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Abstract

The basis of hospital performance is professional competence in scientific knowledge
application methods, modern technologies, and available capabilities. Also, the performance
assessment of medical services offers a basis for rational decision-making and service
improvement. Moreover, assessment of the clinical quality of care poses several conceptual and
practical challenges. It requires a strong evidence base, that can act as a benchmark against
which to evaluate interventions. The study aimed to assess the quality of health care services
provided at Al-Shifa Medical Complex in the Gaza Strip in medical and surgical departments.
The design of this study is triangulated (Quantitative and Qualitative) to assess the quality of
healthcare services provided at medical and surgical departments at Al-Shifa Medical Complex
using WHO PATH ( World Health Organization performance assessment tool for hospitals').
The sample was selected using a probability-stratified random sample. The sample consisted
of four strata: the first stratum was consisted of inpatients from medical and surgical
departments with different diagnosis who had been discharged during the study period; the
second stratum consisted of health care providers (physicians and nurses); the third included
database records and hospital statistics and reports; and the final one consisted of four key
managers in the Al-Shifa Medical Complex. The total number of inpatients sampled was 175
and the sample for healthcare providers consisted of 220 participants. The study adopted the
PATH TOOL, which is used by many European countries to measure hospital performance.
Also, the researcher used a self-reported structured interview to collect data from healthcare
providers and a structured interview questionnaire to collect data from inpatients at Al Shifa
Medical Complex. In addition, database information and reports were analyzed and in-depth
individual interviews with the four key managers were done. The study participants’ response
rate was 100%. The results of this study revealed that the mean percentages for inpatients'
perceptions of the quality of healthcare services at the Al-Shifa medical complex ranged from
81.6% to 89.4%. The results indicated that there is a high perception among patients about the
services provided at Al-Shifa Medical Complex. Also, the highest perception was in the
domains of privacy and respect, while the lowest perception was in the care approach domain.

Furthermore, the results of this study revealed that the mean percentages among healthcare
provider perception of the quality of healthcare services ranged from 57.2% and 62%,
indicating that healthcare providers’ perception of healthcare services provided at Al Shifa
medical Complex was moderate. The highest perception for healthcare providers was in the
staff orientation and safety domain, and the lowest perception was in the responsive governance
domain. In addition, the database indicators, which were obtained from the computerized
system and the reports of Al-Shifa Medical Complex, showed that the mortality rate for patients
admitted to the hospital in 2020 was 10.6/1000 in the surgical departments and 71.4/1000 in the
medical departments, while in the year 2021 the mortality rate in the surgical departments was
9.5/1000 and 86.3/1000 in the medical departments. Furthermore, the indicator of the length
of stay (LOS) in the surgical departments in 2020 was 16.76 days, and 5.87 days in the medical
departments. While in 2021, LOS was 14.29 days for surgical departments and 7.93 days for
medical departments. The readmission rate to hospitals in 2021 during the 30 days following
discharge was 7.62 %. The absenteeism rate in the nursing category was about 1.46 percent of
the number of working days during the year 2021, and the percentage of absenteeism from the
total number of nursing staff was 17.5%.
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Chapter One

Introduction
1.1 Research background

All people in the world should have access to high-quality healthcare services regardless of
their stage of life or health condition, according to the World Health Organization (WHO,
2018a). Quality in health care does not come easily; it requires effort and should be an
important focus of universal health coverage, along with access, coverage, and financial
security. Hospitals must first assess their performance before they can improve it.
Performance assessment should encourage thoughtful questions, improved data collection
methods, understanding of results, and identify actions for improvement. The performance
of healthcare delivery systems is of critical importance to policymakers(Ahluwalia et al.,
2017).Quality necessitates measurement and the gathering of data because health care is
always changing and quality must be continuously evaluated and analyzed to promote
progress (WHO-OECD-World Bank-1, 2018).

The core issue of hospital performance is based on professional competencies in the
application of present knowledge, available technologies, and resources. Also, it relies on
efficiency in the use of resources, minimal risk to the patient, responsiveness to the patient,
and optimal contribution to health outcomes. The World Health Organization (WHO)
strategic directions are divided into six interrelated dimensions: clinical effectiveness, safety,
patient-centeredness, responsive governance, staff orientation, and efficiency. The WHO
Regional Office for Europe began a project to create and disseminate a flexible and
comprehensive tool for assessing hospital performance, known as the performance
assessment tool for quality improvement in hospitals (PATH). This initiative intends to assist
hospitals in measuring their performance, questioning their results, and turning them into
actions for improvement by providing hospitals with performance evaluation tools and
facilitating collegial assistance and networking among participating institutions (Mesari¢ et
al., 2007). In this study, the researcher used PATH TOOL to assess the quality of services
provided at Al Shifa Medical Complex (SHMC). Also, areas of strengths and weaknesses in
the quality of services provided, in addition, provided recommendations that might help in
enhancing the quality of services provided at SHMC.



1.2 Research problem

Palestinian living conditions can make it more difficult for them to get quality health care
when they need it, which makes the health care system's shortcomings even more
pronounced. Despite some previous difficulties, the Ministry of Health in Gaza has shown
notable progress in enhancing the employees' abilities and skills to improve healthcare
system development. The Al Shifa Medical Complex is an excellent example of how a
healthcare institution should be able to adjust to changing conditions. Some of the challenges
facing quality health care services include the standards by which these services are judged,
the lack of policies that could help to improve them, and the lack of a clear plan for achieving
these goals. The SHMC is highly respected for its excellent clinical performance, but the
commitment to quality is not clear. The first stage of hospital services is plagued by process
weaknesses, which means that patients are not getting the best possible care. The process of
providing hospital services has many weaknesses at the early stages, due to a lack of process
strength. Most Palestinian hospitals have a variably implemented operational system that
does not have a uniform definition of all processes, whether administrative or technical, and
the staff relies on their professional knowledge (Al-Adham, 2004). The most important issue
in hospital management today is the need to respond to the rapidly changing global health
system by implementing new organizational methods. By using a quality management
system, such as the proposed system presented in this study, managers can manage
uncertainty, complexity, and speed. The researcher would ascertain whether the work had
been invested in and to what extent the services provided at SHMC met the quality standard
and whether the community benefited. The study fills a gap in the judgment of the SHMC's
performance. It answers an important question: does the quality of services provided at the

SHMC meet international standards?

1.3 Justification of study

Quality assessment of health care has become increasingly important for a variety of
stakeholders, including health care providers, decision-makers, and purchasers of health
care, in response to mounting demands to ensure transparency, control costs, and reduce
variations in clinical practice. Few studies explored different domains of quality assessment
but there is a lack of studies in evaluating the overall performance in a comprehensive

manner using international performance standards. This study is considered as the first study



addressing overall performance assessment and its aim to develop quality indicators for

ongoing work, for more standardization and to be used as a tool for continuous monitoring

The SHMC is a major governmental medical complex in the Gaza Strip, and it is considered
to be a model for using the latest technologies and innovations. We need to understand how
it functions and the challenges it faces that affect its ability to provide quality care. A
comprehensive assessment of SHMC revealed strengths and weaknesses in the quality of

services provided by the system.

This information can be used to help improve SHMC by developing policies and strategies.
This study is the first to focus on the overall performance assessment at SHMC in work and

the development of quality indicators to help standardize and continually monitor it

1.4 Aim of the study

The overall aim of this study is to assess the quality of health care services at Al Shifa
Medical Complex in the Gaza Strip with a vision to improve the services provided to
beneficiaries thus contributing to improving their health status.

1.5 Objectives

e To assess the quality of healthcare services provided at Al Shifa Medical Complex
based on modified WHO PATH.

e To assess patients and healthcare providers' perceptions of the quality of Al Shifa
Medical Complex services.

e To identify the relationship between socio-demographic characteristics and
healthcare providers' perceptions about the quality of health care services provided
at Al Shifa Medical Complex.

e To identify areas of strength and weaknesses in the quality of services provided
concerning WHO quality performance indicators.

e To provide recommendations that might help enhance the quality of services
provided at Al Shifa Medical Complex.



1.6 Research questions

1. How does Al Shifa Medical Complex match the modified WHO PATH guidelines
in the quality of services?

2. What perceptions do patients and healthcare providers hold about the quality of Al
Shifa Medical Complex services?

3. What is the relationship between the socio-demographic characteristics and
healthcare providers' perceptions about the quality of services provided at Al Shifa
Medical Complex?

4. What are the strengths and weaknesses in the quality of services provided concerning
WHO quality performance indicators at Al Shifa Medical Complex?

5. What recommendations might help enhance the quality of services provided at Al
Shifa Medical Complex?

1.7 Context of the study

The study assessed the quality of healthcare services at Al Shifa Medical Complex. The
study is conducted in Gaza-Strip-Palestine and could be influenced by this area's geographic,
educational, socio-economic, and political situation. Therefore, it is necessary to provide

relevant information about the study context as follows.
1.7.1 Geographical and demographic situation

The Gaza Strip is a small strip of land located in the south of Palestine, on the coast of the
Mediterranean Sea. It is part of the Palestinian territory and constitutes the coastal zone of
that territory. The length of the border is 45 kilometers and its width is 6-12 kilometers. The
border's total area is 365 square kilometers. Currently, the Gaza Strip is divided into five
governorates: North Gaza, Gaza City, Mid Zone, Khan Younis, and Rafah. In Mid-2022, the
estimated population of the West Bank was 3. 19million (1. 62million males and
1. 57million females). While the estimated population of Gaza Strip was 2.1 7million in the
same year (1. 10million males and 1.0 7million females) 64.8% were refugees who lived in
the Gaza Strip with a population density of 4,429 persons per km2. The percentage of
individuals aged (0-14) years constituted 38% of the total population in mid-2022; of whom
36% in the West Bank and 41% in Gaza Strip. The percentage of elderly population aged
(65 years and above) reached 3% of the total population; of whom 4% in the West Bank and
3% in Gaza Strip in mid-2022 (PCBS, 20223).

4



1.7.2 Socio-economic situation

The Gaza Strip is one of the most densely populated places in the world. An area of less than
365 square kilometres is home to close to 2.17 million (1. 10million males and 1.0 7million
females), i.e., a population density of about 4,500 per square kilometre. It also has one of the
world's highest population growth rates, at more than 43.5 per 1,000 people (PCBS, 2022b).
Gaza's economy is largely made up of a small and fragmented industrial sector, whose share
of total output varies between 6% and 12%, a very large service sector, which accounts for
45-60% of total output, a large but fluctuating agricultural sector, which accounts for 20-35
percent of total output, and a smaller construction sector, which accounts for 18% of total
output. Almost all Gaza businesses rely on imported raw materials and other supplies, which
must travel via the Strip's tightly guarded border crossings with Israel, a practice that has
harmed the economy over time. With the present shutdown of the borders, the economy is
on the verge of permanent collapse, potentially leading to a long-term reliance on
humanitarian aid. In 2021 data showed that illiteracy rate among individuals (15 years and
above) was 2.3%. The illiteracy gap is significantly noticed among males and females with
percentages of 1.2% and 3.5%, respectively. Data also indicated that the percentage of
individuals (aged 15 years and above), who have completed university education (bachelor
degree and above) was 17% (16% for males and 19% for females) while the percentage of
individuals who didn't complete any stage of education reached 7% (6% for males and 9%
for females). Also, more than one-fourth of the participants in the labour force were
unemployed in 2021, where the percentage reached 26% (16% in the West Bank and 47%
in Gaza Strip). Accordingly, unemployment rate reached 43% among females compared to
22% among males. During the first quarter of 2022, around 91% of households stated that
they have access to internet service at home or one of their household members has access
to the internet (91% in the West Bank and 90% in Gaza Strip). Meanwhile, the percentage
of individuals (10 years and above) who used the internet from anywhere reached 88% in
Palestine (91% in the West Bank and 83% in Gaza Strip) with no differences on the level of
sex (PCBS, 2022c).

