CHAPTER 1: INTRODUCTION

¥
e
1.1 Background of the Study \3.'

Cupping therapy (or bekam) is described as a rW: treatment using
evacuated cups being placed to intact or scarified skinai erto tr!dra lood and
interstitial fluid filled with causative pathologlca bstances | (Tradisiona I@lB)
Causative pathological substances contain | e caus ‘pg an d| related
substances that happened during pathogene3|s Liter ggest at cupping

therapy was able to restore physmlog&% stasts.by m&tgg hem (Sayed et

al., 2014)

The cups are made of gla Qtlcfp amhoo, suc@aned on skin to remove

“ &

toxin and stagnation (Jadhav, ¥The adv S of&%ﬁing therapy are undeniable
bounty and exuberan rding tl Ma ?u@ (2013), wet cupping is an
artificial surgical excrhroce a(§j;he blood and interstitial fluid from
causative pathol I subst Les hen urlng in wet cupping, it opens skin
barrier, incre %y:#un s of the skin, enhances immunity, and
mcrease at byh}” r)ﬁé to clear blood from causative pathological
substa& estore ph smloqu}?homeostasw Due to this benefits, cupping therapy
own to have potential to\eat or lessen the symptoms of lower back pain (Hanan

man, 2013), cellulitis (Mehta & Dhapte, 2015), bronchial asthma (Al-Jawad &

Saeed 2011), quality of life (Bilal et al., 2015), hypertension (Refaat, EI-Shemi, & Ebid,

2014), thalassemia (Sayed et al., 2014) and many more.



Cupping therapy has been widely utilized by the world population for d es.
The Chinese traditional medicine practitioners had practiced cupping ther \1000
BC and among the Muslims; it has been regarded as one of the heal%&thod and
preservation of health practiced by the prophet (Peace be Upcmm) and his

companions (El-shanshory et al., 2018). Prophetic medicin ined as medical

practice acquired from teachings, advices and deeds of p ut‘ﬁmmad, usually
narrated in hadeeth (Sayed et al., 2014). ‘\d‘
Y
Influential historical persons advocatin piAg as ane tr’e _§ﬁé3tment

sm@ ed ‘éwgggupping),

Matre de Monderville (surgeon to King PWof Fﬁﬂnce 0 wré\a textbook on
surgery, including a long section onw , detailin
Prophet Muhammad (Peace be U %’ﬂ), \@% aéag is in three things: A
gulp of honey, cupping, and brﬂ%/ith Qe (c ei‘izil@(?But | forbid my followers
to use branding with fire.” (Shibab Al-Badr sin, A5). Imam Ahmad recorded in
his Musnad that Prop% mma(}l;eaj e! L}Q} Him) said, “Verily, cupping is
among your bes Mdies”‘ (\ab AI%f'ry Yasin, 2005). During Prophet
Muhammad’s \& Upg iime, @%ping 1S a common practice.

Cupping made a si

modalities includes Avicenna (or also known

£

'fiér@ntribution to the health care of the Malaysian
public. w ues %o ytroni%. by Malaysian population in their bid to seek
trea for disease and in @{taining health (Institute for Public Health, 2015).
En ng the professionalism of practitioners is a major objective of most health care

ofessions today. Educating cupping practitioners about professionalism can be done
hrough expanding practitioners’ knowledge, appreciation of diverse health care

benefits and medical practices and increasing sense of competence and job satisfaction.
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Realizing this, the Ministry of Health took a positive and proactive ap ran
nurturing the practitioners by developing a cupping practice guideline t(ﬂ)J e the
quality and safety of cupping practices. To measure the adherer%& cupping
practitioners to practice guideline, first they need to register themselves with the
yisen when only
red so far, with the
official figures on the exact number of T&CM practi rs i Wa,w S not

N
available (“Registration of TCM practitioners '@ by year- ,”'2@. It is

believed that non-registered practitioners coul stan{' any~§~them not

having proper qualifications. Hence, it is iEM/e to ﬁ‘eterm e Ievs@f adherence to
i ion@dentify level of
Gﬁ)attitude \a&

