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Abstract 
 

Responsiveness of the health system is the ability of the health system to meet the 

population's legitimate expectations regarding their interaction with the health system, 

apart from expectations for improvements in health or wealth. It has seven dimensions as 

articulated by the World Health Organization; dignity, autonomy, confidentiality, prompt 

attention, social support, basic amenities, and choices of providers.  

The researcher assessed the responsiveness of the healthcare system by using triangulation 

method. Quantitative method by a responsiveness module of the World Health Survey 

questionnaire collected throughout 409 household interviewed surveys. Qualitative method 

by using two focus group interviews to collect data from healthcare system beneficiaries 

on their experiences related to non-health aspects of the healthcare services. The study 

population were people aged 18 years and above in Gaza Governorate. 

The overall responsiveness level was very good (84.99%). The best evaluated domains 

were access to social support (99.51%) and confidentiality (98.61%) based on 

participants’ experiences regarding their interaction with the health system. Autonomy 

(73.59%) and choice of health provider (68.83%) were showed weakness areas in the 

health system. Capturing participants’ preference of domains, the first suggestion for most 

of the study participants was dignity (22%), followed by prompt attention (20%), 

meanwhile, choice (5%) and quality of basic amenities (11%) were suggested as the least 

important. Comparing the findings of domains’ scores in outpatient care and inpatient 

care. Quality of basic amenities and Autonomy were reported better in outpatient than in 

inpatient care with differences of 15.78% and 10.27% respectively. However, dignity was 

reported better in inpatient care than in outpatient care (by 5.93%). The findings of 

qualitative data were similar to quantitative findings in social support, quality of basic 

amenities, choice and autonomy, while they were less than quantitative findings in dignity, 

confidentiality and prompt attention.  

Females were reported to be treated in a more dignified manner more than males and are 

more likely to have access to social support during hospitalization periods than males. 

Moreover, participants aged from 46 to 60 years have a statistically higher score of 

quality of basic amenities than participants aged 61 years and more. Participants with a 

low level of education reported a higher level of responsiveness than those with higher 

level of education. From study participants’ points of view, the overall responsiveness level 

in Private clinics is statistically higher than that in Ministry of Health clinics and 

statistically higher than that in UNRWA clinics. On the other hand, Ministry of Health 

clinic attendants reported less responsiveness level than that in UNRWA clinics. Study 

participants who benefited from governmental hospitals reported a lower level of 

responsiveness than participants who benefited from non-governmental hospitals.  

The responsiveness of health system could be improved by providing training for policy 

makers, health managers and health care providers in responsiveness concept and 

domains, working towards improving responsiveness through less resource-dependent 

domains such as dignity, autonomy, and confidentiality. 
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1 Chapter 1  

Introduction 

 Background 1.1

The main purposes of the health care system are to maintain and improve the overall health 

status of people. Having a successful health care system can‟t be achieved without being 

responsive to people‟s expectations of care-providing methods and non-clinical aspects of 

service delivery (World Health Organization-WHO-, 2012). 

Responsiveness of the health system has been identified as “all aspects related to the way 

individuals are treated and the environment in which they are treated” (Valentine et al., 

2015). To emphasize its significance, responsiveness is considered as one of the outcomes 

of any health care system besides the improved overall health and financial fairness 

(WHO, 2012), and as a standard to assess health system performance.  

Responsiveness has seven dimensions as articulated by the WHO; the seven dimensions 

are dignity, autonomy, confidentiality, prompt attention, social support, basic amenities, 

and choices of providers. The first three of these dimensions (dignity, autonomy, 

confidentiality) reflect aspects of the interaction of individuals with the health system that 

often have an important ethical dimension. While the latter four (prompt attention, social 

support, basic amenities, and choices of providers) include the major components of 

consumer satisfaction that are not a function of health improvement (Mirzoev & Kane, 

2017) (Jiang et al., 2014). 
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In addition to attaining a high level of responsiveness, responding equally well to 

everyone, without discrimination or differences in how people are treated does matter. The 

disparity in responsiveness across individuals results from differences related to social, 

economic, demographic, and other factors. 

According to key-informant surveys, conducted by WHO, in 35 countries to measure 

responsiveness, in almost every country of them, the poor were treated with less respect for 

their dignity, had less choice of providers, and were offered poorer quality amenities than 

the non-poor which reflects the inequity in the distribution of responsiveness (WHO, 

2015). The findings suggest that while elements such as prompt attention and quality of 

basic amenities are resource-dependent, other elements such as dignity, autonomy, and 

confidentiality are less so. This suggests that even resource-constrained economies which 

is the case in all developing countries could work towards improving responsiveness. 

 Problem statement 1.2

Health system responsiveness is part of WHO's broader conceptual framework on health 

systems, used as an indicator to measure how well a health system performs against non-

medical aspects, which have potential influence on health care as a whole. In addition to 

improving health and ensuring equitable financing of health systems, the way health 

systems interact with individuals, taking their human rights and their expectations into 

account, can impact their well-being and thus their quality of life (Mirzoev & Kane, 2017). 

The limited resources that are available for the healthcare system of the Gaza Strip, lead to 

less responsive services and ultimately unsatisfied patient who became less likely to 

comply with medical treatment, provide relevant information to their health care provider 

and discontinue using medical services, which increase the burden on the originally limited 

resources. 
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Of all health systems‟ outcomes and aspects, the responsiveness of health care services in 

developing countries has been given little attention and is, unfortunately, the least studied 

(Mirzoev & Kane, 2017). For the Gaza Strip, there has not been, to the researcher‟s best 

knowledge, any research undertaken to study the level of responsiveness of the current 

health system at the household level.  

Accordingly, this study aims at filling such a gap, exploring to which extent the health care 

system is responsive to people‟s needs and expectations, reviewing and understanding the 

current status, and contributing to making a more responsive system aiming at enhancing 

the quality of life of people.  

The study will figure out the domains that are in need for improvement based on the 

feedbacks from participants. Moreover, the findings of the study will generate 

recommendations that would help and support the decision makers to make better and 

more effective actions at all stages (I.e., designs, monitoring, development...) and based on 

facts and feedbacks of participants of different natures (I.e., different age groups, sex, level 

of education...). 

 Justification 1.3

Responsiveness reflects the interaction between clients and the health system and for most 

countries, both developed and developing countries, it is a key objective of national health 

systems. Responsive health systems contribute to better health outcomes as they anticipate 

and adapt to existing and future health needs. 
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For all systems, the population will have expectations for how institutions and actors 

interact with them. For example, are human rights respected? How much do individuals 

participate in making decisions? Are people treated with dignity?   

In lights of the scarcity of resources of the Palestinian health system, dissatisfied 

individuals may lose confidence in the health system, fail to follow service provider 

recommendations on treatment, or seek care in the event of future illness (De Silva, 2002), 

as a matter of fact, result in increasing complications and the burden and waste of 

originally limited resources.  

This study primarily assessed for the first time the overall level of responsiveness of the 

health care system in the Gaza Strip. The researcher aimed at demonstrating the extent to 

which the current health system takes the human rights and beneficiaries‟ expectations into 

account, to which degree people are treated with dignity, and also all the other dimensions 

of responsiveness. The findings of the study could be utilized by policymakers to improve 

the overall level of responsiveness, thus, providing health services with the best attainable 

level of responsiveness which will eventually lead to improving health outcomes. Finally, 

the results of this study may help stakeholders who are engaged in decision-making to 

implement a set of actions that could lead to a higher level of patient satisfaction and 

eventually will promote health equity and improve the overall responsiveness of the health 

system.  

 General objective 1.4

The general objective of this study is to assess the overall responsiveness of the health care 

system in the Gaza Strip, in order to identify gaps, propose key recommendations that 

could help policymakers and providers to improve the responsiveness of the healthcare 

system which will ultimately improve the overall performance of health care services. 
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 Specific objectives  1.5

- To assess the overall responsiveness of the health care system in the Gaza Strip; 

- To explore the extent to which domains of responsiveness is upraised by 

beneficiaries in the Gaza Strip; 

- To evaluate the differences of responsiveness in the Gaza Strip among social, 

economic and demographic factors; 

- To come up with a set of recommendations aiming at contributing to improving the 

quality of health care services and specifically, responsiveness in the Gaza Strip. 

 Context 1.6

1.6.1 Geographical and demographical context 

The location of the Gaza Strip is in the south of Palestine, on the eastern coast of the 

Mediterranean Sea, that borders Egypt on the southwest for 11 kilometers, and the 

occupying Israel on the east and north along a 51 km border, and with a total area of 365 

km² divided into five governorates: North Gaza, Gaza City, Deir Al Balah, Khan Younis 

and Rafah, including 7 towns, 10 villages and 8 refugee camps (Palestinian Central Bureau 

of Statistics- PCBS-, 2019). 

The Gaza Strip has an estimated population of 2.05 millions of which 1.0 4 million males 

and 1.01 million females, 695,967 particularly in Gaza Governorate, (PCBS, 2017). The 

Gaza Strip population includes some 1.4 million Palestinian refugees, 40 % of whom live 

in the eight recognized Palestinian refugee camps distributed in the governorates of the 

Gaza Strip (United Nations Relief and Works Agency -UNRWA-, 2020). The population 

density in the Gaza Strip is 5,479 persons/km2 (UN, 2017) which is considered noticeably 
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high compared to 528 persons/km2 in West Bank, 84 persons/km2 in Egypt as a whole, 

115 persons/km2 in Jordan, and 400 persons/km2 in Israel. 

According to the PCBS report for the year 2017, the urban population of Palestine is 

accounted for 77% and the percentage of the population living in the rural areas is 15% 

while in the refugee camps 8% (PCBS, 2017). Most of the Gaza Strip residents are young 

as the percentage of individuals aged (0-14) years constituted 41.5% and 4.4% for people 

aged 60 years and above. The annual population growth rate is 2.91% (PCBS, 2019).  

1.6.2 Socio-economic context 

At the socio-economic level, conditions are dire. The Gaza Strip is under severe and 

worsening socioeconomic conditions after more than 14 years of Palestinian internal 

political fragmentation, strict siege, and three sequential wars during which many attacks 

occurred (UNRWA, 2020). 

Poverty and food insecurity are increasing. It is estimated that at least 58% of the 

population does not have a regular source of income (United Nations Development 

Programme-UNDP-, 2016). Unemployment continues to increase amongst youth and 

adults. The unemployment rate exceeds 47% (World bank, 2019), and the percentage can 

be increased dramatically in light of the increasing number of graduates and the absence of 

job opportunities. 

Poverty rates among individuals according to monthly consumption patterns in Gaza Strip 

reached 53%, while the deep poverty rate reached about 34% (PCBS, 2018). 
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1.6.3 Health System  

Reviewing indicators of Palestinian health status, it is found that the average number of 

years a newborn is expected to live in the Gaza strip is 74.4, while the rate of people with 

disabilities is 2.4% on average (MoH, 2019). The infant mortality rate in the Gaza Strip 

was reported to be 12.7 per 1000 live births (PCBS & UNCEF, 2019-2020), beds capacity 

per 10,000 population is 15.1, 15.2 physicians are available per 10,000 population, bed 

occupancy rate 95% (MoH, 2019), and approximately 94.8 % of the population of the 

Gaza Strip are covered by some form of prepayment for health care (PCBS & UNCEF, 

2019-2020). 

The main providers of health care services in the Gaza Strip are the Ministry of Health 

(MoH), UNRWA, Non-Governmental Organizations (NGO‟s), Military Medical Services 

(MMS), and the private sector (MoH, 2019).  

At the level of primary health care, people receive services at 159 PHC centers of which 52 

centers are belonging to MoH (16 of them are located in Gaza governorate), 22 centers 

belonging to UNRWA, (6 of them are located in Gaza governorate), besides NGOs are 

providing services in 80 centers and MMS in 5 centers (MoH, 2019). The MoH classifies 

PHC centers into 4 levels, according to the different health services provided by the center, 

from basic (Level 2) to comprehensive with emergency room capacity and centers 

covering reproductive health services (Level 3 - 4). Out of the 52 PHC governmental 

centers, 19 centers are classified as level 2, 22 centers as level 3, and 10 centers as level 4 

(WHO, 2018).  
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According to the MoH annual report, the average number of inhabitants per health center 

in the Gaza Strip was 12,788, and the highest number of inhabitants per health center was 

in the Gaza governorate (15,612 people per health center) (MoH, 2019). 

The main providers of secondary care services in the Gaza Strip are the MoH through 13 

hospitals, 7 of them are located in the Gaza governorate (WHO, 2018), besides 17 

hospitals belonging to NGOs, 6 of them are located in Gaza Governorate, 2 hospitals for 

the Ministry of Interior and 2 private hospitals (MoH, 2019). The total number of available 

beds at governmental hospitals providing public secondary health services is 2,313 beds. 

50.1% of these beds are at Gaza governorate hospitals (WHO, 2018). 

Tertiary care services in the Gaza Strip are provided by the MoH and the private sector, 

such as cardiovascular surgery, open-heart surgery, ophthalmic, and neurosurgery (MoH, 

2019). Typically, MoH and UNRWA contract out tertiary care services not available in 

their facilities, e.g., cancer treatment and complicated cardiac surgeries. The limited quality 

of health service provision is due to the Israeli blockade, severe deterioration of medical 

equipment, and the inability to appropriately maintain equipment in the lack of spare parts 

of technical equipment and training. To mitigate the consequences, medical missions are 

taking place throughout the year in which international medical specialists deploy to Gaza 

to conduct surgeries and on-job trainings for their technical counterparts in Gaza. Another 

mitigation measure is the costly and complex referral of patients with surgical 

requirements to health facilities outside of Gaza (Health Cluster, 2014). Hospitals in east 

Jerusalem accounted for the single largest destination for referrals from the Ministry of 

Health (45%), followed by West Bank hospitals (39%), Gaza Strip hospitals (6%), 

Egyptian and Israeli hospitals (each 5%) and Jordanian hospitals (1%) (World bank, 2016). 
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In the end, it is found that the aforementioned facts have many returns on services 

provision to people in the Gaza Strip at all levels, particularly the health sector as it is 

considered one of the most vital sectors that directly and seriously affected by the 

deteriorated situations. In other words, the early mentioned demographic characters and 

ongoing increase in population size and the deterioration of socio-economic conditions of 

the Gaza Strip imply that there is an increasing demand for health services and an 

enormous load on the health sector. 

 Corona Virus Disease 2019 (COVID-19)  1.7

COVID-19 is a highly infectious disease caused by a newly discovered coronavirus in 

2019, spread around the world. The virus mainly affects the respiratory system. Older 

people, and those with serious medical problems like cardiovascular disease, diabetes, 

chronic respiratory disease, and cancer are more likely to develop serious illness (WHO, 

2020). 

Throughout the period of conducting this study, the Gaza Strip witnessed a sharp increase 

in cases of COVID-19. The situation in the Gaza Strip were extraordinarily fragile, with 

severe movement and access restrictions to prevent the infection, and these restrictions 

sharply worsened social and economic conditions. The dramatic events of 2020 have 

weakened Palestinian public services and hindered efforts to mitigate the impact of 

COVID-19. The Palestinian economy contracted 10-12% in 2020, one of the largest annual 

contractions (UNSCO, 2021). Despite a global mobilization around the COVID-19 

response, international donor support to Palestinians has continued its long downward 

trend (UNSCO, 2020). 
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 Definitions 1.8

Responsiveness 

The researcher adopted the responsiveness module of the world health survey to measure 

the responsiveness of the healthcare system. WHO defines responsiveness as: “The ability 

of the health system to meet the population's legitimate expectations regarding their 

interaction with the health system, apart from expectations for improvements in health or 

wealth” (WHO, 2000). 

Domains of healthcare system responsiveness are: 

1. Respect of persons (Dignity, Autonomy, Confidentiality). 

2. Client orientation (Access to social support, Quality of basic amenities, Choice, 

Prompt attention). 

Dignity 

Is the right of a care seeker to be treated as a person in their own right rather than as a 

patient who due to asymmetric information and physical incapacity has rescinded his/her 

right to be treated with dignity.  

Autonomy 

It includes the right of an individual to get information on his/her disease and alternative 

treatment options, the right to be consulted about treatment, and informed consent in the 

context of testing and treatment. 
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Confidentiality 

Is defined as protecting the information of patients and their illness and not being revealed, 

except in specific contexts, without the permission of the patient.  

Responsiveness scoring 

- Very poor: from 20% to 35.8% 

- Poor: from 36% to 51.8% 

- Moderate: from 52% to 67.8% 

- Good: from 68% to 83.8% 

- Very good: from 84% to 100% 
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2 Chapter 2 

Literature Review 

 Conceptual framework 2.1

According to the literature, health system responsiveness entails an actual experience of 

interaction between people and the utilized health system. It is a multi-dimensional concept 

and is usually measured through several domains. This involves some domains that relate 

to respect for human rights which often have an important ethical dimension while others 

that relate to interpersonal aspects of the care that eventually lead to consumer satisfaction 

with the provided services and with the system‟s overall performance. Following are the 

seven domains of responsiveness that have been recognized by the WHO and assessed in 

this study: 

2.1.1 Respect for person 

Dignity: This domain involves the right of a care seeker to be treated as a person in their 

own right rather than as a patient who due to asymmetric information and physical 

incapacity has rescinded his/her right to be treated with dignity. This includes treatment 

with respect by health care staff, the right to ask questions and provide information during 

consultations, and treatment “concern”. 

Autonomy: In the context of this study, it includes the right of an individual to get 

information on his/her disease and alternative treatment options, the right to be consulted 

about treatment, and informed consent in the context of testing and treatment. 

