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Background: Pressure injury is a significant global concern, with rising prevalence 
and substantial direct and indirect costs. A multidisciplinary approach involving 
nurses and other healthcare team members, particularly physicians, is essential 
for comprehensively addressing pressure injury (PI) in medical wards. Therefore, 
this study aims to assess the knowledge, attitudes, and barriers among physicians 
working in Jordanian general medical wards toward the prevention of pressure 
injury.

Method: A descriptive correlational cross-sectional design was employed, 
utilizing a convenience sample of 73 physicians from the three largest 
governmental hospitals in Jordan, representing the country’s most populated 
regions. A self-administered questionnaire measuring knowledge, attitudes, 
and barriers was distributed among the study population. Descriptive statistics, 
including mean (M) and standard deviation (SD), were used to analyze the total 
scores, while a linear multiple regression model was applied to identify factors 
influencing knowledge, attitudes, and barriers toward pressure injury prevention 
in Jordanian medical wards.

Results: The study found that physicians demonstrated good knowledge but 
exhibited weak attitudes and recognized significant barriers toward pressure 
injury prevention. Higher income was associated with significant differences in 
knowledge and attitude scores (p < 0.00 and p < 0.05, respectively), while the 
universal guidelines correlated with significant differences in knowledge scores 
(p < 0.048). Additionally, recognized barriers showed significant differences 
among those using guidelines and perceived unproportioned staff (p < 0.041, 
p < 0.03) respectively.

Conclusion: Physicians recognized significant barriers that negatively 
influenced their attitudes toward implementing preventive measures in medical 
wards. Strengthening the multidisciplinary team approach in medical wards by 
clarifying roles and responsibilities could enable physicians to more effectively 
participate in PI prevention efforts.
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Introduction

Pressure injury (PI) is defined as localized damage caused by 
pressure, or pressure combined with shear, to the skin and/or 
underlying tissue, typically over a bony prominence (1). Despite 
technological advancements and preventive measures, pressure injury 
(PI) remains a serious global health concern (2). The global prevalence 
of PI was 12.8%, with rates of 14.5% in Europe, 13.6% in North 
America, 12.7% in South America, 3% in Asia, 12.6% in the Middle 
East, and 9% in Australia between 2008 and 2018 (3, 4). PI imposes 
substantial economic burdens on healthcare systems and society. 
Direct costs associated with treating PI include expenses for wound 
care supplies, medications, and specialized interventions such as 
surgical debridement or skin grafting (5). Indirect costs arise from 
prolonged hospital stays, increased utilization of healthcare resources, 
and potential litigation (6). In the United States alone, the annual cost 
of treating PI exceeds $11 billion, underscoring the financial impact 
of this preventable condition (2).

Knowledge plays a crucial role in preventing PI among healthcare 
providers (7). When healthcare providers have a deep understanding 
of risk factors, preventive measures, and proper protocols related to 
PI, they are better equipped to identify early signs, implement 
preventive strategies, and provide appropriate care to at-risk patients 
(8). Attitudes also significantly influence PI prevention among 
healthcare providers (9). Positive attitudes toward patient care and 
adherence to protocols significantly influence the effectiveness of PI 
prevention efforts (10).

Barriers can significantly impact the prevention of PI among 
healthcare providers (11). When healthcare professionals encounter 
barriers such as lack of resources, time constraints, inadequate staffing, 
or limited knowledge and training, their ability to effectively 
implement preventive measures is hindered (12, 13).

Traditionally, pressure injury prevention has been the 
responsibility of nurses. However, a multidisciplinary approach 
involving nurses and other healthcare team members, particularly 
physicians, is essential for comprehensively addressing PI in medical 
wards (13–15). A study in Africa reported point prevalence rates of PI 
ranging from 3.4 to 18.6% in medical, surgical, and other general 
hospital units, with a pooled prevalence of 11% in grade II–IV 
hospitals and 44% in spinal injury units (16). In Kuwait, a study found 
that 203 out of 1,186 hospitalized patients (17.1%) had PI across 54 
medical wards in the country’s seven leading general hospitals (17). A 
recent study in Jordan reported a PI prevalence of 29% in intensive 
care units and 12% overall in medical contexts (3).