@—}e guideline, establish
0 e,
explore rﬂerscgguideline use. The overall
e |
els a dlm‘(@on in understanding the depth

relevance toit.  pN |
K &7

N
C) '?t' (JC')(J
1.2 P@ate‘r‘nvt): \}\
121 eneral Problem Stat t
L g

upping therapy has been widely practiced especially in Middle Eastern

ministry and obtain a practice certificate. However, a concer

13000 of T&CM practitioners including cupping having

cupping practice guideline among pping pr

knowledge on cupping, determin

factors associated with adhere

o

ountries, China, Europe, and Malaysia. This shows that cupping could be a global
urden if the practice is not properly conducted according to scientific practice

guideline. As cupping practitioners have flourished over the years, their government
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have started to regulate this treatment modalities to control for the safety and @s
efficacy. (f)
In Saudi Arabia, the term ‘Islamic’ or ‘Prophetic Medicine’ are co nly used

to refer to the healing practices that were included in the traditions and sayings of the

Prophet Muhammad with regards to treatment, sickness, nu?\génd hygiene. At
ed

present, the term ‘Traditional Arabic and Islamic Medicin t(‘ all practices in

ind b dM,s iritual

healing and applied therapy which include cuppi rapy (Abdel ||‘1 lj,ﬁ&em et
al., 2019). In order to regulate cupping practice, |on&@ r Comggmentary
N 9

and Alternative Medicine (NCCAM) u@msm‘?\of alth H) has been
di

established which cater for the regulatiow ng guid
practices (Khalil et al., 2018). Cu ;(ng)‘uerap@e%e

. . o L
supervision on the guideline U\ een enforced aldhg t@gway. All practitioners need

to attend cupping official by t/t
cen

NCCAM before being% ed an 9 Tﬁg are 68 licensed cupping clinics
NV
amid Saudi Arabi \che Fu IS ex‘@ding, with 160 licensed healthcare

professionals wh{ra ice cu 1 Witk&)@ &CM usage among Saudi population at
¢
(a 4
) &

Arab region indicating medicinal herbs, dietary practices,

S5
)
>
&
:
S
o
=
:
D

75% (Abo@ tal.[2019).
Qi} on the mnd@)ing therapy has been practiced since the ancient

tim e centuries, the hen’.&?e’ from several thousand years. Huangfu Mi during
% Jin time (265-316) has started the concepts of internal organs and meridians

owing the theory of acupuncture, moxibustion and cupping (China, 2016). China has
aken the initiatives to develop, support and formalize the Traditional Chinese Medicine

(TCM), started in 1978; followed by implementing TCM and cultivating TCM
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practitioners in 1986; set up independent administration of TCM underWl
government in 2003 and 2009; issued regulations on TCM to compl t(k) olicy
system related to TCM and is still developing their TCM system and policy till today
(China, 2016). There number of TCM hospitals expanded from 294 m to 1560 in

2016, showing increasing demand from the population in Chi et al., 2020). In

the same study also showed TCM physicians accounted for % of a' physicians and

the proportion was increased by 0.28% from the same yearSgln a tM; recently

g
there were 7582 registered traditional Chinese INe practitio \‘/hg\cé?e still
' 4
2 X"
Y.

active in Hong Kong (Thomala, 2020). \

Moving on to European countries[?av in B‘Tited ingdeny, the revival of

cupping therapy has been observed M enturies d or@ development of

certified cupping training progra ‘a,ﬂj\e estab\leiiﬁq‘t @ping therapy clinical
0 e,

waste disposable services, in f insuran c6ve@' and the involvement of

R\

medical professionals in G?w egulatory Councilor Complimentary Therapies

. . | : .
(Sajid, 2016). Howeve% S no cuppin }ude or regulation available from the

N &
government, Roya e of S‘ur of En@-ﬂ (RCS), Health and Care Professions

&)

Council (HPC),“General Me ncil@MC) or the National Institute for Health
¢

and Care qule (NICE)«S 'ia',’z@).
\
% alays'i ‘mtili@] of traditional and complementary medicine

esp cupping therapy ha@;’reased in popularity for the past decades. National

He\? Morbidity Survey 2015 estimated 29% of Malaysian’s adults had ever used

J

consultation (Institute for Public Health, 2015). From the same survey, cupping therapy

