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Abstract

Background: Although large number of clinical protocols and guidelines 
are being produced and carried out in the world, commitment to these protocols 
is still suboptimal from various healthcare professionals. This study aimed to 
assess senior physicians’ and nurses’ perspectives on barriers to commitment 
to the protocol of healthy behaviors for Non-Communicable Diseases (NCDs) 
patients in the Palestinian primary health care system.

Methods: The present semi-structured qualitative study was conducted 
from December 2020 to January 2021 among ten seniors’ physicians and nurses 
at the governmental primary health system, Gaza Strip. Data were collected 
using a semi-structured in-depth interview guide. The guide was established 
based on the Cabana framework. The thematic analysis method has been used 
to analysis of the data.

Results: The main themes barriers that emerged from the analyzed data 
were inadequate knowledge “awareness & familiarity”, protocol trustworthiness, 
protocol specialty and outdated, inadequate reimbursement, insufficient 
resources, time constraint, and inadequate monitoring & feedback.

Conclusion: Generally, the interviews with health providers demonstrated 
that they had a positive attitude towards healthy behaviors protocol. The 
insufficient protocol commitment seems to be related to additional wide-ranging 
factors rather than the knowledge or attitude factors. Healthcare providers might 
be facing barriers that are associated with external factors or protocol-related 
factors. The findings of the current study should attract policymakers and high-
level managers to implement various practical strategies to target the main 
barriers to adherence to the Protocol of healthy behaviors.
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Introduction
Non-communicable Diseases (NCDs) or chronic diseases tend 

to be long-term and are the result of a combination of genetic, 
physiological, environmental, and behavioral factors [1]. The major 
NCDs are cardiovascular diseases, chronic respiratory diseases, 
different types of diabetes, and cancer [1]. NCDs are responsible for 
than 70% of the world’s mortality, about three-quarters of these deaths 
occur in developing states [1,2]. The behavioral risk factors for the 
different types of NCDs are alcohol and tobacco use, lack of physical 
activity, and unhealthy diet [2]. There is extensive science that these 
factors contribute substantially to morbidity and mortality from non-
communicable diseases [3,4]. The Occupied Palestinian Territory is 
undergoing an epidemiological transition, at present, the population 
has faced a significant change in lifestyles, nutritional activities, and 
environmental conditions, it is estimated that two out of every three 
elderly Palestinians experience at least one non-communicable disease 
[5,6]. Like other developing countries, the Palestinian primary health 

care system is characterized by a lack of essential medicines, basic 
equipment, diagnostic tests, and health behavior counseling services 
for patients with non-communicable diseases [7,8]. The Gaza Strip 
is part of the Occupied Palestinian Territory and is characterized by 
a highly-populated area, with a total population of approximately 
two million [9]. Cardiovascular diseases, cancer, and complications 
of diabetes remain the first, second, and fourth causes of death, 
respectively, among the Palestinian people [10]. In 2010, the World 
Health Organization set a package of interventions to address the 
main NCDs in low-setting primary health systems named Package 
of Essential NCDs interventions (WHO-PEN) [11]. The package 
created is the lowest set of interventions to address the main types of 
non-communicable diseases in primary care [1]. For more than seven 
years, the Palestinian Ministry of Health in the Gaza Strip has started 
the process of implementing WHO-PEN into the government’s 
primary health care system [12]. Furthermore, the protocol of 
health education and counseling on healthy behaviors (WHO-PEN 
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protocol2) is a critical tool in pragmatic implementation, which deals 
with key health behaviors recommended for patients with major 
non-communicable diseases and contains instructions for physicians 
and nurses to teach patients proper health behaviors such as medical 
follow-up, cessation of smoking and alcohol, physical activity and a 
healthy diet [1,13]. The findings of quantitative parts of the current 
Project show that more than 55% of government primary health 
care centers had all counseling on healthy behaviors according to 
WHO-PEN protocol 2, the health providers overall compliance level 
for WHO-PEN Protocol 2 was 70.0%, and 50.1% of NCD patients 
claimed that they adhere to health professionals’ advice regarding 
physical activity, and 44.04% in terms of a healthy diet [7,14,15]. 
Awareness of protocols as substantial knowledge translation methods 
has increased significantly in previous years, it known as tools for 
the progression of evidence-based health, medicine, and nursing, 
they are useful tools for improving the quality of health services, 
can improve patients outcomes, and contain the costs by decreasing 
unnecessary differences in care [16,17]. Although a large number of 
clinical protocols and guidelines are being carried out in the world, 
commitment to these protocols is still suboptimal from various 
healthcare providers [18]. Suboptimal adherence to health protocols 
can intimidate patient safety, waste valuable resources, and lead to 
negative outcomes [19]. Implementation of a health protocol is a 
combination process influenced by many factors such as the behavior 
of health providers, the nature of the health protocol, and how the 
protocol is implemented [20]. According to Cabana and colleagues’ 
framework, there are seven sub-themes considered as perceived 
barriers to compliance with health protocols, and these barriers are 
categorized under three main themes: Knowledge related barriers 
(lack of familiarity and lack of awareness); attitude-related barriers 
(lack of agreement, lack of self-efficacy, lack of outcome expectancy, 
and lack of motivation/inertia of previous practice); and behavior-
related barriers (patient factors, guideline factors, and environmental 
factors) [20]. There are many quantitative studies of providers’ 
commitment to counseling on healthy behaviors and perceived 
barriers, but little is known qualitatively about this issue. This study 
aimed to assess senior physicians’ and nurses’ perspectives on barriers 
to commitment to the protocol of healthy behaviors.

Materials and Methods
Study design and setting 

The present semi-structured qualitative study was conducted 
from December 2020 to January 2021 at the governmental Primary 
Health Centers (PHCs), Gaza Strip. The Gaza Strip includes five small 
governorates, extending from Rafah and Khan-Yunis in the south to 
Deir al-Balah in the center, and Gaza, north Gaza [21]. The Ministry 
of Health (MoH) is the dominant healthcare services provider at all 
levels (primary, secondary, and tertiary), the primary health care 
covered through fifty-two Primary Healthcare Centers (PHCs) [7].