In Jordanian general medical wards, the prioritization of pressure 
injury (PI) prevention may be  hindered by competing priorities, 
limited resources, and a lower perceived risk compared to intensive 
care units (18). The workload in medical wards often involves large 
patient ratios and limited resources, leading to a reactive rather than 
proactive approach to PI management, where special interventions are 
provided only after injuries occur (19).

Physicians should address conditions that contribute to increased 
PI occurrences by prescribing appropriate treatments and medications 
(4, 20). A study evaluating the perspectives of physicians on PI 
prevention and management at King Fahad Medical City in 
Saudi Arabia found that doctors displayed a positive attitude, with an 
average mean score of 42.35 ± 4.65. However, no significant differences 
in attitude scores were found among subgroups (4, 20). Another study 

indicated that work experience, PI prevention-related knowledge, and 
attitudes significantly impacted care performance (21). A previous 
study in New  York reported limited involvement of physicians in 
wound care, particularly in PI prevention (22).

While several studies in Jordan have assessed the involvement of 
nurses and other healthcare providers in PI prevention, none have 
specifically evaluated the knowledge, attitudes, and barriers faced by 
physicians working in medical wards. Given the unique health 
conditions and workload concerns in these settings, this study aims to 
assess the knowledge, attitudes, and main barriers of physicians 
working in general medical wards in Jordan toward the prevention of 
PI using a cross-sectional correlational design.

Materials and methods

Study design, sampling, and setting

A descriptive correlational cross-sectional design was employed, 
involving 73 physicians working in general medical wards at the three 
largest governmental hospitals in Amman, the capital of Jordan, in 
Irbid (the northern city of Jordan), and in the southern region of 
Al-Karak. The sample was selected using the convenience sampling 
method from physicians. Convenience sampling is “the use of the 
most readily accessible healthcare providers as subjects in a study” 
(23). The abovementioned hospitals were chosen due to the fact that 
they received patients from various socioeconomic backgrounds and 
patients from all governorates and neighboring regions. Moreover, all 
hospitals follow the same Ministry of Health guidelines and policies. 
The inclusion criteria were all physicians in residency programs in the 
medical wards, excluding the specialists and the physicians in 
administrative positions.

The sample size refers to the number of participants required to 
attain statistically reliable outcomes (24). It constituted a crucial 
element of research design, influencing the validity of the study and 
the relevance of its findings. The researchers utilized G*power software 
to calculate the appropriate sample size for the study. With an alpha 
level of 0.05, a power of 95%, and a mild effect size of 0.15 for a 
two-tailed test, Pearson’s correlation coefficient was selected as the 
statistical test. This test provided a standardized measure of the linear 
relationship between the variables.

Research instrument

The study used a self-administered questionnaire (25). The 
questionnaire consisted of four parts, with the first part collecting 
demographic data and factors related to healthcare providers in the 
internal medicine departments of Jordanian hospitals. This included 
information on gender, age, marital status, qualifications, monthly 
income, work experience, training on pressure injury (PI), use of 
pressure injury guidelines, and perceived unproportioned staff. The 
tool showed good convergent validity, a high degree of internal 
consistency, and a reliability coefficient of 0.88 (25).

The second part involved testing knowledge using the adapted, 
validated, and reliable questionnaire. It consisted of 18 knowledge 
questions, each with three response options on a scale from 0 to 2 
(0 = I do not know, 1 = False, and 2 = True). The tool showed good 
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convergent validity, a high degree of internal consistency, and a 
reliability coefficient of 0.88 (25).