Confidentiality: is defined as protecting the information of patients and their illness and 

not being revealed, except in specific contexts, without the permission of the patient. This 
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would involve conducting consultations with the patients in a manner that protects their 

privacy and safeguarding the confidentiality of information provided by the patient, and 

information relating to an individual‟s illness. 

2.1.2 Client orientation 

Prompt attention: Incorporates the ability to gain care speedily through conveniently 

located health care units that would improve individuals‟ psychic welfare and it focuses on 

welfare enhancement through minimizing waiting time for consultation, treatment and 

operation lists.  

Quality of basic amenities: Focuses on non-health enhancing physical attributes of health 

care units such as the cleanliness of the facility, adequacy of furniture, and quality of food. 

Choice of care provider: includes the choice between and within health care facilities, 

which extend to opportunities of accessing specialist care and another opinion. 

Access to social support: Networks during care integrating community interactions with 

health care activities. This domain is currently operationalized in the context of inpatient 

care only. 

 

 

 

 

 



14 
 

Figure (2.1) outlines the framework of the health system responsiveness and its domains in 

this study. 

 

Figure (‎2.1): Self-developed Conceptual Framework 

Characteristics of population: 

Demographic factors, Education, 

Socioeconomic status, Health status 

and history, Disability. 

Responsiveness 

Respect for person 

Dignity 
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- Privacy 

-Listen 
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Autonomy 
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Patient 
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tiality 
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ion" 
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cal 
records 
confiden

tiality 

Client Orientation 

Prompt 
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- Get fast 
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emergen
cy 

- Short 
waiting 
time in 

non-
emergen

cy 

Access to 
Social 

Support 

(In-
patient) 

- Visits 
by 

relatives 
and 

friends 

- 
Religious 
practices 

 

Basic 
Amenities 

Clean 
surroundin

gs, 

Adequate 
furniture,  

Healthy 
and edible 

food,  

Sufficient 
ventillation

, -Clean 
water, 
toilets  

Choice of 
Provider 

- Health 
institution 
of choice 

- Health 
provider 
of choice 

 

 

Type of health provider: 

-MoH, UNRWA, MMS, Private. 

Type of health services: 

-Outpatient care 

-Inpatient care 
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 Literature  2.2

2.2.1 Definition 

Responsiveness of the health system is “the aspects that are related to the way individuals 

are treated and the environment in which they are treated. It covers a set of non-clinical 

and non-financial dimensions of quality of care that reflect respect for human dignity and 

interpersonal aspects of the care process” (WHO, 2012).  

2.2.2 Development of responsiveness concept 

Since WHO defined the health system in 1948 it was recognized that the health system 

must address the medical needs of individuals, but traditionally it also focused on other 

factors affecting people‟s well-being (Valentine et al., 2003). Decades later, Donabedian 

1980 defined quality of medical care as much broader than simply the ability to enhance 

health, including management of interpersonal processes (Donabedian, 1980). Client 

satisfaction was of fundamental importance to the management of the interpersonal process 

as it gave information on the provider‟s success at meeting the client‟s values and 

expectations. Since the 1980s, the interest in patient satisfaction as a separate outcome 

measure has grown, however, the need to capture the actual patient experience, in addition 

to patient satisfaction with the care received, has also been recognized, since it provides a 

direct link to actions to improve quality (Valentine et al., 2003). In 1997, the Agency for 

Health Research and Quality (AHRQ) in the United States of America (USA) had 

developed a survey to capture patient experiences through patient reports rather than their 

satisfaction with these experiences. WHO redefined and broadened the concept of patient 

experience to cover the interpersonal process between practitioner and patient or client and 

also cover the interaction between the health system and the population it serves. This 

concept was called responsiveness (Murray & Frenk, 2000). 
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2.2.3 Importance of responsiveness 

The importance of responsiveness stems mainly from its relation to people‟s health (Bleich 

et al. 2009; Valentine et al., 2007; WHO, 2012). Enhancing better experiences with non-

health factors could lead patients to be more cooperative with their health problems, accept 

treatment procedures, and follow the advice of medical staff (Chen et al., 2020; Aliman & 

Mohamad, 2013). In developing countries, it has been shown that a lack of responsiveness 

in health systems can lead to an underutilization of health services and leading to poor 

health outcomes (Banerjee & Duflo, 2011). Additionally, responsiveness is fundamental 

due to its relationship with patients‟ rights as human rights theory and principles support 

the need to pay attention to the responsiveness domains when delivering health services 

not only to improve health outcomes but to further respect for human rights that underlie 

the intrinsic value of the domains themselves (Gostin et al., 2003). 

2.2.4 Domains of responsiveness 

2.2.4.1 Dignity 

In 1948 was the first time the Universal declaration of human rights set out “All human 

beings are born free and equal in dignity and rights”. Dignity is important to every 

individual irrespective of the situation, especially in healthcare settings. It protects each 

individual from potentially abusive practices, bodily infringements, and mental harm.  

In this study, the dignity domain includes assessing if patients are treated respectfully, 

treated with concern and safeguarding their privacy. 

Results of key informant‟s surveys for measuring responsiveness in 35 countries showed 

that with regard to dignity, Vietnam, Mexico, Cyprus, Malaysia, China, Philippines, and 
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UAE score above 6.50 out of 10, where the sample average is 5.59. Considering the 

countries that score low on dignity, with scores below 4.50 are Sri Lanka and Nepal 

(WHO, 2015). 

In Gaza Strip, through the evaluation of the family health team approach at UNRWA 

health centers, 78% of participants have indicated that health providers are courteous and 

polite and 77% of them thought that health providers showed interest in their questions 

(Safi, 2018).  

Perhaps the most important way of ensuring human dignity is to stop invidious 

discrimination (Gostin et al., 2003). Discrimination based on race, sex, religion, ethnicity, 

political views, property, birth, disability, or other status is deeply hurtful to human beings, 

including to their health. For instance, and based on the results of research carried out 

locally by Hammad O. evaluating Type 2 diabetic services, 83% of beneficiaries answered 

that they were treated equally (Hammad, 2019). 

As evidence by literature, the old aged are likely to get treated with less dignity; the higher 

the level of education of individuals, the better treatment in a dignified manner is offered 

(Valentine et al. 2000). In terms of socio-economic aspects, poor individuals were 

identified as the main disadvantaged group with regard to dignity (De Silva & Valentine, 

2000). 

2.2.4.2 Confidentiality 

Confidentiality in healthcare settings refers to the patient‟s right to expect that healthcare 

workers or others will not improperly access, use, or disclose identifiable health data 

without the person‟s consent (Gostin et al., 2003) and they must be applied sensitively, 

with respect for different cultural, social, and religious traditions. In the context of this 
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study, confidentiality involves conducting consultations, treatment and operations for 

patients in a manner that protects their privacy and safeguarding the confidentiality of 

patient‟s information and their medical records (De Silva, 2000). Regarding this domain, 

findings of a study conducted in 2001 to measure responsiveness in 35 countries showed 

that confidentiality was rated high in many countries. Confidentiality has a higher sample 

average of 6.53 with regard to a scale from 0 to 10. When considering 7.50 as the cutoff 

point, China, Malaysia, Mexico, UAE and Vietnam could be classified to be doing 

relatively well. However, Nepal is not as it has a score below 4.5 (WHO, 2015). 

Meanwhile, another study conducted to assess health care responsiveness domains in 

Turkey revealed that Turkish health care system met confidentiality expectations of 

Turkish citizens better than their expectations of other aspects of responsiveness 

(Ugurluoglu & Celik, 2006). Also, confidentiality was the highest in findings with those in 

Iran (Baharvand, 2019; Mohammadi & Kamali, 2015; Rashidian et al., 2011), Tanzania 

(Kapologwe et al., 2020), and South Africa (Peltzer & Phaswana-Mafuya, 2012). 

Locally, in assessing client centeredness of governmental primary health care services, it 

was found that 76% of participants scored high for confidentiality domain (Anan, 2017). 

Regarding the relation between this domain and the economic factor, literature showed that 

countries with higher levels of per capita income seem to attain higher scores with regard 

to carrying out consultations in separate consultation rooms that safeguard the 

confidentiality of the patient-provider information exchange. 

2.2.4.3 Autonomy 

The principle of respect for autonomy is usually associated with allowing or enabling 

patients to make their own decisions about which health care interventions they will or will 
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not receive (Entwistle et al., 2010). This ties into key human rights principles such as 

freedom to seek, receive and impart information (the International Covenant on Civil and 

Political Rights (ICCPR), Article 19, 1976). 

The importance of this domain within health aspects is that with enhanced patient 

participation, and considering patients as equal partners in healthcare decision-making, 

patients are encouraged to actively participate in their treatment process and follow their 

treatment plan and thus a better health maintenance service would be provided (Farrell, 

2004). Autonomy domain in this study involves that individuals should be provided with 

information, consulted on preference and provide consent to medical procedures.  

Despite autonomy being a primary principle in bioethics that is discussed and protected by 

many international treaties, many providers in the Saudi Arabian healthcare sector and 

other countries fail to deliver services following best practices that preserve patient 

autonomy (Bukhari, 2017). Moreover, independence and autonomy were the lowest in 

findings according to studies in Iran (Baharvand, 2019; Sajjadi et al., 2015; Javadi et al., 

2011), and Egypt (Mosallam et al., 2013).  

According to surveys conducted by WHO in several countries, only China, the Philippines 

and the UAE score above the average 6.5 out of 10 for autonomy. While, many countries 

scored below the average including Bangladesh, Bolivia, Sri Lanka, Trinidad, Chile, 

Brazil, Burkina Faso, Nepal, Peru and Uganda (WHO, 2015). In the same manner, in the 

Gaza Strip, and according to Anan H. study, only 62% of the study population answered 

that consent was obtained before the examination (Anan, 2017). 

Another survey conducted in 191 countries for estimating responsiveness level and 

distribution showed that increased human capital increases the ability to demand and 
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exercise autonomy better. Increased health expenditure leads to higher staffing levels, so 

more time allows patients to become more involved in the decision-making process 

(WHO, 2015). 

2.2.4.4 Prompt Attention 

Showing respect for peoples‟ time and feelings is the issue at stake here rather than 

providing urgent medical care, having timely service avoids potential anxiety and 

inconvenience created by any delays in receiving attention or care (Gostin et al., 2003). 

Prompt attention domain in this study involves rapid care in emergencies and short waiting 

times both with regard to consultation and operation lists.  

Valentine and colleagues found from general population surveys of „health system 

responsiveness‟ in 41 countries that majority of respondents selected prompt attention as 

the most important domain (Valentine et al., 2007). Referring to different studies 

conducted in South Africa, it was found that the key reasons for dissatisfaction with public 

and private health services included long waiting times (Peltzer & Phaswana-Mafuya, 

2012). In the same manner, prompt attention was found to score the lowest according to 

studies conducted in Ghana (Ratcliffe et al. 2020) and Iran (Baharvand, 2019).  

Locally, 77% of the beneficiaries of type 2 diabetic services were satisfied with waiting 

time (Hammad, 2019), and in another study, a total of 76% of participants have indicated 

that they can reach health services at right time (Safi, 2018). 

After reviewing the literature, it was indicated that rural populations are likely to be 

disadvantaged with prompt attention. Bangladesh, Botswana and India in particular noted 

that the illiterate and those with low educational attainments are likely to be disadvantaged 

(WHO, 2015). 
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2.2.4.5 Social Support 

Humans are naturally social and social support is vital to health and quality of life. For 

example, in a meta-analytic review conducted in 2010 across 148 studies to determine the 

extent to which social relationships influence the risk of mortality, findings indicated a 

50% increased likelihood of survival for participants with stronger social relationships 

(Holt-Lunstad et al., 2010). The ability of patients to seek their family, friends, or others 

within a social network for support during health care serves patients‟ welfare (Kruse et al., 

2002). 

Most of the 35 countries targeted in the WHO survey to assess responsiveness domains 

score high on social support networks with the sample average being 7.12 out of 10 

(WHO, 2015). Regarding the importance of this domain, in different countries including 

Iran (Baharvand, 2019; Javadi et al., 2011) and Tanzania (Kapologwe et al., 2020), patients 

considered access to social support during the hospitalization period as the best aspect of 

non-medical services. 

2.2.4.6 Quality of basic amenities 

The basic amenities of health services such as clean waiting rooms, adequate beds, and 

quantity and quality of water and food in hospitals are aspects of care that are often highly 

valued by individuals (Mirzoev & Kane, 2017). The availability of Clean and well-

maintained facilities provides the enabling environment for health facilities and health care 

providers to function effectively. Nevertheless, data from 54 low- and middle-income 

countries, such as Ghana, Kenya, Mali, Tanzania… etc., reported that 38% and 19% of 

health facilities respectively, lacked access to clean water and sanitation, while 35% did 

not have water and soap for handwashing (WHO, 2015). In another study in 35 countries 
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for measuring responsiveness, with regards to the quality of basic amenities domain, 11 

countries scored below 4.5 out of 10, where the sample average is 5.22. On the other hand, 

China, Cyprus, Malaysia, Mexico, South Korea, UAE and Thailand have scored over 6.50 

(WHO, 2015). 

Locally, the quality of basic amenities scored 80% for governmental health services 

considering that cleanliness facility as a subdomain scored the least (61.5%) (Anan, 2017). 

While 85% of beneficiaries of type 2 diabetic services at UNRWA health centers were 

satisfied with the cleanliness of health centers (Hammad, 2019). 

After the literature review, the quality of basic amenities was considered to be adversely 

affected by economic status. Meanwhile, competition within the private sector is likely to 

contribute to a better quality of basic amenities. 

2.2.4.7 Choice of provider 

Patients should be able to reach health services of choice without too much difficulty and 

within a health care unit individual should be able to choose their health care provider 

(Darby et al. 2000). The ability to consult the same doctor regularly has the added 

advantages of systematic comprehensives diagnosis and treatment, as well as better 

compliance through the development of patient trust (De Silva, 2000). Offering 

individuals, a choice of medical providers is a valued feature of health systems in 

industrialized countries like the United States (WHO, 2015) as it is related to the 

percentage of private sector involvement in the health system. 

After literature review, it appears that choice of provider domain scored the lowest 

compared to other domains in most countries, both developed and developing, and the 

effect it would have on the final score in measuring responsiveness was minimized as the 
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web values survey on the importance of elements gave it the lowest weighting among all 

the domains (only 5 %) (WHO, 2015). 

Nejru and colleagues in a study conducted in Kenya, which is a developing country with 

low income of which is similar to some extent to Gaza context, showed that regarding the 

choice of provider domain that the majority of users (71%) reported that a choice of health 

provider was not offered in governmental secondary care facilities (Nejru et al., 2007). In 

the same manner, in the study by Javadi and colleagues on non-medical aspects of health 

services in patients admitted to Isfahan governmental secondary care, patients described 

the choice of a therapist as the weakest point of the medical centers (Javadi et al., 2011). 

Additionally, in Ebrahimipour „s study 2013 and Baharvand‟s in 2019, Iranian patients 

evaluated the right to choose a therapist lower in public hospitals rather than private 

hospitals. 

Free choice of therapist or hospital for treatment is unusual in many countries; even more, 

Europeans are not used to choose provider freely, as in studying responsiveness in 8 

European countries, the majority of people in 7 countries assessed the right to choose a 

therapist to be low and attributed this to insufficient knowledge for choice; among the 

countries studied, only Swedish respondents had no problem with it (Coulter & Jenkinson, 

2005). Moreover, according to a study conducted by WHO, choice of care provider within 

a health care unit fares badly in 14 out of 35 countries and about 75% of the countries 

surveyed reported that choice of care provider is disadvantaged for rural populations 

(WHO, 2015). 

In the local context of the Gaza Strip, only 28% of participants mentioned that they chose 

health providers in primary health services (Anan, 2017). 
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Chapter 3 

Methodology 

This chapter discusses the methodology used in this research. The adopted methodology to 

accomplish this study is detailed in the following: study design, study settings, study 

population, sample size, data collection and study instrument, scientific rigor, data entry 

and analysis and ethical considerations. 

 Study design 3.1

The study design is cross sectional with triangulation between quantitative and qualitative 

methods. The quantitative part assesses the responsiveness of the health system and its 

domains, the importance of the domains from participants‟ perspectives. Beside that the 

qualitative part explores and explains with some in-depth, perspectives about the domains 

of health system responsiveness. Both qualitative and quantitative designs together lead to 

a complete view of what‟s occurring. 

 Study period 3.2

The study has started in July 2020 and after obtaining the Helsinki ethical approval in 

October 2020 as shown in annex (1) and the official letter of approval from the Ministry of 

Interior annex (2) the data collection started. The study was completed in April 2021. 

Annex (3) describes the duration of each activity. 

 Study settings  3.3

The study was conducted through face-to-face interview at the household level in the Gaza 

governorate benefiting from health care system services considering that Gaza governorate 
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entailing all levels of health care services and all types of health care providers in addition 

to the different social and economic levels of its population and due to the limited time of 

the study. A random sample from households of the Gaza Governorate was obtained 

regarding different geographical areas.  

 Study population  3.4

The population of this study is the residents of the Gaza governorate with an estimated 

population of 678,669 people and 351,826 of them are 18 years and above (PCBS, 2020). 

It is worth mentioning that the Gaza governorate is characterized by a diverse population at 

social and economic levels including 5 areas (refugees and non-refugees). All levels of 

health services are provided at the Gaza governorate including primary, secondary and 

tertiary services. In addition, all kinds of health care providers (Governmental, UNRWA, 

NGO‟s and Private) introduce their services in Gaza Governorate. A representative sample 

out of Gaza governorate population who are 18 years old and above and supposed to be 

served by the health care system has been interviewed through household visits. 

 Selection criteria 3.5

3.5.1 Inclusion criteria: 

- Individuals who live in Gaza Governorate (at least spent the last year in Gaza 

Governorate). 

