through cup.
Among %%e;e, guppi Pad be&)ractlced from several thousand years ago. They

Wer sing the same types of(@ﬁs which consists of glass and bamboo, mainly to

pE hyperemia at acupuncture points or painful area with the purpose of curing the
S

G es or reducing symptoms. There are seven major types of Chinese cupping;
amely flame cupping, wet/ bleeding cupping, moving cupping, retained cupping,

empty cupping, needle cupping and herbal/ medicinal cupping (Cao et al., 2010). Flame
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or fire cupping requires soaking a cotton ball in alcohol, which clamped by a

'igﬂ

and lit it using lighter before placing it into the cup and quickly put the c \skln
The fire consumes the oxygen in the cup and creates a negative pressu%vfunctlons
to suck the skin when doing cupping. Moving cupping is where it in\Re.s'oil on body,
allowing the cups to move and massage the muscles during tr Yuetal., 2011).

In retained cupping, the cups are retained on skin for 5 (Lin et al., 2018),

meanwhile empty cupping involves instant repeated application W@m imal

retention. Needle cupping on the other hand is with;needle retenti n‘oLy:ﬁg both
acupuncture and cupping treatment (Lin et al., erba,@ teinal cupping utilize

bamboo cup where the herbs are boiled a t s disB?rsion efore@g cupped on

skin (Mehta & Dhapte, 2015). The basi les of Chingse m@ne is based on the

QI @% 0 s@\ab & AlSanad, 2018).

elp dy|n c‘fea@blood flow, reducing pain

concept of ‘ying and yang’, wu-shi

By balancing the yin ang yang
and eventually mcreasmg ce f pathogens. e 1950s, cupping had been
a

practiced officially by t pe |}p& tlons in hospitals of China (Cao

etal., 2012). é—’
&

? D
2.3 Bri |p v(?ﬁ.‘p m@w’érapy Technique

Si are various typesc:%t, upping, mainly dry and wet cupping (Mahmoud,

N dry cupping, cups are placed on intact skin and the purpose is to remove blood
fl

uid from the site of inflammation to the surface of the skin. Meanwhile, in wet

gopmg there are few small superficial scarifications, about 0.1 mm in depth just to

open skin barrier using a lancet and it covers only the cupped area skin. The purpose is
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to excrete superficial blood with soluble waste and causative pathological subWs
(Mahmoud HS, 2013). Puncturing must be superficial, sequential, only as short

about 2 mm with benign movement (Moustafa Abou-El-Naga, 2013).

Cupping is performed by creating a vacuum in the cup Ja%ion the skin by

either applying a heated cup on the skin which consumes the aY@ it (fire cupping)

or by using a suction pump (suction cupping). In fire cupp practitioner may use

a cup made of glass, metal, or wood (bamboo). The cup then My burning
. _ N

alcohol-soaked cotton within the cups. The cup i aced face \Nll t&‘fbn the

Y—-

skin as the heat creates suction on the skin. suetio ng uses’'a suction
| LN
pump to pump the air out of the cup www oﬁ‘\o the)skin (Mehta & Dhapte,

2015). O
A,

Bloodshed during cuppin tcw is c@}v&u e“capillary, that may help

_ o o , -

in enhancing capillary mmrom\ , removin étabgfrybyproducts, and relieving
&

congested capillaries. The ive vlE ctio‘@timulates the mobilization of

cuu
interstitial tissue qui%\ arby 'a J‘.c‘i&h,bin and refill the cupped area.

ing bl flow to affected areas, relaxing the

=

muscles, and reﬁg&l g7vera ma@ as well as stimulating immune system

(Moustafa @-Na
AN S
ysia

upping Practice in Mala

2 N
e Cupping therapy continues to be an important presence in Malaysia as it has

Qde some implications on healthcare system. In the latest National Health Morbidity

Survey (NHMS) (2015), 29.25% of Malaysian population had ever used any traditional

.
.
L
“
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and complimentary medicine practices with consultation and Malay cupping ‘whi
comprised of 6.45% was ranked in top five most preferred practices @gher
prevalence of cupping practice among urban residents at 82.98% as com%d to rural
residents at 17.02% (Institute for Public Health, 2015). There is alscmse cupping
under Traditional Chinese Medicine which contributed about % overall practices.
Female showed significantly higher proportion of cuppi ?4

tice 'as compared to

male. A prior study on the types of traditional & complifagntary medicine (T&CM)

used by Malay patients visiting a T&CM center sia revealedsth 3_@/0 had
chosen cupping therapy as the mode of treatmen an % I, ZON)Y?I'his data

explains cupping therapy is still on de and it f%\ver uch=inigrained in our
multiracial Malaysian community. ThN ed to conty epro@ing traditional and
complimentary medicine, specific I‘:jping @ﬁpr @g options for patients
and community to maintain W%in Spple erﬁtar)é;?modern medicine. With

\ ovidedat either practitioner’s premise

regards to the location of cuWervi‘Ts, it
[
or patient’s house. Majomi alay ‘g ppi users for cupping to maintain wellness

(66%), to treat illgw:%%) fn of theéffentioned for both as treatment and to
I

‘ic I—Q@%ﬁ, 2015). In terms of places where the

preserve welln nstitute
" X¢
cupping SBQ es were obtained, ajo@of the respondents had their cupping therapy
at practier hou£ 0)f fol‘@l by at premise (31%) and patient’s own house
N
(19»A O
\peaking about T&CM practitioners, to date, there are 16,050 of local
actitioners have registered with Ministry of Health (MOH) so far (Traditional &
omplementary Medicine Division, 2018). However, it is believed that a lot of

unregistered practitioners are still practicing in the market. A huge number of
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unregistered practitioners might be due to many of them did not possessw
qualifications and credentials as TCM  practitioners (“Registrati CM
practitioners mandatory by year-end,” 2016). Any person intended to prﬁwce TCM

must apply to the council to be provisionally registered as a practitiong by undergoing

one year residency in any institution recognized by TCM counei those who meet
the qualifications will be issued a practicing certificate. M e, based on database
gathered by MOH, roughly 13,000 premises are givin WJ”C uding
cupping therapy. Nevertheless, official figures exact! nu r' of_fappmg
practitioners in Malaysia are not available. \,‘T

