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Abstract:

Background: Little is known about the barriers to evidence-based practice (EBP) in military healthcare
organization in Africa. We explored the relevance and barriers to EBP among military medical staff working in
a Defence Force Medical Services (DFMS) in Zambia.

Method: Twenty-three military medical personnel conducted a 90 minutes roundtable discussion using a topic
guide. The qualitative data were analyzed by thematic analysis using the OpenCode 4 software.

Results: Three major themes emerged relating to perceived importance of EBP, system and individual-level
barriers to EBP. Participants perceived that EBP enhances the cost-effectiveness of treatment, health care
quality, patient care and referral system. The system-based barriers were related to lack of administrative
support, poor infrastructural, workplace constraints and lack of resources. The individual-based barriers
clustered into four subthemes involving shortage of computer skills, motivation, resistance and limited
professional development opportunity.

Conclusion: The participants perceived the significance and benefits of EBP in practice contexts. However,
they identified 16 system and individual level barriers to effective EBP in DFMS. Recommendations were
formulated to overcome the barriers and improve the uptake of EBP.
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1. INTRODUCTION

Evidence-based practice (EBP) is gaining recognition globally as a problem-solving tool to improve a
national health system [1, 2]. EBP stipulates the use of current best evidence with clinical experiences
and patient preferences to make sound decisions regarding patient care [3]. During the past two
decades, the principle of EBP has been used outside the field of medicine, including nursing [4-8],
mental health [9], population health [2], higher education [10] and policy development [11].

Effective implementation of EBP in a healthcare system pays dividends. It enhances healthcare
quality [2, 12], patient care [13, 14], professional practice [15], decision-making [11] and reduces
healthcare cost [9]. Despite these renowned benefits, health systems in developing nations face
considerable challenges to apply evidence as a basis for practice. This is supported by evidence from
Grol and Grimshaw [16]) who believed that the transfer of evidence to clinical practice and decision-
makings is a complex process and requires meticulous approaches at various levels of care, tailored to
specific settings and target groups [16]. Therefore, it is essential to identify the exact barriers and
facilitators of EBP at all levels of healthcare system in developing nations.

To-date, many systematic reviews and primary studies have explored the barriers to uptake of EBP in
different settings and levels of care outside Africa [2, 4, 5, 8, 11, 13, 15-21]. These studies have
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generated a substantial body of knowledge on EBP barriers. These barriers can be broadly classified
as organizational, individual and peer level barriers [20]. In Africa, few such studies have explored
the barriers of EBP in public health system and higher education sector [6, 7, 10, 14, 22-29], but none
in the military healthcare system. Thus far, evidence is lacking on the relevance and barriers to EBP in
military healthcare in Africa. To address this gap in knowledge and provide recommendations, we
examined the relevance and barriers to EBP among military medical staffs in Zambian Defense Force
Medical Services (DFMS).

2. MATERIALS AND METHODS

Study design and setting: During 20-23 August 2013, the American International Health Alliance
(AIHA) delivered EBP training for DFMS military medical staff to build their capacity to deliver
quality HIV care and treatment services. As a part of the EBP training, military medical staffs
conducted a multidisciplinary roundtable group discussion in Lusaka. The purpose of the discussion
was to audit and collect baseline information about EBM. The DFMS is a large military health
organization serving the Zambian Army, the Zambia Air Force, and the Zambian National Service. It
provides healthcare services for both the military and civilian populations. It manages over 50 health
facilities consisting of hospitals, clinics, and training institutions across Zambia.

Participants: They were a blend of medical licentiates, clinical officers, and registered nurses and/or
midwives, and drawn from various DFMS national military medical institutions, including hospitals,
clinics and training schools. The participants knew each other very well and represented different
military ranks and geographical locations. All gave verbal consent prior to commencing the
discussion. One of the authors (OA) also explained to the participants the purpose of the session,
voluntary nature of their participation and guaranteed confidentiality of the information provided.