- Individuals who are 18 years old or above. 

3.5.2 exclusion criteria: 

- Any person doesn‟t meet the above criteria. 
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 Study sample and sampling 3.6

Regarding the quantitative part: between October to November 2020, a total of 409 

people were interviewed through household visits, selected out of the households of Gaza 

governorate (135,733) using a confidence level of 95% and 5% margin of error. A two-

stage sampling approach was used: 

1. Systematic random method: Gaza Governorate was divided into 56 quarters. Then a 

random sample (11 quarters) was selected, by choosing every sixth quarter (period 

interval 6), as per annex (4). 

2. Around 37-38 households cluster selected from each quarter, beginning from a starting 

point then choosing every fifth household. Then from each household, an adult 

individual who is 18 years or older was selected. 

Regarding the qualitative part: Two focus group discussions were held with a purposive 

sample of beneficiaries selected out of the study population.  

- The participants of the first group were 4 men and 4 women who are beneficiaries 

from the health system services and came from different geographical areas, the 

meeting held in Qatar Red Crescent office. 

- The participants of the second group were 5 women and 3 men from community 

gathered in coordination of a local CBO. 
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 Study instrument 3.7

3.7.1 Quantitative part – Questionnaire 

The main tool used for the quantitative part was a responsiveness module of the World 

Health Survey (WHS) questionnaire, which is a valid, reliable and comparative instrument 

developed by WHO (Darby et. al., 2000), the questionnaire is available in English and 

Arabic language as per annexes (7,8), with most questions being close-ended questions. 

The following items were involved in the questionnaire: 

 Socio-demographic and economic characteristics of people. 

 Health services utilization. 

 Importance of responsiveness domains from people‟s view. 

 People's view about the responsiveness domain of outpatient and inpatient services 

which were used. 

Pilot study 

For assessing the appropriateness of the questionnaire, a pilot study for 10 households was 

conducted. As no major modifications were introduced after the pilot, data collected 

through the pilot study were included in the study sample. 

3.7.2 Qualitative part – Guiding Questions 

The main tool used for the qualitative part was guiding questions for the focus group 

discussions that were developed to complement the quantitative data in order to address the 

study objectives, as per annex 9. 

The guiding questions were developed, validated and used under direct supervision and 

coordination with the supervisor. The participants joined by their free will, the discussions 
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were recorded and notes were taken. All materials have been saved and accessible only to 

the researcher. 

 Scientific rigor 3.8

3.8.1 Quantitative part - Validity and Reliability 

The following steps were done to assure instruments validity and reliability: 

 The questionnaire was reviewed by 5 experts (Annex 11) to ensure the 

appropriateness and relevance of the questions. Minor modifications were made 

based on expert review on the general characteristics part. 

 A pilot study was conducted before the beginning of actual data collection, by 

which participants‟ responses were examined and their understanding of the 

questionnaire was assessed. 

 Cronbach‟s Alpha was calculated with a result of 0.8 for the health system 

responsiveness scale.  

 Training of data collectors on the client interviewing steps and the way of asking 

questions. This assured standardization of questionnaire filling. 

 Ongoing checking and verifications of the completed questionnaires.  

 Data entry on the same day of data collection allowed possible interventions to 

check the data quality or to re-fill the questionnaire when required. 

3.8.2 Qualitative part 

To assure the trustworthiness of the qualitative part in this study, the researcher ensured 

compatibility between research objectives, methods of data collection, and tools of data 

collection. Peer-check for the questions to ensure that they cover all the required 
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dimensions. Measures also included standardization of implementation, using interview 

guide and members check. 

 Ethical and administrative considerations 3.9

- An official letter of approval to conduct the study was obtained from Al-Quds 

University. 

- Ethical approval was received from Helsinki Committee, as per annex (1). 

- An official letter of approval to conduct the survey was obtained from the Ministry 

of Interior, as per annex (2). 

- Informed consents for people who participated was developed to ensure 

confidentiality, explaining the purpose of the study and they were aware of 

voluntary and confidentiality of participation as per annexes (6,9). 

- Participants in focus group discussions were asked for their permission to record 

the interviews. 

 Data Collection 3.10

The researcher and two males and one female trained data collectors collected the data and 

filled questionnaires through face-to-face interviews (taking into consideration all safety 

measurements against COVID-19 pandemic e.g., wearing masks and gloves and safety 

distance).  A training was conducted on what are the needed key data, how to ask the 

questions, complete the questionnaire in order to unify the collection process, ensure 

consistency and improve reliability for data collectors. The researcher conducted the two 

focus group discussions. 
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 Data entry and analysis 3.11

3.11.1 Quantitative part  

The researcher used Statistical Package of Social Science (SPSS) program version 20 for 

data entry and analysis, following different steps: 

- Data entry was conducted immediately after the collection of data. 

- The study variables ware coded and entered into SPSS. 

- Data cleaning was conducted after the data entry. 

- The frequency distribution of all the variables was done. 

- Bi-variate statistical tests such as t-test and one-way ANOVA to investigate the 

relationships between the different variables and the different relationships between 

them. 

- The percentage scores (%) used by Abd Al-Fattah have been adopted as references 

for evaluating responsiveness and its domains as in table below (Abd Al-Fattah, 

2017). 

3.11.2 Qualitative part 

Through the focus groups, all participant comments were boiled down to essential 

information using a systemic method. Being by taking notes during and after hearing the 

group tapes. Clean up the notes by stripping off nonessential words. Simultaneously assign 

each participant comment/quote as separate line on the page as well as each new thought or 

idea therein. 

The quantitative and qualitative findings were compared and integrated to validate the 

findings and create rich information. 
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 Limitations of the study 3.12

The first limitation of the study is the spread of COVID-19 epidemic in the Gaza Strip 

since March 2020 and the lockdown imposed on the Gaza strip population, which affected 

gaining the approvals for conducting the research earlier and prevent the ability to reach 

other areas in the Gaza Strip. Moreover, limited financial resources and limited time 

available to conduct the study. Also, the qualitative component is somewhat limited.   
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4 Chapter 4 

Findings and Discussion 

 Introduction 4.1

This chapter presents the main results of the quantitative and qualitative analysis of the 

collected data and the discussion of the main findings. It starts with describing of socio-

demographic, economic and health characteristics of the study population. Then, it shows 

the main inferential analysis of selected variables. Additionally, the findings of this study 

will be discussed in light of previous related research studies.  

 Characteristics of the study population 4.2

4.2.1 Socio-demographic characteristics of the study population 

As shown in figure (4.1), the percentage of males and females in the study population was 

approximately equal with a slight increase in the number of males (53.5%). This is 

consistent with the sex ratio of the population in the Gaza Strip according to PCBS, where 

the percentage of males and females 51% and 49% respectively (PCBS, 2019). 

 

Figure (‎4.1): Distribution of study population according to their gender. 

 

53.5% 
47.5% 

Males

Females
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Table (4.1) shows that the mean age of the study population was 49.35 years (SD 14.4). 

Disaggregating the study population, it is found that 38.4% aged between 18 and 45 years, 

36.7% aged between 46 and 60 years, and 24.9% aged more than 60. 

With regards to marital status at the time of data collection, the majority of the study 

population were married (83.6%), 6.9% were single, 7.1% were the widow and 2.4% were 

divorced. 

The findings of the study population regarding family size reveal that 39.1% of population 

families have from 5 to 8 members, while 33.5% of families have less than 5 members and 

27.4% of families of the study population have more than 8 members. 

As for academic qualifications, nearly half (47.9%) of the study population were 

bachelor‟s degree level or higher, only 3.9% were illiterate and 16.9%, 16.1%, 15.2% were 

preparatory (lower secondary), general secondary and diploma levels respectively. 
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Table (‎4.1): Distribution of study population in terms of socio-demographic characteristics. 

Item No. % 

Age groups 

From 18 to 45 157 38.4 

From 46 to 60 150 36.7 

More than 60 102 24.9 

Total 409 100.0 

Mean= 49.35 years, SD= 14.4 

Marital Status 

Single  28 6.9 

Married 342 83.6 

Divorced 10 2.4 

Widow 29 7.1 

Total 409 100.0 

Family size 

5 or less 137 33.5 

Between 5 and 8 160 39.1 

9 or more 112 27.4 

Total 409 100.0 

Education level 

Illiterate 16 3.9 

Preparatory 69 16.9 

General Secondary 66 16.1 

Diploma 62 15.2 

Bachelor  189 46.2 

High studies 7 1.7 

Total 409 100.0 

Refugee status 

Refugee 219 53.5 

Non-refugee 190 46.5 

Total 409 100.0 
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With regards to the refugee status, more than half of the study population are refugees 

(53.5%), while 46.5% of them are non-refugees. This finding is consistent with PCBS‟s 

findings that two-thirds of the Gaza Strip population are refugees (PCBS, 2019). 

4.2.2 Economic characteristics of the study population 

As shown in figure (4.2), it is noticeably clear that more than half of the study population 

were unemployed at the time of data collection (56.2%), while 32.8% were employed and 

11% of the study population were retired. The distribution of employment status by gender 

reveals that 38.4% of males were employed compared to 26.3% of females. On the other 

side, nearly half of males out of the study population were unemployed (49.8%), while 

about two-thirds of females were unemployed (63.7%) at the time of data collection. 

These findings are slightly different to the findings of PCBS, where the unemployment rate 

exceeded 52% of the population (PCBS, 2018) and the participation rate of females in the 

workforce was only 18% (PCBS, 2020a). 

 

Figure (‎4.2): Distribution of employment status by gender. 
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With regards to monthly income, figure (4.3) shows that only 2.2% of the study population 

have an average monthly income above 2470 NIS. On the other hand, 82.6% of them have 

an average monthly income between 1974-2470 NIS and 15.2% under 1974 NIS. These 

findings can be attributed to the exceptional circumstances due to the COVID-19 crisis and 

the lockdown imposed on the Gaza Strip population during the epidemic which forced the 

day laborers who are the majority of the workforce to lose their jobs. 

 

Figure (‎4.3): Distribution of the study population according to their monthly income. 
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With regards to non-communicable diseases, 41.8% of the study population had one or 

more chronic diseases, while 58.2% did not have any chronic diseases at the time of data 

collection. 

Table (‎4.2): Distribution of the study population according to health characteristics. 

Item No. % 

Health rate  

Very good 214 52.3 

Good 119 29.1 

Moderate 67 16.4 

Bad 9 2.2 

Total 409 100.0 

NCDs   

People with NCDs 171 41.8 

People w/o NCDs 238 58.2 

Total 409 100.0 

Disability 

People without disability  381 93.2 

PWD 28 6.8 

Total 409 100.0 

4.2.4 Health history of the study population 

A total of 409 persons participated in this study of which 80% received health care in the 

last 12 months. According to the table (4.3), most of the participants (98.8%) got health 

care at an outpatient health facility (An outpatient health facility is a doctor‟s consulting 

room, a clinic or a hospital outpatient unit, any place outside the home where you did not 

stay overnight) while 40.7% of participants got an inpatient health care and stayed 

overnight in hospital in the last 12 months. 
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The majority of participants received outpatient services at UNRWA clinics (56.1%), this 

can be explained by the fact that UNRWA provides its services free of charge. However, 

39.3% of participants attended Ministry of Health clinics, 2.8% of participants received 

services at private centers, only 0.9% got their services from Military Medical Services 

centers and the same percentage got their services from NGOs centers. These results are 

very similar to the MoH primary health care report (2018) which showed that the majority 

of PHC services are provided by UNRWA (60.4%) and MoH (32.6%) centers.  

For inpatient health care services, about 89.5% of participants attended Ministry of health 

hospitals, 8.3% attended a privately operated health facility and 2.2% received health 

services from other providers (MMS, NGOs). These findings are consistent with the annual 

MoH report (2019) who showed that about 90% of people attend governmental hospitals. It 

is worth mentioning that UNRWA does not provide inpatient services through its centers. 

More than 56% of participants was their last (most recent) visit to a health facility in the 

last 30 days at the time of data collection. In addition, 27.2% of participants visited health 

care facilities twice in the last 12 months, 24.8% had three-time visits and 22% of 

participants were the ones who have had more than 4 times visits to the health care facility. 
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Table (‎4.3): Distribution of study population according to health history. 

Item No. % 

Have you received any health care in the last 12 months? 

Yes 327 80.0 

No 82 20.0 

Total 409 100.0 

In the last 12 months, did you get any health care at an outpatient health facility? 

Yes 323 98.8 

No 4 1.2 

Total 327 100.0 

What is the health center (outpatient) you usually go to when you need medical 

care? 

Government (MoH) 127 39.3 

Government (MMS) 3 0.9 

UNRWA 181 56.1 

NGOs 3 0.9 

Private 9 2.8 

Total 323 100.0 

Have you stayed overnight in hospital in the last 12 months? 

Yes 133 40.7 

No 194 59.3 

Total 327 100.0 

What was the type of the hospital you stayed in most recently? 

Government (MoH) 119 89.5 

Government (MMS) 2 1.5 

NGO 1 0.7 

Private 11 8.3 

Total 133 100.0 

When was your last (most recent) visit to a health facility or provider? Was it… 

In the last 30 days 181 56.0 

In the last 3 months 109 33.8 

In the last 6 months 25 7.7 

Between 6 months and 12 

months ago 

8 2.5 

Total 323 100.0 

In the last 12 months, how many times did you visit the health center? 

Once  20 6.2 

Twice  88 27.2 

Three times  80 24.8 

More than four times  71 22.0 

Total 323 100.0 
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 Health system responsiveness 4.3

Figure (4.4) shows the findings of the overall level of the health system responsiveness and 

the seven domains from the study population‟s perspectives in Gaza governorates. The 

overall responsiveness was very good “84.99%” based on the study reference values.  

 

Figure (‎4.4): Overall responsiveness and domains level. 
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several studies on patient satisfaction and quality of care were conducted by (Alkhalaileh 

et al., 2017), (Safi, 2018), (Hammad, 2019), (Abu-El-noor et al., 2020).  

The findings of the study reveal that the overall responsiveness of the health system in 

Gaza (84.99%) is higher than in other countries with similar contexts. The results of 

Valentine et al.‟s study concerning the health system responsiveness in 41 different 

countries, which included Egypt, Cyprus and the United Arab Emirates, indicated that 

62%, 70.9% and 74.4% of the respondents rated responsiveness performance as good in 

these countries, respectively (Valentine et al., 2007). This may be attributed to the nature 

of Gazans people who faced successive occupation, more than fourteen years of blockade, 

stifled access to key resources with disastrous humanitarian and economic consequences in 

addition to the internal Palestinian political divide, which made people of Gaza more 

resilient, flexible and adaptable. Also, these circumstances may lead people to be more 

concerned about different and more crucial issues than their non-health needs in health 

facilities. 

Moreover, high levels of responsiveness from participants‟ point of view were found in the 

results of a study aimed to measure and compare the health system responsiveness across 

16 countries, as it was found that low-income countries were more satisfied with their 

health systems than the rich ones and this is more likely to be due to differences in 

expectations -perhaps linked to lower standard of life- than to any preferential treatment of 

the poor. 

The best performing domains were access to social support, confidentiality and dignity, 

this agrees with the findings of Vafaee and his colleagues‟ study (2019), this may be 

attributed to the fact that people of Gaza are conservative and religious, also patients might 

know that their conversations with a provider took place in private but are less likely to 
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know how their health records are managed and who has access to them. On the other 

hand, the least performing domain was “choice of health provider”, generally, the 

Palestinian health system limits the ability of patients to choose their providers, rather, 

patients are compelled to receive the health services in specific health facilities according 

to the geographical distribution and place of residency due to the shortage of specialists 

and resources.  

 Importance of domains of responsiveness  4.4

Drawing on participants‟ viewpoints of the importance of domains, dignity (22%) and 

prompt attention (20%) were the most important domains, whereas, choice (5%) and 

quality of basic amenities (11%) were reported as the least important as shown in figure 

(4.5). 

 

Figure (‎4.5): Percentage of respondents rating a responsiveness domain as the  

most important 
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Although the importance of different dimensions of responsiveness for patients is 

dissimilar in different societies, the dimensions of dignity and prompt attention were also 

considered most important in Egypt (Mosallam et al., 2013) and Iran (Baharvand, 2019). 

On the other hand, in a study by Valentine and colleagues in 2007 found from general 

population surveys of „health system responsiveness‟ in 41 countries, it is found that most 

respondents selected prompt attention as the most important domain followed by dignity. 

As dignity is important to every individual irrespective of the situation, especially in 

healthcare settings, also providing patient care services along with immediate action and 

reducing the waiting time avoids potential anxiety and inconvenience about the health 

service delivery system. 

On the other hand, the majority of study participants rated the choice of health provider as 

the least important domain. People of Gaza realize that they have no authority to choose 

the healthcare provider, accordingly, they underestimate the importance of this domain. 

These results show and highlight clearly what are the most important areas from the 

beneficiaries‟ point of view, that need to be focused on and improved to ensure the 

provision of an integrated and acceptable service to the beneficiaries 

 Comparing Responsiveness in Outpatient Care and Hospital Inpatient Care 4.5

Figure (4.6) compares the findings of domains‟ scores in outpatient care and inpatient care. 

The best performing domains in outpatient care were confidentiality and dignity, while 

access to social support and dignity domains scored the best in inpatient care. Quality of 

basic amenities and Autonomy were reported better in outpatient than in outpatient care 

with differences of 15.78% and 10.27% respectively. However, Dignity was reported 

better in inpatient care than in outpatient care.  
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Figure (‎4.6): Comparing responsiveness domains of outpatient care and inpatient care. 