Sampling and participants 
The senior physicians and nurses were selected purposively from 

five government primary healthcare centers based on the following 
criteria: (i) the healthcare providers at the center practice all the 
health behaviors proposed by the WHO-PEN 2 protocol, and (ii) 
the intended health providers are willing to participate in the study. 
The sample size was set based on data saturation, which means that 

at the point where no new ideas emerged from the respondents’ 
experiences. After ten senior physicians and nurses, saturation 
was reached. To accomplish the diverse experiences of the study 
participants, considerations were taken regarding diversity in gender, 
age, specialty, position, education level, and years of experience. The 
preliminary list of potential physicians and nurses was compiled 
based on the experience of the first author, a public health researcher 
working in the Palestinian health sector.

Interview guide and data collection 
Data were collected using a semi-structured in-depth interview 

guide. The guide was established based on the Cabana framework 
[20]. The Cabana framework was selected on the basis that it has been 
widely used as a theoretical framework in the study of adherence 
to clinical protocols or guidelines in various countries and the 
Palestinian context [14,22]. Particular items related to some main 
substantial previous quantitative results were included [14]. A semi-
structured interview technique was chosen to offer extra flexibility 
for both the interviewee and the researcher [23]. The guide of the 
interview consisted of 12 open-ended questions measuring the 
importance of protocol, protocol use, resources, protocol contents, 
issues in actual practice interfering with the protocol used, and 
suggestions. Demographic questions were included to determine the 
interviewee’s age, gender, specialty, position, education level, and 
years of experience. The core interviews were carried out by the first 
Author (AHA). The interviewees were conducted face to face in a 
quiet location inside primary health care centers with an average time 
from 25-60 minutes. In-depth interviews with the informed consent 
of participants were recorded. 

Trustworthiness
Trustworthiness was ensured through, carefully collecting the 

purposefully study sample, and looking for a wide range of differences 
within the sample, check the accuracy of the researcher guesses 
about the transcripts, each transcription was checked several times, 
and during analysis time, the researcher analyzed the data in each 
transcript independently with additional Ph.D. a health management 
researcher, and in case of any disagreements, a third public health 
researcher consulted. 

Data analysis
The interviews were audio-recorded, and data were transcribed 

verbatim and analyzed based on a thematic approach. All 
transcriptions were carried out by the first Author (AHA), each 
transcript was checked several times. Participants’ anonymity was 
maintained. The thematic analysis approach has been used to analysis 
of the data, which consisting of the following steps ‘familiarization’, 
‘identifying a thematic framework’, ‘indexing’, ‘charting’, and 
‘mapping, and interpretation’ [24, 25]. The researcher analyzed the 
data in each transcript independently with an additional Ph.D. health 
management researcher, and in case of any disagreements, a third 
public health researcher consulted. 

Results
Characteristics of the study participants

Table 1 displays the characteristics of the health providers’ 
participants, the ten in-depth interviews were conducted with ten 
healthcare providers’ (5 senior Physicians and 5 head Nurses) in five 
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primary healthcare centers, the interviews included four females and 
six males. The ages of the interviewees ranged between 42-55 years, 
and three of those interviewed had postgraduate degrees.

The themes extracted from the current study were typed based 
on the cabana framework which is called knowledge-related 
factors, attitude-related factors, and behavior-related factors [20]. 
Table 2 summarized the main themes barriers that emerged from 
the analyzed data which are inadequate knowledge “awareness 
& familiarity”, protocol trustworthiness, protocol specialty and 
outdated, inadequate reimbursement, insufficient resources, time 
constraint, and inadequate monitoring & feedback.

Knowledge-related factors
The interviewees described widespread involvements about 

learning of and training about healthy behaviors for NCDs patients 
but the training courses did not focus exactly on WHO-PEN protocol 
2. Most of the interviewees claimed that the health professionals were 
aware and training at least one time bout healthy behaviors for NCDs 
patients’

“…Doctors and nurses got at least on time training courses on 
healthy behaviors for NCDs patients, and joined various workshops 
about healthy behaviors.” (P2).

The interviewees dissemble that the WHO-PEN protocol2 
dissemination did not systematically reach all professionals and a 
print copy of the protocol not available in each PHCs. In addition, 
they claimed that the healthcare professionals had some familiarity 
with the content of the WHO-PEN Protocol 2, but did not have 
up-to-date information about healthy behaviors for various NCDs 
patients. 

“… Most health colleges, whether they are medicine or nursing, 
include courses in their curricula related to health education about 
health behaviors, the availability of health care professionals with 
suitable skills is the responsibility of educational institutions in the first 
step.” (P8).

Another recognition was about the non-systematic training, 
they believed that healthcare professionals’ training capacities, and 
training opportunities were implemented based on the availability of 
donors’ funds and sometimes according to their agenda.

“… Most training courses are planned and implemented by 

an international and national NGOs, and they depend on the 
organizations’ funds and the purpose of their project rather than the 
needs of the staff.” (P7).

However, there is consensus among the key informants that non-
physician healthcare professionals should be delegated to educate 
patients on healthy behaviors. They believe that the absence of 
systematic dissemination of the protocol is one of the main perceived 
barriers toward the proper adherence to WHO-PEN Protocol2.

“… I think nurses are well qualified and can-do health education 
and counseling on health behaviors properly.” (P4).