!
@’“‘cf

2.5 Diseases Treated by Cuppl A
A
Prophet Muhammad (peac updln Hi a rted to get cupped for
headache and had recommende Iame&%ﬁout pain in the head to get
isis quport by p\'ch tudy of wet cupping conducted

Lyt &
\cgm cant i ve in quality of life without side

cupped ( Tabachnick, %
among migraine pa%

effects (Kaki et 9)

among Chm@tio al‘a
NS

condltlog( as hejpbyzer, cough, asthma, acne, common cold, urticaria, neuritis,
4
cerwcahs dylitis, lumbar S@E,. mastitis, facial paralysis, headache, soft tissue

|; arthritis, neurodermatltls sinusitis and sciatica (Cao et al., 2010). In other

atic@ew on the benefits of cupping practice

O

gl‘nplﬁMntary medicine, cupping is used to treat

matic review study conducted in 2011, cupping has been claimed to reduce pain

Oluding musculoskeletal pain, stimulate autonomic and peripheral nervous system,

reduce hypertension and treat herpes zoster (Lee et al., 2011).
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Many theories have been suggested to explain various effects of cupping Wy
and its mechanisms of action. According to literature, pain reduction effect XSultS
from changes in biomechanical properties of the skin as explained by t;e\Paln Gate

Theory”, “Diffuse Noxious Inhibitory Controls”, and “Reflex Zone Theory” (Al-Bedah

et al., 2019). For the anti-inflammatory and increase blood ci ion effect could be
attributed to the “Nitric Oxide Theory”. The immunomodu ect‘s of cupping can
be explained by the “Activation of Immune System Theomy’ and fin Waskg of
toxins and removal of wastes and heavy metals w it hemato ca‘l agt'%tment
effect might be attributed to the “Blood Det0x1 T & edah&bzv 2019).

\ S
“Pain-Gate Theory” suggests that ﬁw ther?[?y could redu&oam intensity
(Q &

by changing the communication route&

the brain and backward, invol |%)C|ce®gr e Qe—{\? to synapse into a
? @ &
i

transmission cell in the dorsal inal cord. I@ffuse Noxious Inhibitory

&
Controls Theory”, it is baseY} concept of pain @hlts pain. Local scratching and
puncturing done durin% g therapy tri ger szi??spmal-medullary-spinal pathway
resulting from wf&&concqml\pamful uli applied at the same time causes
r

transmissidn fronf a)stimulated area to

&

inhibition of t imar P 'ShidQ)l & Al-Mahrezi, 2020). “Reflex Zone
Theory” explai out e can cfr on@ptween one organ of the body and another one
due tot ction’b » ner;é}b nd muscles. The disruption in one organ causes
ext mptoms which can h&detected at a site distal to the affected organ. Thus, the
a on of cupping therapy cups on top of the skin causes the stimulation of the skin

c ptors which lead to the development of blood circulation through the neural

connectlons to the affected organ.
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Meanwhile nitric oxide as in “Nitric Oxide Theory” involves vasodilatRa’d
regulation of blood pressure, in addition to cell differentiation and othwl gical
functions. The application of cupping therapy might cause the release o ic oxides
from endothelial cells and, thus, increase blood circulation effec&‘.A'ctivation of

Immune System Theory” suggest that cupping therapy th decrease serum
]

immunoglobulin E (IgE) and interleukin 2 (IL-2) levels wh und to be abnormal

in the immune system. Cupping can affect the immune s vid thre Way%'and
N
those are, firstly, cupping aggravates the immune y makin a’tiﬁy:i'a] local

inflammation. Secondly, cupping activates thvplem@ stem~and thirdly,

cupping increases the level of immun Wcts éqch a interf%l and tumor

necrotizing factor. Consequently, it inN e flow of lymph in@ lymphatic system

and activates immunological eff &fjast but \M‘xst, (\ lood Detoxification
& 0 e,
S

Theory”, discussed on the rem gs s@‘as uric acid, high density

lipoprotein (HDL), low Y}Iipjprot' LDL9;~serum glutamic oxaloacetic
transaminase and won% affected are vxhee e cups are applied (Daniali et al.,

2008). The negativ Mre &':tio\oducem@{upping therapy trigger the extraction
& N

of the toxins w by‘ ’Iig Elg@\exudation, and germs (Al-Bedah et al.,
2019). ) \(_,
:‘Q 3

&
2 Ndverse Effect of Cupr}lg due to Poor Practice

<
o
(2]
—t
O

’

A\

e Although cupping therapy is considered safe with no major adverse effects, it is

sential to ensure that practitioners are properly trained and aware on the possible risks

involved. The procedure has a minimal discomfort due to the application of blade to
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puncture the skin. In cases where the patient's pain threshold is low, a local an%ﬂc
can be administered to reduce the discomfort. Cupping can cause painles % and
bruising on the skin, which will be disappeared within a few days%reatment.
Furthermore, other possible minor side effect that may occur is Iigmedness post

cupping because blood has been drawn into the cups, and to ta the patient needs

to be rested post procedure without handling any heavy ma dri\‘ing. In addition,

in a systematic review of adverse effect of cupping cond in Korea;-found o%_that

N
among the adverse effects reported were erythe ultiforme, fher. s’mp_,@? virus

infection, anemia, factitial panniculitis, ce epidu@ ess n&cardiac

hypertrophy (Kim et al., 2014). In ano& tuely in°‘(orea cupping therapy were

associated with infections, the exacerM sympto neu@horax, and burns.

Among the adverse events reporte:,% relama%i Q:K\orean medicine, more
(..)

(4]
than 40% of infections were at\

3

0 themism ademggofacupunctureorcupping

therapy (Shin et al., 2013). %\

(. ) o
Furthermore, a zed control ‘.trlagnducted in a hospital in Jeddah,

Saudi Arabia revv@at th*re only mild side effects post cupping such as

headaches, diz s and tire Tbsid@}aﬂer few hours. After eight weeks follow

¢ ? L)

up, only 27 terventi oup participants were having hyperpigmented scars at

ystematic review co@ucted by the Medical Development Division, Ministry
of\h Malaysia stated that wet cupping is literally safe without serious adverse
ects, nevertheless may include effects such as discomfort, tired, skin laceration,

ension headaches, pain at the cupping sites, hematoma and most commonly bruises on
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the skin. Though, these adverse effects are minor, transient, less severe @I
disappear in several days (MaHTAS, 2019).