A clinical officer (CO) is trained in medical model for 3-4 years after secondary education to provide
routine care. Medical licentiates (ML) have advanced training in medicine, surgery and offer medical
and surgical cares in rural district hospitals. A CO and ML are registered, licensed and the Zambian
national regulatory authority [30] regulates their practice. A clinical officer general is licensed to
perform general or specialized medical duties such as diagnosis and treatment of disease and injury,
order and interpret tests, and perform routine medical procedures. A registered nurse graduates from a
nursing school and regulated by a professional council.

Data collection: The 23 participants were assigned to one of the four parallel roundtable discussion
groups of five to six per group. The groups elected a moderator, rapporteur, and received a discussion
guide in English to explore identical topics for 90 minutes (Box 1). The moderators facilitated, guided
and controlled the discussion, and the rapporteurs took notes. Two of the authors (OA, SN) observed
the entire discussions and provided support as needed. The handwritten records by rapporteurs were
the source of qualitative data.

Box 1: Summary of the topic guide for the multi-disciplinary round table discussion by all four groups
(relevance and barriers to evidence-based practice)

Preamble: You have gained some knowledge and skills in EBP from the training workshop. Please discuss
the following questions and share your experience.
Topic 1: Relevance of evidence-based practice (EBP)
e Do you think EBP is relevant to your work and your organization?
e How or in what way is it relevant? (Hint: treatment, referral, etc.)
Topic 2: Barriers to evidence-based practice (EBP)

e What are the main barriers (challenges) to implement EBP in your practice or organization?
(Hint: support, internet access, resources, training, etc.)

Data analysis: We collected the four handwritten notes, reviewed, typed them as one transcript with
group ID, and saved in Microsoft Word as a text file. Two of the authors (OA, SN) read and
compared the handwritten notes against the transcript. The data was imported to the OpenCode 4
software [31] and analyzed using thematic analysis. Explicitly, the analysis process involved reading
the transcript line by line, creating crude codes, and selective coding and categorization of similar
codes to form key themes. We only corrected grammatical errors in the final transcript before analysis
but made no substantive changes to the contents.
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3. RESULTS AND DISCUSSION

Table 1 shows the participating military medical staffs’ demographic details. The participants were
full-time employees of DFMS working in rural and urban regions. They represented different
specialties, over half were 31-40 years old and 52% were females. Although English was the first
language for only 43%, the majority (91%) were very comfortable or comfortable reading and writing
in English.

Table 1. Participants demographic details (n=23)

Characteristics n (%)
Age groups (years):

30 or less 3(13.0)
31-40 12 (52.0)
41-50 7 (31.0)
> 50 1 (4.0
Gender:

Male 11 (48.0)
Female 12 (52.0)
Specialty/profession:

Clinical Officer General 4(17.4)
Medical licentiate 2(9.0)
Clinical Officer 3(13.0)
Registered Nurse and /or Midwife 13 (56.3)
Dental therapist 1(4.3)
Work place (practice setting):

Hospital 4(17.3)
Clinic 14 (61.0)
Head office/ Administration 4(17.3)
Training school 1(4.3)

Three major themes emerged from the thematic analysis of the roundtable group discussion data.
These themes were “Participants’ perceived relevance of evidence-based practice,” “Participants’
perceived organizational barriers,” and “perceived Individual/team barriers” for evidence-based
practice at DFMS. The major themes and their particulars are in Table 2 and described as follows.

Table 2. Major themes and subthemes that emerged from group discussion data

Theme Subthemes

MMSs' perceived benefits of EBP Cost-effectiveness of treatment
Enhance healthcare quality
Improve patient care

Improve patient referral system

MMSs’ perceived organizational level barriers Administrative constraints
Infrastructural constraints
Lack of resources
Workplace constraints

MMSs’ perceived individual/team level barriers Computer illiteracy

Lack of motivation

Lack of professional development
Staff resistance to change

MMS Military medical staff

Perceived relevance and benefits of EBP: This theme relates to various EBP benefits that
participants described, and contains the next four subthemes:

Cost-effectiveness of treatment: The study participants in two of the four groups said the use of EBP
in clinical practice will be useful and entails substantial benefits. They affirmed EBP will enhance the
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cost-effectiveness of drugs (interventions) and reduces wastages. The participants in one group said:
“EBP is relevant because it reduces empirical treatment and blind therapy. On drugs, it is cost
effective and reduces wastage of drugs,” (Group 1); whereas the other group mentioned,
“Interventions become economical and cost-effective,” (Group 4).