1.7.3 The health care context

The health system in the Palestinian territories occupied by Israel since 1967 is not well-
coordinated or well-funded. The Gaza Strip has been subject to a blockade since 2007, which

has led to the neglect of its health sector. Emergency humanitarian interventions have taken
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precedence over long-term development projects, in successive escalations. In 2012, the
United Nations warned that Gaza would become uninhabitable unless socioeconomic trends
changed. Since that time, socioeconomic indicators have worsened, including indicators for
healthcare. The improvement in the health conditions in Palestine has been a major
contributing factor to the increase in life expectancy. The decrease in deaths from maternal
causes has led to an increase in life expectancy overall. The life expectancy at birth has
increased in Palestine due to improvement in the health conditions, and gradual decline of
infant, child, and maternal mortality rates. In 2021, the life expectancy rate at Birth was 74.2

years, for males and females were 73.1 years, 75.3 years, respectively (MOH, 2022a).

The decrease in communicable disease incidence, longer life expectancy, and changes in
lifestyle have affected the morbidity profiles of refugees. Non-communicable diseases, such
as cardiovascular diseases, chronic respiratory diseases, diabetes mellitus, and cancer, are
becoming increasingly common concerns (UNRWA, 2017a). The Palestinian health-care
system is comprised of four main healthcare providers: the Ministry of Health (MOH), the
United Nations Relief and Works Agency for Palestine Refugees (UNRWA), non-

governmental organizations (NGOs), and the private profit sector.

The Ministry of Health provides primary, secondary, and tertiary health services and
purchases tertiary health services from local and international suppliers when they are
unavailable. The UNRWA offer preventive and curative health services to sustain and
promote the health of Palestine refugees, from conception through pregnancy, childhood,
adolescence and adulthood and active ageing. These services include family planning, pre-
conception care, antenatal care and postnatal follow-up, infant care (growth monitoring,
medical check-ups and immunizations), school health, oral health, outpatient consultations,
diagnostic or laboratory services and the management of chronic non-communicable
diseases (UNRWA, 2021a). Non-governmental organizations (NGOs) offer primary,
secondary, and tertiary services also, play an important role in rehabilitation. All three levels
of care are provided by the private, for-profit sector through various specialized hospitals
and investigation centers. MoH is the largest employer of human resources working in the
health sector in Palestine. In 2021, the total number of employees in the Palestinian MoH
was 19,342 employees (MOH, 2022b). An analysis of the MOH human resource profiles
over the previous decade reveals considerable fluctuations in overall employment and

critical human resource distribution, demonstrating the effect of numerous ad hoc variables



rather than a deliberate program for human resource growth. Overall, the ratios of health
professionals to the population imply that the overall supply of health professional categories

in the Occupied Palestinian Territory is good.

The physician-to-population ratio was 14.9/10,000 in 2021; it was 19.0/10.000 in the West
Bank and 8.9/10.000 in the Gaza Strip. Significant increases were also observed in the ratios
of dentists, pharmacists and nurses to the population. The MOH, NGOs, UNRWA, and the
private sector are the four health providers who offer primary health care (PHC). The number
of PHC centers in Palestine in 2021 was 756. The Ministry of Health (MOH) operates most
PHC facilities (491 centers): 439 centers in the West Bank and 52 centers in the Gaza Strip,
with one center per 4,647 people in the West Bank and one center per 13,250 people in the
Gaza Strip.

From MOH data in 2021, there were 89 hospitals in Palestine. The number of hospital beds
in Palestine (including psychiatric and neurological hospitals) is 7,769 beds, with rates of
14.9 beds per 10,000 population and 1.7 hospital per 100,000 population. In Gaza Strip, there
are 35 hospitals with a total number of hospital beds (including psychiatric and neurological
hospitals) was 3,587 beds, with rates of 16.8 beds for 10,000 of population and1.6 hospitals
for 100,000 population. The number of MoH hospitals in Gaza Strip is 13 hospitals with
2,824 beds (MOH, 2022c).

There are only many hospitals in the Gaza Strip that can handle major trauma cases: Al Shifa
Medical Complex in Gaza City, the Indonesian Hospital in the North Governorate, Al-Agsa
Hospital in the Middle Governorate, Nasser Medical Complex, and Gaza European Hospital

in the Southern Governorate of the Gaza Strip.
1.7.4 Al-Shifa medical complex (SHMC)

The Al-Shifa medical complex, located in Gaza City's Al-Rimal district, was founded in
1946. Since 1946, the Al-Shifa medical complex has grown several times in 2016.
Nowadays, the total clinical capacity has 496 inpatient beds on a total area of 42,000 m2,
with a flat existing building area of 15,235 m2, consisting of several buildings of several
floors, and serves the Gaza Strip residents who have faced many abrupt wars in the past ten
years. The total number of employees in all specialties is 1916 (MOH, 2021a). The Al Shifa
Medical Complex is the largest and biggest public medical complex in the Gaza Strip (GS).



It has a capacity of 710 beds, divided between 241 daycare beds and 496 inpatient beds. The
complex comprises three main hospitals: a surgery hospital with 15 departments, internal
medicine with 6 departments, and a maternity hospital with 7 departments, in addition to 5
departments of ICU (MOH, 2021b). Intensive care departments are distributed as follows;
medical and surgical intensive care units, coronary intensive care unit, cardiac surgery
intensive care unit and burn intensive care unit. The complex contains four main internal
departments: internal departments for men and women, departments of general surgery, a
department of birth, a department of children and nursery, and emergency departments:
(medical and surgical). Also, Al-Shifa Medical Complex contains a department of
diagnostic, and therapeutic catheters and is equipped with all the needs that reduce the
transfer of patients to other hospitals, during the year 2021, the Cath department conducted
1,409 exploratory catheters for patients, as well as 574 therapeutic catheters, 5 peripheral
catheterization cases, 3 cases of cardiac binoculars, in addition to 11 cases of implantation
of a pacemaker device. Additionally, Al-Shifa Medical Complex owns a department of

cardiac surgery and performs many related operations.

Al-Shifa Medical Complex began the issue of kidney transplantation years ago, and it
conducts many kidney transplantation operations with the help of specialized foreign
delegations, which in turn train local staff within the complex to reach dependence on them
in the future in transplantation operations without external assistance. The Al-Shifa Medical
Complex transplanted kidneys for 17 cases in 2021 and all of them were successful
operations, according to the annual reports of the complex 2021.

There are three operating theatres at the complex; besides general surgery, there are three
specialist operation units: bones and urology and ear, nose, and throat surgery additionally
to gastrointestinal endoscopes, bronchoscopes. The hospital has an X-ray department, a
laboratory and blood bank, physiotherapy, an audiogram, tissue testing, a pharmacy, an
engineering unit, and maintenance. There are other specialist clinics at the hospital, including
an internal medicine clinic, a surgical clinic, a women's clinic, and delivery clinic, an ear,
nose, and throat clinic, an orthopedic clinic, a kidney and urinary tract clinic, a rheumatic
disease clinic, and a dermatology clinic (Al-Najar et al., 2018). According to Al-Shifa
Medical Complex's annual report for 2021, the surgical emergency department at Al-Shifa
Medical Complex served 152,231 patients, while the internal medicine emergency
department served 86,709 patients. Additionally, 60,160 patients visited Al-Shifa Medical



Complex's outpatient clinics in 2021. In 2021, there were 35,140 admissions to the
departments of the Al-Shifa Medical Complex. These patients arrived through the reception
and emergency departments, while 7,676 general patients came through the outpatient

clinics.

1.8 Operational definitions

Clinical Indicators: Clinical indicators indicate the quality of the patient care delivered.
They must comply with high-quality standards and be constructed carefully and

transparently (Wollersheim et al., 2007).

Quality of Care: quality is something that must be pursued. It will not happen by itself. It
must be planned, strategies and activities implemented, and scientific methods used. It
necessitates advanced learning and adequate training, and skilled leaders must carry it out
through consensus building and teamwork. It will only be achieved if an effective selection
process is used when selecting the best implementation strategy—decisions are made as
informed decisions (WHO, 2004).

In addition to these definitions, quality of care is defined as "the extent to which health care
services provided to individuals and patient populations improve desired health outcomes."
In order to achieve this, health care needs to be safe, effective, timely, efficient, equitable,

and people-centered (Healthy Newborn Network, 2017).

Clinical effectiveness: The World Health Organization definition refers to a hospital's
success in producing clinical outcomes based on current medical knowledge and achieving
these results for all patients who may benefit from them. This includes adherence to and

outcomes of care processes as well as the appropriateness of care (WHO, 2007).

Efficiency: The World Health Organization defined efficiency as the optimal use of
resources to achieve maximum output, including productivity, health technologies to provide

the best possible care, and the appropriateness of interventions (WHO, 2007).

Staff orientation: According to the WHO, it refers to the degree to which employees are
qualified, have the opportunity for continuous learning, work in a supportive environment,

and are satisfied with their jobs. This dimension includes workplace indicators, employee



prospects, and the identification of individual needs. Health promotion and safety initiatives,
as well as staff health-related behavior and health status, are also included (WHO, 2007).

Responsive governance: The WHO definition encompasses the hospital's relationship to
community health needs, ensuring continuity of care and providing health services
regardless of ethnic group, physical, cultural, social, demographic, or economic
characteristics. The hospital's community involvement and public-health orientation (WHO,
2007).

Safety: The WHO definition of safety is linked to implementing and promoting structures
and processes in hospitals where evidence demonstrates risk prevention or reduction. Safety

includes not only patient safety but also staff and environmental safety (WHO, 2007).

Patient-centeredness: The WHO defined patient-centeredness as placing the patient at the
center of service delivery and evaluating services provided concerning the needs and
expectations of patients, families, and caregivers. Client orientation (prompt attention,
access to supportive networks, communication processes) and respect are examples of this

(patient autonomy, confidentiality, and dignity)(WHO, 2007).
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Chapter Two

Conceptual Framework and Literature Review

2.1 Conceptual framework

Characteristic

Paient Healthcare

aler;‘ provider

perception perception
Sociodemographic

Figure (2.1): Conceptual framework of the study “self-development” adapted
from WHO PATH TOOL

The researcher has compiled a comprehensive framework to address the key issues
surrounding quality in healthcare services after reviewing the available literature on the
topic. The researcher has found that the WHO PAHT recommends six aspects. The WHO
Quality Assessment Tool for Hospitals is a comprehensive tool that used to measure hospital

quality in Europe. The project has been successfully trialed at several hospitals in Europe,
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with a high response rate. This assessment will focus on the clinical effectiveness, efficiency,
staff orientation, responsive governance, safety, and patient-centeredness of the hospital.

The first dimension is clinical effectiveness, measured through facility infrastructure and
work environment, return to ICU, prophylactic antibiotic availability and use total mortality

rate, and readmission rate.
The second dimension is efficiency, measured through the length of stay.

The third and fourth dimensions are staff orientation and safety, measured through work-
related injuries by type, training, workload, excessive working hours, and absenteeism of

workers.

The fifth dimension is responsive governance, measured through management's stand on the
worker's psychological, economic, and social conditions, availability of medication, and

medical supplies.

The sixth dimension of the theoretical framework is patient-centeredness, and it is measured
through overall expectations and patients' perceptions of health care services provided, and

specific domains of self-interviewed questionnaires.
2.1.1 Clinical effectiveness

Clinical effectiveness is the extent to which specific clinical interventions do what they are
intended to do in the field for a specific patient or population—that is, maintain and improve
health and secure the most significant possible health gain from the available resources
(Chambers, 2001). In another way, clinical effectiveness is a broad term that encompasses a
variety of actions that aid clinicians and healthcare workers in assessing and improving the
quality of care they provide. Clinical effectiveness is defined by the Department of Health
(1996) as the application of the best knowledge derived from research, clinical experience,
and patient preferences to achieve the best processes and outcomes of care for patients. "The
procedure includes a framework for informing, changing, and monitoring practice™ (NHS,
2018). Clinical effectiveness is a quality improvement approach that promotes cost-effective
healthcare that is evidence-based, to subsequently improve clinical decision-making and
clinical outcomes. Furthermore, it is defined as applying the best knowledge derived from
research, clinical experience, and patient preferences to achieve optimal patient care
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processes and outcomes. Clinical effectiveness is a set of activities and tools based on
research and measurement that are used to improve healthcare quality. Guidelines, audits,

research, and evaluation are just a few of the activities (National Patient Safety Office, 2018).