Numerous adverse events related to cupping therapy were repﬁ but were
rare. Most of the effects were preventable if the practitioner is trained pREerly. Cupping
should be administered by qualified health experts and in nce with safety

practice guidelines. '
L \T

| &
2.7 Traditional and Complimentary Medicine Rgactice (jui elipe on @?am
(Cupping) by MOH [2011] Y' \ Y(\./
recggnszed globally as
S ge demand for its

0 di@ National Health and

(@]

Traditional & complementary me \/n

a form of health care alongside mainstre ew

services is on an upward trend. 'sl’ bac se a
“« Q-

Morbidity Survey in 2015, & of n r@mation had ever used any
N

==

traditional and completntaqmedici practic s@tonsultation and 21.51% of the

population used traditional and coqg{ rf@icine within the last twelve months

with consultatio m@ t e'n, 6.45% us alay cupping and they often used for

N
minor iIIness{Ms algi Pl artd%ﬂhscle ache, back pain and cough (Institute
for Public% 2015). Due t itsﬁ{demand, government has taken the initiative
4
ine

to provide tice quid as reference.
p g refefe

e

S
\ e T&CM Act 2016?73(ct 775) provides for the establishment of the T&CM

%I to regulate the T&CM services and matters related to it such as adhering to

Qctice guideline. Itis an effort to curb abuse by unscrupulous practitioners, in ensuring

the safety and quality of the services provided. Although T&CM practices have begun
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to be incorporated into the national health care system in selected public hos{ and
clinics in Malaysia, the volume of T&CM practice lies in the privat . This
guideline serves to ensure the safety and quality of T&CM services inc:ﬁ% cupping.
It helps practitioners in providing them with relevant information a%s.ponsibilities
related to the care of T&CM services. According to T&CM A , any practitioner
who desires to practice and provide T&CM services s egisltar with T&CM
Council. In order to be eligible for registration, the praetition rsM,ha e the
required qualifications. Unqualified practitioners ide inade elsenﬁas and

may not follow the professional code of ethics{Thisrquideli e acse:g:ed in the

Y.
H&stry of Heath

Malaysia. The first English edition VN i , fo@/ed by the Malay
version in 2013 and is being used %
The guideline generall&%’
avoid any transmission Y@riou
immunodeficiency vir%V), he91
guideline begins wi M(l)@r
>

by the (2) treat

(N S
cupping t% commende tiée to, do cupping, precautions, and possible side
cemp

riteria, nsis the indications and contraindications of

licati

trea rocedures, which e&}ﬁrise of apparatus involved, points of applications,

N
effects ycup@ In this guideline also explains about the (3)
sta\ precautions, duration, how to monitor and the importance of referral if any
rgency condition occurs. It also includes the need of (4) documentation and a proper
5) practice facility. In the appendices also provided with graphics on sterilization and

disinfection techniques, standard precautions in healthcare, disposal of infectious

37



and cupping apparatus for easier understanding (Tradisional, 2013). (4}

Knowledge components in the questionnaire were developed
contraindications, precautions, and side effects of cupping therapy ‘Sections in this

\ﬁe indications of

r mfnstrual pain, to

rs. it M,in luded

N
contraindications for dry and wet cupping respe@amely ca p‘at@ﬁ@ over

varicose veins and lymph nodes, in patients wi frac% uscleﬁg;sm, sites

of ulcers, in patients on anticoagulatiot |platé1‘at tr
warfarin and heparin, and in patientsM ding diso

N

thrombocytopenia. Meanwhile adh components
6
C

guideline. This guideline has shown an extensive informatio

doing cupping such as for pain relief, as deep tissue mas

relieve insomnia, in gastrointestinal disorders and

eatmentwsuch as aspirin,

S su@s hemophilia and

the_questionnaire were based

(..)
on the section treatment proce ich.includ pﬁar@@.’where all cups should be

sterilized after each sessiorYJg cetj need,tojbe stetile. Next section covered in the
: o . i ( .
questionnaire is standa% ution. It'is s §;ant|% explained that hands should be
N &
washed routinely, Mma@ o provided as reference. Practitioners are also
required to uséwpersonal p i 7 e&(;&ent especially gloves during cupping
¢
treatment. q(ba.lentl , duga n’of\@me, where is it mentioned the cup should be
applied% 015 &ivl?ﬂith@verage of 10 cups to be applied per procedure.

Ne onent in adherence \fionnaire was monitoring, where in the guideline was
cle\tated that patients should be monitored to see for any adverse events and a
@ imum allowable blood loss is 450 ml per procedure, hence cupping therapy need to
stop and abandoned if there is an excessive bleeding. The other component covered in

the questionnaire was information on referral, where it emphasized that emergency
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medical services of 999 ought to be contacted immediately if there
cardiorespiratory collapse event. Last but not least is the information on d &ﬂ’

The cupping guideline has discussed deeply that practitioners need to&ment the
estimated blood loss or withdrawn during wet cupping,
complications or adverse events, and consent form (Tradisio
of the mapping between cupping practice guideline

components for adherence and knowledge are as shown i

Table 2.1 Mapping of cupping practice guideline a

-

enc fﬁ

Ry

tion.

for gvelopment of

). The summary

an':l questionnaire

ble .1.\4,

| &

edgewg;tionnaire

Practice guideline components

o

%

Accepted age
Indications
Contraindications

)
Treatment criteria \c}’

\/

l

- hvad
Q’ugstionqéh items

&

_@Wledge
Al owledge

iv.  Recommended time ) o N -
v.  Precautions \j “ @Wledge/adherence
vi.  Side effects and compﬁ[a* S \<</ Knowledge
Treatment procedures I d 5
i.  Apparatus ? N Adherence
ii.  Points of applieati ' \>’ -
iii.  Standard precauti \v' $ é}, Adherence
iv.  Duration Adherence
V. Monitor@ Q 40% Adherence
Vi. Referra\ NS /N Adherence
i ] o { C—.:" Adherence
I < . Treatment facilities

i ationéanectidaechniques
. 4, Standard precautions in ealthcare
iii isposal of infectiouﬁ%fcal waste
I\ nvironmental Quality Act 1974
Bekam clerking form
Consent form

vii.  Bekam apparatus

Adherence
Adherence
Adherence
Adherence
Adherence
Adherence




2.7.1 Aseptic Technique: Components of Practice Guideline Y'
\

In wet cupping, blood is withdrawn into a cup after skin being lﬁﬂged and

vacuumed, risking the practitioners to cross contamination, higher in those ungloved