(*Social support is just applicable for inpatient care). 
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can be explained by the fact that inpatient care services are provided mainly by 

governmental hospitals, UNRWA, which is one of the main health services providers, does 

not provide inpatient services within its centers, which results in increasing the load on 

governmental hospitals to provide higher staffing levels and more time to allow patients to 

become involved in deciding on their care. 

Researchers found that many healthcare service providers in the Saudi Arabian healthcare 

sector and other countries fail to deliver services following best practices that preserve 

patient autonomy (Bukhari, 2017). It is recommended to enhance the involvement of 

patients in decision making through training and orientation of medical and nursing staff as 

autonomy encourages patients to follow their treatment plan and thus a better health 

maintenance service would be provided.  

Table (‎4.4): Overall responsiveness based on the rating of domains. 

Domain Outpatient care Inpatient care Overall rate 

1 Social support - 99.51% 99.51% 

2 Confidentiality 98.39% 99.24% 98.61% 

3 Dignity 93.46% 99.39% 94.62% 

4 Basic amenities 85.33% 69.55% 82.36% 

5 Prompt Attention 78.34% 80.96% 79.21% 

6 Autonomy 75.72% 65.45% 73.59% 

7 Choice 70.13% 63.33% 68.83% 

Overall responsiveness 84.99% 
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 Health system responsiveness of outpatient care 4.6

Figure (4.7) shows the level of responsiveness domains for outpatient care services. The 

performance was best for the domains of confidentiality (99.39%) and dignity (93.46%). 

The participants‟ reported the lowest percentage of responsiveness was for the domain of 

Choice (70.13%). These findings are consistent to some extent with a study conducted in 

Tehran assessing the responsiveness of outpatient services (Sajjadi et al., 2015). 

 

Figure (‎4.7): Responsiveness domains of outpatient services 
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With regards to subdomains of prompt attention, table (4.5) shows that the highest 

weighted mean was for the time people had to wait before getting the health care (90.46%), 

assuming that the average acceptable waiting time is around 20 minutes for different 

patients ages (Hill, 2005). Results are compatible with the findings of a previous study 

where the majority of participants have indicated that they can reach health services at 

right time (Safi, 2018). This can be attributed to strict measures and emergencies due to the 

COVID-19 pandemic since March 2019, and the preventive measurements taken by 

service providers minimizing crowding (e.g., the appointment system, hotlines, mobile 

clinics …).  

Despite that, when participants were asked about their general impression of the prompt 

attention of outpatient services, the results were quite different (approximately 66% of 

participants reported good prompt attention). This could be attributed to other factors not 

covered in this research and thus need further investigations in the future. 

Table (‎4.5): Distribution of participants responses about prompt attention in outpatient care. 

 

Always Often Usually Sometime Never Weighted 

Mean No. % No. % No. % No. % No. % 

Got care when wanted 54 16.7 126 39 131 40.6 12 3.7 0 0 73.75% 

Waiting time for health care 206 63.8 87 26.9 24 7.4 5 1.6 1 0.3 90.46% 

Waiting time for requested 

tests 

99 40.1 140 56.7 2 0.8 2 0.8 4 0.6 86.56% 

 Very Good Good Moderate Bad Very Bad  

General impression of 

prompt attention 

8 2.5 91 28.8 220 68.1 4 1.2 0 0 66.38% 

Overall  Weighted mean % = 78.34 
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4.6.2 Dignity 

Table (4.6) summarizes the participants‟ responses to being treated in a dignified manner 

in outpatient care. The overall weighted mean for this domain was (93.46%), reflecting that 

the health system is characterized by a very good level of dignity. The table shows that the 

highest weighted mean (99.75%) was for respecting privacy during physical examinations 

and treatments, this finding was in line to some extent with the findings of a previous study 

in outpatient clinics of Gaza Strip assessing respect of patients‟ privacy (Hammad, 2019). 

Nevertheless, the lowest weighted mean of dignity subdomains was for evaluating if 

patients were being listened for carefully by the health provider (73.19%), this result was 

close to some extent to Anan‟s study, where 79% of study participants agreed that the 

healthcare provider listens carefully to them (Anan, 2017). It is worth mentioning that the 

average number of medical consultations per doctor per day is 78 (UNRWA health 

department annual report, 2019), which can explain the aforementioned participants‟ 

feedback, as short time is offered by the doctor for each patient and thus limits the ability 

of doctors to fully pay attention and listen carefully to patients. Concerning the findings of 

focus group discussions, the majority of focus group participants mentioned that they were 

treated in a dignified manner, mainly for respect and privacy subdomains. However, a 

woman of 50-years-old woman of the participants of focus groups stated, “the problem 

was with nurses, not doctors, they don’t reply nor respond to my needs”, this may be 

attributed to the low scale of nurses‟ salaries and staff burnout. 

 

 

 



49 
 

Table (‎4.6): Distribution of participants’ responses about dignity in outpatient care. 

 

Always Often Usually Sometimes Never Weighted 

Mean No. % No. % No. % No. % No. % 

Respected by medical staff 308 95.4 13 4 1 0.3 1 0.3 0 0 98.88% 

Respected by office staff 311 96.3 9 2.8 2 0.6 1 0.3 0 0 99% 

Listen carefully to you 34 10.5 154 47.7 126 39 9 2.8 0 0 73.19% 

Privacy 319 98.8 4 1.2 0 0 0 0 0 0 99.75% 

 Very Good Good Moderate Bad Very Bad  

General impression of dignity 273 84.5 43 13.3 7 1.7 0 0 0 0 96.47% 

Overall Weighted mean % = 93.46 

4.6.3 Autonomy  

Table (4.7) shows the participants‟ responses to the autonomy domain in outpatient care 

services. The overall weighted mean for Autonomy was (75.72%) indicating that 

outpatient care services provide a good level of involvement of patients in the decision-

making process with regards to their medical condition. Table (4.7) shows that the highest 

weighted mean (97.28%) was for asking for patients‟ permission before conducting any 

medical procedures. The subdomain of having time to be able to ask questions scored 

69.85%. It is worth mentioning that having enough time with patients, to be provided with 

information and consulted on preference, is a critical issue in patients‟ participation 

actively in their treatment process. The results of subdomains of autonomy are consistent 

to some extent with the findings of focus group discussions, where the majority of focus 

group participants mentioned that their consent was taken before any medical procedures. 

On the other hand, focus group discussions revealed that doctors don‟t provide patient with 

enough information about their health status, a 55-year-old man stated, “Doctors usually 

don’t inform me on my disease and alternative treatment options, if the treatment fails, I 

come back to the doctor for new treatment plan”. 
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Table (‎4.7): Distribution of participants’ responses about autonomy in outpatient care. 

  

Always Often Usually Sometimes Never Weighted 

Mean No. % No. % No. % No. % No. % 

Explain things 17 5.3 181 56 108 33.4 17 5.3 0 0 72.26% 

Got time to ask questions 24 7.4 141 43.7 128 39.6 30 9.3 0 0 69.85% 

Involve in decision 33 10.9 180 59.2 69 22.7 22 7.2 0 0 74.74% 

Ask for permission 287 88.9 29 9 6 1.9 1 0.3 0 0 97.28% 

 
Very 

Good 

Good Moderate Bad 
Very 

Bad 

 

General impression of 

autonomy 

5 1.5 65 20.1 247 76.5 6 1.9 0 0 64.27% 

Overall Weighted mean % = 75.72 

4.6.4 Confidentiality  

Regarding the confidentiality of patients‟ information in outpatient care services, table 

(4.8) describe the weighted means of confidentiality and its subdomains. The total score 

for confidentiality was 98.39%; reflecting an agreement by participants that the health 

system with regards to outpatient care extremely safeguards information relating to their 

illness. This finding is consistent with a previous study conducted in Tanzania in which 

confidentiality scored the highest (Kapologwe et al., 2020). However, this was inconsistent 

with Anan study, that was assessing client centeredness of governmental primary health 

care services, and found that 76% of participants scored high for confidentiality domain 

(Anan, 2017). It may be attributed to that Anan‟s study targeted governmental centers only. 

In this regard; the findings of quantitative were inconsistent with qualitative results, in 

which most of the focus group participants mentioned that healthcare system does not 

safeguard their confidentiality during consultation nor protects their medical records. 45-

year-old women stated, “Everyone heard my consultation; medical staff, other patients, 
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and anyone coming from outside the clinic”. Another participant mentioned, “My medical 

records were on health worker desk and my information was visible for all people in the 

room’. This difference between quantitative and qualitative findings may be attributed to 

that quantitative data is exposed to acquiescence bias, in which respondents have a 

tendency to agree with all the questions in the measure, it also may figure the fact that 

patients are not fully aware about their rights, meanwhile, qualitative method allow in-

depth discovering and exploring for opinions and experiences. Both quantitative and 

qualitative designs together lead to complete view of what‟s occurring. From researcher‟s 

experience and point of view for this domain, qualitative results may reflect more reliable 

findings. 

Table (‎4.8): Distribution of participants’ responses about confidentiality in outpatient care. 

Confidentiality   

  
Always Often Usually 

Sometime

s 
Never Weighte

d Mean 
No. % No. % No. % No. % No. % 

1.No one can 

hear at 

consultation 

303 93.8 18 5.6 1 0.3 1 0.3 0 0 98.58% 

2.Confidentiality 

of personal 

information 

299 92.6 24 7.4 0 0 0 0 0 0 98.51% 

 Very Good Good Moderate Bad Very Bad  

3. General 

impression of 

Confidentiality 

293 90.7 29 9 1 0.3 0 0 0 0 98.08% 

Overall Weighted mean % = 98.39 

4.6.5 Choice  

Table (4.9) shows a weighted mean of 70.13% for the patients‟ ability to reach health 

services of choice for outpatient care. This is consistent with a study conducted in Kenya, a 

developing country with low income and with a context similar to some extent to Gaza 

context, where the choice domain score was (71%) (Nejru et al., 2007). The highest score 
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was for the subdomain measuring the ability of a patient to benefit from a health facility of 

their choice with a score of (82.11%), this can be attributed to the high number of primary 

healthcare centers, as Gaza Strip has 159 PHC centers of which 52 centers are belonging to 

MoH, 22 centers belonging to UNRWA, besides NGOs are providing services in 80 

centers and MMS in 5 centers (MoH, 2019). Study participants‟ score regarding their 

ability to choose the health provider was (64.83%) as the choice of health provider is not 

offered in the health facilities due to the shortage of healthcare workforce. According to 

qualitative findings, the majority of focus group participants expressed their inability to 

choose the health provider. 

Table (‎4.9): Distribution of participants’ responses about choice in outpatient care. 

Choice 

 Item 

No 

problem 

Mild 

problem 

Moderate 

problem 

Severe 

problem 

Extreme 

problem 
Weighted 

Mean 
No. % No. % No. % No. % No. % 

Health provider of your 

choice 
19 5.9 56 17.3 232 71.8 16 5 0 0 64.83% 

Health facility of your 

choice 
131 40.6 122 37.8 51 15.8 11 3.4 8 2.5 82.11% 

 
Very 

Good 
Good Moderate Bad 

Very 

Bad 
 

General impression of 

choice 
8 2.5 52 16.1 251 77.7 12 3.7 0 0 63.47% 

Overall Weighted mean % = 70.13 

4.6.6 Quality of basic amenities 

As shown in table (4.10), most participants reported a good level of responsiveness in 

terms of quality of basic amenities and surrounding environment for outpatient care 

services, with a weighted mean of (85.33%).  

For the quality of basic amenities subdomain, the highest weighted mean for study 

participants was for the quality of waiting room (i.e. space, seating and fresh air) with a 

mean of (91.02%), while the lowest weighted mean was for the cleanliness of the health 
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facility including cleanliness of toilets with a mean of (76.16%) This result is inconsistent 

with a previous study of primary health centers in Gaza strip, where participants scored 

(86%) with regards to the cleanliness of health centers (Hammad, 2019).  

Table (‎4.10): Distribution of participants’ responses about the quality of basic amenities in 

outpatient care. 

Quality of basic amenities 

  
Always Often Usually Sometimes Never Weighted 

Mean No. % No. % No. % No. % No. % 

Quality of waiting 

room “space, seating, 

fresh air” 

184 57 133 41.2 6 1.9 0 0 0 0 91.02% 

Cleanliness of the 

place including toilets 
22 6.8 217 67.5 84 26 0 0 0 0 76.16% 

 
Very 

Good 
Good Moderate Bad 

Very 

Bad 
 

General impression of 

quality of basic 

amenities 

146 45.2 173 53.6 4 1.2 0 0 0 0 88.79% 

Overall Weighted mean % = 85.33 

 Health system responsiveness of inpatient care 4.7

Figure (4.8) shows the level of responsiveness domains for inpatient care services. The 

performance was reported the best for the domains of access to social support (99.51%) 

and dignity (99.39%). The participants‟ reported the lowest percentage of responsiveness 

was for the domain of choice (63.33%). These findings are very close to Shaqura and 

Colleagues‟ study in Gaza city aiming at assessing responsiveness domains in five 

governmental hospitals (Shaqura et al., 2021). 
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 Figure (‎4.8): Level of responsiveness domains of inpatient care services 

4.7.1 Prompt Attention 

As shown in table (4.11), the overall weighted mean for getting rapid inpatient care 

services is (80.96%), this indicates a good level of responsiveness of the inpatient health 

system with regards to this domain. This finding is slightly higher than the result of 

Shaqura and his colleagues‟ study who found the prompt attention domain was 76% 

(Shaqura et al., 2021). It might be a kind of courtesy by the study participants. Moreover, 

these results are inconsistent with the findings of focus group discussions, where most of 

participants mentioned that they don‟t receive care as soon as needed during the 

hospitalization period. A man of 41-years-old of focus groups stated “every health worker 

passed me to another one, I had to search for the sphygmomanometer to measure blood 

pressure, I found health workers drinking tea while I needed health care”. It is worth 

mentioning that the Gaza Strip has strong ambulatory services due to the recurrent 

emergencies over the years, while other aspects of prompt attention need to be maintained. 
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Table (‎4.11): Distribution of participants’ responses about prompt attention in inpatient care. 

 

Always Often Usually Sometimes Never Weighted 

Mean No. % No. % No. % No. % No. % 

Got care when wanted 125 94.7 7 1.7 0 0 0 0 0 0 98.94% 

Got attention from doctors 

and nurses quickly 

17 12.9 64 48.5 50 37.9 1 0.8 1 0.3 74.85% 

 Very Good Good Moderate Bad Very Bad  

General impression of 

prompt attention 

11 8.3 40 30.3 80 60.6 1 0.8 0 0 69.24% 

Overall Weighted mean % = 80.96 

4.7.2 Social support 

Table (4.12) summarizes participants‟ feedbacks on the level of accessibility to the social 

support domain during hospitalization periods from study participants‟ perspectives. The 

overall weighted mean for the domain was 99.51%, reflecting that the health system 

enhances the ability of patients to seek their family, friends, or others within a social 

network for support. It is worth mentioning that access to social support is a very important 

factor in the process of treatment and patients‟ recovery. These results were consistent with 

focus group discussion findings, where all participants agreed on being socially supported 

during their hospitalization period, being visited by family and friends and conducted their 

religious practices freely. 
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Table (‎4.12): Distribution of participants’ responses about social support in inpatient care. 

 

No 

problem 

Mild 

problem 

Moderate 

problem 

Severe 

problem 

Extreme 

problem 
Weighted 

Mean 
No. % No. % No. % No. % No. % 

Allow visits 125 94.7 7 5.3 0 0 0 0 0 0 98.94% 

Allow your family and friends 

to take care of your personal 

needs 

129 97.7 3 2.3 0 0 0 0 0 0 99.55% 

Practice religious acts 132 100 0 0 0 0 0 0 0 0 100.00% 

 Very Good Good Moderate Bad Very Bad  

General impression of social 

support 
129 97.7 3 2.3 0 0 0 0 0 0 99.55% 

Overall Weighted mean % = 99.51 

4.7.3 Quality of basic amenities  

Table (4.13) shows a weighted mean of 69.55% for the non-health enhancing physical 

attributes of inpatient care facilities such as the cleanliness of the facility, adequacy of 

furniture and quality of food. The quality of basic amenities is perceived by the 

respondents to be relatively good. In light of the quality of food provided for inpatients, 

nearly 69% of the study participants answered that they have a severe problem in getting 

healthy and edible food during their hospitalization period. In the Gaza Strip, hospitals do 

not generally have sufficient funds to provide patients with food. This result was very near 

to the results of a study conducted in Southeast Nigeria, where only 47% of study 

participants reported having healthy food in the hospitals (Ughasoro et al., 2017). 

Concerning qualitative findings, the majority of focus group participants mentioned that 

they didn‟t receive healthy food during their hospitalization period. 38-years-old women 

stated, “The food provided in hospitals is unhealthy and does not take into account the 

health condition of the patient”. 
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Table (‎4.13): Distribution of participants’ responses about the quality of basic amenities 

domain in inpatient care. 

 

No 

problem 

Mild 

problem 

Moderate 

problem 

Severe 

problem 

Extreme 

problem 
Weighted 

Mean 
No. % No. % No. % No. % No. % 

Have healthy edible food 13 9.8 8 6.1 20 15.2 91 68.9 0 0 51.36% 

 Always Often Usually Sometimes Never  

Quality of the 

surroundings “space, 

seating, fresh air and 

cleanliness” 

58 43.9 68 51.5 5 3.8 1 0.8 0 0 87.73% 

Overall Weighted mean % = 69.55 

4.7.4 Dignity, Autonomy, Confidentiality and Choice. 

Table (4.14) shows the scores of four domains of responsiveness in inpatient services, the 

highest weighted mean scores of responsiveness were related to dignity (99.39%) and 

confidentiality (99.24%) dimensions, while the minimum weighted mean scores were 

related to the autonomy (65.45%) and choice of provider (63.33%).  