The third part of the questionnaire assessed the attitudes of 
healthcare providers using the Pressure Injury Attitude Questionnaire, 
which consists of 11 questions with a 5-point Likert scale: 5 for “5 
strongly agree,” 4 for Agree,” 3 for “neither agree nor disagree,” 2 for 
“disagree,” and 1 for “strongly disagree.” Scores greater than or equal 
to the mean of attitude-related questions were considered a good 
attitude, while scores below the mean were considered a poor attitude. 
The tool showed internal consistency, with a reliability coefficient 
(Cronbach’s α) of 0.76 (26).

The fourth part of the data collection tool in the questionnaire 
comprised 12 closed-ended questions (‘Yes’ or ‘No’ response) to 
identify healthcare providers’ barriers to implementing the pressure 
injury prevention protocol. These questions were adapted by reviewing 
different pieces of literature (1, 27, 28).

Statistical analysis

The authors used quantitative data analysis using IBM 
Corporation’s Statistical Package for the Social Sciences (SPSS) version 
26.0. After data collection, all questionnaires were reviewed to ensure 
clarity and completeness. Subsequently, the collected data underwent 
descriptive analyses based on the level of measurement. Each variable 
under study was clearly labeled and distinguished within a single SPSS 
file, accompanied by detailed documentation including variable 
names, coding values, and other relevant information. Before 
conducting any analysis, the dataset was screened for the normality of 
distribution, presence of missing data, and identification of outliers. 
Descriptive statistics, such as the average (M) and the standard 
deviation (SD), were used to measure the total scores, and a linear 
multiple regression model was used to determine which factors affect 
the knowledge and attitudes toward the prevention of PI at the 
medical ward in Jordanian hospitals.

A knowledge score for each case was calculated as the total 
number of correct answers out of the 18 items that measure the 
knowledge of PI prevention. The knowledge scores range from 0 to 18; 
a higher score, close to 18, is considered good knowledge. To calculate 
the attitude scores, numerical values were given for each attitude 
question: 1 for “strongly disagree,” 2 for “disagree,” 3 for “neither agree 
nor disagree,” 4 for “agree,” and 5 for “strongly agree.” The authors 
calculated the attitude score as the total points received for the 11 
attitude answers and ranged from 11 to 55. Similarly, the perceived 
barrier score was calculated as the total number of questions that were 
answered as “Yes” by the respondents and ranged from 0 to 11, 
corresponding to the 11 barrier items presented in the questionnaire.

Ethical considerations

Ethical approval was obtained from the Ministry of Health 
through the Institutional Review Board (IRB no. mba/ethical 
committee/12724) and from the Applied Science Private University 
(IRB no. 2023-2024-32). The invitation for participation extends to 
all personnel working in the hospitals included in the study, 
accompanied by a detailed explanation of the research objectives, 
significance, and duration. Upon receiving this information, 

participants were requested to sign an informed consent form 
affirming their voluntary participation and the right to withdraw 
from the study at any time. To ensure confidentiality and anonymity, 
participants were instructed not to disclose personal details such as 
their names, contact information, or identification documents. All 
collected data were securely stored in a locked cabinet, accessible only 
to the researchers.

Results

Demographic characteristics of the sample

Table  1 shows the demographic data for physicians, which 
includes 49.3% women and 50.7% men. The majority of the physicians 

TABLE 1 Sociodemographic characteristics of participants (n = 73).

Variable n %

Sex

Male 37 50.7

Female 36 49.3

Age

20–29 9 12.3

30–39 54 74

40–49 7 9.6

>50 0 0

Marital

Married 51 69.9

Single 22 30.1

Divorced 0 0

Monthly income (Younis et al.)

≤1,000 JMD 44 60.2

>1,000 JMD 29 39.8

Experience (Pannick et al.)

≤5 25 34.3

>5 48 65.7

Received training

Yes 12 16.4

No 61 83.6

Training date

No 71 97.3

Old 0 0

Recent 2 2.7

Using guidelines

Yes 51 69.9

No 22 30.1

Unproportioned providers

Yes 41 56.2

No 32 43.8
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are between the ages of 30 and 39 accounting for 74% (54 physicians). 
In total, 69.9% are married, and more than half receive a salary of less 
than JMD$ 1,000 (60%). However, nearly 68% of the physicians have 
less than 5 years of experience and do not receive training on PI 
prevention (83.6%), but 69.9% used the PI guidelines. Additionally, 41 
physicians (56.2%) reported an unproportionate provider-to-
patient ratio.