Enhancing healthcare quality: Discussants in two groups agreed EBP will have a positive impact on
healthcare and would add value to the medical services quality in their organization. They noted:
“Evidence based practice promotes quality health services,” (Group 1); and the other group stated:
“EBP is highly relevant and improves quality of healthcare,” (Group 2).

Improving patient care: Discussants in two groups considered the use of EBP in clinical practice
would enhance patient care by guiding treatment based on high quality evidence, reducing irrational
use of empirical and blind treatment by medical practitioners. They perceived: “EBP is very relevant
to us and our organization. It improves patient care,” (Group 4); whereas the other group said: “We
strongly believe EBP is very relevant to our practice and improves the quality of patient care,”
(Group 3).

Enhancing patient referral system: Only the participants in one of the four groups agreed that
patients’ referral is a major problem in their practice settings and need addressing. They believed the
use of EBP in clinical practice would have a positive impact on patient referrals by reducing referrals
currently taking place. They stated the following: “EBP also reduces unnecessary patient referrals,”
(Group 4).

Barriers to evidence-based practice: From the participant’s roundtable discussion, two barrier
themes emerged, that describe the current obstacles to EBP in their DFMS. The barrier themes were:
1) organizational/system-level barriers, and 2) individual/team-level barriers. Table 2 shows the two
main themes and their subthemes.

Organizational/system barriers to EBP

The organizational barrier theme consists of four subthemes of hurdles with potential to influence
EBP in participant’s organization. These subthemes relate to: 1) Administrative constraints, 2)
Infrastructural constraints, 3) Lack of resources, and 4) Workplace (practice setting) constraints.
These subthemes are explained below with the participants’ quotes.

Administrative constraints: This subtheme describes the lack of support by administrators as well as
the inadequacy of leadership at workplace. The participants cited four administrative hurdles at their
facilities that would impinge on EBP: “Administrators not attending meetings,” “Administrators using
internet for private purpose,” “Lack of collaboration” and “Lack of guidance for EBP.” These four
factors are described below:

Participants conversed and agreed their administrators do not attend staff meetings to either
communicate about work-related issues. According to them, the lack of good quality managerial
support could negatively influence EBP. One group said: “Our administrators are not willing to
attend meeting called for by junior ranks and cannot have an effective communication with them,”
(Group 3). The participants also discussed the use of workplace internet by senior officers. They felt
seniors use the workplace internet for personal motive. As a result, they do not get easy access to
internet to search for evidence online. Group 3 participants noted: “Occasionally, senior officers are
using the internet for other purposes other than learning resource,” (Group 3).

Our participants also emphasized the lack of any collaboration with individuals or organizations. They
pointed out the current organizational culture does not encourage partnership with individuals or
institutions locally in Zambia or overseas. One of the group commented: “Collaboration with local
and international institutions and researchers is not that easy, there are so many processes and
approvals needed from the Zambian Defense Force senior commanders,” (Group 4). The last
administrative constraint they discussed was the quality of leadership for EBP. According to the
discussants, facility administrators have a major responsibility to support the implementation of EBP,
but not doing in their facility. They also confirmed that there is no effective team to lead and facilitate
EBP at place of work. One of the participating group commented: “We do not have a working team to
guide us and oversee EBP activity at our workplace,” (Group 1).

Infrastructural constraints: The study participants highlighted many infrastructural barriers for EBP
in the roundtable discussion. Among the infrastructural hurdles they identified are those involving
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internet access, learning resource center, library service and a journal club at their workplace. These
barriers are described as follows.