and unshielded face. Splashing or aerosolizing of the cup’s ¢ nteXn.lay possibly

happened if not handle with care (Nielsen et al., 2012). Ywmmended safety

protocols available in practice guideline, the practitione e udgeste to wear
gloves at all times when doing procedures, keep personal protective e entfflPE)
N
including face shield while disposing waste prod d wash cups ssible
? 4

re-useqp’radisional,

atieg: blood or fluids

to avoid drying of blood, followed by sterilizaw'ﬂinte d

2013). Moreover, any gauze or tissue pap Nﬁnate Wi
a ? -

A

need to be disposed in hazardous waste b g clinical w

(Nie@1 etal., 2012). An
A

appropriate safety measures need gf)wplgr&ylmng ngbping therapy to ensure
né a

I
7]
the protection of both practib\ nd patientsyand é&r a competent care with

BN : N
minimal infections rates. %
z I [
The re-use of ¢ ated cups Wi qthsrl ization can expose other patients

\

with blood borne %such las hepatitis B a@»c virus, and HIV. This is in consistent
N
with prior sys M re 'evy evidenge, a)ﬁeye there were viral infection post cupping
4
reported, h was hepatitis)B Furu&eJet al., 2013). In addition, another case report

from :w(ﬁcate abg;'s si@ virus infection occurred secondary to cupping

N
ng et al., 2011).5&? stated by Nielsen et al (2012), to prevent from

th&
%inaﬁon, the practitioners were recommended to don glove when removing cups

Qﬂaining blood and to sterilize cups prior to re-use. Nevertheless, cupping glass have

been misunderstood as non-critical instruments because they looked as if it only

contacts with intact skin, especially in dry cupping. The fact is the contact might cause
40



extravasation and leaking of blood and body fluids into the cup even if notWy
visible. According to the Centre for Disease Control (CDC), cups for (ﬁ!,.l\ping
should be categorized under critical items, in which require sterilizatiorﬁh level of
disinfectant prior to re-use or safe disposal after used (Rutala et al.m);). Although
this standard has been proposed to be incorporated in complim?u edicines but the
application is not covered by all practitioners (Rutala et al., Another issue arises,
whether plastic cup will be in a good condition after rep autoclavings whe

Q%-it is
| &

best to be single used (Nielsen et al., 2012).

The needle or lancet used to puncture thvbesp 'a'rly in-wet cupp%'g should
Y.

not be reusable and if intended to re-use itt t 40 sterilize the needleto prevent from

any cross infections. In previous studyN sourc

and it was due to the reusable of n %itho@&e
? 6

eansed withi70% iggsropyl alcohol and allow it

K\

Besides, the skin need\
to dry before pricking it onl.c [;pjg therapy. T@disinfection is to prevent any

ectio@)ted to be hepatitis

@D
o
—h

j{gi%(u etal., 2013).

infections caused by ba the skin bei Injec with the tissues. Also, all clinical

N &
e e gu@ﬂ'es stipulated by Ministry of Health.
&

S su@s needles and lancets. As according to the

2 S

ded@o sharp containers and it should not be more

RS
than tw% full bgfvj;posak;?

Andardizing safety p@es among cupping practitioners in Malaysia able to

dowmsize the risk of infections and protect the patients to the greatest extent. In

waste manageme;%*ﬂo adI'er

«
g 4
o )
Z

wn
2 o)
=
o
o
=
o
wm
—+
D (¢]
o
=g [%)
2
o
wn
® oD
177}
=

nclusion, cupping therapy is not adverse effect-free, and several recommendations
eed to be emphasized to minimize the risk. It is recommended to start with the

knowledge of the practitioners, in which they need to have adequate training in
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anatomy, physiology and safety measures. Also, aseptic techniques and?e?y

guidelines need to be implemented by enforcing the law to promote tS@ and
protect patients from having any adverse effects.

2.8 Adherence to Cupping Practice Guideline Y

r Wg exactly
L

inding oneself o'o.tige)&nce

is regularly’used as a'measure of

quality of care as this is one of the indicators tzttaig‘e\ﬂ‘e

Adherence can be explained as someone ing

according to a regime, advice, or belief. Also,
(Bissonnette, 2008). Adherence to practice guideli )
nt dt%sfgﬁ making in
practice and utterly will deliver the best,0 e to the"patients. Atgo.ere are paucity of
literatures indicating level of adher huwa?ic guideline among cupping
practitioners especially in Malays dhefence oqstan@ precautions guidelines

among healthcare workers oernj'I i com&mentary practice guidelines

N
among traditional medi€ines %ctition s were incl as they have a comparable job
scope and workplacﬁﬁi;

—-_'

1 ‘ . .
st'comparable supported literature was a prior
study conducted lic nese(J icine doctors in 37 hospitals in China

!
exposed that %\ce p‘rac ,guigéme was 50% (Liu et al., 2017). In this study,

adheren |onna';r Dvyus d @oint (1 = very poor to 4 = very good) scale to
4

rate @1 itude of agreemengw h the statements. Perceived adherence is classified
N

M scores >50% of the maximum score. On another note, previous systematic
iew on sustainability of adherence to practice guideline in medical care, it was

chovered that only 7 out of 18 evaluations were sustained in the long term (Ament et
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al., 2015). It shows only 39% managed to sustain the adherence towards rWe

\

guideline in the long run.

Additionally, in another review depicted that noncompliance wzﬁ%er at 70%
occurred in all majority of clinical settings (Barth et al., 2016). Alsxr.evious study
conducted among general practitioners stated that 35% espondents had
difficulties in changing routine and habits to follow guideli (Y:esnb'arg etal., 2011).
Good adherence to practice guideline has been n to have e, range of

percentage, starting from the lowest to highest. jor'study ¢on e(’ tQ\crﬁeasure

compliance towards standard precautions amo thca&@ in ImiE~ depicted

Y.
that it was poor, reported at 11% (Kermod E OOS)‘?\The estioné}e used has 12

items, with 5-point Likert scale (never; sometimes, oft@or always). Good

A
compliant is quantified if the resp repo@&t‘; falways’ for all 12 items.