Protocol related factors 
Trustworthiness of the protocol: There is a belief among all 

participants that the protocol is a useful standard tool of care, and can 
promote the improvement of health care services, the quality of life of 
NCD patients, and reduce health costs. Most of the interviewees think 
that the existence of protocols as scientific reference and evidence can 
lead to standardize care and reduce the variation in all health care 
steps. The majority of participants think that the protocol advantages 
outweigh the disadvantages. Discussion of the trustworthiness of 
the content of the WHO-PEN Protocol 2 took a significant part of 
the interviews and revealed that the interviewees demonstrated 
confidence in the reliability and worth of evidence on which WHO 
protocols were based. Most doctors and nurses’ common ideas about 
the good quality of scientific evidence on which the protocol was 
based, which influenced the professionals’ commitment to the WHO-
PEN protocol2.They supposed that the evidence rigor was often 
mentioned. While the participants’ not sure which method was used 
in evolving the protocol or at least how the recommendations were 
finalized, most of them had trust in the WHO experts who developed 
the protocol. Many of the interviewees argued that protocol should 
adapt and taking into account the local context. They worry about 
implementing international protocols without adapting to the local 
context which might negatively affect compliance level. There are 
four major health service providers in Palestine: the UNRWA, the 
MOH, NGOs, and private for-profit providers, the interviewees 
believed that there is a strong need for a strategy to standardizing 
the care provided by different health services providers. Most of 
the Palestinian physicians in Gaza are learned in different medical 
schools outside Palestine, which means that they are learning in 
different learning methods and approaches, and the interviewees 

ID Age/Year Gender Specialization Position Education level Years of experience

P1 53 Male Medicine Head of clinic Bachelor 21

P2 49 Male Nursing Head nurses Bachelor 15

P3 50 Female Medicine Head of clinic Ph.D. or Family medicine Board 19

P4 46 Female Nursing Nursing supervisor Master 22

P5 43 Female Medicine NCDs supervisor Ph.D. or Family medicine Board 13

P6 56 Male Nursing Head nurses Bachelor 24

P7 44 Male Medicine NCDs supervisor Bachelor 16

P8 42 Male Nursing Nursing supervisor Bachelor 9

P9 55 Male Medicine NCDs supervisor Bachelor 18

P10 49 Female Nursing Nursing supervisor Bachelor 22

Table 1: Characteristics of the interviewees (n=10).
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claimed that not all training and health education organizations in 
Gaza Strip meet the global standards nor are fit to cover all health 
needs of the population in the country. Most of the interviewees think 
that the existence of protocols as scientific reference and evidence can 
lead to standardize care and reduce the variation in all health care 
steps. The majority of participants think that the protocol advantages 
outweigh the disadvantages.

“… Health professionals and health organizations nowadays 
are concerned with evidence-based health, and the World Health 
Organization is like the Ministry of Health in the world, the most 
credible organization to export this evidence.” (P3).

“...In the fragmented health system and health care providers 
graduating from different external colleges such as the Palestinian 
system, protocols are the most effective interventions that can achieve 
standardized care and an optimal outcome for patients.” (P4).

Non-specialization of the protocol & outdated: One of the main 
barriers raised by most of the interviewees was the lack of distinction 
between different NCD patients. Most of the people interviewed stated 
that it is not possible to treat different types of non-communicable 
diseases based on the same instructions, for example, many heart 
disease patients most of the time are unable to practice the protocol 
recommendations regarding physical activity.

“…It seems illogical to educate the same instructions for cancer 
patients and asthmatics.” (P3).

Another main sub-themes barrier that was regularly raised by 
most interviewees was the outdated protocol. Some interviewees 
declared that it had been more than a decade or more since the last 
update of the current WHO-PEN protocol 2. Others claimed that the 
information in the protocol on health behaviors was generally stable 
and did not need to change significantly over time. However, it has 
been frequently recommended by participants that should have a 
regular period of time to update protocols; For example, every 3-5 
years. They also recommended the establishment of a committee 

comprising the Ministry of Health, educational institutions, and 
the Palestinian Medical Council with responsibilities for frequently 
revising updated research evidence relevant to the local context.

Environmental factors
Environmental factors were the main notable barriers associated 

with the behavior of healthcare professionals in practicing according 
to WHO-PEN protocol2. Particularly, inadequate reimbursement, 
insufficient resources, time constraint, and inadequate monitoring 
&feedback were frequently reported as barriers to protocol 
commitment.

Inadequate reimbursement
There was agreement among the interviewees that inadequate 

incentives were a key barrier against protocol adherence. Most of the 
interviewees stated that the current monthly salary didn’t motivate 
them to adhere to WHO-PEN Protocol2. Participants stated that the 
incentives are completely absent. Some revealed that the instability 
in the economic and political in Palestine imposed the Palestinian 
authority towards stop any plan related to the payment system or 
job promotion. The majority of interviewees claimed that fiscal 
incentives appeared to be the most main barriers to commitment 
to the protocol. They think that if appropriate fiscal incentives were 
secured, improved compliance could be broadly increased in the 
behavior of professionals, others believe that the previous argument 
can be explained by the poor salaries being paid by the government in 
Gaza for more than eight years due to the Israeli siege.

“…All the MOH employees are frustrated due to the not received 
complete salaries for more than eight years and lack of incentive. How 
can they be committed to providing satisfying care base on the protocol 
recommendations while they are demotivated?” (P5).

“…In the Palestinian system, the health professional receives fixed 
monthly salaries, and unfortunately, the current instability in the 
political situation has not allowed the Palestinian Authority to pay full 
salaries.” (P10).

Domain Framework Themes/subthemes Codes

1 Knowledge related factors Inadequate knowledge ‘awareness & familiarity’

- Accessibility to the protocol
- Dissemination
- Training strategy
- Delegation strategy

2 Protocol related factors
Trustworthiness

- Protocol developers
- Protocol content
- Protocol adaptation
- Protocol specialty

Outdated Protocol - latest evidences
- Updating process

3 Environmental related factors

Inadequate reimbursement
- Fiscal incentives
- Non- fiscal incentives
- Economic-Political instability.

Insufficient resources

- Physical resources
- Human resources
- Fiscal resources
- Consultation time

Time constraint
- Number of patients seen
- Consultation period
- Over work

Inadequate monitoring & feedback

- Filed inspection
- Systemic supervision
- Feedback
- Clinical performance

Table 2: Themes, subthemes, and codes based on the analysis.
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Insufficient resources
Insufficient resources are defined as a vital area of concern. 