There was a consensus among all four groups on the importance of internet access for EBP at a point
of care. Overall, the entire groups were unhappy about internet access at workplace and felt it was
very poor. They also said they face frequent stoppage from dial in phone connection while searching
for evidence online. The discussants reflected: “Internet connection is another major challenge in our
facility and it is poor. As a result, it is difficult to have access to relevant online databases at work.
For those of us where internet services are available at workplace, there is difficulty in sustaining it
because the connection gets interrupted,” (Group 1); “The lack of internet connection at workplace
prevents us from accessing the online evidence based health information resources like the Cochrane
Library. Downloading full-text/PDF articles of systematic reviews or journal an article is often a
huge challenge due to intermittent internet connection. Power/electricity availability is also a
challenge,” (Group 2); “No internet access at workplace. So, we cannot search for research evidence
from the online free databases and use them for our practices, ” (Group 3); and “Lack of access to
internet services to retrieve and use evidence from the available online and free of charge databases
for developing countries like the Cochrane Library, Trip database and Pub Med,” (Group 4).

The other infrastructural obstacles to emerge from the participants’ discussion were a learning
resource center (LRC) and library service at workplace. While they agreed that access to a LRC and
library service is critical to support knowledge management and build their knowledge base, they
were concerned about the lack of these facilities. As a result, they have no sources to access health
information. Group 4 members stated: “Lack of learning resources and unavailability of proper
libraries at our institutions,” (Group 4). Additionally, the lack of a journal club was another barrier
emphasized by the participants. Despite acknowledging the essentiality of a journal club in promoting
EBP in clinical practice, they expressed the lack of such facility is deterring them from meeting to
discuss research articles. They commented: “There is also no journal club at our facility to facilitate
and promote EBP and use of research evidence among staff and within the workplace environment”
(Group 1); “We do not have a sub journal club to meet and discuss about EBP,” (Group 4).

Lack of resources: The participants described that there is insufficient financial and human resources
to support EBP in their facilities, especially staff training. They believed that unless the funding and
staff level issues are addressed, it is difficult for them to embrace EBP at their facility. One group
cited: “Lack of funding to support EBP activities for training is also another major hurdle to advance
EBP in our health facilities and in clinical practices,” (Group 2); and the other group noted: “No
fund available to plan and conduct training workshops for staff,” (Group 4). On human resource, the
participants in two groups believed that most facilities face staff shortage, and considered this barrier
as an impeder for EBP, and make it harder for them to take more tasks when they currently have to
cope with a heavy workload. Overtly, participants belonging to two groups said: “There is also heavy
work overload and staff shortage at our facility which prevents us to fully and actively engage in EBP
activities, ” (Group 2); and the other group noted: “We also face additional barriers like shortage of
manpower,” (Group 4).

Workplace constraints: Discussants in two groups envisaged the lack of free time and busyness as
their main barriers to engage in EBP at practice setting. They supposed that EBP would impose a
further demand on them when they are already on heavy workload and time constraints. They alluded
to: “A time factor (constraints) is another obstacle we face. We do not have enough time to read
research articles and implement new evidence as we are busy, ” (Group 1), and the other cluster cited:
“There is also heavy workload,” (Group 2).

Individual/team related barriers to EBP

This major theme reflects the personal and peer-related barriers, which participants described as the
hurdles for EBP. The theme entails four distinct subthemes involving: 1) computer illiteracy, 2) lack
of motivation, 3) poor professional development opportunities, and 4) staff resistance, which are
further described as follows.

Computer illiteracy: The study participants perceived that some of their work colleagues lacked
basic computer knowledge and skills. Consequently, cannot use workplace computers for EBP and
suggested tailored computer training course for computer illiterates. They alleged: “Another obstacle
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to EBP is computer illiteracy among a number of staff in workplaces. Some staffs are not familiar
with computers at all and lack the ability to use or work with computers. So, they need to be properly
trained to be able to use computers for EBP activities,” (Group 2).

Lack of motivation: Participants in one group cited that some of their work colleagues lack
appropriate motivation or interest towards EBP. This clearly indicates that such staffs have no shared
vision to EBP and require collective support. The participants explained by noting: “There is lack of
interest and commitment to EBP by some staff members,” (Group 1).