Knowledge of the PI prevention

Table 2 shows that the majority of physicians have a good level of 
knowledge regarding PI prevention because the majority of 
physicians chose “true” for all statements, with the frequency 
percentages ranging between 58.9 and 98.6%. Moreover, the highest 
frequency was observed for Statement 1, with approximately 72 
(98.6%) physicians. This finding indicates that physicians showed a 
strong agreement that the risk factors for PI development are 
immobility, incontinence, impaired nutrition, and altered level of 
consciousness. In contrast, the lowest frequency was recorded for 
Statement 6, with only 43 (58.9%) physicians estimated to be correct. 
This finding suggests that fewer physicians agreed that all individuals 
should be  assessed on admission to a hospital for the risk of 
PI development.

Attitudes toward PI prevention

Table 3 presents the physicians’ attitudes toward PI prevention 
among patients in medical wards of Jordanian hospitals. Half of them 
(52.1–50.7%) agreed with statements one, two, and three (see Table 4). 
However, they should have disagreed with these statements, as they 
reflect a weak attitude toward PI prevention regarding universal risk 
awareness, prevention time demands, and treatment over prevention. 
The majority of physicians agreed or were unsure (neither agree nor 
disagree) with the rest of the statements. However, the physicians 
should have disagreed with statements numbers 9, 10, and 11; instead, 
many agreed with these statements. This indicates that they have a 
weak attitude toward the lack of concern, decreased PI occurrence, 
and belief that clinical judgment is better than the available PI risk 
assessment tools. This reflects a weak level of attitude 
among physicians.

Barriers to PI prevention

The majority of physicians answered “yes” to all statements 
regarding perceived barriers toward PI prevention in the medical 
wards of Jordanian hospitals, with agreement rates ranging between 
76.7 and 94.5% (see Table 4). This finding indicates a high level of 

TABLE 2 Physician’s knowledge toward preventing PI (n = 73).

Variables Physician’s knowledge

True
n (%)

False
n (%)

Do not 
Know
n (%)

Risk factors for the development of PI are immobility, incontinence, impaired nutrition, and altered level of 

consciousness

72 (98.6) 1 (1.4) 0 (0)

All hospitalized individuals at risk for PI should have a systematic skin inspection at least daily, and those in 

long-term care at least once a week.

60 (82.8) 6 (8.2) 7 (9.6)

The first sign of PI development is redness or an open sore. 67 (91.8) 5 (6.8) 1 (1.4)

Hot water and soap may dry the skin and increase the risk of PI. 50 (68.5) 18 (24.7) 5 (6.8)

It is important to massage bony prominences. 49 (67.1) 15 (20.5) 9 (12.3)

All individuals should be assessed on admission to a hospital for the risk of PI development. 43 (58.9) 30 (41.1) 0 (0)

Patient skin should be clean and dry to prevent the risk of PI development. 64 (87.7) 9 (12.3) 0 (0)

Adequate dietary intake of protein and calories should be maintained during illness. 72 (98.6) 1 (1.4) 0 (0)

Vitamin C and E are important to maintain skin integrity. 70 (95.9) 2 (2.7) 1 (1.4)

Persons confined to bed should be repositioned every 3 h. 59 (80.8) 7 (9.6) 7 (9.6)

A person who cannot move him or herself should be repositioned every 2 h while sitting in a chair. 55 (75.3) 8 (11.0) 10 (13.7)

Heel injury is prevented by Putting a pillow under the patient’s leg. 60 (82.2) 7 (9.6) 6 (8.2)

Friction may occur when moving a person up in bed. 64 (87.7) 6 (8.2) 3 (4.1)

For persons who have incontinence, skin cleaning should occur at the time of soiling and at routine intervals. 70 (95.9) 2 (2.7) 1 (1.4)