\
The compliance discussed |n han a’éhl aste disposal, use of eye
protection and recapping Anlrher pr on of adherence was from a
previous study condu% g healthcar rk in Northwest Ethiopia, depicted

that the adherence Ward prec S was 2% (Haile et al., 2017). In this study,
adherence was d us tlon a e consisted of 22 items at 3-point Likert
scale (1 = o es{ d 3 = always). Upon summation of 22 items,
partICIp hadé gcut pomt of 66 were considered as “compliant” with
sta recautlons Noncom;&[ance are those who reported they were ‘sometimes’
an dom’ on the compliant statements.
Furthermore, a prior study to measure adherence to infection prevention among
edical centre in Ethiopia revealed that the overall adherence was 61% (Bekele et al.,

2018). The items in the questionnaire were rated according to 3 Likert scale, namely
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‘always’, ‘sometimes’ and ‘never’. In this study, good practice is defined as tWI
score of more than the mean value. (a}
Another study performed among healthcare workers in Northern Wganda, on
compliance to Covid-19 infection prevention and control measuresY\.N'as noted the
compliance was 68% (Amanya & Nyeko, 2020). The compli s measured by 8

questions and scored as follows: 1, for ‘never’; 2, for ‘rare or ‘Sometimes’; and

4 for ‘always’, giving a total score of 32 points. Adequat pl nM;tab ished
| &

at >75% of the maximum score. é _\
{ work§s~ in Saudi

Nevertheless, a prior study conducted arwenta%

caut'm&guidel ine was

pliance asseased on 4-point

C
H 3 b 3 3 '\a (3 b 1 1
Likert scale: 1 = ‘never’; 2 = ‘rare someti cand 4 =<always’. The minimum
N
) )
.G

dco iﬁncggdetermined by the correct

Arabia revealed that compliance to infectiE trol staﬁi?ard

good, at 90.1% (Haridi et al., 2016).

score was 0 and the maximurr\
response percentage at 75°/Y'mo e frlm t tal s@e Thus, adherence to practice
b

guideline among variH care'g

number of Iiterattmussing' a\cuppin%&'éctice guideline.

&

N
NN O
& r >
29 Kn on Cuppi \}\
4
Sno ledge is the facts, etical and practical understanding about something.

N . N
I ?ﬂi\etudy, the researcher would like to determine knowledge on cupping which

rises of the precautions, contraindications, and side effects of cupping therapy.
p

roving the knowledge among cupping practitioners towards cupping procedure

» ol . . ..
cti gerng' ally were varies, with minimal

[%2]

including infection prevention is paramount to reduce the burden of healthcare-
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associated infections. Nevertheless, some cupping practitioners were havin@

levels of understanding, including to have controversial belief and c r(apy
onal&

supported by previous study conducted among cupping professi involving

rent
. As

physicians, physiotherapist and nurses who sought license for cupping practice in

Kingdom of Saudi Arabia, among the commonest controversi
is effective in the treatment of all diseases at 31.5% (EI-OlI ., 2@17). Also, from

the same study, 27% of respondents mentioned it is unn ary;to disi t,tthc_ups

N
crucial ¢ p‘oﬁﬁﬁection
c ﬁlg S not\‘z;use any

o

it i?\posm le to@orm cupping

tion@ good knowledge

before cupping and 16% stated that handwashing i
control. A total of 13% of respondents mentt

transmission of diseases, and 14% reve h

anywhere in the body. However, the no cla

identified in this study. This stud gyd th@s}is‘ﬂ' @k\mg in the concept of
0 e,
cupping treatment and trainin am is.needed’td en@te knowledge and rectify

false belief about cupping t N
_ _ l Q _
Moving on to er |It? ture }(om fferent healthcare professionals

N &
conducted in Saudi ia to r1eas i fecti@éntrol knowledge, 38% of them were

having good kn . 201Q§¥ he maximum score of knowledge was 8

in J Q_opd knowledge, a correct response percentage

and to det% ifi
need to% moré. ot and, higher proportion of good knowledge was
note@inprior study conducted{r}éng nurses in Ethiopia, where the overall knowledge

on\?tion prevention practice was 83% (Bekele et al., 2018). One of the knowledge
P

onents discussed in this study was on standard precaution, similar component as

n cupping practice guideline. Knowledge score above the mean value was considered

as having good knowledge. Additional study conducted at different hospital also in
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>

Ethiopia showed similar results, where infection prevention knowledge was 84.
(Desta et al., 2018). Ten knowledge questions about infection preventi r&}sked
with two possible responses: yes and no. Those who has score above the Tean value
were considered knowledgeable. Y'

There is evidence suggesting that knowledge is one tors linked with
adherence to practice guideline. A previous study conducte g healthcare workers
in Pakistan depicted that there was a significant associa bet eMLedg%_and

N
adherence to standard precaution guideline (p<o. (Ather et al., 9;’Qgéﬁet al.,

2015). Finding shows that good knowledge powdq affeté Iianc$ practice
Yu

guideline. Nevertheless, a contradictory fE as fOB‘ld su estedtﬁa there was no
nd

significant association between knovM adher to @dard precautions

among nurses in Philippine (p>O%Labrw®§m., @ Also, prior study
C.)

6
conducted among physicians discoverednd’ si@tant correlation between

&
knowledge and practice o%rd trec ians (@&05) (Askarian et al., 2007).
Echoing also to previow mentjp ed ﬁI‘ nificant association between level of
knowledge and co&ﬁi@c toli \m cont ractice (Russell et al., 2018). This
might be due t differenc % i
g c)oﬂﬁ s
complianc

qwle@are insufficient to determine the effect in
&
N
N S

2 Mtltude towards Prac'%é Guideline

Attitude can be described as inclination or feeling, opinion or behavior about
y specific topic (Altmann, 2008). As according to theory of planned behavior, attitude

turn out to be one of the determinants of behavior implementation (Ajzen, 2012). Hence,

46



determination of cupping practitioners’ attitude towards practice guidelines n
important initial step in improving guideline adherence levels. (f}
Clinical practice guidelines intend to enhance the quality of patiémt care by
providing specific recommendations in clinical practice through Yevidence-based
medicine. Despite substantial efforts to promote the use ideline, attitude of
practitioners towards practice guideline plays an initial role I rstpr implemented
among general practitioners in Netherland reported 97% ‘agreed oMgne t that