Most of the interviewees recognized lack of resources as one of the 
main barriers to the employment of the WHO-PEN protocol2. The 
interviewees debated the requirement of resources as elementary 
inputs that can guide to better processes and subsequently to better 
commitment. They discussed the problems of budget constraints 
and poor fiscal funding to confirm the continuousness of resource 
readiness. Particular problems recognized by interviewees included 
the recurrent absences in some drugs, laboratory investigations, 
shortage of nursing employees, and the ongoing cost of printing 
and dissemination of health behavior recommendations in the 
form of leaflets, and posters among non-communicable disease 
patients. Several interviewees described the shortage of young staff 
as an obstacle to implementing the protocol. They claimed that the 
suboptimal adherence to the WHO-PEN protocol2 might be related 
to the weak planning of human resources development. Most new 
recruitment in MoH goes to the hospitals and most healthcare 
professionals working in PHCs are considered old-aged.

“… Ministry of Health employees believe that primary health care 
centers are a more comfortable place with less workload compared to 
hospitals.” (P5).

A common suggestion made by interviewees is that a portion of 
the new young recruitment staff should be distributed in a primary 
health system not only in hospitals.

“…The attitude towards primary health care as a place of 
comfort should be changed, and the elderly staff should be changed 
by distributing a portion of the new young employees in the primary 
health care centers who can make the required change.”(P3).

Time constraint
Time constraint was emphasized as a substantial barrier to 

protocol commitment among interviewees. The issue of time was 
marked by the view that there was a lack of time to adequately 
implement the recommendations of the Protocol. The vast majority 
of interviewees assumed that many providers were imposed to reduce 
consultation time due to the large numbers of patients examined 
daily. Some interviewees assumed that the consultation on healthy 
behaviors needs at least five minutes for each patient. They have 
acknowledged that healthcare professionals have problems accurately 
evaluating patients, listening to their medical history, or advising on 
appropriate health behaviors due to time constraints and a large 
workload. A common suggestion by the interviewees is that this 
protocol needs special healthcare professionals to add to the PHC 
professionals such as nutritionists.

“…This protocol increased workload, adds extra-burden on 
nurses.”(P8).

Inadequate monitoring &feedback
Insufficient systematic inspection of implementation or 

performance was described by the interviewees to be one of the 
main barriers to protocol commitment. Some interviewees claimed 
that most of the time there is a lack of systematic monitoring or 
there are non-systematically repetitive tasks completed by an 
assigned supervisor. Some interviewees associate current monitoring 

practice with the occurrence of errors. The contributors declared 
that the feedback is restricted to given some notes that are usually 
ineffective in changing the healthcare professionals’ performance. 
The participants claimed that the failure to make healthy behaviors 
education into clinical practices was due to the absence of effective 
and well-organized clinical monitoring & feedback. 

“…We can say that there is not enough monitoring and feedback on 
our work, and the methods used in monitoring are inadequate.”(P6).

Discussion 
The current qualitative research study aimed to assess senior 

physicians’ and nurses’ perspectives on barriers to commitment 
to the protocol of healthy behaviors (WHO-PEN Protocol2) at 
governmental primary healthcare centers in the Gaza Strip. Generally, 
the interviews with health professionals demonstrated that they had a 
positive attitude towards healthy behaviors protocol. The insufficient 
protocol commitment seems to be related to additional wide-ranging 
factors rather than the knowledge or attitude factors. Healthcare 
professionals might be facing barriers that are associated with 
external factors or protocol-related factors. The main theme barriers 
that emerged from the analyzed data were the inadequate knowledge 
“awareness & familiarity”, protocol trustworthiness, protocol specialty 
and outdated, inadequate reimbursement, insufficient resources, time 
constraint, and inadequate monitoring & feedback. The previous 
quantitative part of the current project demonstrated that the main 
perceived barriers to adherence to healthy behaviors protocol (WHO-
PEN Protocol2) were lack of incentives, patient factors, lack of time, 
and lack of motivation/inertia of previous practice [14].

Knowledge “awareness & familiarity”
The interviewees described widespread involvements about 

learning of and training about healthy behaviors for NCDs patients 
but the training courses did not focus exactly on WHO-PEN 
protocol2. The interviewees dissemble that the WHO-PEN protocol2 
dissemination did not systematically reach all professionals and 
a print copy of the protocol not available in each PHCs. Another 
recognition was about the non-systematic training, they believed that 
healthcare professionals’ training capacities, training opportunities 
were implemented based on the availability of donors’ funds and 
sometimes according to their agenda. Various systematic review 
studies have identified that one of the major barriers to adherence 
to the protocol is the lack of systematic dissemination and health 
professionals are not aware of the protocol’s existence [26,27]. 
Implementation of the WHO-PEN protocol2 does not require special 
investigations or advanced interventions, it is about health education 
and includes recommendations for healthcare professionals to teach 
NCD patients to appropriate health behaviors such as medical follow-
up and eating a healthy diet [13]. Previous studies demonstrated that 
protocols like WHO-PEN2 which are easy, uncomplicated protocols 
and do not need particular resources have a better chance of being 
utilized [27-29].Although reliance on donations may have a positive 
effect in the short term, it has been recognized as one of the main 
obstacles to the Palestinian health system reform agenda [30,31].