M modalities meanwhile 21% used TCM within the last 12 months with

has been included as the top five preferred practices, reported at 6.5%. The usage of
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cupping therapy and other T&CM modalities in Malaysia is expected to rise e
global shift occurs in the focus of preventive medicine and individua Cn}over
healthcare choices. The increasing number of populations wanting and‘ws&ng T&CM
driven the government to establish a Traditional and Complementary Mi.cine Division
within Ministry of Health to supervise the safety and health of 2016, the MOH

enacted the Traditional and Complementary Medicine regulate all TCM

practices. Additionally, a 10-year blueprint (2018-202 sb nW;p a&d_the

N
development of all TCM in Malaysia (Division, @s in 2015, el/ve_ré'l3,846

of local T&CM practitioners voluntarily registe?nder e‘;g systen)Yt:y MOH,

Medicine v&}u incorporate

with 2,401 (17%) of them were from Tr Mal

cupping practice ((T&CMD), 2015). M ero

register with MOH is believed t (ﬂﬂ)’gh, r@bg‘&
? 6

ePengamal system are proje ise Jdn the oﬂovxq'@'years, as mentioned by

T&CMD ((T&CMD), 201?4 tal [f eight rac@ner bodies are responsible to
- : . ( .
facilitate self-regulatlo% tltlons; bas on &Q practice area.

&
By Iookir@ose cPurN the blance is the number of cupping
practitioners is % , an

¢
cupping prﬁ'ce aroug th
safegua% ety and effi ign
the ce to practice guide&?e. This is in coherent with previous study conducted

to ?1 ure clinical practice guideline in China stated no systematic data have been
i

Ob shed on adherence (Chen, 2018). In another study conducted in China exposed

adherence of practitioners to traditional Chinese medicine was 50% (Liu et al., 2017).

—r
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e
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=
>
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=
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>
o
—

ve&r@nt has consistently worked on regulating
e el'c:prﬁejt of policies, acts, and practice guidelines to

N
cy.@artheless, less data has been published to support

Additionally, in previous study conducted among general practitioners in Netherlands
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also mentioned that adherence to practice guidelines among general practitione S
not optimal even though promotion has been established (Lugtenberg et a&)l\). At
this point, limited systematic data have been published on the implementation of and

adherence to cupping practice guidelines in Malaysia, leading to the execution of this

study. \,
\Y

1.2.2 Specific Problem Statement ‘\d‘ \Y‘
| &
The presence of clinical practice guidelines™fer the management G('medical-
\m N
related conditions such as in T&CM and % arg\ nt as ?are moving
forward towards evidence-based me& e gui pﬁ@ed based on the

evidence gained from literature wqch then be aqﬂ i to&éa,re to reduce practice
variation and improve health ou s. Whe reasons @ adherence to practice

guideline has been brought inw is,b erat\ ave shown that the uptake
of practice guideline j inczistent Ind there | cern that guidelines have not
’
di g

delivered the predigK rol ts¥in climical care (Jin et al., 2019). A prior
systematic revieNdie ermining %_, | guideline use was evaluated revealed

!
that adoption \aihe née g’lomf"@ven when awareness and agreement with

guidelinzz?g’pra‘gti ongs er@ (Mickan, Burls, & Glasziou, 2011). Currently,

4
there i abundance of instit&'&g, non-governmental organizations (NGOs) and
N

i Nals who conduct trainings and offer cupping therapy in Malaysia (Rashid,
)

. However, the methods of practice are differed and not standardized. The sterility

Q:hniques used for cupping equipment are questionable and there is a risk of blood

borne diseases transmission. Mechanism of diseases manifestation and various cupping



benefits claims are not well understood by the practitioners in general (EI-OI@,

Gy

2017).
When talking about knowledge related cupping, some cuppin%ﬁctitioners

have different levels of understanding, including to have controvgial belief and

conception. As supported by previous study conducted amon g professional in
Kingdom of Saudi Arabia, among the commonest controv nce')ts was cupping
is effective in the treatment of all diseases at 31.5% (EI-O etal., 2 Also from

the same study, 27% of respondents mentioned |@ce53a i m‘egﬁﬁe cups
before cupping and 16% stated that handwashlrwwt th&q ncepxg~ nfection