Table (‎4.14): Distribution of participants’ responses about responsiveness domains in 

inpatient care. 

 
Very Good Good Moderate Bad Very Bad Weighte

d Mean No. % No. % No. % No. % No. % 

Dignity 128 97 4 3 0 0 0 0 0 0 99.39% 

Autonomy 3 2.3 35 26.5 89 67.4 5 3.8 0 0 65.45% 

Confidentiality 128 97 3 2.3 1 0.8 0 0 0 0 99.24% 

Choice 2 1.5 21 15.9 106 80.3 3 2.3 0 0 63.33% 
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 The relationship between some of the study participants’ characteristics and the 4.8

level of health system responsiveness and its domains. 

4.8.1 Gender 

An independent t-test was conducted to examine whether there was a statistically 

significant difference among study participants‟ gender with regard to the experienced 

domains of responsiveness. As shown in table (4.15), the test revealed a statistically 

significant difference between male participants (93.98%) and female participants 

(95.28%) with regards to the dignity domain (T= 2.84, Sig.= 0.005). In other words, 

females were reported to be treated in a dignified manner more than males. These findings 

are different from previous studies, Ughasoro and his colleagues found that there was no 

significant difference between males and females in the dignity domain (Ughasoro et al., 

2017), while, Mohammed and his colleagues found that males were more likely to report 

higher dignity scores than females (Mohammed et al., 2013). In general, in local context, 

the health providers deal with females in more dignified manner due to the conservative 

context, and the fact that females have a less offensive nature imposing more respectful 

behavior. 

Table (‎4.15): Differences in the level of responsiveness and its domains among study 

participants’ gender. 

Domain Males Females T 
Significance 

(Sig.) 

1 Social support 99.02 99.93 2.915 0.005* 

2 Confidentiality 98.65 98.57 0.171 0.864 

3 Dignity 93.98 95.28 2.84 0.005* 

4 Basic amenities 82.45 82.26 0.198 0.844 

5 Prompt Attention 79.84 78.49 1.059 0.290 

6 Autonomy 72.81 74.37 1.63 0.104 

7 Choice 68.69 68.96 0.282 0.778 

Overall responsiveness 85.06 85.4 1.89 0.059 
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Considering the access to social support domain, female participants are more likely to 

have access to social support during hospitalization periods than males (T= 2.915, Sig.= 

0.005). This result is inconsistent with Ughasoro and his colleagues who found that there 

was no significant difference between males and females in the access to social support 

domain (Ughasoro et al., 2017). 

Results of the t-test revealed that there was no significant difference between the gender of 

study participants in relation to confidentiality, basic amenities, prompt Attention, 

autonomy and choice domains. These findings are in line with Baharvand study in Iran 

(Baharvand, 2019). 

4.8.2 Age  

As shown in table (4.16), a one-way ANOVA test was conducted to examine whether there 

were statistically significant differences among participants in different age groups in 

relation to responsiveness level and its domains. The test revealed a statistically significant 

difference across participants‟ age groups regarding the quality of basic amenities domain 

(F= 3.278, Sig.= 0.039). A Bonferroni post hoc test was conducted to examine which of 

participants‟ age groups are significantly different in relation to the basic amenities 

domain. The test revealed that participants aged from 46 to 60 years have a statistically 

higher score of quality of basic amenities than participants aged 61 years and more (MD= 

0.19, Sig.= 0.044). These findings can be attributed to that, in general, older people would 

suffer from more complicated illnesses, which result in greater demands on a health system 

to be responsive. This result is inconsistent with Shaqura and his colleagues who found 

that older people reported higher scores for the basic amenities domain (Shaqura et al., 

2021). 
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The ANOVA test revealed that there were no significant differences among participants‟ 

age groups in the assessment of any of the rest of the responsiveness domains. 

Table (‎4.16): Differences in the level of responsiveness and its domains among study 

participants’ age groups. 

Domain Age group No. Mean SD F Sig. 

Social support 

From 18 to 45 years 36 99.86 0.83 

2.276 0.107 From 46 to 60 years 45 99.29 1.26 

61 years and more 51 99.12 2.39 

Confidentiality 

From 18 to 45 years 103 98.51 4.04 

0.253 0.776 From 46 to 60 years 124 98.82 3.97 

61 years and more 97 98.45 4.46 

Dignity 

From 18 to 45 years 103 94.12 3.96 

1.131 0.324 From 46 to 60 years 124 94.81 4.44 

61 years and more 97 94.93 4.08 

Basic amenities 

From 18 to 45 years 103 82.88 8.69 

3.278 0.039* From 46 to 60 years 124 83.41 9.03 

61 years and more 97 80.45 8.98 

Prompt 

Attention 

From 18 to 45 years 154 79.62 14.51 

1.218 0.297 From 46 to 60 years 149 79.97 12.61 

61 years and more 102 77.49 11.13 

Autonomy 

From 18 to 45 years 103 73.23 8.74 

2.533 0.081 From 46 to 60 years 124 74.88 8.72 

61 years and more 97 72.31 8.34 

Choice 

From 18 to 45 years 103 69.64 7.84 

1.043 0.354 From 46 to 60 years 124 68.90 9.91 

61 years and more 97 67.87 7.92 

Overall 

responsiveness 

From 18 to 45 years 154 85.46 9.3 

1.809 0.165 From 46 to 60 years 149 85.36 7.29 

61 years and more 102 83.73 5.29 

4.8.3 Education level 

An independent t-test was conducted to examine whether there was a statistically 

significant difference among study participants with different education levels with regard 

to the experienced domains of responsiveness. As shown in table (4.17), the test revealed 

that participants with a low level of education reported a higher level of responsiveness 
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than those with higher level of education (T= 4.833, Sig.= 0.000). This may be attributed 

generally to the lower expectations that patients with a low level of education might have 

and thus results in a better assessment of responsiveness. These findings are in line with 

Baharvand study in Iran (Baharvand, 2019). 

Table (‎4.17): Differences in the level of responsiveness and its domains among study 

participants’ education levels. 

Domain 
Education years 

T Sig. 
Less than 12 years More than 12 years 

1 Social support 99.22 99.66 1.142 0.258 

2 Confidentiality 98.30 98.77 0.95 0.343 

3 Dignity 94.50 94.69 0.375 0.708 

4 Basic amenities 81.27 82.90 1.55 0.122  

5 Prompt Attention 84.30 76.29 6.225 0.000* 

6 Autonomy 74.25 73.25 0.983 0.326  

7 Choice 67.22 69.63 2.36  0.019* 

Overall responsiveness 87.42 83.59 4.833 0.000*  

4.8.4 Type of health providers – outpatient care 

Concerning outpatient care services, A one-way ANOVA test was used to examine 

whether was a statistically significant difference among study participants who attend 

different types of healthcare providers in relation to the experienced domains of 

responsiveness. As shown in table (4.18), the test revealed the presence of a significant 

difference between the types of healthcare providers means in relation to the overall level 

of responsiveness (F= 18.6, Sig.= 0.000). Moreover, there are statistically significant 

differences among types of healthcare providers in relation to dignity, basic amenities, 

prompt attention, autonomy and choice. No significant difference among healthcare 

providers in the confidentiality domain. 
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Table (‎4.18): Differences in the level of responsiveness and its domains among types of 

healthcare providers in terms of outpatient care services. 

Domain Type of healthcare provider No. Mean SD F Sig. 

Confidentiality 

Governmental health center (MoH)  127 98.22 5.00 

0.23 0.922 

Governmental health center (MMS)  3 100 0.00 

UNRWA 181 98.53 4.25 

NGOs 3 97.78 3.85 

Private 9 97.78 6.67 

Dignity 

Governmental health center (MoH)  127 92.76 4.12 

3.76 0.005* 

Governmental health center (MMS)  3 93.33 4.62 

UNRWA 181 93.70 4.07 

NGOs 3 96.00 0.00 

Private 9 97.78 80.00 

Basic amenities 

Governmental health center (MoH)  127 86.30 10.30 

4.84 0.001* 

Governmental health center (MMS)  3 80.00 0.00 

UNRWA 181 90.39 10.24 

NGOs 3 86.67 11.55 

Private 9 95.56 8.82 

Prompt 

Attention 

Governmental health center (MoH)  127 70.94 12.34 

12.79 0.000* 

Governmental health center (MMS)  3 70.00 10.00 

UNRWA 181 76.89 10.16 

NGOs 3 88.33 10.41 

Private 9 92.78 5.65 

Autonomy 

Governmental health center (MoH)  127 73.65 8.18 

8.63 0.000* 

Governmental health center (MMS)  3 70.67 6.11 

UNRWA 181 76.66 7.97 

NGOs 3 73.00 15.72 

Private 9 88.44 6.82 

Choice 

Governmental health center (MoH)  127 68.71 7.95 

7.818 0.000* 

Governmental health center (MMS)  3 71.11 3.85 

UNRWA 181 70.31 8.65 

NGOs 3 73.33 6.67 

Private 9 85.19 16.59 

Overall 

responsiveness 

Governmental health center (MoH)  127 81.24 4.21 

18.60 0.000* 

Governmental health center (MMS)  3 81.59 3.55 

UNRWA 181 85.11 4.10 

NGOs 3 85.11 3.08 

Private 9 92.30 5.81 
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A Bonferroni post hoc test was conducted to examine which of the differences among 

healthcare provider types are statistically significant in relation to responsiveness level and 

its domains. As shown in table (4.19), that participants who attended private clinics scored 

their ability to reach health provider of choice statistically higher than participants who 

attended MoH (MD=16.48, Sig.= 0.000) and UNRWA centers (MD= 14.88, Sig.= 0.000). 

Participants who attended MoH clinics were less likely to express that they received 

prompt attention with 21.84 than participants who attended private clinics (Sig.= 0.000) 

and less with 5.94 than UNRWA attendants (Sig.= 0.000). The differences were 

statistically significant. 

The results of post hoc test revealed that, from study participants‟ points of view, the 

overall responsiveness level in Private clinics is statistically higher with 11.06 than that in 

MoH clinics (Sig.= 0.000) and statistically higher with 8.01 than that in UNRWA clinics 

(Sig.= 0.000). On the other hand, MoH clinic attendants reported less responsiveness level 

with 2.54 than that in UNRWA clinics (Sig.= 0.000). 

These results can be considered reasonable. Private clinics, where the number of patients is 

significantly less than that for other service providers, ensure the ability to provide a higher 

level of quality of health and non-health services and thus achieving higher patient 

satisfaction. On contrary, the huge number of beneficiaries, in light of the scarcity of 

resources, staff burnout and crisis of paying salaries to governmental health sector 

employees, contribute to the lower level of responsiveness. 
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Table (‎4.19): Bonferroni post hoc test for differences in responsiveness domains related to the 

type of healthcare provider. 

Domain 
Type of healthcare 

provider 
MD Sig. 

Dignity 

Private - MoH 5.02 0.005* 

Private - UNRWA 4.08 0.044* 

UNRWA - MoH 0.95 0.506 

Basic amenities 

UNRWA - MoH 3.44 0.003* 

MoH - NGOs 2.22 1.00 

Private - MoH 8.70 0.023* 

Prompt attention 

UNRWA - MoH 5.94 0.000* 

Private - MoH 21.84 0.000* 

Private - MMS 22.78 0.021* 

Private - UNRWA 15.90 0.000* 

Autonomy 

UNRWA - MoH 3.00 0.015* 

Private - MoH 14.78 0.000* 

Private - MMS 17.78 0.011* 

Private - UNRWA 11.78 0.000* 

MoH - NGOs 0.65 1.00 

Private - NGOs 15.44 0.044* 

Choice 

Private - MoH 16.48 0.000* 

Private - UNRWA 14.88 0.000* 

MoH - UNRWA  1.59 1.00 

Overall responsiveness 

UNRWA - MoH 2.54 0.000* 

Private - MoH 11.06 0.000* 

Private - MMS 10.70 0.001* 

Private - UNRWA 8.52 0.000* 
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4.8.5 Type of health providers – inpatient care 

As shown in table (4.20), an independent t-test was conducted to examine whether there 

was a significant difference between the governmental and non-governmental inpatient 

healthcare providers with regard to the overall responsiveness of the health system. The 

results revealed that study participants who benefited from governmental hospitals reported 

a lower level of responsiveness (83.56%) than participants who benefited from non-

governmental hospitals (87.64%) (T= 3.912, Sig.= 0.000). These findings are also 

reasonable due to the aforementioned reasons for outpatient care. 

Table (‎4.20): Differences in the level of responsiveness among types of healthcare providers in 

terms of inpatient care services. 

Responsiveness score T Sig. 

Governmental hospitals 83.56% 

3.912 0.000* 

Non-governmental hospitals “NGO and private” 87.64% 

 

 

 

 

 

 

 

 



66 
 

5 Chapter 5  

Conclusion and Recommendations 

 Conclusion 5.1

Responsiveness of the health system is the aspects related to the way individuals are 

treated and the environment in which they are treated. It is considered as a standard to 

assess health system performance. Responsive health systems contribute to better health 

outcomes as they anticipate and adapt to existing and future health needs. It has seven 

dimensions as articulated by the WHO; the seven dimensions are dignity, autonomy, 

confidentiality, prompt attention, social support, basic amenities, and choices of providers. 

The responsiveness of the healthcare system of Gaza governorate was assessed in this 

study by using mixed methods study. Quantitative method by a responsiveness module of 

the World Health Survey (WHS) questionnaire collected throughout household 

interviewed surveys. Qualitative method by using focus group discussions to collect data 

from healthcare system beneficiaries on their experiences related to non-health aspects of 

the healthcare services. 

The quantitative findings of this study were collected from 53.5% males and 47.5% 

females, the mean age of the study population was 49.35 years. With regards to marital 

status at the time of data collection, the majority of the study population were married. As 

for academic qualifications, nearly half of the study population were bachelor‟s degree 

level or higher. The distribution of employment status by gender revealed that 38.4% of 

males were employed compared to 26.3% of females. On the other side, nearly half of 

males out of the study population were unemployed, while about two-thirds of females 

were unemployed at the time of data collection. With regards to monthly income, majority 

of participants have an average monthly income under the poverty line. 



67 
 

In general terms, the overall responsiveness level was very good. The best evaluated 

domain was access to social support based on participants‟ experiences regarding their 

interaction with the health system, followed by confidentiality, dignity, quality of basic 

amenities and prompt attention, whilst, autonomy and choice of health provider were 

showed weakness areas in the health system.  

Capturing participants‟ preference of domains, researcher tried to figure out the domains 

the participants perceive as the most important aspects of the health system responsiveness. 

The first suggestion for most of the study participants was dignity followed by prompt 

attention, meanwhile, choice and quality of basic amenities were suggested as the least 

important. Findings of the domains‟ importance assist policy makers to understand which 

improvements of health system responsiveness to prioritize. 

Comparing the findings of domains‟ scores in outpatient care and inpatient care. The best 

performing domains in outpatient care were confidentiality and dignity, while access to 

social support and dignity domains scored the best in inpatient care. Quality of basic 

amenities and Autonomy were reported better in outpatient than in outpatient care with 

differences of 15.78% and 10.27% respectively. However, Dignity was reported better in 

inpatient care than in outpatient care.  

Concerning the level of responsiveness domains for outpatient care services. The 

performance was best for the domains of confidentiality and dignity. The participants‟ 

reported the lowest percentage of responsiveness was for the domain of Choice. Regarding 

the level of responsiveness domains for inpatient care services. The performance was 

reported the best for the domains of access to social support and dignity. The participants‟ 

reported the lowest percentage of responsiveness was for the domain of choice.  
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The inferential analysis showed interesting results that reflected the relationship between 

study variables and participants‟ characteristics. It was found that females were reported to 

be treated in a dignified manner more than males and are more likely to have access to 

social support during hospitalization periods than males. Moreover, participants aged from 

46 to 60 years have a statistically higher score of quality of basic amenities than 

participants aged 61 years and more. This finding can be attributed to that, in general, older 

people would suffer from more complicated illnesses, which result in greater demands on a 

health system to be responsive. 

Participants with a low level of education reported a higher level of responsiveness than 

those with higher level of education. This may be attributed generally to the lower 

expectations that patients with a low level of education might have and thus results in a 

better assessment of responsiveness. 

Participants who attended private clinics scored their ability to reach health provider of 

choice statistically higher than participants who attended MoH and UNRWA centers. 

Participants who attended MoH clinics were less likely to express that they received 

prompt attention than participants who attended private clinics and less than UNRWA 

attendants. The differences were statistically significant. 

From study participants‟ points of view, the overall responsiveness level in Private clinics 

is statistically higher than that in MoH clinics and statistically higher than that in UNRWA 

clinics. On the other hand, MoH clinic attendants reported less responsiveness level than 

that in UNRWA clinics. Study participants who benefited from governmental hospitals 

reported a lower level of responsiveness than participants who benefited from non-

governmental hospitals. These results can be considered reasonable. Private clinics, where 

the number of patients is significantly less than that for other service providers, ensure the 
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ability to provide a higher level of quality of health and non-health services and thus 

achieving higher patient satisfaction. On contrary, the huge number of beneficiaries, in 

light of the scarcity of resources, staff burnout and crisis of paying salaries to 

governmental health sector employees, contribute to the lower level of responsiveness. 

  Recommendations  5.2

5.2.1 General recommendations: 

- Providing training to policy makers, health managers and health care providers in 

responsiveness concept and domains is essential. 

- Raising community awareness towards humans‟ rights especially in health aspects. 

- Enhancing capacity building of health staff based on best practices with regards to 

domains of responsiveness. 

- Strengthening the monitoring system within health care system in order to ensure 

that the health system responsiveness is achieved in a constant and systematic 

manner. 