Inadequate reimbursement, insufficient resources, and 
time constraint

The interviewee declared that the incentives are completely 
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absent. Some revealed that the instability in the economic and political 
status in Palestine imposed the Palestinian authority towards stop any 
plan related to the payment system or job promotion. Furthermore, 
Particular problems recognized by interviewees included the recurrent 
absences in some drugs, laboratory investigations, shortage of nursing 
employees, and the ongoing cost of printing and dissemination of 
health behavior recommendations in the form of leaflets, and posters 
among non-communicable disease patients. Several interviewees 
described the shortage of young staff as an obstacle to implementing 
the protocol. In addition, time constraint was emphasized as a 
substantial barrier to protocol commitment among interviewees. The 
issue of time was marked by the view that there was a lack of time to 
adequately implement the recommendations of the Protocol. The vast 
majority of interviewees assumed that many providers were imposed 
to reduce consultation time due to the large numbers of patients 
examined daily. The result of the current study is consistent with a 
previous study conducted among Palestinian healthcare professionals 
that demonstrated lack of incentives, lack of resources, and lack of 
time as the main recurrent perceived barriers to adherence to the 
local diabetes mellitus guideline [22]. To illustrate, Gaza Strip has 
been under siege for more than 14 years, which has affected the whole 
government’s ability, the government in Gaza is unable to pay full 
salaries for the current employees due to fiscal constraints and is 
unable to recruit sufficient numbers of health professionals including 
physicians and nurses which leads to an increase in the workload of 
the current employees and shortage the time of consultation time 
for patients [14,22,32,33]. The government was unable to purchase 
some essential drugs, laboratory investigations, and provide the 
ongoing cost to printing and dissemination of health behavior 
recommendations in the form of leaflets, and posters among non-
communicable disease patients [7,14,22,34,35]. A recent systematic 
review showed that twelve low- and middle-income countries failed to 
reach the WHO’s optimal target of availability of essential medicines 
and technologies for patients with non-communicable diseases [8]. 
In the Gaza Strip, the readiness index score based on the WHO-PEN 
suggestion in terms of essential medicine, diagnostic capacity was 
46.5%, 65.3% respectively [7]. In this complex economic and political 
situation, it seems feasible to study the non-financial incentives that 
could motivate healthcare professionals before implementing any 
protocol. Several interviewees described the shortage of young staff 
as an obstacle to implementing the protocol, they claimed that most 
new recruitment in MoH goes to the hospitals, and most healthcare 
professionals working in PHCs are considered old-aged. New staff 
should be redistributed between hospitals and the primary health care 
system. A common suggestion by the interviewees is that this protocol 
needs special health professionals to add to the PHCs professionals 
such as nutritionists.

Protocol trustworthiness, protocol specialty and outdated
Health professionals had a positive attitude towards protocols 

as important evidence-based methods, in particular the protocols 
or guidelines recommended by the World Health Organization. 
They believed that protocols were the most appropriate ways to 
standardize care and reduce differences between different health 
professionals in different health institutions. Interviewees argued 
that the current protocol should be adapted and take into account the 
local context, distinguishing between different NCD patients, stated 
that different types of NCDs could not be treated based on the same 

instructions, and declared that it had been a decade since the last 
update to the current WHO-PEN protocol2. The result of the current 
study consistent with previous studies that identified the lack of 
protocol trustworthiness and outdated protocol as perceived barriers 
to adherence [14,22,36-38]. In literature, it can be clearly seen that 
most organizations don’t have clear ways to updating the protocols, 
and do not have a formal way for deciding when a protocol becomes 
outdated [39,40]. However, it has been frequently recommended 
by participants that should have a regular period of time to update 
protocols; for example, every 3-5 years. They also recommended the 
establishment of a committee comprising the Ministry of Health, 
educational institutions, and the Palestinian Medical Council with 
responsibilities for frequently revising updated research evidence 
relevant to the local context.

Inadequate monitoring & feedback
Insufficient systematic inspection of performance was described 

by the majority of the interviewees to be the main barrier to protocol 
adherence. Some interviewees claimed that most of the time there 
is a lack of systematic monitoring or there are non-systematically 
repetitive tasks completed by an assigned supervisor. Monitoring and 
feedback have been applied for decades as an approach for changing 
the clinical practice behaviors of health care employees, monitoring 
and feedback integrate the collection of information related to 
professionals’ performance and the providing of a summary of 
that performance to individuals or teams of professionals [41]. It 
has been used to enhance efforts toward increase adherence across 
widespread situations and environments [42-44]. Many studies 
have demonstrated that conducting monitoring is one of the ways 
that may be improving the efficiency, accountability, and quality of 
care [45-47]. Nevertheless, it appears that the success of monitoring 
and feedback relies on baseline performance and how the feedback 
is providing [48]. It seems that the mindset and key roles around 
supervision must be changed and baseline performance must be 
measured before any protocol is implemented.

Conclusion
Our study is one of the few qualitative studies in the Palestinian 

context that uses the cabana framework that provides an in-depth 
understanding of factors that hinder the commitment of Palestinian 
health care providers to the protocol of healthy behaviors for patients 
with non-communicable diseases (WHO-PEN protocol2). Generally, 
the interviews with health professionals demonstrated that they had a 
positive attitude towards healthy behaviors protocol. The insufficient 
protocol commitment seems to be related to additional wide-ranging 
factors rather than the knowledge or attitude factors. Healthcare 
professionals might be facing barriers that are associated with 
external factors or protocol-related factors. The main theme barriers 
that emerged from the analyzed data were the inadequate knowledge 
“awareness & familiarity”, protocol trustworthiness, protocol specialty 
and outdated, inadequate reimbursement, insufficient resources, time 
constraint, and inadequate monitoring & feedback. The findings of the 
current study should attract policymakers and high-level managers to 
implement various practical strategies to target the main barriers to 
adherence to the Protocol of Healthy Behaviors.

Declarations
Ethics approval and consent to participate: This study is part of 



Austin J Nurs Health Care 9(1): id1067 (2022) - Page - 07

Albelbeisi AH Austin Publishing Group

Submit your Manuscript | www.austinpublishinggroup.com

a project that includes quantitative and qualitative parts, the project 
protocol was approved by the Palestinian Helsinki Ethical Committee 
of Research (PHRC/HC/599/19) and the Ethics Committee of Tehran 
University of Medical Sciences (Code: IR.TUMS.REC.1398.349). 
All interviewees were attending a brief explanation about the aim 
of the research. Written informed consent was obtained from the 
interviewees before the data collection. The Pseudonymity of all 
interviewees was preserved by using the alphanumeric coding system 
(i.e., P1, P2) and removing all identifiable data from the transcripts. 
All methods in this study were completed according to the appropriate 
guidelines and regulations.