When care is ineffective, i.e., when clinicians do not follow evidence-based standards, this
may represent a lack of awareness of the rules or a lack of compliance regardless of
knowledge. The effectiveness of care can be evaluated in a variety of ways, including review
of medical records, patient exit interviews, direct observation of provider-client interactions,

standardized patients, or clinical vignettes (WHO, 2018a).

Also, the organizations must change the actual clinical care being offered to increase quality
while containing costs within the healthcare delivery system. This necessitates providers to
apply the most up-to-date information based on research, evidence-based medicine, and
clinical experience while engaging patients more intimately in their care. It also demands a
strategy for continually defining, monitoring, and optimizing the processes at the heart of
care delivery. In addition, when our healthcare system commits to attaining clinical
effectiveness on a large scale across all institutions, then we will be able to begin to balance
the quality/cost equation (Basow, 2017).

Organizations can provide consistent, high-quality services, with staff reviewing the
effectiveness of their practice against the most recent evidence and a reduction in ineffective
treatments, increasing the population served's health gain within available resources
(Williams & Ford, 2014).

In addition, the public's awareness of and demand for new high-tech and best practices is
growing. Academics and clinicians are no longer the only ones defining, measuring, and
improving clinical practice standards. Although current quality improvement perspectives
favor focusing on systems and how they work rather than individuals and their competence,
it is critical not to overlook staff selection and development, particularly health care
providers, because technical competence is critical to adequate health care, and interpersonal
skills can increase patient compliance and satisfaction. A communication breakdown is the
most common source of serious complaints; competent employees are a valuable asset that
rewards maintenance and development, and senior management is moral, if not legally,

accountable for ensuring that employees are competent.
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2.1.2 Efficiency

Efficiency refers to the most cost-effective use of healthcare resources, and it lies at the core
of all healthcare systems. All publicly funded healthcare systems place high importance on
efficiency. To ensure the most significant potential outcomes and waste minimization,

limited resources must be managed sensibly and wisely.

Also, healthcare organizations will have the challenge of providing more patient care of
higher quality with fewer financial and human resources in the following decades
(Kerasidou, 2019).

From one perspective, efficiency may appear wasteful from another; the perspective from
which efficiency is measured has significant implications for the measurement approach. In
some cases, it is also critical to determine the outputs of interest and how they will be
measured. A physician, for example, may perform CT scans efficiently in her office, but he
may not appear efficient to a health plan if a less expensive diagnostic test could have been
substituted. Health services (such as visits, medications, and admissions) and health
outcomes are the two outputs (e.g., preventable deaths, functional status, and clinical
outcomes such as blood pressure or blood sugar control)(Southern California Evidence-
based Practice Center, 2008). Furthermore, we must understand that few systematic analyses
of reliability and validity have been conducted on efficiency measures, and strategies for
accounting for quality-of-care inefficiency measurement are not well developed. Without a
good understanding of these challenges, these approaches are likely to induce resistance

from providers and may result in unexpected consequences (Hussey et al., 2009)
2.1.3 Staff orientation

Providing more training, especially on the job, maintaining a safe and sociable work
environment, keeping employees engaged, and boosting teamwork are all examples of being
staff-oriented. Our people are our most valuable asset, and investing in them is the key to

Iong-term Success.

All employees should understand the fundamentals of their organization: what it is
attempting to accomplish, why it is attempting to accomplish it, and how the individual

employee contributes to these efforts. These messages are conveyed through orientation,
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which provides a framework that shows the new employee where they fit into the
organization and its goals (Wallace, 2009).

The degree to which hospital staff are appropriately qualified to deliver required patient care,
have the opportunity for continued learning and training, work in positively enabling
conditions, and are satisfied with their work is referred to as staff orientation (Veillard et al.,
2005).

Low morale is visible to patients and is expressed in turnover and absence rates. In addition,
sick staff can threaten patients and the organization, and high morale can compensate for

low staffing levels.

In this dimension, the researcher will discuss staff training, the rate of absenteeism among

the staff, and workload and excessive working hours.
2.1.4 Responsive governance

The need for good governance is increasingly recognized as a significant hurdle to achieving
universal health coverage (WHO, 2018b).

Being responsive to the demands and requirements of the community and patients and

meeting people's expectations is what responsive governance entails.

Hospitals are part of the healthcare system, and one of the main goals of any healthcare
system is to promote and attain health, to be accountable for the needs and expectations of
the population, and to do so in a way that is available, accessible, and achievable, as well as

quality-oriented, which is consistent with our design.
2.1.5 Safety

Safety is an important aspect of hospital quality that affects patients, staff, and the
environment. Patient safety indicators reflect the quality of care provided within the hospital,

but they are focused on surgical complications and other iatrogenic events.

Furthermore, patient safety is a healthcare discipline that has evolved in response to the
increasing complexity of healthcare systems and the resulting increase in patient harm in

healthcare institutions. It aims to avoid and reduce risks, errors, and harm to patients during
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the delivery of health care. Constant development based on learning from mistakes and

negative experiences is a cornerstone of the discipline.

The safety of patients is an important part of delivering excellent basic health services. There
is general agreement that excellent health care should be effective, safe, and concerned with
the well-being of the patients. To get the benefits of excellent health care, health services
must be timely, fair, integrated, and efficient. To ensure patient safety measures are
successful, transparent policies, leadership ability, data-driven safety improvements,
experienced health care personnel, and effective engagement of patients in their care are
essential (WHO, 2017a).

Patient harm is one of the world's most significant health problems, and it's comparable in
size to some of the most common diseases. The number of hospitalizations around the world
annually is estimated at 421 million, and the number of adverse events that occur during
these hospitalizations is estimated to be around 42.7 million. According to conservative
estimates, patient injury is the 14th leading cause of morbidity and mortality worldwide
(WHO, 2019a).

A study was conducted with the goal of comprehensively quantifying the occurrence,
severity, and type of preventable patient harm in a variety of medical settings around the
world. According to the findings, one out of every twenty people is exposed to avoidable
harm in medical care. Despite the fact that the global patient safety policy agenda has
supported a focus on preventable patient harm, there are few quality improvement techniques
available, with the majority of them focusing on preventable patient harm rather than actual
patient harm (preventable and non-preventable). Developing and implementing evidence-
based mitigation techniques, particularly those aimed at preventing avoidable patient harm,
could result in significant improvements in medical care quality while also being more cost-
effective (Panagioti et al., 2019).To improve patient safety, system-wide action is required
on a variety of fronts to identify and manage potential patient safety hazards and to
implement long-term solutions. Healthcare providers must make continual improvements in
their performance, environmental safety, and risk management practices in order to provide
the safest possible care for their patients. These include infection control, medication safety,
equipment safety, safe clinical practice, and a safe environment of care (Pittet & Donaldson,
2006).
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A study was carried out in two tertiary hospitals in Oman to investigate patients' and
healthcare professionals' perceptions of overall quality of care and patient safety standards.
The study investigated the relationship between demographic characteristics and the quality
of care and patient safety. When compared to magnet hospital standards, both patients and
healthcare professionals rated the quality of treatment and patient safety as excellent,
according to the study. Patients are thus satisfied with the level of the healthcare delivery
system and value the healthcare services provided. This suggests that HCPs have broad core
competencies and use appropriate quality assurance procedures and practices (F. Al-Jabri et
al., 2021).

2.1.6 Patient centeredness

Patient-centered care is a care model that considers the patient's experience, values, needs,
and preferences when planning, coordinating and delivering care. A therapeutic relationship
between the patient and the team of healthcare professionals is a vital component of this
model. Implementing a patient-centered care model has improved patient outcomes, made
better use of resources, reduced costs, and increased patient satisfaction with care.
Furthermore, it means providing individual patient preferences, needs, and values with
respect and responsiveness, as well as ensuring that patient values guide all clinical
decisions(Baker, 2001). In patient-centered care, an individual's health requirements and
intended health outcomes are the driving force behind all health care choices and quality
assessments. Patients are partners with their health care providers, and doctors serve patients
from both a clinical perspective and an emotional, mental, spiritual, social, and economic
one (Catalyst, 2017).

The patient is the center of health care quality; s/he should be treated with dignity, respect,
and fulfillment of his/her expectations, keeping them satisfied with the provided services.
Patient satisfaction assesses how well your medical practice treats patients. "How well"
refers not only to the quality of care but also to a patient's satisfaction with the treatment he
or she received. It is a measure of care quality that provides significant insight into many
aspects of healthcare, including the effectiveness of their care and their level of

comprehension (Practice Builders, 2019).
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2.2 Literature review
2.2.1 Quality and quality indicators

In this section, the researcher highlights the indicators used for the quality assessment of

health care services in this study.

"Quality of care is also a critical component of the right to health and the road to fairness
and dignity for women and children," according to the World Health Organization definition
of quality health services. To achieve universal health coverage, it is critical to provide health
services that meet quality standards (WHO, 2017b).

Quality should be evaluated from the perspectives of key stakeholders (such as users,
caregivers, taxpayers, politicians, and health managers) and against explicit criteria that
reflect society's underlying values (Shaw, 2015).The top management of your organization
must put the quality policy, quality targets, and customer-focused project-specific strategies
into action (ISO 9001:2015 Guidance, 2015).

2.2.2 PATHTOOL

PATH TOOL.: Performance Assessment Tool for Quality Improvement in Hospitals
(PATH)(Groene, 2005).The instrument has been piloted to several hospitals in Europe with
high responding rate.

Several studies attempted to assess the quality of health care services in our context in
Palestine in Gaza hospitals by using the WHO PATH TOOL. A study conducted by by
(AbuSada, 2013a)about the quality of healthcare services at the EGH aimed to assess the
quality of healthcare services at the EGH to improve the services provided to beneficiaries,
thus contributing to improving their health status. The result showed that, regarding the
availability of performance indicators at the EGH, with certainty to some extent, most of the
performance indicators used at the EGH are available. Some require effort and searching
between files and hospital records, while others need to be modified. Also, another study
conducted by (Abu-Hassera, 2016)aimed to assess the institutional health quality of
performance by identifying the extent of the application of the maternity hospital at Al Shifa
medical complex regardless of the World Health Organization standards by using the PATH
TOOL. The result showed that most of the World Health Organization standards in the
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maternity hospital are not applied because of the severe shortage of material and human
resources and the staff's lack of adequate knowledge of these criteria.

2.2.3 Indicators

The indicator refers to numerical data that quantifies input, output, process dimensions, and
outcomes. A simple indicator or measure measures a single aspect of a process or a
composite. A measurable element that provides information about a complex phenomenon
(e.g., quality of care) that is difficult to capture is referred to as an indicator. An indicator
provides data but not advice. It is not a direct measure (flag), but rather one that must be

interpreted.

Furthermore, the term "indicator" is sometimes preferred when the measurement is related
to performance but is not the sole measure of that performance (e.g., the number of
complaints is an indicator of dissatisfaction but not an exclusive indicator). The metric is a
predictor or "leading indicator" of higher-level performance (e.g., inpatient satisfaction
might be a leading indicator of the sustainability of a health organization). A negative
sentinel event is defined as "an unexpected occurrence involving death or serious physical
or psychological injury." Indicators must be clear and concise in order for everyone to
understand them. An indicator statement should include a description of the intended focus,
the rationale for its use, supporting evidence, and the population expected to be affected. It
is critical to ensure that everyone understands the terminology used in a discussion. This can
be difficult if the terms are not defined clearly. Each indicator should be classified as either
a process, an outcome, a rate-based event, or a sentinel event. Your research proposal should
include data sources and collection methods. Healthcare performance measures can be
process or outcome measures. Process measures provide an answer to the question, "Are we
on the right track? Outcomes measures provide an answer to the question, "Are we doing

things correctly?

The use of clinical indicators is an important part of providing optimal patient care. To be
successful on this route, studies must invest in further developing clinical indicators and
using them as effectively as possible. It is important to link these indicators to an
accreditation body and a reward system in order to improve the quality of practice
(Wollersheim et al., 2007).
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2.2.4 Facility infrastructure and work environment

Facility infrastructure includes facility density and distribution, facility design, facility
amenities, and safety equipment and precautions, and it encompasses the physical

availability and physical quality of facilities (PHCPI, 2019).

