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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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Chapter 1

Introduction

1.1 Background

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).



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.

1.2 Problem statement

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.



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 (l.e., designs, monitoring, development...) and based on
facts and feedbacks of participants of different natures (l.e., different age groups, sex, level

of education...).

1.3 Justification

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.



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.

1.4  General objective

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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1.5 Specific objectives

- 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.

1.6 Context

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 4million males
and 1.01million 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



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).



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 159PHC 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).



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).



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.

1.7 Corona Virus Disease 2019 (COVID-19)

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).



1.8 Definitions

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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Chapter 2

Literature Review

2.1 Conceptual framework

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

this study.

== e
l

i

Figure (2.1): Self-developed Conceptual Framework

14



2.2 Literature

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

19



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

21



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.

3.1 Study design

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.

3.2 Study period

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.

3.3 Study settings

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.

3.4 Study population

The population of this study is the residents of the Gaza governorate with an estimated
population of 678669 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.

3.5 Selection criteria

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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3.6 Study sample and sampling

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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3.7 Study instrument

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.

e Health services utilization.

¢ Importance of responsiveness domains from people’s view.

e 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.

3.8 Scientific rigor

3.8.1 Quantitative part - Validity and Reliability

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

e 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.

e 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.

e Cronbach’s Alpha was calculated with a result of 0.8 for the health system
responsiveness scale.

e Training of data collectors on the client interviewing steps and the way of asking
questions. This assured standardization of questionnaire filling.

e Ongoing checking and verifications of the completed questionnaires.

e 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.

3.9 Ethical and administrative considerations

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.

3.10 Data Collection

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.

29



3.11 Data entry and analysis

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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3.12 Limitations of the study

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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Chapter 4

Findings and Discussion

4.1 Introduction

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.

4.2 Characteristics of the study population

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).

@ Males

@ Females

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

5or less 137 335
Between 5 and 8 160 39.1
9 or more 112 27.4
Total 409 100.0
Education level

Iliterate 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 219 535
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).

100%
00% 1000%
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30%
20%
10%

0%

i Retired
= Unemployed

H Employed

Male Female All participants

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.

90.00%

82.60%

80.00%
70.00%
60.00%
50.00%
40.00%
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Figure (4.3): Distribution of the study population according to their monthly income.

4.2.3 Health characteristics of the study population

As shown in table (4.2), 81.4% of the study population rated their health status as good or

better while only 18.6% rated their health status as moderate or bad.

Findings show that 93.2% of the study population didn’t have any type of disability at the

time of data collection and only 6.8% were people with disabilities.
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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
care?

(outpatient) you usually go

to when you need medical

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 15
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 1.7
Between 6 months and 12 | 8 2.5
months ago

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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4.3 Health system responsiveness

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.

Overall Responsiveness is 84.99%

Social support |, 09.51%

Confidentiality 98.61%

Dignity | 94.62%

Basic amenities 82.36%
Prompt Attention 79.21%
Autonomy 73.59%

Choice [ 65.83%

Figure (4.4): Overall responsiveness and domains level.

The best performing domain was access to social support (99.51%) based on participants’
experiences regarding their interaction with the health system, followed by confidentiality
(98.61%), dignity (94.62%), quality of basic amenities (82.36%) and prompt attention
(79.21%), whilst, autonomy and choice of health provider were evaluated the lowest in

both outpatient and inpatient care with means of 73.59% and 68.83% respectively.

Except for the one research that assessed the responsiveness of inpatient services at the
public general hospitals in Gaza (Shaqura et al., 2021), this may be the first household-

based study about the overall healthcare system responsiveness in the Gaza Strip, while
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several studies on patient satisfaction and quality of care were conducted by (Alkhalaileh

etal., 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.

4.4 Importance of domains of responsiveness

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).