Y.
control. Nevertheless, there is msufﬁmeritw i @g knowledge
among cupping practitioners in MalayN i

Adherence to practice gui
contextual factors at the indivi stitutignal a el often coexist and pose
additional challenges and bvs 0 g,iH et al., 2019). Among the most
cited barriers among % medl\c‘i vaz; ere lack of access to practice

guideline, less co Mt andl a appllc ffity. Researcher from Iran identified

barriers to fuII e ence to 'gwd@res were work pressure, lack of facilities,
lack of m aI envir n{, @%no applicability of guidelines (Valiee &
Salehn 2020). Ev ng @g%ral practitioners, a previous systematic review
con revealed that the m@ perceived barriers were related to external factors,
fo by lack of applicability of the guideline in every practice. However, no

|e tific literatures were available related to cupping practitioners in Malaysia to

support the evidence.



1.2.3 Gap of Knowledge \Y~
A knowledge gap refers to the missing pieces in literature search, 3%@ area
i

IS not yet being explored. As in this research, there is identified gap in relation to
hez

cupping practice, where there is inadequate available literature on,ad ce to cupping

practice guideline among cupping practitioners in Malaysia. booming number

of T&CM treatments as a complement of the ma@\ed'cte practiced in

Malaysia, T&CM Division, Ministry of Health has createéd and pu

guideline and Good Practice Guidelines in eac%/l modaliti
? 4

cupping to promote a proper and safety use of T?W

move forward to put Traditional and Compli ary Medicipe Act @ (Act 775) on
e

gazette in 2016 (Kim, 2017a) (Division, . Nevertheless, t@ is no evaluation

A
done on the adherence to practic eline i ia. ch-t)éfs imperative to have a
? 6
7]
baseline data on how far cuppiqk ctition%areﬁvarg&e guideline existence and
the practice of it. This is We, trioug the g}aﬁon of knowledge-to-action

[
framework, it is esseh bridg\gﬂ e fare gEP among cupping practitioners in
@

Malaysia with thefaim te, standardiz€ycare tra%ment without prejudicing the patient’s
NV
life. The separationbetw enre ntan(&g_a'nd given care by practitioners is called as
4

care gap. tice uid?in has.kée’n delivered, the adherence or use of guideline
shoul %itored {o

etal., ). This can be achie\(éa by observation or active measurement such as suing

eftandtbew the guideline has impacted the outcomes (Field
N

nnaire, which will be focused on this study. Once the baseline on adherence has
n achieved, identifying problems that needs attention can easily be carried out for

future improvement. Also, adherence to recommended care in practice guidelines is



crucial in a way to put this prophetic medicine as one of the most recommend@y
in traditional and complimentary medicine, incorporating modern medicig

1.3 Research Questions \,:

1.3.1 Research Question 1 i

What is the level of adherence to cupping pra guidelin g cupping

X
practitioners in Malaysia? é J l _\C‘}
2 \,‘Z“

1.3.2 Research Question 2 Y. \ &
What is the level of knowled@ﬁing%upp@ ractitioners in
Malaysia? : : :\Y O
1.3.3 Research Question 3 o “« Q-
What is the attitu?xards’ cuppi prg@oe guideline among cupping

{
practitioners in% a? \‘, vj.&o

Q— g
1.35 ‘@ch ngsvvg' \3.

\AW do barriers to guﬁ:’me use help to explain level of adherence to practice

guideline



1.4 Objectives of the Study

NJ
1.4.1 General objective b
To determine the level of adherence, level of knowledge a de towards
cupping practice guideline, associated factors, and to unw barriers of
guideline use among Malay cupping practitioners.

1.4.2 Specific objective .\d
L 4 \Y"
1. To determine the level of knowledge , and lev ldr;{ ce to
cupping practice guidelines among pratl\(o n Mal§;ia

2. To determine the factors ass ith

guideline.

3. To explore the barrier mder cuppin $ K-\ners from adhering to
é @ 5

practice guideline. Q-
K| S
1.5 Hypothesis '

F &
(J

151 Hypothe5|s

There |S\é§uaﬂ ' mographlc and working characteristics
with S@ adherence oﬂppc}?)ractlce guideline.

o'
&ems 2 4
\ ere is an assouatlon\B!atween knowledge and adherence to cupping practice

0 guideline.