Many individuals worldwide do not have frequent and appropriate access to health supplies.
Many medical devices are damaged, underutilized, or inappropriate for function in resource-
constrained environments. Access is dependent on having adequate items accessible at
reasonable pricing. The introduction of new drugs and other health goods and the increase
in non-communicable illnesses are putting a growing strain on global health care systems
and individuals who must pay out-of-pocket in the absence of government funding. Lack of
access can harm patient outcomes if patients go undetected, untreated, or receive inadequate

care, and it can contribute to the growth of antibiotic resistance (WHO, 2018b).

The health care infrastructure heavily influences the structural quality of a health system.
Health service infrastructure shortcomings have been reported (Scholz et al., 2015).

Nurses' working conditions are recognized as a key factor in providing quality healthcare

services (Moisoglou et al., 2020).

Hospitals have a significant impact on how the public perceives the performance of a
country's healthcare system. It is a medical or surgical facility that provides medical or
surgical care to the sick or disabled. They are complicated. Patients seek medical care in
hospitals, and staff provides ongoing support by creating a healing environment that includes
appropriate physical elements. Significant-quality efforts have provided new understanding
and opportunities for hospital structural modifications. Rapid technological advancement
has paved the way for intelligent infrastructure design, resulting in a more substantial
infrastructure and more efficient use of resources, both of which contribute to high-quality
healthcare services (FrontEnders, 2018) .In addition, according to the WHO Building Blocks
of a Health System, the facilities required for an effective health system include electricity,
safe water, exam rooms with privacy from sight and sound, light sources, sanitation facilities
(such as flush or pour toilets, piped sewer system, or septic tank, pit latrines, and composting
toilets), communications equipment (such as cell phones, landline telephones, and shortwave

radios), and emergency access (PHCPI, 2019). Because of the impact of the workplace
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environment on job performance and organizational productivity, employees may be less
productive (Makhbul & Muhamed, 2022).The organization shall determine, provide, and
maintain the infrastructure necessary to operate its processes and achieve product and service
conformity. Infrastructure is explained in the note as a) buildings and associated utilities; b)
equipment, including hardware and software; c) transportation resources; and d) information

and communication technology.

Infections connected to healthcare providers contribute to morbidity and mortality and a loss
of healthcare and household resources worldwide. During their stay in the hospital, five to
thirty percent of patients develop one or more illnesses, with a large percentage of these
infections preventable. The number of infections increases during crises or precarious
situations. People may opt not to seek medical help in some cases because nearby facilities
are unavailable or treatment is uncertain owing to water, energy, or supply shortages(WHO,
2008).

A study conducted by (Van De Wetering et al., 2018) found that hospitals are increasingly
using information technology (IT) infrastructures to improve their services. Although it is
unclear how IT infrastructure affects clinical and operational excellence, there are some
studies that suggest it may have some impact. The study found that having an adequate IT
infrastructure capability and a strong digital capability are positively related, even though
financial incentives can weaken this relationship. The study conducted by (Parashakti et al.,
2020)found that the work environment and competence have a positive and significant effect
on motivation and employee performance at Masmitra Hospital. Path analysis showed that
the work environment and competence both directly and indirectly influence performance

through motivation.
2.2.5 Returnto ICU

An Intensive Care Unit (ICU) is a separate and self-contained hospital facility dedicated to
handling patients with life-threatening illnesses, injuries, and complications and monitoring
potentially life-threatening disorders. It provides specialist skills to support essential
functions and employs the abilities of medical, nursing, and other workers with experience
dealing with these difficulties (College of Intensive Care Medicine of Australia and New
Zealand, 2011).
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This indicator reflects the effectiveness and safety of work in medical and surgical wards; it
is widely used and considered an important indicator in determining the technical
performance and quality of work. Most readmitted patients require more extended
hospitalization in ICU with a high burden of disease and cost-effectiveness of medical

service.

Nurses face various problems while transferring patients from an intensive care unit (ICU)
to a general ward. Such patients are at a greater risk of adverse outcomes, such as ICU
readmission, increased nosocomial infections, and mortality, raising hospital expenses
(Guest, 2017).

Several factors influence ICU discharge success, including facilitators and barriers at the
patient and family, healthcare provider, and organizational levels. Effective provider-patient
and provider-provider communication, as well as educating and engaging patients and
families in the discharge process, are essential for a successful ICU discharge (Plotnikoff et
al., 2020).

ICU readmissions are associated with worse patient outcomes, including hospital mortality
and increased LOS (Mcneill & Khairat, 2020). Moreover, discharging patients from the
intensive care unit (ICU) often necessitates balancing patient demands with available
resources. Unplanned admission to the ICU ("bounce back™) has been linked to higher

resource consumption and poorer outcomes (Fakhry et al., 2013).

Intensive care readmission is linked to patient factors that reflect the severity and complexity
of the illness, resulting in a higher risk of hospital death and a more extended stay. When
making decisions about intensive care discharge, physicians should evaluate these risk
factors to improve patient safety. Because readmission to an intensive care unit is associated
with more complex and severe illnesses, readmission rates must be adjusted for case mix

before being used as quality indicators (Kramer et al., 2012).
2.2.6 Prophylactic antibiotic availability and use

Antibiotics are often used to treat illnesses caused by bacteria. However, physicians may
recommend taking antibiotics before treatment to reduce the risk of infection. Antibiotic
prophylaxis is not suitable for everyone, and antibiotics, like any other treatment, should

only be given when the potential benefits outweigh the dangers (Mark, 2016). Prophylactic
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antibiotics can decrease the incidence of postoperative wound infections in indicated
procedures. Clean-contaminated surgeries and prosthesis implantation have been the
established grounds for prophylactic antibiotics, but additional indications are emerging that
evaluate wound contamination, anesthesia risk, and the relative duration of the operation
(Agarwal, 2013).

Antibiotic prophylaxis is used to reduce the risk of infection due to interventions. Antibiotic
usage carries the possibility of side effects and the development of microbial resistance
patterns. As a result, users should be carefully reviewed and based on solid evidence
(Bootsma et al., 2008). The most commonly prescribed antibiotics before surgery are
cephalosporin antibiotics such as cefazolin and cefuroxime. If you are allergic to
cephalosporins, vancomycin may be prescribed. They can prescribe antibiotics if antibiotic
resistance is a problem. Your doctor will most likely prescribe amoxicillin or ampicillin for
dental procedures (Stubblefield & Slowiczek, 2016).

Preoperative antimicrobial prophylaxis is widely used by clinicians to prevent a wide range
of infectious diseases, including rheumatic fever, recurrent cellulitis, meningococcal disease,
recurrent uncomplicated urinary tract infections in women, cirrhotic patients, influenza,
infective endocarditis, pertussis, and acute necrotizing pancreatitis, as well as surgical site
infections. A variety of surgical procedures call for preoperative antimicrobial prophylaxis.
The antimicrobials used for prophylaxis should be bactericidal, non-toxic, cheap, and active
against the microorganisms that frequently cause surgical site infections after surgery. To
maximize its effectiveness, intravenous prophylaxis should be administered 30 to 60 minutes
before the surgical incision. Antimicrobial prophylaxis should be used only for a limited
period (Enzler et al., 2011).

Improper surgical anti-microbial prophylaxis may be a predominant issue. And unseemly
regimens begun with inappropriate timing and enduring longer than the specified term, are
an issue that must be managed with instantly. In expansion, this issue must be causing not
as it were a considerable increment in treatment costs but moreover an increment in
antibacterial resistance (Palacios-Saucedo et al., 2017). According to the findings of a study
conducted by (Karaali et al., 2020), inappropriate surgical prophylactic antibiotic (SP)
administration is widespread, and the extension of SP to discharge prescriptions is a major
source of noncompliance in our country. The presence of foreign bodies, physicians'
concerns about infectious complications, high fever, and an increase in the number of white
blood cells in the patients are all reasons for inappropriate SP.
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2.2.7 Mortality rate

Mortality is one of the most widely used performance indicators for quality in health care.
Moreover, a hospital quality indicator reflects the quality of care provided and identifies
significant variations in the level of care provided. This indicator measures clinical
effectiveness and safety. International interest in assessing outcomes for patients who have
been hospitalized is growing. Such outcomes measurement varies, but they include system
planning (policymakers, funding providers, and the community), promoting healthcare
providers' transparency and accountability, providing surveillance systems to detect and
correct underperforming organizations, and enhancing the overall performance of population
health outcomes. The primary goal of such measurements at the level of the healthcare
provider is to aid in the advancement of healthcare by informing quality improvement
activities (Brand et al., 2013).

Hospital mortality rates may be valuable indicators of care quality, but careful statistical
analysis is essential to prevent incorrectly attributing variation in death to differences in
health care when it is actually due to case-mix differences (Goodacre et al., 2015).

Many research studies studied the state of mortality for patients with specific diseases like
ischemic heart disease, strokes (cerebrovascular accidents), nosocomial infections, and hip
fractures. Poor quality of healthcare is responsible for between 5.7 and 8.4 million deaths
annually in low- and middle-income countries (LMICs), accounting for up to 15% of all
deaths in these nations. Sixty percent of LMICs' deaths from conditions requiring medical
attention are caused by poor healthcare, while the remaining deaths are brought on by
underusing the health system (WHO, 2020).

However, due to the incomplete coding of the discharge summary by ICD10 codes, the
researcher found it very difficult to get exact results about the mortality rate for a specific
disease. Also the completeness of cause-of death globally is 49% (WHO, 2018c).

The researcher got the crude mortality rate in the Al shifa Medical Complex and compared
it with previous years and with international standards. However, reviewing the literature
about hospital mortality in general, it is found the crude death rates across UK hospitals in
2021 from 3.4% to 13.6% (average for UK is 8.5%) data obtained from UK statistics about
hospitals.
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2.2.8 Readmission Rate

Hospital readmission is defined by the Mayo Clinic as a patient's admittance to a hospital
within 30 days of being discharged from a previous hospital stay. It is one form of data used
to assess the quality of hospital care and the number of patients readmitted unexpectedly
after a previous visit. An unexpected readmission occurs when a patient is readmitted to the
hospital following a previous hospital stay for a surgical wound infection. Unplanned
hospital readmissions might be connected or unrelated to the previous visit, and some
readmissions are unavoidable. For a variety of reasons, unexpected hospital readmissions
may be considered as wasteful spending by insurance companies and other payers
(MayoClinic, 2020).

The 30-day readmission rate is utilized as a quality-of-care measure for providers, and it has
grown increasingly crucial since any rise in unplanned readmissions might result in a
reimbursement reduction (Alguthami, 2019). Also, a study aimed at identifying patients who
are most likely to be readmitted and processes that need to be improved to develop tools to
assist in minimizing early readmissions in this population. The study found that patients in
poor health who use ten or more prescriptions daily and live in the community with home
care are more likely to be readmitted to the hospital within 30 days following release.
Readmissions after being discharged on a Friday or from a surgical unit are more common.
Our findings point to patients who are most likely to be readmitted and discharge practices
that need to be improved, providing the groundwork for future research and focused
initiatives to minimize hospital readmissions in this population within 30 days (Glans et al.,
2020).

In addition, readmission to the hospital is being used as a quality indicator, and payment
incentives may be granted (Kaboli et al., 2012). Also, hospital readmission measures have
been touted as a quality measure and as a means to bend the healthcare cost curve
(Mcllvennan et al., 2015). So, reducing re-hospitalization rates has attracted policymakers'
interest as a strategy to enhance care quality and save costs. Re-hospitalizations are common
and expensive among Medicare beneficiaries (Jencks et al., 2009). This is a study aimed to
discover the factors that assisted in the elevation of readmission and range, rather than the
exact result, which should be considered, indicating that there are factors such as
demographics, procedure types, and individual institutional factors that are important and

affect this outcome variable (Bernatz & Anderson, 2015).
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2.2.9 Length of stay

The length of stay (LOS) is an important indicator of the effectiveness of hospital
management. Reducing the number of days an individual spends in the hospital can help to
prevent infection and medication side effects, improve treatment quality, and increase
hospital profits. It is critical to strengthen hospital finances and implement institutional
strategies to reduce patient medical costs. This can be accomplished by encouraging the

efficient use of hospital resources and reducing hospital stays (Baek et al., 2018).

In the OECD, the average length of stay in hospitals (ALOS) is frequently used as a
performance indicator. If all other factors remain constant, a shorter stay reduces the cost per
discharge and shifts care from inpatient to less expensive post-acute care. The average
number of days spent in the hospital with patients is referred to as ALOS (OECD, 2020).