Funding: This research did not receive any specific grant from 
funding agencies in the public, commercial, or not-for-profit sectors.

Acknowledgements: The authors thank the participants and 
staff in the Palestinian Ministry of Health, PHCs for their important 
collaboration.

References
1. Organization WH. WHO Package of Essential Noncommunicable (PEN) 

disease interventions for primary health care. 2020.

2. Organization WH. Assessing national capacity for the prevention and control 
of noncommunicable diseases: report of the 2019 global survey. 2020.

3. Fine LJ, et al. Prevalence of multiple chronic disease risk factors: 2001 
National Health Interview Survey. American journal of preventive medicine. 
2004; 27: 18-24.

4. Agarwal D, et al. Prevalence of Risk Factors of Non-Communicable Diseases 
in a Rural Population of Eastern Uttar Pradesh. International Journal of 
Medical and Dental Sciences. 2018; 7: 1667-1675.

5. Abdeen H. Chronic diseases in Palestine: the rising tide. Bridges. 2006; 2: 
4-7.

6. Ghos HA, et al. Diabetes control in 3 villages in Palestine: A community-
based quality improvement intervention. The Journal of ambulatory care 
management. 2007; 30: 74-78.

7. Albelbeisi AH, et al. Capacity of Palestinian primary health care system to 
prevent and control of non‐communicable diseases in Gaza Strip, Palestine: 
A capacity assessment analysis based on adapted WHO‐PEN tool. The 
International Journal of Health Planning and Management. 2020; 35: 1412-
1425.

8. Albelbeisi AH, et al. Public Sector Capacity to Prevent and Control of 
Noncommunicable Diseases in Twelve Low-and Middle-Income Countries 
Based on WHO-PEN Standards: A Systematic Review. Health Services 
Insights. 2021; 14: 1178632920986233.

9. West LJS. Palestinian Central Bureau of Statistics (PCBS).

10. Center PHI. Health Annual Report, Palestine 2016. Ministry of Health, 
Palestine. 2017.

11. WHO. Package of Essential Non-communicable (PEN) Disease Interventions 
for Primary Health Care in Low-Resource Settings. 2010.

12. WHO. Palestine Health Profile 2015. 2015.

13. Organization WH. Implementation tools: Package of Essential 
Noncommunicable (PEN) disease interventions for primary health care in 
low-resource settings. 2013.

14. Albelbeisi AH, et al. Barriers of Adherence among Palestinian Healthcare 
Professionals towards the Protocol of Health Education and Counseling on 
Healthy Behaviors for Non-Communicable Diseases. Ethiopian Journal of 
Health Sciences. 2021; 31: 73-84.

15. Albelbeisi AH, et al. Barriers toward the practice of healthy behaviors among 
patients with non-communicable diseases in Gaza Strip, Palestine. SAGE 
Open Medicine. 2021; 9: 20503121211029179.

16. Grimshaw J, et al. Effectiveness and efficiency of guideline dissemination and 
implementation strategies. 2004; 8: 1-72.

17. Grol R, et al. Clinical guidelines, potential benefits, limitations, and harms of 
guidelines. BMJ. 1999; 318: 527-530.

18. Kennedy PJ, CM Leathley and CF Hughes. Clinical practice variation. Medical 
Journal of Australia. 2010; 193: S97-S99.

19. Mulley AG. Inconvenient truths about supplier induced demand and 
unwarranted variation in medical practice. Bmj. 2009; 339: 4073.

20. Cabana MD, et al. Why don’t physicians follow clinical practice guidelines?: A 
framework for improvement. Jama. 1999; 282: 1458-1465.

21. Ramallah P and B Localities. Palestinian Central Bureau of Statistics. 2016.

22. Radwan M, et al. Factors hindering the adherence to clinical practice guideline 
for diabetes mellitus in the Palestinian primary healthcare clinics: a qualitative 
study. BMJ open. 2018; 8: e021195.

23. Merriam SB and EJ Tisdell. Qualitative research: A guide to design and 
implementation. 2015.

24. Ritchie J, et al. Analysing qualitative data. 1994.

25. Ritchie J and L Spencer. Qualitative data analysis for applied policy research, 
in Analyzing qualitative data. 2002: 187-208.

26. Saillour-Glenisson F and P Michel. Individual and collective facilitators of and 
barriers to the use of clinical practice guidelines by physicians: a literature 
review. Revue d’epidemiologie et de sante publique. 2003; 51: 65-80.

27. Simpson SH, TJ Marrie and SR Majumdar. Do guidelines guide pneumonia 
practice? A systematic review of interventions and barriers to best practice in 
the management of community-acquired pneumonia. Respiratory care clinics 
of North America. 2005; 11: 1-13.

28. Sackett DL, et al. Evidence based medicine: what it is and what it isn’t. British 
Medical Journal Publishing Group. 1996; 132: 71.

29. Grilli R and J Lomas. Evaluating the message: the relationship between 
compliance rate and the subject of a practice guideline. Medical care. 1994: 
202-213.

30. Mataria A, et al. The health-care system: an assessment and reform agenda. 
The Lancet. 2009; 373: 1207-1217.

31. Giacaman R, HF Abdul-Rahim and L Wick. Health sector reform in the 
Occupied Palestinian Territories (OPT): Targeting the forest or the trees? 
Health policy and planning. 2003; 18: 59-67.

32. Palestinian Ministry of Health, HPU, National Strategic Health Plan: Medium 
Term 266 Development Program (2008-2010). Palestinian Ministry of Health 
Ramalla. 2008.

33. Smith RJ. Healthcare under siege: Geopolitics of medical service provision in 
the Gaza Strip. Social Science & Medicine. 2015; 146: 332-340.

34. Fattouh R and B Abu Hamad. Impact of using essential drug list: analysis 
of drug use indicators in Gaza Strip. EMHJ-Eastern Mediterranean Health 
Journal. 2010; 16: 886-892.