Social support 13.56%

Basic amenities 10.54%

Autonomy 14.29%

19.74%

Prompt attention

Choice 5.49%

Confidentiality 14.03%

Dignity 22.36%

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

4.5 Comparing Responsiveness in Outpatient Care and Hospital Inpatient Care

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

Concerning the basic amenities, table 4.4 shows that the quality of basic amenities domain
score in inpatient care was (69.55%), while in outpatient care was (85.33%). A lower score
in inpatient care may be attributed to the fact that clean rooms, adequate beds, quantity and
quality of water and food are aspects of care that are often highly valued by the individuals
who stay overnights in hospitals. Moreover, increasing the use of physical attributes of
inpatient care facilities rather than in outpatient services eventually increases the need for
constant and continuous cleaning and maintenance which is difficult in light of the lack of

resources in hospitals.

As shown in table (4.4) the autonomy domain score in inpatient care was (65.45%), while
in outpatient care was (75.72%). Autonomy, namely being provided with information,
consulted on preference and providing consent to medical procedures, seems not to have

been given sufficient attention from inpatient care services. A lower score in 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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4.6 Health system responsiveness of outpatient care

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).

Confidentiality
100%

Choice Dignity

—=@- Qutpatient

Autonomy Basic amenities

Prompt attention

Figure (4.7): Responsiveness domains of outpatient services

4.6.1 Prompt Attention

Table (4.5) reflects the participants’ responses to their experiences with getting rapid
outpatient care services. The overall weighted mean for the prompt attention domain was
78.34%, indicating that the health system is characterized by a good level of prompt

attention.
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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

No.| % | No.| % [ No.| % No. | % | No. | % Mean

Got care when wanted 54 |16.7 126 | 39 | 131|406 | 12 |3.7| O 0 | 73.75%

Waiting time for health care | 206 | 63.8 | 87 | 269 | 24 | 7.4 5 16| 1 |03]| 90.46%

Waiting time for requested
99 | 40.1|140 | 56.7| 2 | 0.8 2 |08| 4 |0.6| 86.56%
tests

Very Good Good Moderate Bad Very Bad

General impression of
8 | 25|91 |288|220|681| 4 |12]| O 0 | 66.38%
prompt attention

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

Always Often Usually | Sometimes | Never | weighted

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

Respected by medical staff 308 | 95.4 | 13 4 1 /03] 1 [03| 0 | 0| 98.88%

Respected by office staff 311 | 963 | 9 2.8 2 |06 1 (03] 01O 99%

Listen carefully to you 34 105|154 | 4771126 | 39| 9 |28 | 0 | 0 | 73.19%

Privacy 319 | 988 | 4 12 | 0 0 0 0 0 | 0| 99.75%
Very Good Good Moderate Bad Very Bad

General impression of dignity | 273 | 845 | 43 | 133 | 7 |17 | O 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, 1

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

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

Explain things 17 |53 | 181 |56 108 | 334 |17 |53 |0 0 | 72.26%

Got time to ask questions 24 |74 | 141|437 (128 396 |30 |93 |0 0 | 69.85%

Involve in decision 33 [10.9|180|59.2 |69 |227|22 |72 |0 0 | 74.74%
Ask for permission 287 | 889 (29 |9 6 19 |1 03 |0 0 | 97.28%
Very Very
Good Moderate Bad
Good Bad

General impression of
5 15 |65 |20.1|247|765|6 19 |0 0 | 64.27%

autonomy

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 Somgtlme Never Weighte
No.| % |No.| % |No.| % | No.| % | No. | % | 2 Mean
1.No one can
hear at 3031938 (18 |56 |1 03 |1 03 |0 0 98.58%
consultation
2.Confidentiality
of personal 299 (926 |24 |74 |0 0 0 0 0 0 98.51%
information
Very Good | Good Moderate | Bad Very Bad
3. General

impression of 293 1907 |29 |9 1 03 |0 0 0 0 98.08%
Confidentiality
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

No Mild Moderate | Severe | Extreme
Item problem problem problem | problem | problem

No.| % |[No.| % | No.| % | No.| % | No. | %
19 | 59 | 56 | 173|232 |718| 16 5 0 0 | 64.83%

Weighted
Mean

Health provider of your

choice

CHhe;'ngaC""yOfyO”r 131 | 406 | 122 | 37.8 | 51 | 158 | 11 | 34| 8 |25 |82.11%
Very Very
Good Good Moderate Bad Bad