1.5.3 Hypothesis 3 \Y"
There is an association between attitude and adherence to cusﬁ@raetice

guideline.
1.6 The Significance of the Study 2 '

Clinical practice guideline is crucial in medica health scienceS to assist in
A

decision making process during patient care. It can ence the ca ¢iv.&ﬁ}y the

practitioners and the outcome of patients, thus ing’adherence t uid@ practice

dein\lcinegM practices
nts @Snanagements, as
;.@‘iﬂn and differentiation
N

on the practice and comp% relaf%d t «:up%g such as indications,

contraindications, and side effectsr Poar nce @ctice guideline may lead to
ggi

patient harm and incre ty through nsiaml@iized practice as cupping therapy
’

is important variable to study. When comp&dtﬁ 0

's
involves invasive t ique an \d& pregfu%ns (Barth et al., 2016). In general,
through guideh

standardized ca\ ' pIeES&%ation helps to increase quality, decrease
variation,@ ap op‘ria eds @faractice, establish cost effectiveness and
eventua% patigh e. I-@}hcare providers in China who practiced Chinese
med&ﬁregarded adherence \m}g‘zu.ideline to be safe (92%), economic (84%), and

e x (76%) (Liu et al., 2017).

: Even though guideline is crucial to be adhered, the practice of good adherence
S

till not fully covered. According to prior national study conducted among traditional

Chinese medicine practitioners in China, 85.56% of them were familiar with practice
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guideline, however only 50.39% claimed to be following some componentsWe
practice guideline (Liu et al., 2017). The overall adherence rate was | @n the
familiarity of the guideline. In another study conducted to evaluate the implementation
of TCM clinical practice guidelines in tertiary hospitals which practityrzM in China

showed that 65% of practitioners did not comply with acupu eatment protocol

guideline and 40% failed to adhere to the massage guideli merded points and

manipulation (Zhou et al., 2014). Some practitioners pref thelr o tice based

Y
on their experience. Nevertheless, no literatures nd to jexplai thﬁ&ce to

cupping practice guideline in Malaysia, triggerﬂ?& stud;f.{ nducted:
Yu

In general, to improve the implem iop of th'%‘\gui ines, péhitioners need

tin @cal practice. Each
vé;u\lts. Thus, apart from

step in this process may affect t "Myementa gth
0 S

identifying adherence toward practice idblil@‘he researcher would also

@
c
=

to understand and acknowledge the guM efor

determine knowledge level to cuppin titu@owards practice guideline, and

barriers that hinder gu% se. Lib!wis a‘drll r"ge to practice guideline is crucial

to prevent the occ Mof ar]y \bborne wafections such as HIV, hepatitis B and

hepatitis C, or aﬂ@ \»Q@h<Q eventually may increase morbidity and
" S

r adve rits,

<)

e

1 WODB of the Study
e The scope of this mixed method study comprised of two phases namely 1)

Qantitative study and 2) qualitative study. In the quantitative study, it started with

questionnaire development and validation of measurement tools, followed by the

13



determination of adherence to practice guideline, knowledge on cuppin@e
towards cupping practice guideline and identifying factors associated Wits &39 ceto

practice guideline. Meanwhile in qualitative study, in depth interview metho@is applied

to explore barriers impeding practitioners from adhering to the guidell%.

1.8 Theoretical Framework "\d
O
Human behavior is one of the compone@consﬂ te t ?dhe{_,) e to

practice guideline. Appropriately, this study adopte ocial ,Co niti hé@ry model

mooted by Albert Bandura, also known the th |t|v ébf&;ry in 1989

(Bandura, 1998). This theory highlig |V|du ior isidetermined by the

interaction of personal and envir, menta f rs n experiences of each

individual incorporate cognitive e atloﬂs tha ons %@)\values and beliefs that,
&

based on the reality and expe mdm\;ﬁual, will become meaningful

and able to predict fut outc es. Th refo , behawior is reliant on individual choices

b e ¢‘
and environment in w
(N

This the iver fra work@understandmg and changing human
behavior. Re \ Ihavio mdurﬁ‘has provided assumptions of social cognitive
e

peinted @1) behavior is focused on particular goals, (2)

learning %
behavi ately becomes s@;ﬁéulated, and (3) cognition and understanding play