35. Shabab QS. The gaza health system. AMSA Journal of Global Health. 2018; 
12: 6-9.

36. Almazrou SH, et al. Barriers to and Facilitators of Adherence to Clinical 
Practice Guidelines in the Middle East and North Africa Region: A Systematic 
Review. In Healthcare. Multidisciplinary Digital Publishing Institute. 2020; 8: 
564.

37. Slade SC, et al. Barriers to primary care clinician adherence to clinical 
guidelines for the management of low back pain. The Clinical journal of pain. 
2016; 32: 800-816.

38. Radwan M, et al. Attitudes of Palestinian health-care professionals in Gaza 
to clinical practice guideline for diagnosis and treatment of diabetes mellitus. 
Frontiers in endocrinology. 2017; 8: 288.

39. Grol R, F Cluzeau and J. Burgers. Clinical practice guidelines: Towards better 
quality guidelines and increased international collaboration. British Journal of 

https://www.who.int/publications/i/item/who-package-of-essential-noncommunicable-(pen)-disease-interventions-for-primary-health-care
https://www.who.int/publications/i/item/who-package-of-essential-noncommunicable-(pen)-disease-interventions-for-primary-health-care
https://www.who.int/publications/i/item/9789240002319
https://www.who.int/publications/i/item/9789240002319
https://pubmed.ncbi.nlm.nih.gov/15275670/
https://pubmed.ncbi.nlm.nih.gov/15275670/
https://pubmed.ncbi.nlm.nih.gov/15275670/
https://www.researchgate.net/publication/326944389_Prevalence_of_Risk_Factors_of_Non-Communicable_Diseases_in_a_Rural_Population_of_Eastern_Uttar_Pradesh
https://www.researchgate.net/publication/326944389_Prevalence_of_Risk_Factors_of_Non-Communicable_Diseases_in_a_Rural_Population_of_Eastern_Uttar_Pradesh
https://www.researchgate.net/publication/326944389_Prevalence_of_Risk_Factors_of_Non-Communicable_Diseases_in_a_Rural_Population_of_Eastern_Uttar_Pradesh
https://pubmed.ncbi.nlm.nih.gov/17170640/
https://pubmed.ncbi.nlm.nih.gov/17170640/
https://pubmed.ncbi.nlm.nih.gov/17170640/
https://pubmed.ncbi.nlm.nih.gov/32869319/
https://pubmed.ncbi.nlm.nih.gov/32869319/
https://pubmed.ncbi.nlm.nih.gov/32869319/
https://pubmed.ncbi.nlm.nih.gov/32869319/
https://pubmed.ncbi.nlm.nih.gov/32869319/
https://pubmed.ncbi.nlm.nih.gov/33597808/
https://pubmed.ncbi.nlm.nih.gov/33597808/
https://pubmed.ncbi.nlm.nih.gov/33597808/
https://pubmed.ncbi.nlm.nih.gov/33597808/
https://www.pcbs.gov.ps/default.aspx
https://ghdx.healthdata.org/organizations/ministry-health-palestine
https://ghdx.healthdata.org/organizations/ministry-health-palestine
https://www.who.int/publications/i/item/who-package-of-essential-noncommunicable-(pen)-disease-interventions-for-primary-health-care
https://www.who.int/publications/i/item/who-package-of-essential-noncommunicable-(pen)-disease-interventions-for-primary-health-care
https://apps.who.int/iris/handle/10665/250374
https://www.who.int/publications/i/item/implementation-tools-package-of-essential-noncommunicable-(-pen)-disease-interventions-for-primary-health-care-in-low-resource-settings
https://www.who.int/publications/i/item/implementation-tools-package-of-essential-noncommunicable-(-pen)-disease-interventions-for-primary-health-care-in-low-resource-settings
https://www.who.int/publications/i/item/implementation-tools-package-of-essential-noncommunicable-(-pen)-disease-interventions-for-primary-health-care-in-low-resource-settings
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8188095/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8188095/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8188095/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8188095/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8246565/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8246565/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8246565/
https://pubmed.ncbi.nlm.nih.gov/14960256/
https://pubmed.ncbi.nlm.nih.gov/14960256/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1114973/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1114973/
https://www.mja.com.au/journal/2010/193/8/clinical-practice-variation
https://www.mja.com.au/journal/2010/193/8/clinical-practice-variation
https://www.bmj.com/content/339/bmj.b4073
https://www.bmj.com/content/339/bmj.b4073
https://pubmed.ncbi.nlm.nih.gov/10535437/
https://pubmed.ncbi.nlm.nih.gov/10535437/
https://www.pcbs.gov.ps/default.aspx
https://pubmed.ncbi.nlm.nih.gov/30185569/
https://pubmed.ncbi.nlm.nih.gov/30185569/
https://pubmed.ncbi.nlm.nih.gov/30185569/
https://www.wiley.com/en-us/Qualitative+Research%3A+A+Guide+to+Design+and+Implementation%2C+4th+Edition-p-9781119003618
https://www.wiley.com/en-us/Qualitative+Research%3A+A+Guide+to+Design+and+Implementation%2C+4th+Edition-p-9781119003618
https://www.taylorfrancis.com/books/edit/10.4324/9780203413081/analyzing-qualitative-data-alan-bryman-bob-burgess
https://www.taylorfrancis.com/chapters/edit/10.4324/9780203413081-14/qualitative-data-analysis-applied-policy-research-jane-ritchie-liz-spencer
https://www.taylorfrancis.com/chapters/edit/10.4324/9780203413081-14/qualitative-data-analysis-applied-policy-research-jane-ritchie-liz-spencer
https://pubmed.ncbi.nlm.nih.gov/12684582/
https://pubmed.ncbi.nlm.nih.gov/12684582/
https://pubmed.ncbi.nlm.nih.gov/12684582/
https://pubmed.ncbi.nlm.nih.gov/15763217/
https://pubmed.ncbi.nlm.nih.gov/15763217/
https://pubmed.ncbi.nlm.nih.gov/15763217/
https://pubmed.ncbi.nlm.nih.gov/15763217/
https://www.bmj.com/content/312/7023/71
https://www.bmj.com/content/312/7023/71
https://pubmed.ncbi.nlm.nih.gov/8145598/
https://pubmed.ncbi.nlm.nih.gov/8145598/
https://pubmed.ncbi.nlm.nih.gov/8145598/
https://pubmed.ncbi.nlm.nih.gov/19268349/
https://pubmed.ncbi.nlm.nih.gov/19268349/
https://pubmed.ncbi.nlm.nih.gov/12582108/
https://pubmed.ncbi.nlm.nih.gov/12582108/
https://pubmed.ncbi.nlm.nih.gov/12582108/
https://pubmed.ncbi.nlm.nih.gov/26603311/
https://pubmed.ncbi.nlm.nih.gov/26603311/
https://apps.who.int/iris/handle/10665/117955?locale-attribute=fr&
https://apps.who.int/iris/handle/10665/117955?locale-attribute=fr&
https://apps.who.int/iris/handle/10665/117955?locale-attribute=fr&
https://pubmed.ncbi.nlm.nih.gov/33333843/
https://pubmed.ncbi.nlm.nih.gov/33333843/
https://pubmed.ncbi.nlm.nih.gov/33333843/
https://pubmed.ncbi.nlm.nih.gov/33333843/
https://pubmed.ncbi.nlm.nih.gov/26710217/
https://pubmed.ncbi.nlm.nih.gov/26710217/
https://pubmed.ncbi.nlm.nih.gov/26710217/
https://www.frontiersin.org/articles/10.3389/fendo.2017.00288/full
https://www.frontiersin.org/articles/10.3389/fendo.2017.00288/full
https://www.frontiersin.org/articles/10.3389/fendo.2017.00288/full
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2753001/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2753001/