General impression of
choice

Overall Weighted mean % = 70.13

8 25 | 52 | 161|251 (777 | 12 |37 O 0 | 63.47%

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
No.|% [No.|% [No. |[% |[No. |9 |[No.|[% | Mean

Quality of waiting
room “space, seating, | 184 | 57 | 133|412 6 |19| O 0 0 | 0| 91.02%
fresh air”

Cleanliness of the
place including toilets

22 | 6.8 | 217 |675| 84 | 26 0 0 0 | 0| 76.16%

gg?& Good Moderate Bad \ézg
General impression of
quality of basic 146 {452 | 173|536 | 4 |12| O 0 0 | 0| 887%
amenities
Overall Weighted mean % = 85.33

4.7 Health system responsiveness of inpatient care

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, | 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.

54



Table (4.11): Distribution of participants’ responses about prompt attention in inpatient care.

Always Often Usually | Sometimes | Never | Weighted

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

Got care when wanted 1251947 | 7 1.7 0 0 0 0 0 0 98.94%

Got attention from doctors
17 | 129 | 64 | 485 | 50 [ 379 1 08 | 1 |03]| 74.85%
and nurses quickly

Very Good Good Moderate Bad Very Bad

General impression  of
11 | 83 | 40 [ 303 | 80 [606| 1 08 | 0 0 69.24%
prompt attention

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 Mild Moderate | Severe | Extreme .
Weighted

problem | problem | problem | problem | problem
Mean

No. | % No. | % | No. % | No. | % | No. | %
Allow visits 125 |1 94.7 | 7 530 0 0 0 0 0 | 98.94%

Allow your family and friends
to take care of your personal | 129 | 97.7 | 3 2310 0 |0 0 0 0 | 99.55%
needs
Practice religious acts 1321100 | O 0 0 0 |0 0 0 0 | 100.00%
Very Good | Good Moderate | Bad Very Bad

General impression of social
129 | 97.7 | 3 23| 0 0 |0 0 |0 0 | 99.55%

support
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

domain in inpatient care.

of participants’ responses about the quality of basic amenities

No Mild Moderate Severe Extreme
Weighted
problem problem problem problem | problem M
ean
No.| % | No.| % [No.| % | No. | % | No. | %
Have healthy edible food 13 |98 |8 6.1 |20 |152 |91 68.9 |0 0 | 51.36%
Always Often Usually Sometimes | Never
Quality of the
surroundings “space,
) ) 58 | 439 |68 |515|5 38 |1 08 |0 0 |87.73%
seating, fresh air and
cleanliness”
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
No. | % | No. % No. % No. % No. | % | dMean
Dignity 128 | 97 4 3 0 0 0 0 0 0 | 99.39%
Autonomy 3 23 | 35 | 265 89 | 674 5 3.8 0 0 | 65.45%
Confidentiality | 128 | 97 3 23 1 0.8 0 0 0 0 | 99.24%
Choice 2 15 | 21 | 159 | 106 | 80.3 3 2.3 0 0 | 63.33%
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4.8 The relationship between some of the study participants’ characteristics and the

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 Slgr(lglé:?nce

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.
From 18 to 45 years 36 99.86 0.83
Social support From 46 to 60 years 45 99.29 1.26 | 2.276 | 0.107
61 years and more 51 99.12 2.39
From 18 to 45 years 103 98.51 4.04
Confidentiality From 46 to 60 years 124 98.82 3.97 |0.253 | 0.776

61 years and more 97 98.45 4.46
From 18 to 45 years 103 94.12 3.96

Dignity From 46 to 60 years 124 94.81 444 |1.131| 0.324
61 years and more 97 94.93 4.08

From 18 to 45 years 103 82.88 8.69
Basic amenities From 46 to 60 years 124 83.41 9.03 |3.278 | 0.039*
61 years and more 97 80.45 8.98
From 18 to 45 years 154 79.62 | 1451

Zrt‘::]fiton From 46 to 60 years | 149 | 79.97 | 12.61 | 1.218 | 0.297
61 years and more 102 7749 | 11.13
From 18 to 45 years 103 73.23 8.74

Autonomy From 46 to 60 years 124 74.88 8.72 | 2.533| 0.081
61 years and more 97 72.31 8.34
From 18 to 45 years 103 69.64 7.84