\earnmg (Bandura, 1998)
As the theoretical basis of cognitive theory is learning, hence it posits that

Qman behavior is learned. Behavior is the outcome of cognitive processes which

14



developed through the acquisition of knowledge. Before an individual perforWy

task, the person needs to know what to do and how to do it. (f}
People are only partial products of their environments. By seleeting good

environment, able to influence what people become. Behavior is p&l;ed as being

shaped and regulated by environmental influences or intern raments. In this

theory, behavior, personal factors, and environmental fa era’e as interacting

\d

L
Y
People’s interaction with the environmen personal fact inl:luﬁﬁ{; own

cognition play a role as principal factors in inflw th&@ ent otpgrsonality
Y
of an individual. People are more likely ttw the i

who they familiar with. The more perM mmonali
dsl-e\'. That is why TCMD

the model, the more likely the obse‘aﬂ,ill Iearn\r
. _ e |
Ministry of Health Malaysi to always ré‘\ndgﬁ:nle model from cupping
&K
practitioners themselves so%be)fwor fladherig. to practice guideline is easily
embedded and practic : 0
’ 4 ¢ &

Self-eﬁic&@roducpd ial co@i’ve learning theory because it became
de

&

determinants that influence each other (Bandura, 1989).

&
be the observer and

f hu iwior(@here self-efficacy influences the expected
¢

the explanator Nq
zg 4 . _ _ .
outcomes ehavior. It explal ab@he belief on the capacity to execute behavior
effectiv If perscﬁ i ves tr@ or she can learn new behaviors, that will make
the Amuch more success@ﬁ doing so. Also, people tend to engage in behavior

@ their competence or previous success. Consequently, people with high efficacy
t

N,

cognitive theory is rooted in an agentic perspective. To be an agent is to influence one's

o view difficult tasks as challenges to master instead of avoiding it. Social

own events that affect one's life. In this view people are contributors to their life

15



circumstances, and it has become the mechanism of self-development, adaptat&ﬂd

change. The use of Bandura theory provided insight into the resear?(ﬂ}ptual

framework.
1.8.1 Behavior ?

Behavioral factors are facilitated through s cacy, and_self4regulation.
| ]
(Oussedik et al., 2017). Self-regulation alongside sel ervation are core altgx' the

K'g

Social Cognitive Theory. The first step of self-observation is yvhen people upserve the
\e N
0 hav@l.eanwhi le in

I'abilit xecute a desired

behavior and use self-regulation to control the respons

self-efficacy, it is where people believ{q\eir per

behavior in a specific circumstant to p odUﬁ\an\ t
y eXperie S, vi@s experience, verbal or
Mcal&a es. Furthermore, the other

N
eractions, @, ocial support are all critical in

e Self-efficacy can be
enhanced by direct experience or

social persuasion, and interpretation
n

factors such as social erms,zocial i

:
helping the individuQe @i avior(yv'nat people think, believe, and feel

| S
affects their behati &)
ffects their b h\ ‘?"' 0%}

%.) E\(J
1.8.2 ‘(r’ menf'v-),' e

>4
$Bandura’s Social Cb‘jgitive Theory, environmental factors incorporate (1)

%zuch as family and friends, and (2) physical factors such as room, temperature,

01 so forth. Others included are social norms, social interactions, and social support

(Oussedik et al., 2017)



These factors constantly influence each other and hence provide mom
behavior (Nabavi, 2012). It represents the two-way influence between beh@d the
environment. In everyday life, behavior modifies environmental condi &d in turn,
altered by the condition it creates. Because of the bidirectionality of Me'nce between

behavior and environmental situations, people are the produc roducers of their

and creation of situations.