Educational programs may reduce the incidence of Pressure Injury. 71 (97.3) 2 (2.7) 0 (0)

Stage II Pressure Injury may be extremely painful due to exposure of nerve endings. 65 (89.0) 4 (5.5) 4 (5.5)

Shear is the force that occurs when the skin sticks to the surface and the body slides. 63 (86.3) 3 (4.1) 7 (9.6)

All care given to prevent or treat PI must be documented. 66 (90.4) 3 (4.1) 4 (5.5)

Knowledge score

(0–18) (M ± SD)*

(15.34 ± 1.75)

*M, mean; SD, standard deviation.

https://doi.org/10.3389/fpubh.2025.1582074
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Assaf et al. 10.3389/fpubh.2025.1582074

Frontiers in Public Health 05 frontiersin.org

agreement on the existence of perceived barriers toward PI prevention 
among physicians. Nearly all participants, 69 (94.5%), identified the 
heavy workload and inadequate staff, followed by a lack of 
multidisciplinary approach among healthcare teams (91.8%) and 
inadequate knowledge about PI among healthcare providers (90.4%). 
However, the least perceived barrier toward PI prevention is the 
shortage of resources (equipment/resources), with 79.5%. This means 
that 20.5% of physicians do not consider it a perceived barrier 
(Table 4).

Physicians’ knowledge, attitudes, and 
barriers-related factors

Table  5 presents the negative correlation between physicians’ 
knowledge of PI and attitudes toward PI prevention, indicated by an 
R-value of −0.24, which is statistically significant with a p-value of 
0.04. This finding suggests that, with the increase in knowledge 
regarding pressure injury prevention, the positive attitudes of 

physicians may decrease. This finding could imply that higher levels 
of knowledge and information might lead to a more critical or realistic 
view of the challenges associated with PI prevention, potentially 
affecting their attitudes. However, the correlation between knowledge 
scores and perceived barriers is positive (R = 0.33) and shows high 
significance (p = 0.00), which indicates that, as knowledge increases, 
the perceived barriers to effective PI prevention also increase, 
suggesting that healthcare professionals who possess better knowledge 
regarding PI prevention are more likely to recognize and acknowledge 
the barriers that exist in practice.

Table 6 shows the relationship between the knowledge, attitudes, 
and perceived barriers scores and the demographic characteristics. A 
significant difference is shown in knowledge scores between those 
earning ≤JMD 1,000 (14.77) and those earning >JMD 1,000 (16.21), 
with a t-test value of 3.72 and a p-value of <0.00, indicating a strong 
correlation between higher income and increased knowledge. 
Attitude scores also differ significantly, with a mean of 33.64 for lower 
income and 31.34 for higher income (p = 0.05). The perceived barrier 
scores show a significant difference as well, with lower-income 

TABLE 3 Physician’s attitude toward preventing PI (n = 73).

Variable Strongly 
disagree n (%)

Disagree n 
(%)

Neither agree nor 
disagree n (%)

Agree n (%) Strongly agree n 
(%)

All patients are at potential risk of 

developing PI.

4 (5.5) 7 (9.6) 11 (15.1) 38 (52.1) 13 (17.8)

PI prevention is time-consuming for 

me to carry out.

3 (4.1) 7 (9.6) 9 (12.3) 37 (50.7) 17 (23.3)

Pressure injury treatment is a greater 

priority than pressure injury 

prevention.

6 (8.2) 6 (8.2) 8 (11.0) 38 (52.1) 15 (20.5)

Continuous assessment of patients 

will give an accurate account of their 

PI risk.

2 (2.7) 6 (8.2) 15 (20.5) 34 (46.6) 16 (21.9)

The majority of PI can be avoided. 1 (1.4) 6 (8.2) 23 (31.5) 29 (39.5) 14 (19.2)

In comparison with other areas of 

care, PI prevention is a low priority 

for me.