Lack of professional development opportunity: Discussants in one group felt that currently there is
no any opportunity for professional development, learn and develop new skills in their organization.
Accordingly, they cannot build their knowledge and skills in EBP while working. They highlighted:
“Lack of professional development opportunities specifically on developing EBP skills of healthcare
professionals is a concern as well,” (Group 3).

Staff resistance to change: The discussants in two groups reported that some of their co-workers
exhibit negative attitude towards the use of EBP in clinical practice. They added it was hard to engage
with them or change their behavior to EBP. They suggested a proper behavioral change intervention
to facilitate change in staff attitudes to EBP and its use. They commented: “Behavior change (change
of attitude) towards EBP is difficult to bring amid some staff members at work. To address this
problem we may need behavior change communication strategy to motive staff to accept and adapt
EBP in their daily clinical practice,” (Group 2); and “Changing the mindset of co-health workers
towards EBP is also very difficult. Perhaps what we need is a behavioral change communication
strategy to promote positive attitude and behavior towards EBP among those co-workers resisting to
embrace EBP,” (Group 3).

This qualitative roundtable discussion study explored the relevance and barriers to EBP in military
healthcare organization in Zambia. The study participants have identified 12 system-based and four
individual-levels barriers for effective implementation of EBP in the Zambian Defense Force Medical
Services (DFMS).

Perceived relevance of EBP: The study participants professed the use of EBP is beneficial in clinical
practice, and recognized that it could make treatment cost-effective, improve the quality of health
care, patient care, reduce the wastage of drugs and patient referrals. Although there are no comparable
studies to judge against our findings, this is consistent with other studies from Africa [6, 7, 10, 14]. A
study in Rwanda and Uganda found that over 80% of hospital doctors and nurses recognized the
benefits of EBP and had positive attitude towards research utilization [7]. Thus, for our participants to
apply EBP in clinical practice, the principal barriers to EBP they identified in this study should be
addressed.

Organizational/system-based barriers to EBP

The participants identified various system related barriers to EBP that clustered into four groups of
constraints. The barriers relate to inadequate administrative support, poor infrastructure, shortage of
resources, and those involving workplace.

The participants in this study reported various administrative shortfalls consisting of managers not
attending meetings, private use of internet, unhelpful and not guiding. While these barriers are
obstructive to EBP and can negatively affect staff morale and motivation. Perhaps, the barriers could
be due to communication problems [21] between staffs and managers, administrators’ are unaware of
their responsibilities or lack EBP knowledge. Findings from a systematic review highlighted that poor
institutional support hinders the uptake of EBP [17]. Finding from another study reinforces the critical
importance of administrative support by underlining the positive correlation between EBP use and
supportive management [6]. Hence, facility administrators must be supportive, lead by example,
establish and nurture a culture so that staff may use EBP consistently in their clinical practice.

Medical staffs need essential infrastructure to access evidence and enhance patient care. However, our
participants highlighted poor infrastructure as their barrier to EBP. Poor Information and
Communication Technology infrastructure and internet access are common problems in Africa [7,
29]. A qualitative study in Senegal found that service delivery providers and community health
workers encounter lack of internet access, electrical outages and connectivity difficulty to access,
share and use health information in family planning and reproductive health [29]. The majority of
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hospital doctors and nurses in Rwanda and Uganda reported poor facilities and internet access to
apply EBP [7]. Okwundu [22] also described 80% of hospital doctors in Nigeria lack access to
internet and online databases. Thus, staffs need good infrastructure, reliable internet service and
access to online resources to search for evidence to inform practice [21, 32].

The lack of learning resource center, library service and a journal club in a workplace were also the
barriers faced by the study participants. The lack of adequate resources and physical facilities for EBP
are universal and our finding is consistent with previous research [7, 8, 17, 21, 24, 26]. In a qualitative
study in Latin American hospitals, professional informants reported scarce physical facilities as their
main hurdle to change perinatal care practice [21]. A library is essential and serves as a source of
information for staff to have direct institutional access to online resources, medical journals, and
textbooks. Equally, a journal club is important forum for staff to meet and discuss research articles.
Therefore, these critical facilities should be provided to facilitate the uptake of EBP in DFMS.