N
011). Fur m&rg\?fbm the

same study, 94% stated that they believed th

n% ed on}c:und and
v
sufficient evidence. Nevertheless, 35% ofwcipaﬁﬁs ha ifficu-lé\changmg their

it am@r study conducted

routines and habits to follow the guide .Additionall
@\ifude towards practice

among Chinese medicine professi 6?) Chi@"@& t
[} v,

%), and effegtite ( (Liu et al., 2017).
R

cz;rjprof S nal@study to measure attitude to

guideline as safe (92%), econ

Moving on to othe

A b
ong ea Igvat?)mlmans found out that 91% of

N &
responders agree(;@nerw S we@#eful tools for improving patient care
J

ng e ). I{@'n%the same study, 72% revealed that the

and quality of 4
e Cg% . :} 9
guideline Qch ged theirpr tlce\n it was user-friendly. Only 15% stated that
guidelin%\rf a cﬁa@nz; to _physician autonomy. Furthermore, prior study
m@ed among hospitals@fors in Oxford revealed that 77% had welcoming

i
att towards guidelines, however 51% perceived the attitudes of their colleagues as

clinical practice guide

ing less favorable (Mansfield, 1995). Moderate and low attitude towards practice
guideline also noted in different study conducted among general practitioners in United

Kingdom against acupuncture guideline. 10 out of 17 (58.8%) respondents implied poor
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trust in the guideline, and the rest were having high trust in guideline orWl
(Czarnawska-lliev & Robinson, 2016). All in all, majority of the st 'Xlwed
favorable attitudes towards clinical practice guideline. N

Previous studies have mentioned about the association betweenqttitude towards

practice guideline and the adherence to it. Echoing finding ?ﬂ lor study among
healthcare workers in Iran revealed that there was a sig correlation between
attitude and practice to standard precaution (r =0.399, p 9) (Aska al., 2007).
Also, a study conducted in China indicated that in ural equat dﬂi&tltude
became one of the influential factors affected th ice ( 5:1 5,201 oreover,

in separate study depicted attitude was Wy as?ﬂciate with&pliance with
UQ

.05)®Jssell etal., 2018).

infection control practices among nurse ed States

éses and adverse events.

This might be driven by self-protect inst@%&e i
_ T o w
Those who perceive a greate infection wiill“be @re likely to adhere to the
guideline and vice versa. )Yg any studies hav nd out that clinical practice
onal t‘g

practice, practitio Md to Fxp\ﬂy

Laly . o
if it\is' important to improve quality in

&
Q&rﬁe guideline and have good attitude
&)

towards it. c) ‘? | C.)O
4
O
vl S

2.11 Fac Influencing Adhe\rlgﬁze to Cupping Practice Guideline

guidelines are valuabl

t)

he 1

ence to practice guideline. Those are knowledge on cupping, attitude towards

N
u:*\l'here are several factors determined in prior literatures to be associated with
r

Qactice guideline, age, gender, education level, working experience, number of patients

in a week, employment status, and cupping training. In addition, some barriers were
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noted to be hindered guideline use, namely knowledge-related barriers, attituder

barriers, and external barriers. ! (ﬂ}

2.11.1 Sociodemographic characteristics

2.11.1.1 Age i l

There are multiple factors that influenced adher to pr ct’f&q@line. This
| ]
includes practitioner’s related factors such as socio raphic char. tqri@ with

age in one of them. It was highlighted in pri udy condu momfﬁéalthcare
workers measuring adherence to infectiw ol g\‘ide' in @t&:ia, through
multivariate analysis depicted that oId& :e,r,nged 31 ov@s two times more

likely to practice infection control t@jounger xre 9@975, aged 21-25 (AOR
% ;ﬁ ! N

= 2.04,95%, Cl = [1.279-4.57 A@in agreement with other

study, this study has sh %ignr siti\@rrelaﬂon between age and

compliance (p<0.01), % tudy condu ed'am@'g healthcare providers in Jordan
's 2

tiongwis finding could be due to as the age

incrﬁ%"and thus improve the skills and practice

(Nofal et al., 2017). ®he possible

f

progresses, yeagOf experien '
¢
e through ti e.’H% er this finding is contradicted with different

N . .
vealéd th ‘pungec\%e with less than 40 years old being the predictor

mpliance to standar caution guideline (OR, 0.23; 95% CI, 0.07-0.82; p
e

adhering to

study, wher,

Epe

of

k

) (Haridi et al., 2016). Nevertheless, there was no significant association

Ny

etween age and adherence to practice guideline revealed in previous study conducted

(4

Palestinian hospital (p = 0.220) (Ayed et al., 2015).
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2.11.1.2 Gender \Y"

The next associated factor is gender. There was a differen c@vel of

adherence to practice guideline between male and female as noted in prior study

mentioned females were more likely to comply with infection co@d'elines better

than male respondents (Gammon & Gould, 2007). In addition,?mting finding from
previous study conducted among nurses in Palestinian h to mlaasur infection
control practice revealed that females have significantly®hig eosccwe. as

ropr
’1 N
compared to males (p = 0.004) (Fashafsheh et al. ). This is alsof@n co sié:%t with
4 X
w

previous study done in Ethiopia stated that fem althc ers two times

more likely to comply with standard pr w (Aoﬁ [959

(Haile etal., 2017). Also, gender was fm nifican

CI](*

ociat@/ith compliance to

48 [1.12-4.23])

practice guideline in a study fro Istan gp =0. )?Zeai\al., 2019). Majority of
ng~hette dﬁeiﬁgthan men. This could be

the studies stated that womerK avi
due to the fact that women natufal te cy @nform with the organizational
(

rules and regulations most ofithe times Eur m@ey also often being extra caution

againstanyinfecm iIe@)- &é-}
S 3
&
2.11.1.3&&;,%%& el A <

Am subsequent associ@factor is education level. As according to Malaysian

cgl practice guideline, a cupping practitioner should have a proper training and
6 ation because of invasive nature of the therapy, thus, to safeguard the safety of the
atients. Being a cupping practitioner, require them to have at least six months of

performing cupping procedure under supervision or comparable to 40 case
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presentations (Tradisional, 2013). Ministry of health has decided for the practitichTo
have either Diploma or Degree in relevant fields as requirement in the fu u@ isin
consistent with previous study conducted among healthcare workers in ;thbpia where

education level was significantly associated with practice of infeczn prevention.