Choice From 46 to 60 years 124 68.90 991 |1.043| 0.354
61 years and more 97 67.87 7.92
From 18 to 45 years 154 85.46 9.3

Overall

From 46 to 60 years 149 85.36 7.29 |1.809 | 0.165

responsiveness
P 61yearsandmore | 102 | 83.73 | 529

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 - sig.
Less than 12 years | More than 12 years

1 Social support 99.22 99.66 1.142 | 0.258
2 | Confidentiality 98.30 98.77 095 |[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.
Governmental health center (MoH) | 127 | 98.22 | 5.00

Governmental health center (MMS) 3 100 0.00

Confidentiality | UNRWA 181 | 9853 | 4.25 | 0.23 | 0.922
NGOs 3 | 97.78 | 3.85
Private 9 |97.78 | 6.67

Governmental health center (MoH) | 127 | 92.76 | 4.12

Governmental health center (MMS) 3 19333 | 4.62

Dignity UNRWA 181 | 93.70 | 4.07 | 3.76 | 0.005*
NGOs 3 | 96.00 | 0.00
Private 9 | 97.78 | 80.00

Governmental health center (MoH) | 127 | 86.30 | 10.30

Governmental health center (MMS) 3 | 80.00 | 0.00

Basic amenities | UNRWA 181 | 90.39 | 10.24 | 4.84 | 0.001*
NGOs 3 | 86.67 | 11.55
Private 9 95.56 | 8.82

Governmental health center (MoH) | 127 | 70.94 | 12.34

Governmental health center (MMS) 3 | 70.00 | 10.00

Prompt UNRWA 181 | 76.89 | 10.16 | 12.79 | 0.000*
Attention

NGOs 3 | 88.33 | 10.41

Private 9 | 92.78 | 5.65

Governmental health center (MoH) | 127 | 73.65 | 8.18

Governmental health center (MMS) 3 7067 | 6.11

Autonomy UNRWA 181 | 76.66 | 7.97 | 8.63 | 0.000*
NGOs 3 | 73.00 | 15.72
Private 9 88.44 | 6.82

Governmental health center (MoH) | 127 | 68.71 | 7.95

Governmental health center (MMS) 3 7111 | 3.85

Choice UNRWA 181 | 70.31 | 8.65 | 7.818 | 0.000*
NGOs 3 | 73.33 | 6.67
Private 9 | 85.19 | 16.59

Governmental health center (MoH) | 127 | 81.24 | 4.21

Governmental health center (MMS) 3 | 8159 | 355

Overall UNRWA 181 | 85.11 | 4.10 | 18.60 | 0.000*
responsiveness

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.

) Type of healthcare )
Domain ) MD Sig.
provider
Private - MoH 5.02 0.005*
Dignity Private - UNRWA 4.08 0.044*
UNRWA - MoH 0.95 0.506
UNRWA - MoH 3.44 0.003*
Basic amenities MoH - NGOs 2.22 1.00
Private - MoH 8.70 0.023*
UNRWA - MoH 5.94 0.000*
Private - MoH 21.84 0.000*
Prompt attention
Private - MMS 22.78 0.021*
Private - UNRWA 15.90 0.000*
UNRWA - MoH 3.00 0.015*
Private - MoH 14.78 0.000*
Private - MMS 17.78 0.011*
Autonomy
Private - UNRWA 11.78 0.000*
MoH - NGOs 0.65 1.00
Private - NGOs 15.44 0.044*
Private - MoH 16.48 0.000*
Choice Private - UNRWA 14.88 0.000*
MoH - UNRWA 1.59 1.00
UNRWA - MoH 2.54 0.000*
Private - MoH 11.06 0.000*
Overall responsiveness
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%
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Chapter 5

Conclusion and Recommendations

5.1 Conclusion

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.
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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.

5.2 Recommendations

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 (3): Time framework

Activity

2020

2021

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

. Raosoft,

What margin of error can you accept?