There was a study conducted by (Nikuee et al., 2020), and this study aimed to investigate
the relationship between LHS and the quality of nursing care in the neonatal intensive care
unit (NICU),

The result of the study was that the length of stay and the quality of care had an inverse

relationship. We can decrease the LHS by enhancing the quality of care.

In another study conducted by (Borghans et al., 2012), the purpose and setting were to
present a bottom-up approach to developing interventions to shorten lengths of stay, and the
result was that we would advise wards that have to reduce the length of stay to make the
inventory themselves, using appropriate benchmark data and by using the matrix.

In addition, another study said that the length of stay (LOS) is a vital indicator of a hospital's
performance. Reduced inpatient days mean a lower risk of infection and drug adverse effects,
better treatment quality, and higher hospital profits, which lead to improved bed

management.

There is a study aimed to determine which characteristics are linked to hospital stay length
using electronic health data to manage hospital stays better, and the result was accurate
knowledge of the elements that influence inpatient LOS, as well as gradual improvements
in processing and monitoring, which may allow for more efficient inpatient LOS
management (Baek et al., 2018).
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2.2.10 Work-Related Injuries by Type

Occupational diseases are health conditions that can be caused by exposure to factors in the
workplace or in the environment. Physical, chemical, biological, ergonomic, and

psychosocial factors can all contribute to workplace injuries (WHO, 2001).

When an accident happens in the workplace, the first thing we notice is the direct cause.
However, many elements influence the circumstances that may have influenced the eventual
result. The initial shortcomings that led to the outcome might have been caused by indirect
or underlying causes (OIT, 2011).

Many healthcare providers in low and middle-income areas are exposed to a wide range of
hazards. These nations' safety measures and risk-reduction efforts are poor. Health care
employees must be safeguarded from occupational risks since these hazards have the
potential to cause illnesses and injuries and have a negative influence on health care worker
retention and the quality of care provided (Rai et al., 2021). In a large workforce working in
an environment where accidents and injuries can occur, accidents happen. According to the
International Labor Organization, occupational accidents cause 2 million deaths each year.
The Red Crescent was involved in a study conducted at the King Fahd Military Complex in
Dhahran. The purpose of the study was to determine the nature, frequency, and causes of
work-related injuries among paramedics. The findings revealed that paramedics and EMTs
are particularly vulnerable to work-related injuries. The most common injuries were caused
by verbal or physical abuse, needle stick injuries, and car accidents (Tarek M. Esmael et al.,
2021).

Standard safety equipment and precautions include sterilization equipment, safe final
disposal of sharps and medical waste, sharp boxes or containers in exam rooms, waste bins
with lids and liners in exam rooms, surface or environmental disinfectants, single-use
standard disposable or auto-disposable syringes, bar or liquid soap with running water or
alcohol-based hand sanitizer, latex gloves, and guidelines for standard precautions (Primary
health care performance intiative(PHCPI), 2019). Unsafe healthcare settings play a vital role
in the development of several diseases. Legionellosis is a well-known risk connected with
healthcare facilities, with an estimated ten percent of infections occurring in these settings.
Sharps waste is highly contagious, even though it is produced in minor quantities. Because

contaminated needles and syringes are frequently scavenged from waste areas and dump
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sites and reused, they pose a risk. They can infect healthcare professionals, garbage handlers,
and the general public if they are not adequately controlled (WHO, 2008).

The intention with dangerous medical equipment or patient secretions during a medical
intervention causes accidental exposure to percutaneous needle sticks, sharp injuries (NSSI),
and blood and other bodily fluids. A study compares the rates, distribution, and type of
exposure to blood and bodily fluids and NSSIs of healthcare workers for the years 2019 (pre-
pandemic period) and 2020 (pandemic era). The study also discovered that exposure to
NSSIs was reduced throughout the pandemic era. However, there was no significant change
between the pre-pandemic and pandemic periods regarding exposure to blood and bodily
fluids. Training and awareness programs that are well-designed can successfully reduce
exposure to NSSIs, blood and other bodily fluids, and respiratory acquired viruses (Diktas
et al., 2021). A study was conducted with the goal of investigating the relationships between
workplace violence, nurse outcomes, and patient safety. In addition, to investigate whether
nurse burnout and job satisfaction play a role in the relationship between workplace violence
and patient safety, the study discovered that workplace violence was associated with higher
levels of burnout, lower job satisfaction, lower patient safety, and more incidents. Nurse
burnout has been linked to lower patient safety and more adverse events. Improved patient
safety is directly related to higher nurse job satisfaction. Nurses' burnout and job satisfaction

acted as a buffer between workplace violence and patient safety (Liu et al., 2019).

A systematic review for workplace violence is described as an act of aggression in which
employees are abused, intimidated, or attacked at work, including while traveling to and
from work, posing an explicit or implicit threat to their safety, well-being, or health. This
review aims to look at the effects that workplace violence can have on healthcare
professionals, improve healthcare professionals’ understanding of the consequences of
workplace violence, and guide future research into identifying strategies that can effectively
reduce workplace violence. The review found that workplace violence might lead to various
negative impacts on health workers' psychological and physical health, such as increased
stress and anxiety levels, feelings of anger, guilt, insecurity, and burnout (Liu et al., 2019).

A retrospective study conducted by (Liu et al.,, 2019b) was to explore patient injuries
focusing on falls. Furthermore, on healthcare workers' incidents, injuries, and the situations
they occurred. Injuries to patients and healthcare staff are still common in Swedish
healthcare, and a significant portion of the accidents included a patient scenario.
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2.2.11 Training

A planned and systematic effort to modify or develop knowledge, skills, or attitudes through
a learning experience to achieve effective performance in an activity or range of activities is
referred to as training. Its purpose in the workplace is to enable an individual to acquire the
skills necessary to perform a given task or job adequately and to realize their full potential
(Buckley & Caple, 2009).

The quality of employees and their development is a significant factor in determining long-
term sustainability. Proper training for current employees helps them adjust to rapidly
changing job requirements, and there are specific steps involved in identifying the training
process in any health institution. First, the goals of the organization need to be determined.
Then, a needs assessment must be conducted to determine which training needs are most
important. After that, the objectives of the training program must be determined. Finally, the
selection of trainee and modality of training must be done, and the training process applied.
After training is completed, evaluation must be conducted to determine the effectiveness of

the training.

The best way to learn a skill is to do it on the job. The employees are also able to use the job
technique for a large group for its many benefits, such as lectures, specific study, films,
television conferences or discussions, case studies, role-playing simulation, programmed
instruction, and laboratory training and orientation. On-the-job training refers to activities
conducted at a person's workplace in order to help them learn the job-related skills and
knowledge they need in order to do their job. Employees learn in a setting where they must
use the information and skills learned during on-the-job training. On-the-job training uses
average or current workplace tools, machinery, documents, equipment, knowledge, and
abilities to teach an employee how to efficiently execute his or her job. It occurs inside the
typical working environment that a person encounters on the job. OJT is frequently used to
teach fundamental workplace skills, but it also instills parts of workplace culture and
performance expectations in new employees. OJT may also be a strategy corporations use
to train new staff (Sree & Basariya, 2019). Sufficient size and skillsets in the health
workforce are crucial to accomplishing any community health goal. However, countries at
all levels of socioeconomic development face, to variable degrees, problems in education
and training, deployment, retention, and recruitment of their health workforce's performance
(WHO, 2016).
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Health professionals must be trained to be more aware of their patients' requirements,
including communication and information dissemination, and have in mind health literacy
levels. A positive attitude toward patient involvement must also be fostered in professional
training. These measures are an essential aspect of fostering a patient-centered culture

committed to continual improvement (European Patients Forum, 2017).

An article investigates the effects of providing job training to temporary workers. According
to the data, offering access to training considerably increases revenue, leading to better
performance among higher-ability individuals ((Lyons, 2020). Another study, conducted by
(Shen & Tang, 2018), sought to investigate the roles of training transfer and job satisfaction
in the relationship between training and customer service quality. The findings show that
training, both directly and indirectly, influences training transfer through the mediation of
job satisfaction, which partially mediates the relationship between training transfer and
customer service quality. Another study was conducted to determine the link between
discipline, motivation, training, and health worker performance at the Abeli Community
Health Center. The findings of this study revealed that health institutions increase health
workers' knowledge by improving discipline, strong motivation, and training. Eventually,
the quality of human resources and the functioning of healthcare organizations will improve
(Akbar et al., 2020).

2.2.12 Workload and excessive working hours

Hospitalist physicians are under increasing pressure to maximize productivity, which may
jeopardize care efficiency and quality. A study was carried out to assess the relationship
between hospitalist workload and the efficiency and quality of inpatient care. According to
the findings of this study, increasing hospitalist workload is associated with clinically
significant increases in length of stay (LOS) and expense. According to the findings of the
study, a hospitalist workload may have a negative impact on the efficiency and cost of care.
To mitigate these potential issues, we must take steps to reduce the amount of work that
hospitals assign to hospitalists (Elliott et al., 2014).

A study was conducted by (Kowalczuk et al., 2020). It was decided to look at the
relationships between overworking and burnout, two common occurrences that damage
employees’ mental health, and their relationship with sick leave. Excessive workload

increases burnout symptoms, encouraging nurses to take sick leave more frequently. While

30



hospital managers may view this as a positive phenomenon, it is clear from this study that
this can only be done in the short term, and in the long term, it will be detrimental to hospital
organization and care quality. Another study was conducted to explore the correlation
between workload and occupational stress among nurses in the emergency department of
Regional Public Hospital RSUD, and the finding was that workload contributes to
occupational stress, meaning that the heavier the workload, the more severe the stress
(Vanchapo et al., 2019). Another study has been conducted to understand the consequences
of long working hours on workers' occupational health. The findings showed that people
who worked long hours were more susceptible to various occupational health issues.
Workers who worked long hours had a greater likelihood of developing occupational health
issues, and among the health measures in the linked health condition, short sleep duration
showed the highest relationship with working hours(Wong et al., 2019). Furthermore, a
study aims to imply that working hours are related to burnout and that this relationship is
mediated mainly by sleeping hours. The result was found to suggest that working hours are
related to burnout and that this relationship is mediated mainly by sleeping hours (Lin et al.,
2021).

2.2.13 Absenteeism of workers

Absenteeism is defined as failing to report for work when scheduled. It assesses staff

orientation and safety.

Absenteeism reflects a person's motivation and job involvement. It has a significant impact
on hospital operations because it is expensive to compensate for lost working hours,
increased workload for remaining staff, lost productivity, and lower quality services if
skilled personnel are not replaced. The psychological support program improved mental
health and quality of life, as well as productivity in healthcare settings (Dalmasso et al.,
2021).

Short-term absence is most disturbing because of its unpredictable nature, and it allows less
time to modify the schedule, to take steps to replace absent workers; in this study, it will be
calculated as a numerator as a total number of nursing staff calendar days realized as plan,
denominator as a total number of nursing staff (nurses and nurse assistants) planned calendar

days in one year.
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Most countries have implemented a variety of strategies to reduce healthcare worker
absenteeism. The context in which these interventions are implemented has a significant

impact on their success (Kisakye et al., 2016).

In low-income countries, health worker absenteeism is likely to exacerbate human resources
for health inadequacies and demand for quality and efficiency of health care delivery (Belita
et al., 2013). Moreover, absenteeism among PHC providers can be addressed if efforts are
made to remove legitimate gaps that lead health professionals to struggle informally. Such a
lesson can help low- and middle-income countries improve their healthcare systems (Agwu
et al., 2020).

In addition, a study conducted by (Oche et al., 2018)aimed to assess the pattern and reasons
for work absenteeism among health care workers at the Usmanu Danfodiyo University
Teaching Hospital, Sokoto, Nigeria. Their findings revealed that the most frequent reason
for workers' absence was sickness or illness. Moreover, another study conducted by
(Mbombi et al., 2018) investigated the effects of absenteeism on nurses who remained on
duty at a tertiary hospital in Limpopo province. The study found that absenteeism had a
negative impact on nurses' work productivity and morale. Another study quantifying the
excess of sickness absenteeism among healthcare workers (HCWs) estimates the impact of
a severe versus moderate influenza season and determines whether vaccination rates are
associated with lower sickness absenteeism. The study's findings revealed that absenteeism
among HCWs was higher during the severe season's epidemic period than during non-
epidemic periods. A severe influenza epidemic has a more significant impact on HCW
absenteeism than a moderate epidemic. Vaccination has a positive effect on absenteeism,
although at a low rate. As a result, it may support healthcare facilities' recommendations for

vaccinations for their employees (Gianino et al., 2021).