7 (9.6) 4 (5.5) 18 (24.7) 33 (45.2) 11 (15.1)

PI risk assessment should 

be regularly carried out on all 

patients during their stay in the 

hospital.

1 (1.4) 6 (8.2) 20 (27.4) 35 (47.9) 11 (15.1)

I do not need to concern myself with 

pressure injury prevention in my 

practice.

8 (11.0) 14 (19.2) 17 (23.3) 29 (39.7) 5 (6.8)

I am less interested in PI prevention 

than in other aspects of care.

7 (9.6) 8 (11.0) 25 (34.2) 27 (37.0) 6 (8.2)

In my opinion, patients tend not to 

get as many PI nowadays.

3 (4.1) 13 (17.8) 31 (42.5) 20 (27.4) 6 (8.2)

My clinical judgment is better than 

any PI risk assessment tool available 

to me.

2 (2.7) 5 (6.8) 29 (39.7) 26 (35.6) 11 (15.1)

Attitude score

(5–55) (M ± SD)*

(32.73 ± 4.91)

*M, mean; SD, standard deviation.

https://doi.org/10.3389/fpubh.2025.1582074
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Assaf et al. 10.3389/fpubh.2025.1582074

Frontiers in Public Health 06 frontiersin.org

individuals reporting a mean of 9.16 compared to 10.07 for higher-
income individuals (p = 0.035). However, the mean knowledge scores 
for those with ≤5 years of experience (14.84) and those with >5 years 
(15.6) show no significant difference (p = 0.08). Attitude scores are 
also similar, with a mean of 33.4 and 32.38, respectively (p = 0.40). 
The perceived barrier scores are comparable as well, with no 
significant differences. On the other hand, a significant difference was 
found between those who use guidelines compared to those who do 
not use guidelines (14.73), (p = 0.048). Those who used guidelines 
had a higher mean knowledge score (15.61) compared to those who 
did not use them. Attitude scores are slightly lower for those using 
guidelines (32.22) compared to those not using them (33.91), but this 
difference was not significant (p = 0.18). The perceived barrier scores 
also show significant differences, with those using guidelines 
reporting a mean of 9.82 compared to a mean of 8.82 for those not 
using them (p = 0.03).

A significant difference was found in the perceived barrier scores 
between those who reported unproportioned provider-to-provider 
ratios, with a mean of 9.90, compared to those who reported 
proportioned ratios, with a mean of 9.03 (p = 0.041). Other 
demographic variables were not significantly different.

Discussion

The current study aims to assess physicians regarding the level of 
knowledge, attitudes, and barriers toward PI prevention in general 
medical wards. The study shows that the physicians have good 
knowledge in this regard, but weak attitudes. This finding was consistent 
with a study conducted in a rehabilitation center in Saudi Arabia (29), 
where the physicians had good knowledge and weaker attitudes 
compared to the other healthcare professions. Rehabilitation centers 
receive chronic medical diseases, which are very similar to the medical 
wards in Jordan; however, this result contradicts the study of Hamdan 
et al. (20), who found that physicians’ attitudes toward PI prevention in 
the cancer unit in Saudi Arabia were highly positive. Our study also 
shows that physicians perceive high barriers in terms of PI prevention 
in the medical wards. Moreover, several previous studies discussed the 
healthcare providers as one unit of the study or focused on nurses 
working in special care ward units. The recognized barriers mentioned 
by the physicians were highly similar to the study of Sham et al. (8) 
among the nurses, and the physicians highly agreed that the lack of 
staff, high workload, and competing priorities are the main barriers to 
PI prevention. However, the results of the current study disagree that a 
lack of necessary equipment and facilities is one of the fundamental 
barriers. Particularly for the physicians, this result could be explained 
by the fact that greater knowledge about PI leads to higher expectations 
regarding management and working conditions similar to the 
guidelines; therefore, recognizing the barriers is apparent. Moreover, 
this finding may contribute toward a negative attitude, particularly in 
the medical ward, where there is a shortage of staff and pronounced 
limited resources. In addition to the highly demanding patient care, this 
study was consistent with the study of Hamdan et al. (20). Moreover, 
our results align with those of Azhar et al. (30), who reported a higher 
score of the perceived barriers regarding PI prevention, including the 
critical care unit assessment, inadequate workers, and ward 
overcrowding. In addition, this finding is further supported by the 
recent study conducted by Mkoka and Andwilile (31).