%
5% is @ common choice

What confidence level do you need?
Typical choices are 90%, 95%, or 99%

%

What is the population size? 678669
If you don't know, use 20000

\What is the response distribution?
Leave this as 50%

ES

Sample size calculator

The margin of error is the amount of error that you can tolerate. If 90% of respondents
answer yes, while 10% answer no, you may be able to tolerate a larger amount of error
than if the respondents are split 50-50 or 45-55.

Lower margin of error requires a larger sample size.

The confidence level is the amount of uncertainty you can tolerate. Suppose that you have
20 yes-no questions in your survey. With a confidence level of 95%, you would expect that
for one of the questions (1 in 20), the percentage of people who answer yes would be
more than the margin of error away from the true answer. The true answer is the
percentage you would get if you exhaustively interviewed everyons.

Higher confidence level requires a larger sample size.

How many people are there to choose your random sample from? The sample size doesn't
change much for populations larger than 20,000.

For each question, what do you expeact the results will be? If the sample is skewed highly
one way or the other,the population probably is, too. If you don’t know, use 50%, which
gives the largest sample size. See below under More information if this is confusing.

Your recommended sample size is KliL)

This is the minimum recommended size of your survey. If you create a sample of this
many people and get responses from everyone, you're more likely to get a correct answer
than you would from a large sample where only a small percentage of the sample
responds to your survey.
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Annex (6): The questionnaire consent form.
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Annex (7) The

Serial Number

questionnaire in Arabic version
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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: Male 2. Female
1.3 | Marital status: . Single 2. Married 3. Divorced 4. Widowed 5.
other
1.4 | Place:
1.5 | Refugee status: Refugee 2. Non-refugees
1.6 | Education: Iliterate 2. Preparatory 3. General secondary
4. Diploma 5. Bachelor 6. Master degree
1.7 | Working status: Full time job 2. Parttime job 3. Volunteer 4.
Retired 5. Unemployed
1.8 | Monthly income: less than 1974 shekl 2. 1974-2470 shekl 3. more
than 2470 shekl
1.9 | Family members:
1.10 | Do you suffer from . Yes 2.No
disability?
1.11 | If yes, specify: mobility 2. Visual 3. Hearing 4. Mental 5.
Other, specify
1.12 | In general, how . Verygood 2.Good 3.Moderate 4.Bad 5.
would you rate your Very bad
health?
1.13 | Do you suffer from . Yes 2.No
any NCDs?
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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. | Inthe 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. | Inthe 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 1. Governmental health center

CONLET. ...ttt eeeeereeaeennn, (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. Inthe last 30 days?
2. Inthe 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. | Inthe last 12 months, how many times did you visit the health center?
1. Once 2.Twice 3.Threetimes 4. Fourtimes 5. More than four
times
8. | Inthe 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. | Inthe 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 (GotoQ1l2)
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. 3-5days

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. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad
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. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad
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?
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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. Verygood 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. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad

217.

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. Verygood 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. Verygood 2.Good 3.Moderate 4.Bad 5. Notapplicable —

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. Verygood 2.Good 3.Moderate 4.Bad 5. Notapplicable —
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. Verygood 2.Good 3.Moderate 4.Bad 5. Notapplicable —

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?
1. Governmental (MoH)
Hospital 2. Governmental (MMS)
11F:011 (T 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. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad

38. | Overall, how would you rate your experience of being treated with dignity at the
hospital?
1. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad
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. Verygood 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. Verygood 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. Verygood 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. Verygood 2.Good 3.Moderate 4.Bad 5. Verybad
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. Verygood 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

(Check all that apply)

you treated badly by health centers or hospitals in your country because of your:

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 | Inthe 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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most important and the least important to you?

Thinking about what is on these cards and about the whole health system, which is the

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

e Dbeing allowed the provision of food and other gifts by relatives

e 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
e Respect
e Concern
e 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
e Getting fast care in emergencies
e Short waiting lists

3. Inyour 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
e Provided with information
e Consulted on preference
e 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
e Privacy "others can't overhear consultation™

e 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
e Choose health institution
e 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
e Having enough space, seating and fresh air in the waiting rooms
e Having a clean facility (including clean toilets)
e 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
e Visits by relatives and friends

e Religious practices
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Annex (10): Focus groups interviews consent form
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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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