Our participants also cited shortage of staff and funding for EBP activities. Scarcity of resources
hinders efficient use of EBP for patient care. Busy staffs under extreme condition may not engage in
EBP activities, attend a journal club or search for evidence online [21]. Resource related barriers for
EBP however are global predicament [4, 17, 21]. Our finding concur with previous studies [4, 17],
which reported that poor resource is a major hurdle to EBP. Hence, it is essential to address the lack
of financial and personnel as they can deter staff awareness, receptivity to practice innovations [21],
and hold back their efforts to promote EBP in practice.

The final system barrier to EBP participants articulated was a workplace constraint. They stated lack
of free time and hectic workload, consistent with other authors from Africa [6, 7, 10, 29] and
elsewhere [4, 5, 8, 17, 18]. These hurdles can deter staff from attending a journal club, searching for
articles, reading or integrating research evidence into practice. Perhaps, these barriers could be due to
poor work conditions or staff mismatch with work activities. It is imperative to assess and resolve
these impediments so that staff participates in EBP activities in their facility. To establish the need for
additional staff, a situation analysis of work activities should be conducted to obtain data on staff
number, workload, and other vital indicators.

Individual/team-based barriers to EBP

The participants expressed that there are individual (team) barriers to EBP involving computer skills,
motivation, attitude and professional development. They alleged that there are computer illiterate in
their workplace that cannot use computers. This finding is consistent with previous studies [4, 17, 21].
A finding from Khammarnia et al study [4] reinforces how common this barrier is. They reported that
69% of lranian nurses in a teaching hospital were computer illiterate to implement EBP. Staff
competencies and skills influence their interest to new clinical practices, particularly if they lack the
skills needed to do new ones [21]. In this age, information technology plays a crucial role in
promoting research evidence globally. Health personnel need computer skills to search and access
evidence to inform practice. A finding from a previous study reinforce the strong relationship between
skills and use of EBP, which highlighted that staff with the right EBP skills are more likely to
implement EBP in practice [6].

The study participants stated that there is lack of appropriate motivation towards EBP among some
staff. Motivation is a desire or inner force that drives individuals to achieve personal and
organizational goals [33]. Staff inspiration is vital for EBP to thrive and influence clinical practice.
Motivated staffs can be more productive than those unenthusiastic [33]. The unmotivated staffs need
collective support from both peers and administration. Facility managers need to address substandard
work conditions and inadequate resources in their facility. They should also recognize that staff
personal goals and level of motivation vary. Staff motivation is most critical to effective
implementation of EBP. Collective effort is hence vital to encourage staff to contribute to EBP
activities within their facilities.

Participants assumed a few of their work-colleagues exhibit a negative attitude to EBP. Negative
attitude can negatively affect EBP and common state of affairs in many countries [17, 18, 21, 23]. The
possible reasons for pessimistic mind-set include lack of EBP skills, heavy workload, time constraint
or other work-related conditions. It is possible to counteract and change a negative attitude through
multifaceted professional behavior change interventions tailored to specific settings and target groups
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[16, 19]. A Cochrane systematic review by Baker et al [15] also found tailored interventions planned
to address EBP barriers might change professional practice. In line with these findings, our
participants also suggested behavioral change communication strategy to promote positive attitude
and behavior towards EBP for associates exhibiting negative attitude.

The participants also expressed concerns about the limited professional development opportunities in
their organization. This is a sizeable challenge to implement EBP and may perhaps reflect the lack of
staff development policy in DFMS. Staffs need EBP knowledge and skills in order to search
evidence-based resources and integrate evidence into clinical practice [35]. Regrettably, health
workers in many countries have poor EBP skills [5, 17, 18]. In Africa, the majority of practicing
health workers did not learn about EBP at schools. They also have limited prospect to build EBP
competency, because there are few institutions in the region that offer a formal EBP course [34].
Consequently, they have no formal EBP training [6, 22], skills [6, 24, 29] and knowledge [6, 10, 14,
22, 23, 27, 28] to apply evidence. Competency in EBP is crucial and is recommended for healthcare
practitioners [36, 37]. To bridge EBP knowledge and skill barriers, staff require effective EBP
education [32]. Thus, DFMS need to explore how best to meet the professional development needs of
medical staff in health facilities.