1.8.3 Cognitive/ Personal i

In personal factors including ¢ ‘@eferstq\ i eractgmbetween thought
and action. Personal factors account (%ntlv i 'ti? r]éknowledge, expertise,
cupping training, work experlence smﬁlude are belj \and attitudes (Oussedik

fons, @%’ and intentions give shape

et al., 2017). Expectations, be sel
and direction to behavi Wh eople ink jbelie d feel, affects how they behave.

charéérlstlcs such as age, gender, physical

The personal factor r|
structure, senso eur ste also.gbect behavior and impose constraints on

capabllltles systém nd br&l’d structures are adaptable to behavioral

experle e dla?a Ml ert@andura Theory is shown in Figure 1.1.
A :
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Behavior QY.’
N

Albert’s
Bandura
Theory
Personal Environmental "
factors factors \Y'

| S
\ ‘.1 ¥ \/Y-
Figure 1.1 Social Cognitive The andua, w
) )
1.9 Application of Theoretical Framewerk ir&% tqi

>X K
Though clinical practice gui

ines provide.r qiabl@ efficient application of

evidence in treating patients,No | d%iionig% still exists (Gaddis et al.,

2007). Knowledge trar%or?‘;efine as putting @owledge to action. This is also
gap

called as bridging th a eopr;@dw and the action they did, which is

referring to guid@er %

it h@een mentioned that 20-30% of patients

received care @}ojea‘ma r;c;uir@mwhich bring the gap issues of patient safety
e

@
to be hig &'(chu byﬂ” 19@T0 have an efficient knowledge translation, the
4
social, Sgn Ive, and motivati

=
<

we

o&gﬁa_ctors need to be determined (Gaddis et al., 2007).

Individual professional decisions are crucial to the execution of clinical practice

idelines. It is important to observe responses or adherence to practice guidelines in

QI practice to understanding the human mechanisms necessary to improve behavior

change strategies (Godin et al., 2008).
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According to social cognitive theory, people regulate their own @n
through an interacting influence of personal, environmental, and husﬁ% avior

factors. This theory emphasizes on the interaction between three factors, h are the
person (cognition, emotion, biology), behavior, and the environmenz'n determining

causation. The reciprocality characteristic of this interaction at each factor in

the interaction might influence the others and all factors ortant to understand

behavior. By knowing the influence of these factors is egitical for qnn'gg, of
behavior change interventions as intervention-b lems §is m suéﬂectlve

ones. Yv \‘. Y},Y-

Personal beliefs and attitudes ca We whether an indivitual portrays a

potential social interaction such as M easant an e ament to practice

guideline, or vice versa. Acco (ﬁg)o Ba@ayt @suggests that while
e,

@
knowledge of health risks a efits from proper @:{ice of cupping therapy
following to practice guidelipesi rerjqws' cha@, additional self-influences are
. | . : -
necessary for change % . Beliefs re (}\n ersonal efficacy, in addition to

sufficient and sat;{ en@h play éﬁ’vtral role in change. The details are
shown in Figur : ! &
¢
(a) ’ (J")
& A



- Attitude

Personal factor/

Cognitive Environment

- Knowledge

Behavior \Yv
K\g
3

- Experiences/ - Resources

expertise

Adherence \d
to PG X

1.10 Conceptual Framewo 5}'
As shown in Fi re?%lher cet L;pp actice guideline is influenced
by several factors such as ;actit% aquC}@tors, organizational and resources

related factors, a& lin 'relate facto azrou, 2013). Under practitioners’

N
related factortmw and a "gde found to be associated with practitioner’s
adherence actice | guideline ﬁfons, 2004; Mazrou, 2013). Furthermore,
e
h

ic factors such as age, gender, race, and education level, proved to show

socio
¥
th% tion towards adherefee to practice guideline (Fantini et al., 2012; Saillour-

~*

on & Michel, 2003). There are another two factors that were related to adherence

Qpractice guideline, namely organizational related factors and guideline related factors

(Gurses et al., 2010; Mazrou, 2013), however these were not being studied in this
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research. With regards to the barriers of guideline use explored, factors are diviw
three main areas namely knowledge-related, attitude-related and ext @riers
(Cabana et al., 1999). The researcher is able to identify environmeni%actors as

suggested in Social Cognitive Theory through this external barrier. 2
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Practitioner’s related
factors
Knowledge
Attitude
Sociodemographic

o Age

e Gender

e Education level

Organizational related
factors
e Leader support
e Financial
resources
e Monitoring/
feedback
mechanism

|

Adherence

Work characteristics
e Experience
o Number of
patients/week
e Employment
status
e Cupping training