TABLE 4 Physician’s perceived barriers to preventing PI (n = 73).

Barriers Physician’s perceived barriers

Yes
n (%)

No
n (%)

Poor access to literature and reading facilities. 62 (84.9) 11 (15.1)

Heavy workload and inadequate staff. 69 (94.5) 4 (5.5)

Lack of universal guidelines on the prevention of PI. 62 (84.9) 11 (15.1)

Inadequate training coverage of pressure injury prevention. 65 (89.0) 8 (11.0)

Uncooperative patients. 64 (87.7) 9 (12.3)

Lack of job satisfaction in your profession. 62 (84.9) 11 (15.1)

Presence of other priorities than pressure injury. 64 (87.7) 9 (12.3)

Shortage of resources (equipment/resources). 58 (79.5) 15 (20.5)

Inadequate knowledge about PI among healthcare providers. 66 (90.4) 7 (9.6)

Lack of multidisciplinary teamwork among the healthcare team. 67 (91.8) 6 (8.2)

I do not have any challenges. 56 (76.7) 17 (23.3)

Perceived barriers score

(0–11) (M ± SD)*

(9.52 ± 1.81)

*M, mean; SD, standard deviation.

TABLE 5 Correlation between knowledge, attitude, and perceived 
barriers to PI prevention.

Variables Knowledge about PI 
prevention

Attitude

R −0.24*

p value 0.04

Perceived barrier

R 0.33**

p-value 0.00

*Correlation is significant at p < 0.05. **Correlation is significant at p < 0.01.
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Physicians may face barriers that harm their attitude. Focusing on 
other clinical priorities, high workloads, and specific time for direct PI 
patient care connected to PI prevention can decrease their attention to 
PI. In addition, the PI patient’s cooperation and support from the 
patient’s family members may be inadequate, resulting in less perceived 
effectiveness and frustration with effective PI prevention efforts. These 
outcomes align with perceived barriers found by Hamdan et al. (20), 
who discovered negative attitudes among physicians and nurses in 
similar settings because of environmental and systemic challenges.

Our study highlighted significant differences in knowledge, 
attitudes, and perceived barriers across various demographic factors, 
particularly emphasizing the impact of monthly income and the use of 
guidelines. Specifically, those with higher incomes perceived more 
barriers and had less positive attitudes compared to those who received 
lower incomes. The reason for this could be that physicians with high 
incomes work in more resource-rich environments, where expectations 
for patient care, including PI prevention, are higher. This suggests who 
are more aware of organizational and systematic shortcomings are 
more likely to identify greater barriers. In addition, higher-income 
healthcare providers may have access to better learning resources, 
professional development opportunities, and training programs, which 
would provide them with more knowledge regarding PI prevention. 
This finding is consistent with many previous studies (13, 21, 32–34).

According to the use of guidelines, the study found that the 
frequent use of evidence-based guidelines leads to better practice, 

which is fundamentally connected to the developed knowledge. 
Physicians who commonly consult and use these guidelines are 
sufficiently knowledgeable to stay updated with the recent standards 
in PI prevention. It can also be indicated that healthcare providers 
with a higher income might work in settings with the best 
institutional support, where guidelines and policies are highlighted 
and supported as part of their routine patient care, similar to the 
findings of the studies conducted by Gruber (14) and by Algunmeeyn 
et al. (35), respectively. On the other hand, although the Ministry of 
Health has one payment scale, those with higher income might have 
other responsibilities and tasks to carry out; therefore, their input for 
PI prevention might be  limited. In addition, they show better 
knowledge that allows them to consider and understand the 
limitations and lack of resources; therefore, adherence to guidelines 
might be influenced.