This explanatory study provided insight into the barriers to EBP in the Zambian Defense Force
Medical Services (DFMS) that was not available before. The study identified a total of 16 system and
individual-based barriers to effective use of EBP. The barriers were mainly around management,
leadership, infrastructure, resources, work conditions, computer skills and professional development
opportunity, motivation and negative attitude. We recommend the following strategies to overcome
these barriers and facilitate the uptake of EBP in DFMS.

A) Implementation strategies for DFMS

o Establish a centralized EBP committee that can develop the right institutional culture,
leadership and support for EBP program throughout DFMS.

e Invest and create a sustainable infrastructure for EBP program in health facilities. In
particular, a functional library service, learning resource centre, and dependable internet
service to enable staff to access evidence and deliver quality HIV services.

e Assess and allocate adequate resources (financial and human) for EBP program: (a) conduct a
situation analysis of existing work arrangements, staff number and workload to validate staff
shortages. If established, provide adequate staff to offset staff burnout and heavy workload;
(b) revise staff job descriptions and include their roles and responsibilities in EBP program;
and (c) allocate adequate fund for EBP program and activities (e.g. training) for health
facilities.

e Support staff education, training and skill development using different methods: (a) develop
policies and procedures for continuing education/training/professional development
opportunities; (b) provide short courses, seminars, workshops, mentoring, fellowship and
scholarship opportunities; (c) provide EBP and management trainings for administrators to
raise their awareness about EBP, enhance leadership quality and become team players; and
(d).encourage facilities and training institutions to initiate EBP seminars, workshops and a
journal clubs to promote EBP.

e Enhance staff motivation and attitude to EBP using various strategies: (a) develop and
implement a guideline that promotes good personnel management practices; and (b) apply
role models, training, enhanced work conditions, and behavioral communication strategy to
inspire staff to embrace EBP.

B) Implementation strategies for health facilities

e That because administrative constraints are obstacles for staff, EBP committee should be
established to provide leadership to staff and EBP program at facility level.

e The EBP committee should:

. Plan, implement, manage, monitor and evaluate EBP program. This includes
establishing and maintaining effective communication with staff and senior
management in all matters related to EBP program.
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Il.  Address workplace constraints including staff working conditions.

I, Work with senior management to develop suitable infrastructure and adequate
resources so that staff can easily access evidence online.

IV.  Promote the importance and benefits of EBP among staff by organizing seminars,
workshops and a journal club.

V.  Undertake an inventory of staff in a facility to identify shortages, maldistribution and
allocate adequate staff for EBP program.

VI.  Consider enhancing the role of a librarian and learning resource centre coordinator in
EBP program.

There are some limitations to this study and the findings require guarded interpretations. Given that
we studied 23 military medical staff from a single EBP training, the findings may not be generalizable
to all military medical staff or settings in DFMS. Even so, it provides valuable insight into EBP issues
that need further exploration. The use of convenience sampling is another limitation and the
participants may not be representative. Even so, they came from various facilities, institutions and
geographical locations all over Zambia, and symbolized a broad range of specialties, gender and
military ranks. The other limitation of this study was that the group discussion was hand recorded and
not audiotaped due to the time constraints. Despite the above limitations, our study has strengths.
Firstly, we conducted the study as a part of EBP training and with no additional funding. Secondly, it
is the first study in a military healthcare organization in Africa and the findings can be used as
baseline information to develop tailored interventions to enhance the uptake of EBP in DFMS, and
contribute to the evidence-base for EBP in military health services.

4. CONCLUSIONS

This qualitative study identified several barriers to implementing EBP in Zambian Defense Force
Medical Services. We recommend strategies to overcome these barriers and nurture the right
institutional culture to support EBP implementation. Our findings would also be a useful benchmark
against which future research findings can be compared.
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