Furthermore, a study was conducted by (Mollazadeh et al., 2018) to determine the extent
and causes of sickness absenteeism in a teaching hospital and whether there is a correlation
between demographic and occupational factors. The finding was that the nursing group and
sickness absence episodes were found to have a significant relationship. The flu,
musculoskeletal disorders, and infectious diseases were the most common reasons for
absence. Based on the findings, it is possible to conclude that factors such as the availability
of flu vaccine and the provision of personal protection and infection control principles can

reduce sickness absence due to infectious disease.
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2.2.14 Management stands at the psychological, economic, and social conditions of
the worker

Organizational leaders must understand their workforce's needs and determine whether any
team members are more vulnerable to mental health difficulties than others, such as those
with existing needs or current mental health difficulties, those with caring responsibilities in
their personal lives, or those who have recently survived stress or trauma experience
(Mohiyeddini et al., 2019). Also, excessive stress can have harmful consequences for the
emotional and mental well-being of front-line workers. Stress can have harmful effects on
your ability to provide quality care, increase your risk of developing depression and anxiety
disorders, and lead to a higher risk of suicide (UNRWA, 2017b).

(Baljoon et al., 2018) conducted a review to investigate nurses' work motivation and the
factors that influence it. Furthermore, the study discovered that several personal and
organizational factors, which are critical in influencing nurses' work motivation, were
frequently influencing nurses' work motivation. Employee motivation is influenced by a
variety of factors, including the organization's efforts to improve worker competence, the
availability of resources and processes, feedback or penalties associated with worker
performance, and more indirect factors such as work culture. Motivation is described as an
individual's willingness to work hard to achieve organizational goals in the workplace.
Worker motivation is essential to the health sector's success since service quality, efficiency,
and equality are all directly influenced by employees' desire to put in the effort. Although
financial incentives are significant factors of employee motivation, they cannot and do not
solve all issues with employee motivation. Worker motivation is a multidisciplinary process
that straddles economics, psychology, organizational development, human resource

management, and sociology (Franco et al., 2002).

A successful health workforce involves more than just having the correct personnel numbers.
It is about acknowledging that health worker motivation, distribution, and retention are
significant contributions to increased access and productivity and can only be achieved via
responsive policy, Management, and governance. Improved data is also necessary to
efficiently monitor and control health worker migratory movements—work of a high

standard and workforce stability and responsiveness (Buchan et al., 2017).
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2.2.15 Availability of medication and medical supplies

The World Health Organization (WHO) defines essential medications like those that address
a population's top health priorities. They should be accessible in sufficient quantities, be
inexpensive, and have proven efficacy, quality, and safety. When these conditions are met,
essential drugs are one of the most cost-effective components of any healthcare system, with
immediate and long-term health benefits. Medication and health technology are among six
health system-building elements identified by the WHO. As a core component, medicines
and health technologies do not exist in isolation from the other components of a health
system. Essential medications are designed to be available in acceptable quantities, of
assured quality, and in suitable dose forms within the context of functional health systems
(Beigbeder, 2018). The core list includes a list of the most effective, safe, and cost-efficient
medications for priority diseases and a list of the minimal drug required for a basic healthcare
system. Priority conditions are chosen based on present and estimated future public health
importance and the possibility for safe and cost-effective treatment (WHO, 2019a). Access
to health products is a significant challenge in low- and middle-income countries because
rising prices have also become a concern in wealthier countries. Access to health products
is not only fundamental health and human right, but it is also a foundation of development;
without preventative, diagnostic, and therapeutic tools, populations cannot prosper. As a
result of these factors, the primary aim of establishing universal health coverage is
contingent on universal access to vaccinations, medications, and other medical technology
(WHO, 2019b).

In any context, access to medications is far more complicated than just a matter of intellectual
property. The availability, affordability, and proper use of medications are all dependent on
which drugs are chosen for inclusion on a national essential medicine list (Rutta, 2014).

A study was conducted to determine the impact of medication shortages on patient
outcomes, clinical pharmacy operations, patient complaints, and institutional costs. The
study's outcome was that medication mistakes and adverse events continue to be caused by
medication shortages, resulting in inadequate patient care, excessive institutional expenses,
and patient complaints. In addition, delayed care and canceled care have been reported due
to shortages (McLaughlin et al., 2013).
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2.2.16 Patient expectations

Based on the most recent patient survey, this indicator gauges how patients feel about their
hospital stay as a whole. Patients are the ultimate judgment of patient-centeredness and their
perceived impact on compliance (and ultimately outcomes), loyalty, and referrals to friends.
Patients' assessments can be used to guide quality improvement efforts, measure the impact

of quality improvement initiatives, and provide an accountability tool.

This indicator will illustrate sub-dimensions of patent-centeredness: Respect and privacy,
meeting expectation, information and communication, the approach of care, hospital culture,
and hotel services (physical comfort). The data will be obtained through a self-interviewed

guestionnaire.

When we have too many demands, it can cause a gap between meeting expectations and
what is achievable. Unfortunately, as many of us have discovered the hard way, this can lead
to patient resentment if and when expectations are not met. The gap can be bridged by
focusing on the fundamentals of expectation management, a process that begins and ends
with effective communication. Poor communication may be identified in 70% of clinical
negligence claims, and global research suggests that clinicians can reduce their risk of
litigation by improving their communication skills and managing patient expectations. A
study by (Aghamolaei et al., 2014) measured the service quality gap in Hormozgan
province's central hospital. According to the findings, this hospital could not satisfy its
patients' expectations completely. As a result, efforts must be made to narrow the gap

between patients' perceptions and expectations.

Also, patients and clinicians may have varied expectations regarding treatment results. This
varies, but recognizing the differences in perspectives is vital. Complaints can arise from
actual shortcomings in medical care and worries about other non-clinical issues or the
patient's perception that something went wrong - when, in fact, from the clinician's
viewpoint, the care was excellent (MDU, 2019). The expectation did not necessarily
influence the outcome (Donnet et al., 2022). There was a study, and the purpose of this study
was to measure the satisfaction level of the patients coming for health tourism following the
received treatment services and the variables impacting their satisfaction. It has been

concluded from this study that expanding the awareness of health tourism in a sustained way
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is only achievable by assessing the expectations of the patients accurately and providing
satisfaction via the fulfillment of these expectations (Of et al., 2017).

Although several studies in developed countries investigated the relationship between
patient expectations and patient satisfaction, one study examined the relationship between
patients' expectations and satisfaction in outpatient department consultations. There was a
significant difference between pre-consultation and post-consultation expectations. Patient
satisfaction was found to be improved by post-consultant anticipation of their perceived
health state and perceived control over health. Furthermore, any disappointments or fears,
prior health-care experience, and level of influence on the consultation all harmed

satisfaction (Berhane & Enquselassie, 2016).

In addition, a study was conducted by (Pietrzykowski et al., 2022) to investigate if patient
knowledge and expectations impact adherence to the treatment regimen in a 1-year follow-
up. The study's first results revealed the presence of a relationship between patient

expectations and long-term adherence to therapy.
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Chapter Three
Methodology

The adopted methodology to accomplish this chapter will include the following issues: study
design, type of study sample, study population, and ethical consideration. Also, it presents
the instruments which were used in this study, piloting, data collection process, data
prescribing, and data analysis. Finally, it presents the selection criteria and limitations of the

study.
3.1 Study design

The researcher used a triangulated design: a descriptive, analytical, and cross-sectional one
to assess the quality of healthcare services at Al-Shifa Medical Complex in the Gaza Strip
in medical and surgical departments compared to modified WHO PATH indicators.
Triangulation provided a combination of a quantitative questionnaire for inpatients and
healthcare providers and a qualitative design through in-depth interviews with the key
stakeholders of the complex. The quantitative analysis was included. Inpatients at different
wards (medical and surgical) with different diseases and illnesses who have been discharged
during the study and all healthcare providers (physicians and nurses) employed in medical
and surgical wards. They interviewed and filled out the questionnaire. This design was
chosen because it best describes the current performance situation at hospitals. It is less

expensive and enables the researcher to meet the study objectives quickly.
3.2 Study population

1. Inpatients at different wards (medical, surgical) with different diseases and illnesses
who had been discharged during the study period.

2. Healthcare providers (physicians and nurses) employed in different wards (medical,
surgical). The total number of healthcare providers is 485 (285 physicians and 200
nurses).

3. The complex database and statistics in 2020 and 2021 to extract administrative,
technical, and indicators-related data for various indicators for different periods.

4. The key managers at the SHMC (4 key managers) (The key managers included the
general director, medical director, head of nursing, and training and development

director).
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3.3 Samples and sampling

Table (3.1): Samples and sampling of patients in departments

Patient Patient
Category
N (%) n (%)
Medical dept. (5 dpt.) 104 (32.8%) 58 (32.8%)

Surgical dept. (12dept.)

213 (67.2%)

117 (67.2%)

Total (%)

317 (100%)

175 (100%)

- The first sample of the study included patients who were discharged during the data
collection period. The researcher selected 175 participants using a probability stratified
random sample from 17 wards (12 surgical wards and five medical wards). Patient samples
were distributed as a percentage of the total number of samples and distributed over the total
number of wards, where samples were taken from the medical wards by 32.8%, which
constitutes the number of 58 samples distributed evenly over 5 medical wards. Samples were
taken from the surgical wards with a percentage of 67.2%, which constitutes a total of 117

samples distributed evenly over 12 surgical wards.

- The second sample included healthcare providers using a probability-stratified random

sample.

Table (3.2): Samples and sampling of healthcare providers in departments

Physician

Nurse

Total

Physician Nurse Total
Category
N ) N ) N G) n (%) n (%) n (%)
Medical 62 (12.7) 51 (10.5) 113 (23.2)
28 (21.7) 23 (25.3) 51 (23.2)
dept.
Surgical 223 (45.9) | 149 (30.9) | 372 (76.8)
101 (78.3) 68 (74.7) 169 (76.8)
dept.
Total 285(58.6) | 200(41.4) | 485(100) | 129(100.0) | 91(100.0) | 220 (100.0)

The researcher was asked to select how much each stratum (physicians and nurses)

represented the population.
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The researcher selected 220 participants from the total population (285 physicians and 200
nurses) and found that it represented (129 physicians)58.6% and (82 nurses) 41.4% of the
total population to represent the population from 17 wards for nurses (12 surgical wards and
five medical wards) and 25wards for physicians (15 surgical wards and 10 medical wards).
Samples were distributed from physicians and nurses as a percentage of the total number of
samples and distributed over the total number of wards, where samples were taken from
physicians who made up 58.6% of the total number of samples: (12.7% for physicians in
medical wards and 45.9% for physicians in surgical wards), i.e., 129, which represents the
number of 28 samples for physicians in medical wards, and these samples were distributed
to 10 medical wards for physicians, as well as 101 samples to physicians in surgical wards,
which were distributed to 15 surgical wards for physicians. As for nursing, samples were
taken from the nurses, who constituted 41.4% of the total sample number (10.5% nursing in
the medical wards and 30.9% in the surgical wards), i.e., 91 samples, representing the
number of 23 nursing samples distributed equally among five nursing wards in the medical
nursing wards. Also, 68 nursing samples were distributed equally to 12 surgical nursing

wards.

-The third sample of the study included medical reports, databases, and hospital statistics
were reviewed for clients and required data for employees from the database about important

variables that needed to be documented to extract the indicators of interest.

- The fourth sample of the study included a non-probability purposive sample of 4 key
managers was interviewed. The key managers sample included (the general director, medical
director, director of nursing, and the training and development manager). The idea of
including this sample is to dig deep and understand in-depth the perspectives about the
quality of hospital care. The qualitative component was conducted after the quantitative one

to explore issues that emerged from the quantitative study.
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3.4 Study setting

The study was conducted at Al Shifa Medical Complex, where the healthcare providers and

clients were recruited to participate.