- Dignity and prompt attention domains were considered as the most important 

domains for people of Gaza governorate; thus, the policy makers may focus on 

these domains in order to ameliorate the perceived responsiveness of healthcare 

services.  

- Enhancing the delivery of health care services based on best practices that preserve 

patients‟ involvement in process of deciding treatment plans. 

- Working towards improving responsiveness through less resource-dependent 

domains such as dignity, autonomy, and confidentiality. 

- As the type of provider was a main contributor to responsiveness and service users, 

it sounds that health policy should concentrate on provider performance. 
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5.2.2 Recommendation for further studies: 

- National study to assess the health system responsiveness in the Gaza Strip is 

needed. 

- As responsiveness is highlighted as a health system goal, there is a need to conduct 

studies that monitor the performance of health system in responsiveness and the 

effects of interventions on it. 

- Conduct research studies to assess the health system responsiveness using key 

informants‟ surveys. 

- There is a need to conduct studies to assess if there are other aspects affecting 

perceived responsiveness of the health system. 

- Considering that the Gaza Strip has a low-income population using governmental 

services more on one hand, and gave lower scores to governmental services 

responsiveness on the other hand, further studies are needed on the equity aspects 

of service use and responsiveness.  
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Annex (2): Official letter of approval from Ministry of Interior 
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Annex (3): Time framework 

 

Activity 

2020 2021 

7 8 9 10 11 12 1 2 3 4 

Review literature and study tools          

 

Tools’ validation and piloting          
 

Data collection          
 

Data entry          
 

Data analysis          
 

Report writing          
 

Dissemination          
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Annex (4): Eleven quarters in Gaza Governorate 
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Annex (5): Sample Calculation 
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Annex (6): The questionnaire consent form. 

 

 بسى الله انرحًٍ انرحيى

 

حول دراست: نًوافقت ػهي إجراء استبيبٌث  

 تقييى استجببت انُظبو انصحي في قطبع غزة نتوقؼبث انًرضي نهخذيبث غير انصحيت

 

أٔج ثٌذجفغز: ٘جٌز ِقّذ ػذذ ثٌمجدس ؽٛدر, ؽجٌذز فٟ دشٔجِؼ ِجؽغض١ش ثٌظقز ثٌؼجِز فٟ ؽجِؼز ثٌمذط, ألَٛ دؼًّ دقظ 

ثٌظقٟ فٟ لطجع غضر ِٓ ف١ظ ثٌخذِجس غ١ش  ػٍّٟ ٚ٘ٛ ؽضء ِٓ دسثعضٟ فٟ ثٌؾجِؼز ٠ٙذف إٌٝ صم١١ُ ثعضؾجدز ثٌٕظجَ

 ثٌظق١ز ثٌّمذِز ٌٍّشػٝ.

ٕ٘جن خ١جسثس ٌلإؽجدز ػٓ وً عؤثي, ثٌشؽجء ثخض١جس ثلإؽجدز ثلألشح إ١ٌه ٌٚضؾشدضه ثٌٛثلؼ١ز, ِغ ثٌؼٍُ أٔٗ لا صٛؽذ 

 إؽجدجس خجؽتز ٚ إؽجدجس طق١قز.

 غ ثٌضأو١ذ ػٍٝ عش٠ز ثٌّؼٍِٛجس.ثٌّشجسوز فٟ ٘زث ثٌذقظ صطٛػ١ز ٌٚه ثٌقك فٟ ثلأغقجح ِضٝ صشجء ِ

دل١مز. 15ثلاعضذ١جْ لذ ٠غضغشق فٛثٌٟ   

 

 ألذس ػج١ٌجً ِشجسوضه فٟ ثٌذقظ.

 

 

 ٚصفؼٍٛث دمذٛي ؽض٠ً ثٌشىش
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Annex (7) The questionnaire in Arabic version 

 

 استبيبٌ نقيبس استجببت انُظبو انصحي في قطبع غزة

Serial Number………………………… 

 الأول: يؼهويبث ػبيت  انقسى

  ثٌؼّش دجٌغٕٛثس:  1.1

 .  ثٔغٝ 2.روش                 1 ثٌؾٕظ :  1.2

.أسًِ/ر        4.ِطٍك/ر       3.ِضضٚػ/ر       2. أػضح/ ػضدجء     1 ثٌقجٌز ثلاؽضّجػ١ز:  1.3

 .غ١ش رٌه 5

  ِىجْ ثٌغىٓ: 1.4

 ِٛثؽٓ. 2لاؽب                ٔٛع ثٌّٛثؽٕز:  1.5

.دىجٌٛس٠ٛط         5.ددٍَٛ         4.صٛؽ١ٟٙ         3.أعجعٟ        2. أِٟ        1 ِغضٜٛ ثٌضؼ١ٍُ:  1.6

 .دوضٛسثر 7.ِجؽغض١ش        6

.دطجٌز      3.أػًّ دشىً ؽضةٟ/ِؤلش       2أػًّ دشىً دثةُ        ثٌٛػغ ثٌّٕٟٙ ثٌقجٌٟ:  1.7

 .لا أػ6ًّ .ِضطٛع       5.ِضمجػذ        4

 2470أوغش ِٓ  .3   ش١مً    2470-1974. 2  ش١مً       1974.ألً ِٓ 1  ِغضٜٛ دخً ثلأعشر :  1.8

 ش١مً 

  ػذد أفشثد ثلأعشر:  1.9

 .   لا           2.    ٔؼُ                 1 ً٘ صؼجٟٔ ِٓ ثٞ إػجلز ؟  1.10

إرث ثلإؽجدز ٔؼُ, فذد ٔٛع  1.11

 ثلإػجلز 

. 5.ػم١ٍز            4. عّؼ١ز            3. دظش٠ز          2       .فشو١ز 1

 غ١ش رٌه  فذد______________

دشىً ػجَ و١ف صم١ُ  1.12

 طقضه:

 . ع١تز ؽذثً 5 . ع١تز  4. ِؼضذٌز    3 . ؽ١ذر  2 ؽ١ذر ؽذث .1

ً٘ صؼجٟٔ ِٓ ِشع  1.13

 ِضِٓ:

 . لا       2ٔؼُ         

 

 Outpatient  انقسى انثبَي: انؼُبيت في انًراكز انصحيت )انؼيبداث(

 ً٘ صٍم١ش أٞ سػج٠ز طق١ز خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز؟  .2

 (49لا )ثٔضمً ثٌٝ ط ٔؼُ )صجدغ( 

ً٘ صٍم١ش أٞ سػج٠ز طق١ز فٟ ػ١جدر طق١ز خجسؽ١ز أٚ ً٘ لجَ أفذ ثلأؽذجء أٚ ِٓ ٠ؼٍّْٛ فٟ ِؾجي ثٌظقز  .3
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دض٠جسصه فٟ ثٌّضشي خلاي ثلاعٕٟ ػشش شٙشًث ثٌّجػ١ز ؟ )ػ١جدر طق١ز خجسؽ١ز صؼٕٟ ػ١جدر ؽذ١خ, ػ١جدر 

 سػج٠ز أ١ٌٚز, ػ١جدر خجسؽ١ز ٌٍّغضشفٝ أٚ أٞ سػج٠ز طق١ز دق١ظ ٌُ ٠ضُ ثٌذ١جس(

 (33لا )ثٔضمً ثٌٝ ط ٔؼُ )صجدغ( 

فٟ ِشوض طقٟ أَ ثْ أفذ ثلأؽذجء أٚ ِٓ  ً٘ وجٔش ِؼظُ سػج٠ضه ثٌظق١ز خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز .4

 ٠ؼٍّْٛ فٟ ِؾجي ثٌظقز صثسن فٟ ثٌّضشي ؟

ِؼظّٙج ِٓ ؽذ١خ  ِؼظّٙج فٟ ِشوض طقٟ 

أٚ ِٓ ٠ؼٍّْٛ فٟ 

ِؾجي ثٌظقز فٟ 

 ثٌّٕضي

 ِٓ ثلاع١ٕٓ ِؼجً دجٌضغجٚٞ

 ِج ٘ٛ ثٌّشوض ثٌظقٟ ثٌزٞ صز٘خ إ١ٌٗ ػجدر ػٕذ ثفض١جؽه ٌٍشػج٠ز ثٌظق١ز؟ . 5

 

ثٌّشوض ثعُ 

....................................................... 

 ِشوض طقٟ فىِٟٛ )ٚصثسر ثٌظقز(

 ِشوض طقٟ فىِٟٛ )خذِجس ؽذ١ز ػغىش٠ز(

 ِشوض طقٟ غ١ش فىِٟٛ )ٚوجٌز(

 ِشوض طقٟ غ١ش فىِٟٛ )أٍٟ٘(

 ِشوض طقٟ غ١ش فىِٟٛ )خجص(

 ِضٝ وجٔش آخش ِشر صٍم١ش ف١ٙج ثٌشػج٠ز ثٌظق١ز؟ .6

ج   ًِ خلاي ثٌغلاع١ٓ ٠ٛ

 ثٌّجػ١ز

خلاي ثٌغلاعز أشٙش 

 ثٌّجػ١ز

خلاي ثٌغضز أشٙش 

 ثٌّجػ١ز

 12-6ِج د١ٓ 

 شٙشثً ثٌّجػ١ز

 لا أروش

 وُ ِشر صسس ثٌّشوض ثٌظقٟ خلاي ثلإعٕٟ ػشش شٙشث ثٌّجػ١ز؟ .7

أوغش ِٓ أسدغ  أسدغ ِشثس علاط ِشثس ِشص١ٓ ِشر 

 ِشثس

 ِذٜ وٕش صقظً ػٍٝ ثٌشػج٠ز ثٌظق١ز ػٕذ ثلافض١جػ ث١ٌٙج, خلاي ثلإعٕٟ ػششر شٙشًث ثٌّجػ١ز؟ ثٌٝ ثٞ  .8

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

وُ وجْ ثٌٛلش ثٌزٞ ػ١ٍه أْ صٕضظشٖ ِٓ دذء ثفض١جؽه ٌٍشػج٠ز ثٌظق١ز ٚفضٝ ثٌٛلش ثٌزٞ فظٍش ف١ٗ ػٍٝ  .9

 ػشش شٙشًث ثٌّجػ١ز؟ ٘زٖ ثٌشػج٠ز, خلاي ثلإعٕٟ

 ___ عجػجس ___ دلجةك 

 

 ___ أشٙش ___ أعجد١غ ___ أ٠جَ

 ً٘ ثفضؾش لأٞ فقٛطجس ِخذش٠ز أٚ صظ٠ٛش٠ز, خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز؟ .10

 (12لا )ثٔضمً ثٌٝ ط ٔؼُ )صجدغ( 

 ثٌضظ٠ٛش٠ز ؟دشىً ػجَ وُ وجْ ػ١ٍه أْ صٕضظش لذً ثٌقظٛي ػٍٝ ٘زٖ ثٌفقٛطجس ثٌّخذش٠ز أٚ  .11

 أ٠جَ 10أوغش ِٓ  أ٠جَ 10-6 أ٠جَ 3-5 ٠َٛ 2-1 فٟ ٔفظ ث١ٌَٛ 

 دشىً ػجَ, و١ف صم١ُ صؾشدضه فٟ عشػز ثٌقظٛي ػٍٝ ثٌشػج٠ز ثٌظق١ز, خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز؟ .12

 ع١تز ؽذثً  ع١تز ِؼضذٌز ؽ١ذر ؽ١ذر ؽذثً  
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ثٌٝ سػج٠ز طق١ز, ثٌٝ أٞ ِذٜ وجْ ثٌطذ١خ, ثٌّّشػز أٚ خلاي ثلإعٕٟ ػششر شٙشًث ثٌّجػ١ز ػٕذِج ثفضؾش  .13

 غ١شُ٘ ِّٓ ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز ٠ؼجٍِٛٔه دجفضشثَ؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

أٚ أٞ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ثٌٝ أٞ ِذٜ لجَ ثٌّٛظفْٛ فٟ ثٌّشوض ِغً ِٛظفز ثلإعضمذجي .14

 ِٛظفْٛ آخشْٚ دّؼجٍِضه دجفضشثَ؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ  .15

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دجلإعضّجع إ١ٌه دؼٕج٠ز؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ثٌٝ أٞ ِذٜ صّش فقٛطجصه ثٌؾغ١ّز ِٚؼجٌؾضه دق١ظ صُ ثفضشثَ خلاي  .16

 خظٛط١ضه )ثغلاق غشفز ثٌفقض, ٚؽٛد عضجسر فٛي ثٌغش٠ش, صغط١ضه دشششف ِٕجعخ(؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

أٞ ِذٜ صم١ُ صؾشدضه  فٟ ِشثوض ثٌؼٕج٠ز ثٌظق١ز دخظٛص ثلافضشثَ ٌىشثِضه خلاي ثلإعٕٟ  دشىً ػجَ, ثٌٝ .17

 ػشش شٙشًث ثٌّجػ١ز؟

 ع١تز ؽذث ع١تز ِؼضذٌز ؽ١ذر ؽ١ذر ؽذث 

أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ .18

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دششؿ ثلأِٛس دطش٠مز ِفِٙٛز ٌه؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ .19

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دّٕقه ثٌٛلش ٌلإعضفغجس ػٓ ِشىٍضه ثٌظق١ز أٚ ػٓ ػلاؽه؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

أٞ لشثسثس دشأْ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ٚػٕذِج ر٘ذش ثٌٝ ِشوض ثٌؼٕج٠ز ثٌظق١ز ً٘ صُ إصخجر .20

 طقضه ِٚؼجٌؾضه )ِغً إػطجءن دٚثءً( أٚ ثٌم١جَ دجٌفقٛطجس؟

 (22لا )ثٔضمً إٌٝ ط ٔؼُ )صجدغ( 

أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ .21

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دّشجسوضه فٟ ثصخجر ثٌمشثس دشأْ ثٌؼٕج٠ز ده ٚثٌّؼجٌؾز ٚثٌفقٛطجس؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ .22

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دطٍخ ثلإرْ ِٕه لذً ثٌذذء دجٌّؼجٌؾز ٚثٌفقٛطجس؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

دشىً ػجَ, و١ف صم١ُ ِذٜ ِشجسوضه فغخ ِج صش٠ذ فٟ ثصخجر ثٌمشثسثس دشأْ سػج٠ضه أٚ ِؼجٌؾضه خلاي  .23

 ػشش شٙشًث ثٌّجػ١ز؟ ثلإعٕٟ
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 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

أٞ ِذٜ وجٔش ِقجدعجصه ِغ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ثٌٝ .24

آخش٠ٓ ِّٓ ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز صضظف دجٌغش٠ز ٚثٌخظٛط١ز دق١ظ أْ ثلأشخجص ث٢خش٠ٓ ثٌز٠ٓ ٌُ 

 صشدُ٘ أْ ٠غّؼٛث ثٌقٛثس ٌُ ٠ضّىٕٛث ِٓ عّجع شٟء؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

ػشش شٙشًث ثٌّجػ١ز ثٌٝ أٞ ِذٜ لجَ ثلأؽذجء, ثٌّّشػْٛ أٚ أٞ أشخجص آخش٠ٓ ِّٓ ٠ضؼجٍِْٛ  خلاي ثلإعٕٟ .25

فٟ ِؾجي ثٌظقز دجٌقفجظ ثٌٝ عش٠ز ثٌّؼٍِٛجس ثٌخجطز ده؟دّؼٕٟ أٔٗ ٌُ ٠ضُ إؽلاع أٞ شخض لا صشغخ دٗ 

 ػٍٝ فجٌضه ثٌظق١ز؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

دشىً ػجَ و١ف صم١ُ ؽش٠مز ثٌّشوض ثٌظقٟ فٟ ثلإدمجء ػٍٝ عش٠ز ثٌّؼٍِٛجس ثٌخجطز ده خلاي ثلإعٕٟ ػشش  .26

 شٙشًث ثٌّجػ١ز؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

ِج فؾُ ثٌّشجوً ثٌضٟ ٚثؽٙضٙج فٟ ثٌقظٛي ػٍٝ ؽذ١خ, ِّشع أٚ أٞ شخض آخش ِّٓ ٠ضؼجٍِْٛ فٟ ِؾجي  .27

 ثٌظقز ِٓ ثخض١جسن, خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ؟

ِشجوً  ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ِضٛعطز

 ِشجوً وذ١شر ؽذثً  ِشجوً وذ١شر

ثٌّشجوً ثٌضٟ ٚثؽٙضٙج فٟ ثخض١جس ِشوض طقٟ آخش ٌٍز٘جح إ١ٌٗ  خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ِجفؾُ .28

 غ١ش ثٌّشوض ثٌزٞ ثػضذس ػ١ٍٗ؟

ِشجوً  ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ِضٛعطز

لا ٠ٕطذك ٌُ ٠ؾشح  ِشجوً وذ١شر

 ِٓ لذً

دشىً ػجَ, و١ف صم١ُ ِذٜ ِمذسصه ػٍٝ ثعضخذثَ ِشوض طقٟ أٚ ؽذ١خ, ِّشع أٚ أٞ شخض آخش ِّٓ  .29

 ٠ضؼجٍِْٛ فٟ ِؾجي ثٌظقز دق١ظ ٠ىْٛ ِٓ ثخض١جسن أٔش خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

ِغً: ثٌّغجفز ثٌّضٛفشر ٚثٌّمجػذ ٚثٌٙٛثء ثٌٕظ١ف ٌٍّشوض ثٌظقٟ خلاي  و١ف صم١ُ ؽٛدر غشفز ثلإٔضظجس .30

 ثلإعٕٟ ػشش شٙشث ثٌّجػ١ز؟

لا ٠ٕطذك صّش  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

 ثٌض٠جسر فٟ ثٌّٕضي

و١ف صم١ُ ٔظجفز ثٌّىجْ دّج ٠شًّ ٔظجفز دٚسر ث١ٌّجٖ )ثٌّشفجع( ٌٍّشوض ثٌظقٟ خلاي ثلإعٕٟ ػشش شٙشث  .31

 ثٌّجػ١ز ؟

لا ٠ٕطذك صّش  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

 ثٌض٠جسر فٟ ثٌّٕضي

دشىً ػجَ, و١ف صم١ُ ِق١ؾ ثٌّىجْ, ِغلاً ثٌّغجفز ثٌّضٛفشر, ثٌّمجػذ, ثٌٙٛثء ثٌٕمٟ ٚثٌٕظجفز ٌٍّشوض ثٌظقٟ  .32

 خلاي ثلإعٕٟ ػشش شٙشث ثٌّجػ١ز ؟

لا ٠ٕطذك صّش  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

 ثٌض٠جسر فٟ ثٌّٕضي
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 Inpatientانقسى انثبنث: انؼُبيت في داخم انًستشفيبث 

 ً٘ دم١ش ١ٌٍز ػٍٝ ثلألً فٟ إفذٜ ثٌّغضشف١جس خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز؟ .33

 (49لا )ثٔضمً ط ٔؼُ )صجدغ( 

 ِج ٘ٛ ثعُ ثٌّغضشفٝ ثٌزٞ لؼ١ش ١ٌٍٗ ف١ٗ ِؤخشًث؟ .34

ثعُ ثٌّغضشفٝ:  

.......................................... 