Healthcare workers with higher education level such as wit and above were
four times more likely to practice infection prevention as ¢ d topiploma holders
(AOR = 4.15, 95%, CI = [1.381-7.41]). Meanwhile, hea re provi ith %gree

were two times more likely to practice the infectio vention as'co reli m{ﬁ)loma

bearers (AOR= 1.959, 95%, CI = [1.970— )( sf; 2645.' Hence,

identifying education level as one of tE\vlated’\facto to p&ce guideline
adherence is essential. \

BN
% XS
2.11.2 Work Characterlstlc\ ¥ A%
(
’

$
2.11.2.1 Working Ex rien
4
As in term ka e, Ien of working exposure might inclined
the practitioner & 'gmd The possible explanation can be due to
expanding ex |n c pplng era p WI enhance their knowledge and skill and thus
underst asicprinci ‘g n e soning on the adherence to practice guideline

I ; 2018) In prior s@bn compliance to infection control guideline among

% n and nurses in Jordan revealed that there was a significant positive correlation
& een length of experience and compliance (r = 0.32, p <0.01) (Nofal et al., 2017).
owever, several contradictory findings were found, stated that there was no significant

association between years of experience and infection prevention compliance were
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noted (p>0.05) (Desta et al., 2018; Fashafsheh et al., 2015). The finding also su&r’ﬂd

by another study depicted no association between working experience ani @ce to

2.11.2.2 Number of Patients Treated in a Week ? '
The next associated variable is number of patie@ or‘% treatment

| ]
in a week. When practitioners are having numerou bers of pati ts, co 'onr

practice guideline (Halm et al., 2000).

treatment in a week, their adherence score is escalating. This js reflegted in‘prior study

%ee S
revealed that practitioners with the surge % ien k would: increase the
adherence score by 3 points (Nofal et a\&) his fi :
Ithcar

i
study conducted among Japanese h p% (e,{hm liance to infection
control reported that those who tre oré than qpati@er day statistically had
higher level of adherence ('I%\e a ,%jhis-r\ﬁig t be due to the fact that
practitioners with few atmsit pWons@aaice guideline to be financial

' s
&

burden (Tada et al., 2014). \
&8
bent

ent with another

>

P

[
21123 E at
L))
wllowing soa'atedtzfactor is employment status. As in this study,

>4
emplo t status is defined &Eo?ther the practitioner working as full time or part time.

ime practitioner works eight hours in one day or 40 hours in one week. Part-time
Octitioners on the other hand works in between 30% to 70% of that a fulltime

practitioner (Employment (Part-Time Employees) Regulations 2010, 2010). In prior
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study revealed that part time workers were positively correlated with producti\Wd

adherence to organization ruling or guideline (lerodiakonou & StavroE,QThis

might be due to reduce tiredness and stress among part timers, making them easily

follow the rules. Nevertheless, part time workers in faculty re orteito having less

publications and outputs (Levine et al., 2010). In both cir es, it is always
expected to have cupping practitioners to fully adhere to p uideline.
@ \Yw
| S

2.11.2.4 Cupping Training

Cupping training is a basic traini@;
practical of cupping procedure (Ki JUsual
specific part to explain on the cuppi mm&tie ideli
to it. A prior study conducted amonre?sichns t

guideline in Japan revealed thzﬁ\N'nnJR ine-@ted education was associated

with active use of practiCe uzeline (OR1.7 .1—@Sasaki et al., 2020). However,

N S N - .
a conflicting finding seveal thl Tretg S no signiticant association between specialty
e

training and adr@o practi eIin&'ép)%0.0S) (Halm et al., 2000).
c : g !

4
<
\ thec@d hands-on

1
In the traifing, there will be

(?nd rfmportance of adhering

asur ‘f%tors affecting the use of

At thi , CO pﬁls mpeli@training curriculum with exit examination
have not &Eptey‘brﬂ/ pp@}apprentice in Malaysia. Rather, proper cupping
4
traiw Malaysian cuppin&&?delines are sporadically delivered only to those
N
i;\gd in the topic, through continuing medical education or activities undertaken
a

ditional and complimentary medicine societies (Traditional & Complementary
edicine Division, 2018). Earlier, School of Medical Sciences Universiti Sains

Malaysia (USM) has offered one-off short course for cupping practitioners, namely
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Diploma Eksekutif Keusahawanan Islam (Juru Bekam Klinikal) which ha&e?n
conducted in 2014. This course is offered to practitioners who did no \Brmal
education background but possessed vast experiences in cupping pra% with the
minimum of two years’ experience. This course has been conductedmays and the
contents include the apparatus, diseases that can be treated, pping procedure
demonstration and practice. '

In conclusion, it is crucial to study on the adherence tg Ma q,cu&ging
practice guideline among cupping practitioners i ysia as t it Lg&ang in
evidence to support. A change in human behav asi f;d ce oceurs through

the sequential processes composed of Iiﬁme, at nd oelér\ intrapersonal
i

characteristics such as age, gender, e level, w g e@lence, number of

patients coming for treatment in a(s!)< em@\wgrgst Q:\and cupping training.

Knowledge is the foundatior\% attitude, a ‘étti@e' provides the power for
adherence or behavioral cYg btainin itionalvknowledge does not directly
improve behavior, bu% nowl

ge g.lrigbattitude, people can overcome

difficulties by traK what Peo\know as‘Hrpractice guideline into actions as such

&

in adherence. )
S 37 S

Q- &
LA

2.12 rriers of Guidéline US%Y.
S
\Zupping practitioner’s adherence to practice guideline is critical to improve
&o

mes of the patients, as it assists in decision-making of healthcare intervention.

Q\bility to adhere with the practice guidelines can be explained by numerous kinds of

barriers. According to Cabana et al. (1999), based on the conceptual framework namely
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the Clinical Practice Guidelines Framework for Improvement, the barriers We
classified into three major components namely knowledge-related barri \ttude-
related barriers, and external barriers. Factors restricting adherence through'acognitive
component were called barriers affecting knowledge, across an afer\Z component
were considered as barriers affecting attitude, and through a restkiction of practitioner’s

ability and surroundings were deemed as external barriers.

2.12.1 Knowledge-related Barriers

In knowledge-related barriers, it

familiarity of the guidelines. This is W@I
of the guideline and even if they kn@ on the exi YY i

be familiar with its contents. In pre qualitati “udie q‘r}anaged to revealed these

barriers (Espeland & BaerheirN ) et aI.,&L&O).