3.5 Data collection and study instrument

This study included four instruments;

1. The first one was a structured interview questionnaire for patients who had been
discharged during the study period and consisted of three main domains: the first domain
is general information about the demographic characteristics of respondents and
information about residency in the hospital. The second domain is patient perception,
divided into six sub-domains distributed over 35 paragraphs related to the WHO quality
indicators of health care.

2. The second instrument was a self-administered structure questionnaire for health care
providers and consisted of three main domains: the first domain is general information
about the demographic characteristics of the respondents. The second domain, health
provider perception, is divided into five sub-domains related to the WHO indicators of

quality of health care.

The questionnaires were written in Arabic to assist with understanding the population
sample's content. Unnecessary personal data and complex and duplicated questions
were avoided. The questionnaires were provided with a cover letter to explain the
purpose of the research and the way of responding, and the information was secured to
encourage a high response from participants. Following ethical and administrative
approval from all relevant parties was obtained, the researcher collected the data by

himself.

3. The third instrument, a face-to-face interview with semi-structured questions with the
key managers at the Al Shifa Medical complex (4 managers), was conducted in the
Arabic language and in private locations convenient to the interviewees. Questions
focused on the perception of the quality of complex health care services and the results

of quality indicators that have been used in the research study.
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4. The fourth instrument was a secondary review of the complex health information system
and database for the patients. Healthcare provider information and various details were

reviewed about essential variables.

In this instrument, the researcher collected data about three subdomains: mortality rates,
readmission rates, length of stay in medical and surgical wards, and absenteeism of

healthcare providers.

3.6 Study period

The study proposal was approved in January 2020. Data collection took place in October
2021 and continued through June 2022. Data analysis and reporting were completed in
September 2022.

3.7 Scientific rigor

Quantitative part

3.7.1 Validity

1. The interviewed clients' questionnaire was adopted from a previous study performed at
EGH (AbuSada, 2013b)about assessing the quality of healthcare services at the European
Gaza Hospital. The questionnaire was sent to 12 experts to validate the questions and their
relation to the study's domains. Comments from the experts were considered, and

modification was performed accordingly.

2. A self-administered questionnaire constructed by the researcher (self-report structure
questionnaire for health care providers) based on the literature review and past experiences
to assess the quality of health care services at Al Shifa Medical Complex in the Gaza Strip.
The questionnaire was sent to 12 experts to validate the questions and their relation to the
study's domains. Comments from the experts were considered, and modification was

performed accordingly.

3.7.2 Reliability

The researcher used internal consistency (Annex10) to measure each item related to the

domains of the study. Also, the researcher used the Cronbach alpha coefficient (Annex10)
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to measure how items are closely related as a group. The Cronbach alpha coefficient was
more significant than 0.7, and the instrument was satisfactory.

Additionally, the researcher used the split-half method, which depends on finding the
Pearson correlation coefficient between the mean of arranging odd and even questions in
each questionnaire field. Then, correcting the Pearson correlation coefficients will be done
using the Spearman-Brown correlation coefficient correction. According to the Split-half
method, the items in the reliability group are between 0.0 and + 1.0, with a p-value less than
0.05, so all the correlation coefficients are significant and, according to the Split-half

method, the items in the reliability group are reliable.

Table (3.3) Reliability Statistics

Questionnaire Type Cronbach's Alpha No of Items

Patients’ questionnaire 0.926 35

Healthcare providers
0.940 63

guestionnaire

3.8 Pilot Study

The researcher carried out a pilot study on 20 patients and 33 healthcare providers to test the

questionnaires' reliability. And it's included in the study samples.
3.9 Data collection

The researcher distributed the questionnaires to the participants during their working hours
in the day and evening work shifts and then received them after completing the
questionnaires. Moreover, patient questionnaires are filled in during the patient discharge
process in the targeted wards. The average time for filling out the questionnaire was 20
minutes. The covering letter of the questionnaire outlined the title, the purpose of the study,

and the researcher's identity.
3.10 Response Rate

The total target population was 220 participants for the healthcare provider questionnaire.

Two hundred twenty of them positively responded, with a response rate was 100%.
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Moreover, the total target population was 175 participants for the patient questionnaire. One
hundred seventy-five of them positively responded, with a response rate was 100%.

3.11 Data management and statistical analysis

Quantitative part

The researcher used the SPSS program, version 25. for data entry and analysis. The collected
data were analyzed by using the SPSS software program. After data entry and data cleaning,
the researcher performed frequency distribution for all variables of the questionnaires. After
that, the researcher performed recoding for continuous variables. The researcher used simple
statistics including frequencies, means and percentages. Also, independent sample t test,
One-way ANOVA and Pearson correlation were used.

Qualitative part

The open coding thematic analysis method (Annex11) was used to analyze the transcripts of
the in-depth interviews. The researcher obtained the main findings from the transcripts of
the interviews. Then, categorization of the related ideas and comparison and integration

between the quantitative and the qualitative findings were done to enrich the data collection.

3.12 Ethical Matters and Procedures

An official letter of approval to conduct the study was obtained from the Helsinki Committee
in the Gaza Strip (Annex 2). Also, an official administrative letter was obtained from MOH
to conduct the study at the Al Shifa Medical Complex (Annex 3). Every participant's patient
or HCP were provided with a complete explanation form attached to the questionnaires, both
verbally and in writing (Annex4) and (Annex5). This form included the purpose of the study,
assurance about the confidentiality of the information, and instructions on how to respond
to the questionnaire. Also, it included a statement indicating that the participant has the right
to refuse or participate in this study. Participation was optional; anonymity and
confidentiality were given and maintained. Also, all data were taken from the system's

database for patients and employees and were treated with high care and confidentiality.
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3.13 Limitations of the Study

1. The presence of the COVID-19 epidemic and the procedures followed that impede
work in the study.

2. The large size of the study place and its components reflect the difficulty of accessing
places, providers, and patients.

3. Long study period; the study consumed more time than initially anticipated.

4. The incompleteness of data from databases in the complex led to resorting to more
complicated methods to obtain information, such as resorting to the Information
Systems Unit at the Ministry of Health.

5. The lack of a comprehensive electronic system inside the complex that includes all
the information that was accessed with difficulty.

6. The inability to arrange and hold meetings in an easy way with the directors of the
complex and meet them after great difficulty.

7. Obtaining patients intended to be discharged from hospital departments was not easy,

reaching them and obtaining the required number.
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Chapter Four

Results and Discussions
4.1 Health care providers’ part
4.1.1 Sociodemographic characteristics of health care providers

The study sample consisted of 220 health care providers, (129 physicians and 91 nurses)
from medical and surgical departments at Al Shifa hospital. Their characteristics are

illustrated below.

Table (4.1): Distribution of study participant by sociodemographic characteristics

Physician Nurse Total
Variable Category
n (%) n (%) n (%)
Medical 28 (21.7) 23 (25.3) 51 (23.2)
Department Surgical 101 (78.3) 68 (74.7) 169 (76.8)
Total 129 (100.0) 91 (100.0) 220 (100.0)
Male 93 (72.1) 54 (59.3) 147 (66.8)
Gender Female 36 (27.9) 37 (40.7) 73 (33.2)
Total 129 (100.0) 91 (100.0) 220 (100.0)
<30 years 16 (12.4) 23 (25.3) 39 (17.7)
31— 40 years 81 (62.8) 64 (70.3) 145 (65.9)
Age > 41 years 32 (24.8) 4 (4.4) 36 (16.4)
Total 129 (100.0) 91 (100.0) 220 (100.0)
Mean= 36.55, SD= 6.365 years
Married 110 (85.3) 81 (89.0) 191 (86.8)
Marital status Unmarried 19 (14.7) 10 (11.0) 29 (13.2)
Total 129 (100.0) 91 (100.0) 220 (100.0)

Table (4.1) showed that 28 (21.7%) of physicians were from the medical departments and
101 (78.3%) were from the surgical departments, while 23 (25.3%) of nurses were from the
medical departments and 68 (74.7%) were from the surgical departments. In addition, 93
(72.1%) of physicians were males and 36 (27.9%) were females, while 54 (59.3%) of nurses
were males and 37 (40.7%) were females. The results also showed that 81 (62.8%) of

physicians and 64 (70.3%) of nurses were from the age group 31 — 40 years old. Most of
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study participants were married 110 (85.3%) of physicians and 81 (89%) of nurses were

married.

Table (4.2): Distribution of study participant by work-related characteristics

Physician Nurse Total
Variable Category
n (%) n (%) n (%)

Intermediate diploma 0 (0) 19 (20.9) 19 (8.6)

High diploma 4(3.1) 23 (25.3) 27 (12.3)

Qualification Bachelor 81 (62.8) 44 (48.4) 125 (56.8)
MSc / PhD 44 (34.1) 5 (5.5) 49 (22.3)
Total 129 (100.0) 91 (100.0) 220 (100.0)

Subordinate 94 (72.9) 76 (83.5) 170 (77.3)

Tob title Head of division 20 (15.5) 5 (5.5) 25 (11.4)
Head of department 15 (11.6) 10 (11.0) 25 (11.4)
Total 129 (100.0) 91 (100.0) 220 (100.0)

< 5 years 29 (22.5) 12 (13.2) 41 (18.6)

6 — 10 years 39 (30.2) 33(36.3) 72 (32.7)

Experience in the 11 - 15 years 38 (29.5) 36 (39.6) 74 (33.6)
hospital > 16 years 23 (17.8) 10 (11.0) 33 (15.0)
Total 129 (100.0) 91 (100.0) 220 (100.0)

Mean=10.96, SD= 6.037 years

<5 years 48 (37.2) 19 (20.9) 67 (30.5)

6 — 10 years 34 (26.4) 39 (42.9) 73 (33.2)

Experience in the 11 - 15 years 30 (23.3) 28 (30.8) 58 (26.4)
department > 16 years 17 (13.2) 5 (5.5) 22 (10.0)
Total 129 (100.0) 91 (100.0) 220 (100.0)

Mean=9.20, SD= 5.800 years

<1800 NIS 41 (31.8) 76 (83.5) 117 (53.2)

1801 — 2400 NIS* 24 (18.6) 5 (5.5) 29 (13.2)

ncome 2500 — 3000 NIS 43(33.3) 5(5.5) 48 (21.8)

> 3000 NIS 21 (16.3) 5(5.5) 26 (11.8)
Total 129 (100.0) 91 (100.0) 220 (100.0)

Mean= 2078.74, SD= 1038.478 NIS

*NIS= New Israeli Shekel
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Table (4.2) showed that81 (62.8%) of physicians and 44 (48.4%) of nurses have bachelor
degree, 94 (72.9%) of physicians and 76 (83.5%) of nurses were subordinates, 38 (29.5%)
of physicians and 36 (39.6%) of nurses have between 11 — 15 years of experience in the
hospital (m= 10.96, SD= 6.037 years), 34 (26.4%) of physicians and 39 (42.9%) of nurses
have 6 — 10 years of experience in their department (m=9.20, SD = 5.800 years), 41 (31.8%)
of physicians and 76 (83.5%) of nurses have a monthly income of 1800 NIS and less (m=
2078.74, SD= 1038.478 NIS). This result is consistent with a study conducted by (Abu
harbeed, 2021)that found 84.9 % of HCP have a bachelor’s degree or more and a monthly
income of 1800 NIS or less is 44.6%, and the result is inconsistent with a study conducted
by (Abu Hasera, 2016) that found 70% of HCP have a bachelor’s degree or more, 93.1% of
HCP are subordinate, and 75.5% have less than 10 years of experience. Moreover, these
results are consistent with reports and statistics issued by the Palestinian Ministry of Health
in the Gaza Strip (MOH, 2021). According to these findings, which were presented to the
researcher, 54% of the nursing staff within the departments held a bachelor's degree or
higher, with the remaining personnel holding a diploma. Although the data indicate that there
are not many nurses with bachelor's degrees, | think those with diplomas have a wealth of
expertise that enables them to work in various parts of the complex and manage a variety of
disease cases. Also, in the physician category, it is clear that 62% of them hold a bachelor's
degree and 34% hold a master's degree or more. Based on these results, | believe that
physicians who have a bachelor's degree deal with all types of patients and have experience
criteria that also come into play here. Moreover, 34 (26.4%) of physicians and 39 (42.9%)
of nurses have 6-10 years of experience in their department; these results reflect the ability
to deal with all patients in all departments. In addition, 41 (31.8%) physicians and 76 (83.5%)
nurses have a monthly income of 1800 NIS or less. This reflects the financial crisis that all
classes of Ministry of Health employees, including physicians and nurses, are experiencing,
as well as the fact that salaries are not paid in full in the Gaza Strip and the financial crisis
that the Ministry of Finance is going through.
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4.1.2 Quality of health services as perceived by health care providers