 فىِٟٛ )ٚصثسر ثٌظقز(

 فىِٟٛ )خذِجس ػغىش٠ز(

 غ١ش فىِٟٛ )أٍٟ٘(

 غ١ش فىِٟٛ )خجص(

 ً٘ فظٍش ػٍٝ ثٌخذِز ثٌظق١ز فٟ ثٌّغضشفٝ فٛسًث ػٕذِج ؽٍذش رٌه؟ .35

 لا ٔؼُ 

ث خلاي صِٙذٜ فظٌٛه ٚفٟ وً ِشر ػٍٝ ثٌشػج٠ز ثٌطذ١ز ِٓ ثٌطذ١خ ٚثٌّّشػ١ٓ دجٌغشػز ثٌضٟ أسد ِج .36

 ٚؽٛدن دجٌّغضشفٝ؟

 أدذثً  ٔجدسثً  ػجدرً  غجٌذجً  دثةّجً  

دشىً ػجَ, و١ف صم١ُ صؾشدضه فٟ عشػز ثٌقظٛي ػٍٝ سػج٠ز ثٌظق١ز ِٓ ثٌّغضشفٝ خلاي ثلإعٕٟ ػشش  .37

 شٙشًث ثٌّجػ١ز؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

 دشىً ػجَ, ثٌٝ أٞ ِذٜ صم١ُ صؾشدضه  فٟ ثٌّغضشفٝ دخظٛص ثلافضشثَ ٌىشثِضه؟ .38

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

دشىً ػجَ, و١ف صم١ُ ِذٜ ِشجسوضه فٟ ثصخجر ثٌمشثس دشأْ سػج٠ضه أٚ ِؼجٌؾضه فغخ ِج صش٠ذ ٚرٌه ػٕذِج  .39

 وٕش فٟ ثٌّغضشفٝ؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽذثً  ؽ١ذ 

 دشىً ػجَ و١ف صم١ُ ثٌّغضشفٝ ِٓ ٔجف١ز ثٌقفجظ ػٍٝ عش٠ز ثٌّؼٍِٛجس ثٌشخظ١ز ثٌخجطز ده؟ .40

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

 دشىً ػجَ, و١ف صم١ُ ِذٜ ِمذسصه ػٍٝ ثٌز٘جح إٌٝ ِغضشفٝ ٌٍؼٕج٠ز ثٌظق١ز ِٓ ثخض١جسن أٔش خلاي ثلإعٕٟ .41

 ػشش شٙشًث ثٌّجػ١ز؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

دشىً ػجَ, و١ف صم١ُ ِذٜ ؽٛدر ِق١ؾ ثٌّىجْ ِغً: ثٌّغجفز ثٌّضٛفشر, ثٌّمجػذ, ثٌٙٛثء ثٌٕمٟ ٚ ثٌٕظجفز فٟ  .42

 ثٌّغضشفٝ؟

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

فضشر ٚؽٛدن فٟ ثٌّغضشفٝ ِج ِذٜ فؾُ ثٌّشىٍز ثٌضٟ ٚثؽٙضٙج فٟ ثٌقظٛي ػٍٝ ٚؽذجس ؽؼجَ طجٌقز  خلاي .43

 ٌلأوً ٚطق١ز؟
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ِشجوً وذ١شر  ِشجوً وذ١شر ِشجوً ِضٛعطز ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ؽذث

ثٌّغضشفٝ دجٌغّجؿ ٌؼجةٍضه  خلاي فضشر ٚؽٛدن فٟ ثٌّغضشفٝ ِج ِذٜ فؾُ ثٌّشىٍز ثٌضٟ ٚثؽٙضٙج فٟ ثلٕجع .44

 ٚأطذلجةه دض٠جسصه ؟

ِشجوً وذ١شر  ِشجوً وذ١شر ِشجوً ِضٛعطز ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ؽذث

خلاي فضشر ٚؽٛدن فٟ ثٌّغضشفٝ ِج ِذٜ فؾُ ثٌّشىٍز ثٌضٟ ٚثؽٙضٙج فٟ ثلٕجع ثٌّغضشفٝ دجٌغّجؿ ٌؼجةٍضه  .45

 ثٌخ؟…دجفض١جؽجصه ثٌشخظ١ز, ِغً أْ ٠قؼشٚث ٌه أوٍه ثٌّفؼً أٚ طجدٛٔه ثٌّفؼً  ٚأطذلجةه دجلإ٘ضّجَ

ِشجوً وذ١شر  ِشجوً وذ١شر ِشجوً ِضٛعطز ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ؽذث

ثٌّغضشفٝ  خلاي فضشر ٚؽٛدن فٟ ثٌّغضشفٝ ِج فؾُ ثٌّشىٍز ثٌضٟ ٚثؽٙضٙج  فٟ فجي ٚؽٛد٘ج  فٟ ثلٕجع .46

 دجٌغّجؿ ٌه دّّجسعز ثٌشؼجةش أٚ ثٌطمٛط ثٌذ١ٕ٠ز إرث أسدس رٌه؟

ِشجوً وذ١شر  ِشجوً وذ١شر ِشجوً ِضٛعطز ِشجوً دغ١طز لا ٠ٛؽذ ِشجوً 

 ؽذث

دشىً ػجَ, و١ف صم١ُ ِذٜ عّجؿ ثٌّغضشفٝ ٌه دجٌضٛثطً ِغ ثلأً٘ ٚثلأطذلجء ٚأْ صغضّش فٟ ِّجسعز  .47

 ٚ/أٚ ثٌشؼجةش ثٌذ١ٕ٠ز خلاي فضشر إلجِضه فٟ ثٌّغضشفٝ؟ ثٌٕشجؽجس ثلإؽضّجػ١ز

 ع١ب ؽذثً  عٟء ِضٛعؾ ؽ١ذ ؽ١ذ ؽذثً  

خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز, ً٘ صّش ِؼجٍِضه  :سؽجء أؽخ ح "ٔؼُ" أٚ "لا" ػٍٝ ثلأعتٍز ثٌضج١ٌز .48

 ثلإؽجدجس ثٌضٟ صٕذطك( )صقمك ِٓ وجفز :دطش٠مز ع١تز ِٓ لذً ثٌّشثوض ثٌظق١ز أٚ ثٌّغضشف١جس فٟ دٍذن دغذخ

 ثٌغذخ لا ٔؼُ 

 ثٌؾٕغ١ز   

 ِٕطمز ثٌغىٓ   

 ػذَ ٚؽٛد صأ١ِٓ خجص   

 ؽضء ِٓ ِؾّٛػز ػشل١ز   

 ثٌٍْٛ   

 ثٌؾٕظ   

 ثٌٍغز   

 ثٌذ٠ٓ   

 ثٌّؼضمذثس ثٌغ١جع١ز   

 ثٌقجٌز ثٌظق١ز   

 ػذَ وفج٠ز ثلأِٛثي   

 ...............(غ١ش٘ج )فذد   

خلاي ثلإعٕٟ ػشش شٙشًث ثٌّجػ١ز ً٘ فظً ٚأْ ثفضؾش ثٌٝ خذِز طق١ز ٌٚىٕه ٌُ صقظً ػ١ٍٙج لأٔه لا  .49

 صغضط١غ صقًّ ثٌٕفمجس؟

 لا ٔؼُ 

. سؽجء ثلشأ ثٌذطجلجس ثٌضج١ٌز. صظف ٘زٖ ثٌذطجلجس دؼؼًج ِٓ ِخضٍف ثٌطشق ثٌضٟ صظٙش ف١ٙج ِشثوض ثٌؼٕج٠ز 50

ثلإفضشثَ ٌٍٕجط ٚصؾؼٍُٙ ِشوض ث٘ضّجِٙج. دجٌضفى١ش ف١ّج ٘ٛ ِىضٛح ػٍٝ ٘زٖ ثٌذطجلجس ٚفٟ ثٌٕظجَ ثٌظق١ز فٟ دٍذن 

 ثٌظقٟ وىً, أٞ ِٕٙج صؾذٖ أوغش أ١ّ٘ز دجٌٕغذز ٌه ٚأٞ ِٕٙج ٘ٛ ثلألً أ١ّ٘ز؟
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 انكرايت

 .َأْ ٠ضُ إظٙجس ثلافضشث 

  أْ ٠ضُ ثٌفقض ثٌطذٟ ِغ ثٌقفجظ ػٍٝ ثٌخظٛط١ز

 ٚثٌغش٠ز.

 أْ ٠غضّغ ٌه ثٌطذ١خ أٚ ثٌشخض ثٌّؼجٌؼ دؼٕج٠ز . 

 سريت انًؼهويبث

  ثٌقفجظ ػٍٝ عش٠ز ثٌّؼٍِٛجس ثٌطذ١ز ثٌّضؼٍمز

  دجٌّش٠غ

  ِٓ ٚأْ صضُ ثٌّقجدعز ِغ ثلأؽذجء, ثٌّّشػْٛ, أ

دطش٠مز لا ٠غّؼىُ  ٠ؼٍّْٛ فٟ ِؾجي ثٌظقز

ف١ٙج ثلأشخجص ث٢خشْٚ فٌٛىُ ِّٓ لا صشغخ 

 فٟ أْ ٠غضّؼٛث ٌىُ

 الإختيبر

  ٚأْ صىْٛ لجدسًث ػٍٝ ثخض١جس ثٌطذ١خ أٚ ثٌّّشع أ

 دجٌؼٕج٠ز ثٌطذ١ز ده شخض آخش ٠مَٛ ػجدر

  أْ صىْٛ لجدسًث ػٍٝ ثٌز٘جح ثٌٝ ِشوض طقٟ آخش إرث

 أسدس رٌه

 الإَتببِ انسريغ

  أْ ٠ىْٛ ثٌّشوض ثٌطذٟ ػٍٝ دؼذ ِغجفز ِؼمٌٛز

ثٌّغضغشق ٌٍٛطٛي  ِٓ د١ضه ٚأْ ٠ىْٛ ثٌٛلش

 ثٌطذٟ ِؼمٛلاً أ٠ؼًجثٌٝ ثٌّشوض 

  ثٌقظٛي ػٍٝ ػٕج٠ز ؽذ١ز عش٠ؼز فٟ فجلاس

 ثٌطٛثسا

  ٚ أْ ٠ىْٛ ٚلش ثلإٔضظجس لظ١شًث ٌٍّٛثػ١ذ

ِٓ ثٌفقض  ثلإعضشجسثس, إػجفز ثٌٝ ثلإٔضٙجء

 ثٌطذٟ دغشػز

  أْ صىْٛ لٛثةُ ثلإٔضظجس ٌٍقجلاس ثٌؾشثف١ز غ١ش

 ثٌطجسةز لظ١شر

 الإستقلال وانحريت

  أْ ٠مَٛ ثٌطذ١خ أٚ ثٌشخض ثٌّؼجٌؼ دششؿ ثلاِٛس

  دطش٠مز ِفِٙٛز ٌه

 أْ ٠ضُ ِٕقه ثٌٛلش ثٌىجفٟ ٌضطشؿ ثلأعتٍز 

  ٟأْ صضُ ِشجسوضه فٟ صمش٠ش ثٌؼٕج٠ز ثٌطذ١ز أٚ ثٌؼلاػ ف

  فجي أسدس رٌه

  أْ ٠مَٛ ثٌطذ١خ أٚ ثٌشخض ثٌّؼجٌؼ دجلإعضتزثْ ِٕه

 ثٌفقض لذً دذء ثٌؼلاػ أٚ

 يط انًكبٌ ككم(انبيئت انًحيطت )يح

  صٛفش ِغجفز وجف١ز, ِمجػذ ٚ٘ٛثء ٔمٟ فٟ غشفز

  ثلإٔضظجس

 )َأْ ٠ىْٛ ثٌّىجْ ٔظ١فجً )دّج فٟ رٌه ثٌقّج  

 ًأْ ٠ىْٛ ثٌطؼجَ طق١جً ٚطجٌقًج ٌلأو 

 انذػى الإجتًبػي

 أْ ٠ضُ ثٌغّجؿ دض٠جسر ثلألجسح ٚثلأطذلجء 

 ْ٠ضُ ثٌغّجؿ ٌه دضٍمٟ ثٌطؼجَ ٚثٌٙذث٠ج ثلأخشٜ ِٓ ثلألجسح أ 

 أْ ٠غّـ ٌه دّّجسعز ثٌشؼجةش ٚ ثٌطمٛط ثٌذ١ٕ٠ز 

 

 ..................                                     الأقم أهًيت ...................................الأكثر أهًيت ..............       
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Annex (8) The questionnaire in English version 

 

Questionnaire to assess the responsiveness of health system in Gaza Governorate 

Serial Number ………………………………… 

Part 1: General information 

1.1 Age: ………. Years 

1.2 Gender: 1. Male                 2. Female 

1.3 Marital status: 1. Single      2. Married     3. Divorced    4. Widowed    5. 

other    

1.4 Place:  

1.5 Refugee status: 1. Refugee          2. Non-refugees  

1.6 Education: 1. Illiterate        2. Preparatory      3. General secondary    

4. Diploma   5. Bachelor       6. Master degree 

1.7 Working status: 1. Full time job   2. Part time job    3. Volunteer     4. 

Retired     5. Unemployed  

1.8 Monthly income: 1. less than 1974 shekl     2. 1974-2470 shekl      3. more 

than 2470 shekl 

1.9 Family members:  

1.10 Do you suffer from 

disability? 

1. Yes       2. No  

1.11 If yes, specify: 1. mobility     2. Visual      3. Hearing     4. Mental      5. 

Other, specify________ 

1.12 In general, how 

would you rate your 

health? 

1. Very good     2. Good     3. Moderate     4. Bad    5. 

Very bad 

1.13 Do you suffer from 

any NCDs? 

1. Yes      2. No  
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Part 2: Care in health centers (Clinics) (Outpatient services) 

2. Have you received any health care in the last 12 months? 

 1. Yes            2. No (Go to Q49) 

3. In the last 12 months, did you get any health care at an outpatient health facility or 

did a health care provider visit you at home? (An outpatient health facility is a 

doctor‟s consulting room, a clinic or a hospital outpatient unit-any place outside 

your home where you did not stay overnight.) 

 1. Yes           2. No (Go to Q33) 

4. In the last 12 months, did you get most of your health care at a health facility or 

most from a health provider who visited you in your home? 

 1. Mostly at a health facility 

2. Mostly from a health provider in my home 

3. Equally from both 

5. What is the health center you usually go to when you need medical care? 

 Name of health 

center…………………………….. 

1. Governmental health center 

(MoH) 

2. Governmental health center 

(MMS) 

3. UNRWA 

4. NGOs 

5. Private 

6. When was your last (most recent) visit to a health facility or provider? Was it… 

 1. In the last 30 days? 

2. In the last 3 months? 

3. In the last 6 months? 
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4. Between 6 months and 12 months ago? 

5. Don‟t remember 

7. In the last 12 months, how many times did you visit the health center? 

 1. Once     2. Twice    3. Three times     4. Four times    5. More than four 

times 

8. In the last 12 months, when you wanted care, how often did you get care as soon 

as you wanted? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

9. In the last 12 months, how long did you usually have to wait from the time that 

you wanted care to the time that you received care? 

 ________________minutes 

________________hours 

________________days 

________________weeks 

________________months 

10. In the last 12 months, have you needed any laboratory tests or examinations? 

Some examples of these tests or special examinations are blood tests, scans or X-

rays. 

 1. Yes       2. No (Go to Q12) 

11. Generally, how long did you have to wait before you could get the laboratory tests 

or examinations done? 

 1. Got them the same day 

2. 1-2 days 

3. 3-5 days 

4. 6-10 days 
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5. More than 10 days 

12. Now, overall, how would you rate your experience of getting prompt attention at 

the health services in the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

13. In the last 12 months, when you sought health care, how often did doctors, nurses 

or other health care providers treat you with respect? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

14. In the last 12 months, how often did the office staff, such as receptionists or clerks 

there, treat you with respect? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

15. In the last 12 months, how often did doctors, nurses or other health care providers 

listen carefully to you? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

16. In the last 12 months, how often were your physical examinations and treatments 

done in a way that your privacy was respected (close the examination room, a 

curtain around the bed, suitable cover)? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

17. Now, overall, how would you rate your experience of being treated with dignity at 

the health services in the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

18. In the last 12 months, how often did doctors, nurses or other health care providers, 

explain things in a way you could understand? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

19. In the last 12 months, how often did doctors, nurses, or other health care providers 

give you time to ask questions about your health problem or treatment? 