Although other demographic factors were not significantly related 
to the physical knowledge or attitudes scores, healthcare providers 
with various qualifications may share similar challenges in PI-related 
learning during their formal education and training, which leads to a 
weak variation in knowledge scores according to qualification levels. 
This finding is supported by studies by Parisod et  al. (33) and 
Kaddourah et al. (29), which reported that education, training, and 
practical experience significantly impact knowledge scores. Higher 
qualifications, training, and good practical experience lead to better 
knowledge among patients regarding PI prevention.

TABLE 6 Comparing knowledge, attitude, and perceived barrier scores results by demographic information.

Demographic 
information

Knowledge Attitude Perceived barriers

Mean Test P Mean Test P Mean Test P

Gender

 • Male (n = 37)

 • Female (n = 36)

15.43

15.25
t=0.44 .66

32.0

33.47
t=1.29 .20

9.24

9.81
t=1.34 .19

Marital Status

 • Single (22)

 • Married (51)

15.33

15.36
t=0.07 .95

32.0

34.4
t=1.96 .054

9.63

9.27
t=0.77 .45

Age

 • 20-29 (n=9)

 • 30-39 (n=54)

 • ≥ 40 (n=31)

14.22

15.35

16.14

F=2.62 .08

34.0

32.7

31.57

F=0.47 .63

10.0

9.33

9.71

F=0.59 .56

Monthly Income

 • ≤ 1000 JD (n = 44)

 • > 1000 JD (n=29)

14.77

16.21
t=3.72 .00**

33.64

31.34
t=1.99 .05*

9.16

10.07
t=2.15 .035*

Work Experience

 • ≤ 5 yr (n= 25)

 • > 5 yr (n = 48)

14.84

15.6
t=1.79 .08

33.4

32.38
t=0.85 .40

9.32

9.63
t=0.68 .49

Training

 • Yes (n =12)

 • No (n= 61)

15.83

15.25
t=1.06 .29

33.0

32.67
t=0.21 .83

9.58

9.51
t=0.13 .89

Guidelines

 • Yes (n =51)

 • No (n = 22)

15.61

14.73
t=2.01 .048*

32.22

33.91
t=1.36 .18

9.82

8.82
t=2.24 .03*

Unproportioned 

Providers ratio

 • Yes (n=41)

 • No (n=32)

15.66

14.94
t=1.77 .08

32.37

33.19
t=0.71 .48

9.90

9.03
t=2.09 .041*

* Significant at P < 0.05, ** Significant at P < 0.01.
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The medical ward faces unique challenges compared to closed 
intensive care units. A multidisciplinary approach is highly 
recommended to decrease the level of PI in medical wards. In cases 
where physicians perceive unproportioned staffing, care for PI patients 
often encounters organizational and systemic barriers, such as high 
workloads, limited resources, and an insufficient number of physicians 
relative to the number of patients. These factors, combined with work 
priorities, are significant barriers to effective PI prevention, as 
similarly observed in the study by Pannick et al. (36).

Conclusion

To conclude, our study found that, while physicians demonstrated 
good knowledge of pressure injury prevention, they encountered several 
barriers that negatively affected their attitudes toward PI prevention in 
medical wards. This finding highlights the need for healthcare systems to 
implement practical organization, systematic training, and support to 
foster positive attitudes among healthcare providers. Enhancing their 
confidence in applying PI preventive methods, promoting a deeper 
understanding of patient safety, and encouraging continuous education 
are essential steps. As healthcare professionals gain more experience and 
knowledge, they become better equipped to adopt effective practices and 
implement policies to prevent PI, ultimately improving the quality of 
patient care and creating a safer healthcare environment. Furthermore, it 
is crucial to strengthen the multidisciplinary team approach to PI care and 
prevention by clarifying policies and defining roles and responsibilities 
among all healthcare providers. This finding will enable physicians to 
better understand their roles and participate more effectively in medical 
wards. Further research on physicians’ overall working limitations and 
challenges would be recommended.
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