Austin J Nurs Health Care 9(1): id1067 (2022) - Page - 08

Albelbeisi AH Austin Publishing Group

Submit your Manuscript | www.austinpublishinggroup.com

Cancer. 2003; 89: S4-S8.

40. Alonso-Coello P, et al. The updating of clinical practice guidelines: insights 
from an international survey. Implementation Science. 2011; 6: 1-8.

41. Smith TJ and BE Hillner. Ensuring quality cancer care by the use of clinical 
practice guidelines and critical pathways. Journal of Clinical Oncology. 2001; 
19: 2886-2897.

42. Harvey P, et al. implementing evidence-based guidelines: Inpatient 
management of chronic obstructive pulmonary disease. Internal medicine 
journal. 2005; 35: 151-155.

43. Baker R, J Falconer Smith and PC Lambert. Randomised controlled trial of 
the effectiveness of feedback in improving test ordering in general practice. 
Scandinavian journal of primary health care. 2003; 21: 219-223.

44. Eccles M, et al. Effect of audit and feedback, and reminder messages on 

primary-care radiology referrals: A randomised trial. The Lancet. 2001; 357: 
1406-1409.

45. Khattab M, et al. Quality improvement programme for diabetes care in family 
practice settings in Dubai. EMHJ-Eastern Mediterranean Health Journal. 
2007; 13: 492-504.

46. Abou El Enein N and M Abolfotouh. An audit of diabetes care at 3 centers in 
Alexandria. EMHJ-Eastern Mediterranean Health Journal. 2008; 14: 636-646.

47. Ackermann EW and GK Mitchell. An audit of structured diabetes care in a 
rural general practice. Medical journal of Australia. 2006; 185: 69-72.

48. Ivers N, et al. Audit and feedback: Effects on professional practice and 
healthcare outcomes. Cochrane database of systematic reviews. 2012; 13: 
259.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2753001/
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-6-107
https://implementationscience.biomedcentral.com/articles/10.1186/1748-5908-6-107
https://pubmed.ncbi.nlm.nih.gov/11387362/
https://pubmed.ncbi.nlm.nih.gov/11387362/
https://pubmed.ncbi.nlm.nih.gov/11387362/
https://pubmed.ncbi.nlm.nih.gov/15737134/
https://pubmed.ncbi.nlm.nih.gov/15737134/
https://pubmed.ncbi.nlm.nih.gov/15737134/
https://www.tandfonline.com/doi/abs/10.1080/02813430310002995
https://www.tandfonline.com/doi/abs/10.1080/02813430310002995
https://www.tandfonline.com/doi/abs/10.1080/02813430310002995
https://pubmed.ncbi.nlm.nih.gov/11356439/
https://pubmed.ncbi.nlm.nih.gov/11356439/
https://pubmed.ncbi.nlm.nih.gov/11356439/
https://apps.who.int/iris/handle/10665/117276
https://apps.who.int/iris/handle/10665/117276
https://apps.who.int/iris/handle/10665/117276
https://apps.who.int/iris/handle/10665/117476
https://apps.who.int/iris/handle/10665/117476
https://www.mja.com.au/journal/2006/185/2/audit-structured-diabetes-care-rural-general-practice
https://www.mja.com.au/journal/2006/185/2/audit-structured-diabetes-care-rural-general-practice
https://pubmed.ncbi.nlm.nih.gov/22696318/
https://pubmed.ncbi.nlm.nih.gov/22696318/
https://pubmed.ncbi.nlm.nih.gov/22696318/

	Title
	Abstract
	Introduction
	Materials and Methods
	Study design and setting 
	Sampling and participants 
	Interview guide and data collection 
	Trustworthiness
	Data analysis

	Results
	Characteristics of the study participants
	Knowledge-related factors
	Protocol related factors 
	Environmental factors
	Inadequate reimbursement
	Insufficient resources
	Time constraint
	Inadequate monitoring &feedback

	Discussion
	Inadequate reimbursement, insufficient resources, and time constraint
	Protocol trustworthiness, protocol specialty and outdated
	Inadequate monitoring & feedback

	Conclusion
	Declarations
	References
	Table 1
	Table 2