96 
 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

20. In the last 12 months, when you went for health care, were any decisions made 

about your care, treatment (giving you drugs, for example) or tests? 

 1. Yes            2. No (Go to Q22) 

21. In the last 12 months, how often did doctors, nurses or other health care providers 

involve you as much as you wanted to be in deciding about the care, treatment or 

tests? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

22. In the last 12 months, how often did doctors, nurses or other health care providers 

ask your permission before starting the treatment or tests? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

23. Now, overall, how would you rate your experience of getting involved in making 

decisions about your care or treatment as much as you wanted in the last 12 

months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

24. In the last 12 months, how often were talks with your doctor, nurse or other health 

care provider done privately so other people who you did not want to hear could 

not overhear what was said? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

25. In the last 12 months, how often did your doctor, nurse or other health care 

provider 

keep your personal information confidential? This means that anyone whom you 

did not want informed could not find out about your medical conditions. 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

26. Now, overall, how would you rate your experience of the way the health services 
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kept information about you confidential in the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

27. Over the last 12 months, with the doctors, nurses and other health care providers 

available to you how big a problem, if any, was it to get a health care provider you 

were happy with? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem 

5. Extreme problem 

28. Over the last 12 months, how big a problem, if any, was it to get to use other 

health services other than the one you usually went to? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem 

5. Not applicable – never tried 

29. Now, overall, how would you rate your experience of being able to use a health 

care provider or service of your choice over the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

30. Thinking about the places you visited for health care in the last 12 months, how 

would you rate the basic quality of the waiting room, for example, space, seating 

and fresh air? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Not applicable – 

visited at home 
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31. Thinking about the places you visited for health care over the last 12 months, how 

would you rate the cleanliness of the place including toilets? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Not applicable – 

visited at home 

32. Now, overall, how would you rate the quality of the surroundings, for example, 

space, seating, fresh air and cleanliness of the health services you visited in the last 

12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Not applicable – 

visited at home 

 

Part 3: Care in hospitals (Inpatient services) 

33. Have you stayed overnight in hospital in the last 12 months? 

 1. Yes                   2. No (Go to Q49) 

34. What was the name of the hospital you stayed in most recently? 

 

Hospital 

name……………………………. 

1. Governmental (MoH) 

2. Governmental (MMS) 

3. NGO 

4. Private 

35. Did you get your hospital care as soon as you wanted? 

 1. Yes          2. No  

36. When you were in the hospital, how often did you get attention from doctors and 

nurses as quickly as you wanted? 

 1. Always          2. Often            3. Usually       4. Sometimes     5. Never 

37. Now, overall, how would you rate your experience of getting prompt attention at 
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the hospital in the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

38. Overall, how would you rate your experience of being treated with dignity at the 

hospital? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

39. Overall, how would you rate your experience of getting involved in making 

decisions about your care or treatment as much as you wanted when you were in 

hospital? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

40. Overall, how would you rate your experience of the way the hospital kept personal 

information about you confidential? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

41. Overall, how would you rate your experience of being able to use a hospital of 

your choice over the last 12 months? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

42. Overall, how would you rate the quality of the surroundings, for example, space, 

seating, fresh air and cleanliness of the hospital? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

43. When you stayed in a hospital, how big a problem, if any, was it to have healthy 

and edible food? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem 

5. Extreme problem 
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44. When you stayed in a hospital, how big a problem, if any, was it to get the hospital 

to allow your family and friends to visit you? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem  

5. Extreme problem 

45. When you stayed in a hospital, how big a problem, if any, was it to get the hospital 

to allow your family and friends to take care of your personal needs, such as 

bringing you your favorite food, soap etc..? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem 

5. Extreme problem 

46. During your stay in the hospital, how big a problem, if any, was it to have the 

hospital allow you to practice religious or traditional observances if you wanted 

to? 

 1. No problem 

2. Mild problem 

3. Moderate problem 

4. Severe problem 

5. Extreme problem 

47. Now, overall, how would you rate your experience of how the hospital allowed 

you to interact with family, friends and to continue your social and/ or religious 
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customs during your stay over? 

 1. Very good       2. Good       3. Moderate      4. Bad      5. Very bad   

48. Please check with either a yes or no for each question. In the last 12 months were 

you treated badly by health centers or hospitals in your country because of your: 

(Check all that apply) 

 Yes  No  reason 

   Nationality  

   place 

   Lack of private insurance 

   Ethnicity 

   Color 

   Sex 

   Language 

   Religion 

   Political/other beliefs 

   Health status 

   Lack of wealth or money 

   Other (specify)_____________ 

49 In the last 12 months, did you ever not seek health care because you could not 

afford it? 

 1. Yes             2. No  

 

50. Read the cards below. These provide descriptions of some different ways the health 

care services in your country show respect for people and make them the center of care. 
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Thinking about what is on these cards and about the whole health system, which is the 

most important and the least important to you? 

DIGNITY 

 being shown respect 

 having physical examinations conducted 

in privacy 

 having the provider listen to you carefully 

CONFIDENTIALITY OF INFORMATION 

 having your medical history kept 

confidential 

 having talks with health providers done so 

that other people who you don‟t want to 

have hear you can‟t overhear you 

CHOICE 

  being able to choose your doctor or nurse 

or other person usually providing your 

health care 

 being able to go to another place for 

health care if you want to 

PROMPT ATTENTION 

 having a reasonable distance and travel 

time 

 from your home to the health care provider 

 getting fast care in emergencies 

 having short waiting times for 

appointments and consultations, and 

getting tests done quickly 

 having short waiting lists for non-

emergency surgery 

AUTONOMY 

 having the provider explain things so you 

can understand 

 having time to ask questions 

 being involved in deciding on your care or 

treatment if you want to 

 having the provider ask your permission 

before starting treatments or tests 

SURROUNDINGS OR ENVIRONMENT 

  having enough space, seating and fresh air 

in the waiting rooms 

 having a clean facility (including clean 

toilets) 

 having healthy and edible food 

SOCIAL SUPPORT 

 being allowed to be visited by relatives and friends 

 being allowed the provision of food and other gifts by relatives 

 being allowed freedom of religious practices 

 

Most important _________________              least important ____________________ 
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Annex (9): Focus groups interviews questions. 

 

Focus Groups interviews questions 

1. In your perspective, to what extent did you think you were treated with dignity at 

the health services in the last 12 months? 

Probing questions 

 Respect 

 Concern 

 Listen to you carefully 

2. How would you rate your experience of getting prompt attention at the health 

services in the last 12 months? 

Probing questions 

 Getting fast care in emergencies 

 Short waiting lists  

3. In your perspective, to what extent did you think you were getting involved in 

making decisions about your care or treatment as much as you wanted in the last 12 

months? 

Probing questions 

 Provided with information 

 Consulted on preference 

 Patient consent 

4. How would you rate your experience of the way the health services kept 

information about you confidential in the last 12 months? 

Probing questions 

 Privacy "others can't overhear consultation" 

 Patient information/medical records confidentiality 
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5. How do you evaluate your experience of being able to use a health care provider or 

service of your choice over the last 12 months? 

Probing questions 

 Choose health institution 

 Choose health provider 

6. What do you think about the quality of the surroundings, for example, space, 

seating, fresh air and cleanliness of the health services you visited in the last 12 

months? 

Probing questions 

 Having enough space, seating and fresh air in the waiting rooms 

 Having a clean facility (including clean toilets) 

 Having healthy and edible food 

7. From your view, how would you rate your experience of how the hospital allowed 

you to interact with family, friends and to continue your social and/ or religious 

customs during your stay over? 

Probing questions 

 Visits by relatives and friends 

 Religious practices 
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Annex (10): Focus groups interviews consent form 

 

 ًَورج انًوافقت

 ػض٠ضٞ/صٟ ثٌّشجسن/ر

 صخظض إدثسر طق١ز دؾجِؼز ثٌمذط. –أٔج ثٌطجٌذز/ ٘جٌز ِقّذ ؽٛدر, ٍِضقمز دذشٔجِؼ ِجؽغض١ش ثٌظقز ثٌؼجِز 

قيبس يذى استجببت انُظبو انصحي في قطبع إٔٗ ١ٌغؼذٟٔ أْ صىْٛ/ٞ أفذ ثٌّشجسو١ٓ فٟ ٘زٖ ثٌذسثعز ٚثٌضٟ صٙذف إٌٝ 

 ٔٗ لافمجً أْ ٠غجُ٘ فٟ صقغ١ٓ ؽٛدر ٘زٖ ثٌخذِجس.ِٓ ف١ظ ثٌخذِجس غ١ش ثٌظق١ز ثٌّمذِز ٌٍّشػٝ, ِّج دئِىج غزة

 و١ٍز ثٌظقز ثٌؼجِز. –٘زٖ ثٌذسثعز ؽضء ِٓ ِضطٍذجس دشٔجِؼ ثٌّجؽغض١ش 

أخٟ / أخضٟ ثٌّشجسن/ر: ع١مَٛ ثٌذجفظ دئؽشثء ؽٍغز ِٕجلشز ؽّجػ١ز ٌّغضف١ذٞ ثٌٕظجَ ثٌظقٟ فٟ لطجع غضر ٚفٟ فجي 

ه ثٌّشجسوز فٟ ثٌّٕجلشز ٚثلاؽجدز ػٍٝ ثلأعتٍز ثٌّطشٚفز, ِغ ثٌؼٍُ دّج أدذ٠ظ ثٌّٛثفمز ٌٍّشجسوز فٟ ٘زٖ ثٌذسثعز ػ١ٍ

:ٍٟ٠ 

 .ِشجسوضه ؽٛػ١ز فٟ ٘زٖ ثٌذسثعز ٠ٚقك ٌه ثٌمذٛي أٚ ثٌشفغ أٚ ثلأغقجح ِضٝ شتش 

 .صغضّش ثٌّٕجلشز فٛثٌٟ عجػز صمش٠ذج 

 .لا صٛؽذ ثؽجدجس طق١قز أٚ ثؽجدجس خجؽتز 

 ع١ضُ صذ٠ٚٓ ِج ٠مجي فٟ ثٌٕمجػ 

 ش أٞ ِٓ أعّجء ثٌّشجسو١ٓ ففجظجً ػٍٝ ثٌغش٠ز.ٌٓ ٠ضُ رو 

 

 شكراً نتؼبوَكى

 يغ خبنص الاحتراو وانتقذير

 انببحثت: هبنت يحًذ جودة   

 جبيؼت انقذس-كهيت انصحت انؼبيت 
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Annex (11): Experts and professional consulted 

 

1. Dr. Bassam Abu Hamad. 

Associate Professor – Faculty of Public Health – Al-Quds University 

2. Dr. Mohammed Al Kashef 

Director of Palestine Medical Council 

3. Dr. Yousef Al Jeesh 

Professor Doctor – Islamic University of Gaza 

4. Dr. Mahomoud Radwan. 

Public Health Institute – World Health Organization 

5. Dr. Midtkal Hassouna. 

Health expert  
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والارتباطات الأبعاد: غزة قطاع في الصحي النظام استجابةعنوان الدراسة:   
 إعداد: هالة محمد جودة
 إشراف: أ.د. يحيى عابد

 ملخص الدراسة
على  تلبةىة تعقتىال النىاس ب صىعع تمىاعلام مىم النظىام  النظام الصحي قدرةاستجابة النظام الصحي في تتمثل 

ةعجد للاستجابة سبتة أبتىاد ممىا أعتىحتاا منظمىة ، بتةداً من تعقتاتام للتحسن في الحالة الصحةة أع الرفاهةة. الصحي
الصىىحة التالمةىىةك المرامىىة عايسىىتللالةة عالسىىرةة عايهتمىىام المىىعرا عالىىدعم ايجتمىىاعي عجىىعدة المرافىى  ا ساسىىةة ع ةىىارال 

 .ملدمي ال دمال
ظىىام الرعاةىة الصىىحةة باسىىت دام دراسىىة عصىىمةة عتحلةلةىة عىىاملة. تىىم جمىىم البةانىىال قامىل الباحثىىة بتلةىىةم اسىىتجابة ن

. عى ع عتتبةىة ايسىتبان متاىم فىي البةىعل ;90ملابلىة مىن  ىلال  است دام استبةان مىن مسىا الصىحة التالمةىةبالممةة 
لجمم البةانال من المستمةدةن من نظام الرعاةىة الصىحةة حىعل  تةنبؤرة مجمععتةنأما بالنسبة للبةانال النععةة فتم إجراء 

، مىىان مجتمىىم الدراسىىة عبىىارة عىىن سىىمان مدةنىىة صىىزة تجىىاربام المتتللىىة بالجعانىىا صةىىر الصىىحةة ل ىىدمال الرعاةىىة الصىىحةة
 عاماً عأمثر. :8الذةن تتراعح أعمارهم من 

٪(. مانىىل أفتىىل ا بتىىاد التىىي تىىم تلةةماىىا هىىي العصىىعل إلىى  ;;.9:مىىان مسىىتعس ايسىىتجابة التامىىة جةىىدًا جىىدًا  
٪( بنىىىىاءً علىىىى  تجىىىىارا المعىىىىارمةن فةمىىىىا ةتتلىىىى  بتمىىىىاعلام مىىىىم النظىىىىام 88.:;٪( عالسىىىىرةة  98.;;الىىىىدعم ايجتمىىىىاعي  

٪( نلىىاض تىىت  فىىي النظىىام 5:.:8صىىحةة  ٪( عا تةىىار ملىىدم الرعاةىىة ال;95.9الصىىحي. أظاىىر مىىل مىىن ايسىىتللالةة  
الصحي. أما ب صىعع مىدس أهمةىة ا بتىاد للمعىارمةن، مىان ايقتىراح ا عل لمتظىم المعىارمةن فىي الدراسىة هىع المرامىة 

٪( 88٪( عجىعدة المرافى  ا ساسىةة  9٪( ، عفي العقل نمسه ، تم اقتراح اي تةىار  20٪( ، ةلةه ايهتمام المعرا  22 
أهمةىىة. بالنسىىبة لملارنىىة النتىىاةع فىىي الرعاةىىة ا علةىىة عالرعاةىىة الثانعةىىة، تىىم تلةىىةم جىىعدة المرافىى  ا ساسىىةة  علىى  أنىىه ا قىىل

مىم عجىعد ا تلافىال بل ىل  دا ىل المستعىمةالعايستللالةة بعمل أفتل في التةادال ال ارجةة عناا في رعاةة المرت  
المرامىىىة بعىىىمل أفتىىىل فىىىي رعاةىىىة المرتىىى  دا ىىىل  ٪ علىىى  التىىىعالي. عمىىىم ذلىىى  ، تىىىم ا بىىىلا  عىىىن80.29٪ ع :89.9

مانىل نتىاةع البةانىال النععةىة تتعىابه مىن النتىاةع الممةىة لمىل  .٪(5;.9المستعمةال مناا في التةىادال ال ارجةىة  بنسىبة 
عة من جعدة المراف  ا ساسةة عالدعم ايجتماعي عاي تةار عايسىتللالةة، بةنمىا مانىل أقىل لمىل مىن المرامىة عالسىرةة عسىر 

 ايستجابة.
أظاىىىىرل النتىىىىاةع أن ا نىىىىاي ةتىىىىاملن بضرةلىىىىة مرةمىىىىة أمثىىىىر مىىىىن الرجىىىىال عمىىىىن المىىىىرجا أن ةحصىىىىلن علىىىى  الىىىىدعم 
ايجتماعي  لال فترال الممعي في المعم  أمثر من الذمعر. علاعة عل  ذل ، ةتمتم المعارمعن الذةن تتىراعح أعمىارهم 

عامًىا عأمثىر.  88ا ساسةة ملارنة بالمعارمةن الذةن تبلى  أعمىارهم عامًا بدرجة أعل  في جعدة المراف   80إل   98بةن 
أفىىاد المعىىارمعن ذعع المسىىتعس التتلةمىىي المىىن م  عىىن مسىىتعس اسىىتجابة أعلىى  مىىن أعلةىى  الىىذةن لىىدةام مسىىتعس تتلةمىىي 

عةىادال أعل . من عجاىة نظىر المعىارمةن فىي الدراسىة، فىون مسىتعس ايسىتجابة التامىة فىي التةىادال ال اصىة أعلى  مىن 
عزارة الصحة عأعل  من عةادال ا عنرعا. مىن ناحةىة أ ىرس ، أفىاد التىاملعن فىي عةىادال عزارة الصىحة بمسىتعس اسىتجابة 
أقل من عةادال ا عنرعا. أفاد المعارمعن في الدراسة الذةن استمادعا من المستعمةال الحمعمةة عن مستعس استجابة أقىل 

 .تعمةال صةر الحمعمةةمن المعارمةن الذةن استمادعا من المس
فىىي النااةىىة تلتىىرح الباحثىىة أنىىه ةممىىن تحسىىةن اسىىتجابة النظىىام الصىىحي مىىن  ىىلال تنمةىىذ تىىدرةبال لصىىانتي اللىىرار 
عا دارةةن عملدمي الرعاةة الصحةة فىي مماىعم ايسىتجابة عأبتادهىا ، أةتىاً تلتىرح الباحثىة التمىل على  تحسىةن ايسىتجابة 

  قل اعتمادًا عل  المعارد المالةة مثل المرامة عايستللالةة عالسرةة. من  لال الترمةز عل  ا بتاد ا