X S
'S
s ¢ &
2.12.2 Attitude-rela Barrllsrs %
N

In atti Mte bagrie I}d( oté&éement theme was identified. Practitioners

might not ith the specific ¢ nents or concept of the guideline in general
AVAQES
(Cab 4@1999). Other eremelgsincluded under attitude-related barriers were lack
Y

a
ofsf\;acy, lack of outcorﬁ’ec;?xpectancy, and inertia of previous practice. In lack of

‘%icacy, low of self-efficacy due to lack of confidence may lead to poor adherence.
Is very much related to the believe that one can perform the procedure or guideline

accordingly. Meanwhile in lack of outcome expectancy, if a practitioner believes that
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by adhering to a guideline will not lead to an increased outcome, they WI||WS
expected to adhere to it. As in inertia of previous practice, it is where th t oners
were unable to change their previous practice and not be motivated to\hange A

previous study disclosed that half of the practitioners were at precogmplation state

and not ready to change (Main et al., 1995). A previous focus Iscussion among
healthcare providers in Spain found out that guideline ited th'air professional
autonomy, hindering them from adhering to practice g ines (GeneBadia gt al.,

Yw
2016). They have the thoughts that gmdelme@ontrol m nlsmfﬁ their

3

SLE

professional procedures.

O

&
ta |0Q§‘j\th
&)

- gwdehnes related, or environment

2.12.3 External Barriers

-—v

Meanwhile for external . isfthe i

performing the guidelines du\g

N
factors. Patient factors CCIud the sev rlty the @ts, age, patient preference, and
p e r|b

s &, :
tment. @elme factors might be due to the

e practitioners from

patient compllance

the @Iines and the contradictory existing

\ M O . . .
guidelines. O% er hand, @nraj&mal factors explain about lack of time, lack in
resourc% egati ‘ye pre ur S t@m other healthcare professionals (Cabana et al.,

deprivation of c n fe

1999 ternal barriers |d%'n;§. ed are in coherent with previous studies indicated

barriers include lack of time, resources, incentives, availability, and costs of
ment (Almazrou et al., 2020; Barth et al., 2016a; Espeland & Baerheim, 2003).

0 Espeland and Baerheim have revised the classification of barriers and mentioned

the newly identified barriers included lack of expectancy that adherence to guidelines
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will lead to desired healthcare process, emotional difficulty with adr{ 0
guidelines, improper access to alternative healthcare services and r‘ﬁ from
it M

healthcare providers and organizations (Espeland & Baerheim, 2003) perative

to identify the barriers of guideline use as it would be easier to prepar%n intervention
in the future to overcome the obstacles and enhance eline use. The

summarization is mentioned in Table 2.2. '
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Table 2.2 Revised version of Cabana’s Practice Guidelines Framework S

Revised version of Cabana’s Healthcare professionals typi
Clinical Practice Guidelines diverge from a guideline beCause
Framework for Improvement they:

proposed by Espeland and

Baeheim q
Type of barriers \,

Knowledge-related barriers
Lack of knowledge of the guidelines | Did not know
guideline

Attitude/feeling-related barriers
Lack of agreement with the guideline | Disagreéawith the grideli ecic;sq)l

criteri
Lack of outcome expectancy Believesfollowing guidelines
or do"petyimpro\ i toutsxg
Lack of process expectancy Beli%/e guidelines.worsen_of do not
2 rove healthcare proc

Lack of feeling expectancy ‘ﬁl K it pravokes difficult feelings
Lack of self-efficacy \ not they have the

P competenceto follow the guidelines
Lack of motivation/inertia of préwvi Aw@ | motivated to follow
practice @uidelings or change habits
[/}

External barriers
Guideline-related

&y
der the guideline unclear or
' i use
' reei ressure from patients to

Patient-related
q 2 %ve e~ or Dbecause of patient
_ \ l‘\‘u" c qé%(eristics

ink their practice setting makes

them diverge due to:

_J\ e insufficient time to inform or
negotiate with patients

e insufficient materials, staff or
reimbursement

e increased costs if the
guideline is followed

increased malpractTCe’IiabiIity e risk of legal actions
pressure in the healthcare e pressure from other
system healthcare
providers/organizations
e improper access to healthcare e too easy/difficult to actual or
services alternative services.
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2.13 GAPERA (Gabungan Pertubuhan Pengamal Perubatan Melayu) \Y ’

The Federation of Malay Traditional Medicine Practrtmﬁr laysia
(GAPERA) was established on 28 June 2010. GAPERA is one of the erght actitioner

Bodies appointed by the Ministry of Health Malaysia in the aditional and

Complementary Medicine Division (T&CMD). The obJectrv PERA IS to assist
the MOH in upgrading Malay Traditional Medicine inten p ze patient care.
The President and founder of this organization is Mr AdzhariLati trad\iQenal
practitioner. GAPERA is an umbrella body that li |rectly th istr ealth

Y-

ia, Ma@éian Malay

ers Entrepreneurs

Malaysia, and it covers Pertubuhan Perubatan A kam

Massage Association, Pahang Traditionthe Practiti

Organization, Pahang Heritage Assocr y and Pers n Sr@Melayu Lok. The

treatments categorized under M |t|% cr e tr,éaody massage, fracture
massage, sprained massage, um age stro stroke massage, cupping,
and herbs. The principles o t 'rtro edi are based on the teachings of
Islam (Al-Quran and % Rasul M ractrce that is contrary to Islam is

Haram and reject s as tr‘a pra ice of |c and sorcery. GAPERA is actively
organizing pr et e goo&%mctrce among the practitioners, including
advocatrn(@ voluntari fste&.bhemselves with T&CMD MOH before TCM
Act 2 fully en D‘B]/thrsxeeuntry The examples of webinar and programme

tha\ een organized were@drmat Akta Perubatan Tradisional & Komplimentari

%d Kembara Mahabbah Gaya Hidup Sihat Perubatan Melayu.



2.14 Literature Map

Types of cupping
therapy
-Middle eastern
countries
-Europe
-Asia

Description of
cupping technique

-

Cupping practice in
Malaysia

cupping

Knowledge on

~

(2011)
-Aseptic technique:
component of
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2.15 Conclusion \Q
This chapter has discussed eloquently on the adherence to cusbractice

guideline, knowledge on cupping, attitude towards practice guideling, and elucidation
on factors associated with adherence to practice guideline. The@ogy will be

discussed in detail in next chapter. Y"
é NY.
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