Factors studied

Factors not studied

> to practice
guideline

Guideline related
factors
o Compatibility

Phase 1: Quantitative study

.
N

-

X

Based on adherence
questionnaire: >75% of
the maximum score

Iy

%
=y Adherence
MBS
AF 9 o
- &

Figurel.3: Conceptual Framework

Barriers to adherence
Knowledge-related barriers
o Lack of familiarity
e Lack of awareness

Attitude-related barriers
o Lack of agreement with
the guideline
e Lack of outcome
expectancy
e Lack of self-efficacy
e Lack of motivation

External barriers
e Patient factors
e Guideline factors
e Environmental factors

Phase 2: Qualitative study



1.11 Operational Definitions ? '
Dependent variable: q

I.  Adherence to cupping guideline - Adherence to cupping practice guideline is

defined as cupping practitioner who scores >75% of the ma%um score for

adherence questions (Amanya & Nyeko, 2020; Haridi 016). Adherence
questionnaire comprised of 18 items to measur

hygiene, standard precaution, documentation, andwsterilizatio sures_and

. b
scored as follows: “never=1", “rarely=2", _Ssome€times=8", fffeq et ” and
“very often=5", giving a total score (Yg)oints{ nce 'rs}gfined as

0 dhere%

practitioners with >75% of the n% score, N is defined as
&
practitioners with <75% of theN m score. O
\ e
&
_ 6 ¥,
Independent variables: “ <2¢
&

i.  Knowledge on cuppY}eqlire edg_eg.cupping is defined as cupping

practitioner wh% _75‘V? %‘E}j

(Amanya Qko, 2P2

understanding of cuppi

oMk

sideseffects, and fconttal i{ati\Qpﬁ. The maximum knowledge score is 65 and
ifimunt i .ﬁde@ knowledge - >75% of the maximum score.

Adequate knowledge@% of the maximum score.

.

{ .
@)20&1 score for knowledge questions

ridi %ﬁ, 2016). The questions measuring

ixctiti@;rs regarding to precautionary measures,

il\\?ttitude towards practice guideline - Good attitude towards cupping practice
0 guideline is defined as cupping practitioner who scores >20 for attitude
questions (answer agree or strongly disagree for all questions). The questions

measuring agreement on the importance of cupping practice guideline among
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cupping practitioners. The maximum score is 25 and the mini@

(Lugtenberg et al., 2011). (q
iii.  Age - A birth date of a person as stated on the Malaysian Identﬁion Card.
The year identified is subtracted from the present year. i

ion Card.

ted M@e most
Y
advanced level attended in the education em of Malaysia. I' qg&s?sts of
PhD, Master, Degree, Diploma, Certi eg:\c@ : secqu‘gary, and
T
primary level of education. C\,

&
vii.  Marital status - A person’sM eithe e, n@ed, widowed, or
divorcee. C‘)
_ o )
viii.  Cupping training - Bas Ing training LHSE@EI‘IHQ theory and hands on
AN
i 17). N

&
N
practical cupping trai im; 2
ix. Employment s pping,pract gnezq king as full time or part time. A
full-time e ’Q;Qe wor|<s e\hh %S:ﬁe day or 40 hours in one week. Part-

time emﬂghee orks en @ to 70% of that a fulltime employee with
¢
tha me)

Iv.  Gender — Male or female as stated in the Malaysian Id

V.  Race - The ethnicity of a person either Malay, Chin

vi. Education level - The highest grade co

—
W

o
c
=
w

~ 3
o)

X.Aoplng services - Pro@e cupping services at practitioner’s premise or user’s

\ouse (Institute for Public Health, 2015).

045 Working experience as cupping practitioners - Total years of working as

cupping practitioners.
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xii.  Number of patients treated in a week - Total number of patients com r

treatment in one week : %\
1.12 Outline of the Thesis V:

In conclusion, this explanatory sequential mixed thg rese'arch consists of
two phases of quantitative and qualitative study. It ed t W level of

L 4
adherence, level of knowledge, and attitude towardSscupping practi ?uidp;') , to
=
e

identify factors associated with adherence, and to ex bargjers of idelilvuse. The
N

following chapters outlined in this thesis a%iure re \nethgqgay, research
findings, and ultimately the discussior\e‘ﬂwendatl conéﬂ'on.

-
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