4.1.2.1 Clinical effectiveness of health services

Table (4.3): Infrastructure and work environment (n= 220)

E . |5 |- |§

No. Item 2 = 2 3 5 s a S =
= 2 = 5 = = x
|13 18|z |2
> = >

1 Equipment and basic supplies 27 | 232 (591|114 |23 |289 0741|578 |5

needed to provide the services
are available constantly

2 The equipment and supplies 41 | 277|545 |114 |23 |280|0.780 | 56.0 | 6

needed to provide the services
are modern

3 Medical devices are monitored | 2.7 | 259 518 | 17.3 | 23 | 290 | 0.791 [ 58.0 | 4

and maintained by maintenance
staff regularly

4 The needed diagnostic analysis | 3.2 | 23.6 | 545 | 150 [ 3.6 | 2.92 | 0.810 | 58.4 | 3

and examinations are available

5 There is adequate computers 59 |[286 (532|109 (14 |273|0.786 | 54.6 |7

that assist in providing health
services
6 There are places equipped to 6.4 |368 459 |95 |14 |[263|0.798 | 52.6 | 11
provide health service in a
good manner and without any
disturbance
7 There are designated and 20.0 [ 323 (414 |55 |09 |235|0.891|47.0 19
equipped places for the staff's
rest period
8 The illumination inside the 10.5 | 32.7 | 45.0 [ 95 |23 | 2.60 | 0.883 | 52.0 | 13
departments is appropriate to
provide health services

9 Appropriate ventilation systems | 12.3 | 355 [ 423 |86 |14 |251 |0.868 | 50.2 | 14

are available to provide the
required health service
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Table (4.3): Continued

= _ g . |z
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10 | Suitable central heating 18.2 | 336 | 405 |73 |05 |[238|0.881 |476 |18
systems are available to
provide the required health
service
11 | Toilets are suitable for the use 186 | 341 | 355 | 114 (05 |241|00934 (482 |17
of hospital staff are available
12 | Drinking water and adequate 273 1327 1309 |77 |14 |223]0.982 446 |20
hotel services are available for
the hospital staff
13 | Medical waste is properly 32 |268 (445|209 (45 |297 |0.888 (594 |2
sorted in the department
14 | Infection control services are 41 241|455 |214 (50 |299 |0907 (598 |1
available within the complex
15 | Fire alarms are available inthe | 59 | 37.3 [ 423|123 |23 | 2.68 | 0.850 | 53.6 | 10
corridors of the complex
16 | Equipment and tools are 86 323|432 127 |32 |270 (0913|540 |8
available to deal with fires
within the corridors of the
complex
17 | There are emergency exits 91 |[377 (377118 [ 3.6 | 263 |0.934 526 |12
inside the complex
18 | Efficient electric elevators are 136 (386 |39.1 |73 (14 |244)|0.866 | 488 | 16
available within the complex
19 | Effective communication 73 | 336 (441|132 |18 |269 0858|538 |9
systems are available within
departments
20 | The number of beds in each 16.4 | 350 | 37.3 |95 (18 |245|0.938 |49.0 |15
room is proportional to the size
of the rooms
Overall average 2.64 | 0.592 | 52.8
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As presented in table (4.3), the highest score was in item “infection control services are
available within the complex” with mean score 2.99 and mean percent 59.8%, followed by
“medical waste is properly sorted in the department” with mean score 2.97 and mean percent
59.4%, and “the needed diagnostic analysis and examinations are available” with mean score
2.92 and mean percent 58.4%, while the lowest score was in “drinking water and adequate
hotel services are available for the hospital staff” with mean score 2.23 and mean percent
44.6%, followed by “there are designated and equipped places for the staff's rest period”
with mean score 2.35 and mean percent 47%. The overall mean score was 2.64 and the mean
percent was 52.8%. As reported by the director of nursing, "there is adequate clean linen for
beds, toilets are cleaned frequently, but some patients and escorts do not maintain the
cleanliness of the toilets." Also, this result is congruent with the study conducted by (Abu
Hasera, 2016) who found there was a perception among the sample members of the
parameters of this field with a mean percent of 51.3%. In addition, the result was congruent
with the study conducted by (Scholz et al., 2015) that showed after a full assessment of the
facility's infrastructure was undertaken by healthcare professionals, a serious infrastructural
deficiency was revealed. The researcher attributes the fact that the infrastructure field
obtained approval to a small degree to the presence of a building from the hospital buildings
that were removed because they were very old, like the internal medicine building, in
addition to the fact that the rest of the hospital facilities needed restoration and maintenance.
However, hospital property is not periodically maintained to prolong the useful life of such
property, whether equipment, buildings, or any other hospital asset, and the economic and
political situation of the Palestinian government, and the existence of a division between the
two parts of the country led to the deprivation of Gaza Strip from having approved budgets
funded by donors. As well as the feet of the buildings, many facilities are presented. The
hospital was damaged and destroyed in the absence of the periodic maintenance that must
be done on the buildings. With regard to devices and equipment, when a device maintenance
request is requested, the Engineering and Maintenance Department is delayed in responding
to the request and attending to the device, and in most cases, the devices need spare parts
that are not available inside the Gaza Strip. Because of the siege and division that our beloved
sector suffers from, or the lack of budgets for improvement and infrastructure development,
this was confirmed by the key manager when they were interviewed. In this regard, the
medical director said "that instability of the electricity supply caused damage to the medical
equipment, and deficiency of spare parts made the maintenance of damaged equipment very
difficult.”
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Table (4.4): Return to ICU (n=220)

c < c
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1 | Complications occur forsome | 59 | 24.1 | 486 | 186 | 2.7 | 2.88 | 0.873 | 576 | 4

cases after they are discharged
from the ICU to the general
departments and are re-
entered for ICU again during
the first week of the date of
discharge
2 | There is vigorous follow-up 41 | 20.0 | 414 | 259 | 86 | 3.15|0975|63.0| 3
and close treatment of cases
that are out of ICU by the
health staff
3 | The health staff has sufficient 14 | 109 | 482 | 309 | 86 3350838 |670| 1
experience to deal with cases
coming from ICU
4 | There is a reason to re-enter 23 | 136 | 495 | 245 | 10.0 | 3.26 | 0.898 | 65.2 | 2
the ICU again
5 | An ICU bed can be easily 91 | 209|532 145 | 23 [ 2800879 |560| 5
found for re-entry cases
Overall average 3.08 | 0.536 | 61.6

Table (4.4) showed that the highest score was in item “the health staff has sufficient
experience to deal with cases coming from ICU” with mean score 3.35 and mean percent
67%, followed by “there is a reason to re-enter the ICU again” with mean score 3.26 and
mean percent 65.2%, while the lowest score was in “an ICU bed can be easily found for re-
entry cases” with mean score 2.80 and mean percent 56%. The overall mean score was 3.08
and the mean percent was 61.6%.This result is consistent with the study conducted by(Abu
Hasera, 2016)that showed there is a low perception about return to ICU domain with a mean
percent of 56.06%. In addition, these result congruent with study conducted by(AbuSada,
2013) that found the readmission to ICU at EGH is about 1%, which is regarded as very low
and reflects very good work quality. By interview with the medical director, he said "that
very few patients who are discharged from ICU to the medical department are re-admitted
to ICU. The doctors and the nurses are well-trained and they are competent to manage post-
ICU patients.” The researcher attributed the presence of experienced workers and trainers to
dealing with cases that come out of intensive care due to continuous training within the
complex and giving nursing repeated courses such as BLS courses, as well as doctors, most
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of whom are enrolled in the Palestinian board programs in the specialties of surgery and
internal medicine, and this was confirmed by the key manager when they interviewed.

Table (4.5): Prophylactic antibiotic availability and use (n= 220)

1= € c
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1 | Prophylactic antibiotics are 73 | 264 (518|127 | 1.8 |275|0835|550| 5

available in the reception and
emergency departments.

2 | Prophylactic antibiotics are 14 | 250|550 | 168 | 1.8 | 293 | 0.737 | 586 | 3
available as needed within the

general departments.
3 | Prophylactic antibiotics are 36 | 241|541 |159 | 23 | 289 | 0.792 | 57.8 4
always provided from the

pharmacy without hindrances.
4 | The use of preventive 27 | 214|545 | 173 | 41 | 299 | 0.814 | 59.8 2
antibiotics is rationalized in a

manner that does not conflict
with the interest of the
recipients of the service.

5 | All patients receive 18 | 218|536 |17.7 | 50 | 3.02 | 0.819 | 60.4 1
prophylactic antibiotics

according to an existing
protocol inside the complex
Overall average 291 | 0.654 | 58.2

Table (4.5) showed that the highest score was in item “all patients receive prophylactic
antibiotics according to an existing protocol inside the complex” with mean score 3.02 and
mean percent 60.4%, followed by “the use of preventive antibiotics is rationalized in a
manner that does not conflict with the interest of the recipients of the service” with mean
score 2.99 and mean percent 59.8%, while the lowest score was in “prophylactic antibiotics
are available in the reception and emergency departments” with mean score 2.75 and mean
percent 55%. The overall mean score was 2.91 and the mean percent was 58.2%.This result
is consistent with the study conducted by (Karaali et al., 2020)that found there is an
inappropriate use of prophylactic antibiotics in surgery. In addition, another study conducted
by (Palacios-Saucedo et al., 2017)found the same result. After discussing the results with
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key managers about this issue, they agreed that there was an inappropriate use of
prophylactic antibiotics in departments and, consequently, the cause of underuse is the
unavailability of these drugs like cefazolin very often in the hospital and another reason is
doctors are not sufficiently committed, and this issue needs quality improvement. By
interview with the training and development manager he said, "there is a shortage in the
new generations of antibiotics, and sometimes we have to use alternative drugs which is less
effective. In addition, there is critical shortage of medication from the essential drug list due
to the siege and inadequate supply from the MoH in Ramallah."”

4.1.2.2 Staff orientation and safety

Table (4.6): Work-related injuries (n= 220)
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1 | I was informed of the expected 64 | 82 | 350|432 | 7.3 | 3.37|0.963 | 674 2

occupational diseases while on
the job.

2 | I was trained to avoid injuries 6.8 | 105 | 327 | 423 | 7.7 | 3.34 | 1.000 | 66.8 | 3
resulting from my work
performance.

3 | I received the necessary 45 | 82 | 318|473 | 82 | 3.46 | 0.923 | 69.2 1
vaccination to prevent possible
diseases

4 | Work injuries are documented 55 | 11.8 | 323 | 445 | 59 | 334 | 0.954 | 66.8 | 4
by the safety supervisor at the

complex

5 | I had previous injuries during 145 | 6.8 | 32.7 | 40.9 | 5.0 | 3.15 | 1.115 | 63.0 7
my work

6 | The injured employee is 64 | 9.1 | 341|459 | 45 | 3.33 | 0.938 | 66.6 5

transferred to conduct the
necessary examinations after
the injury
7 | The condition of the injured 6.8 | 86 | 368|427 | 50 |330|0.947 | 66.0 | 6
employee is followed up
clinically and the necessary
remedial measures are taken
Overall average 3.32 | 0.810 | 66.4
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Table (4.6) showed that the highest score was in item “I received the necessary vaccination
to prevent possible diseases” with mean score 3.46 and mean percent 69.2%, followed by “I
was informed of the expected occupational diseases while on the job” with mean score 3.37
and mean percent 67.4%, while the lowest score was in “I had previous injuries during my
work” with mean score 3.15 and mean percent 63%, followed by “the condition of the
injured employee is followed up clinically and the necessary remedial measures are taken”
with mean score 3.30 and mean percent 66%. The overall mean score was 3.32 and the mean
percent was 66.4%.This result is consistent with the study conducted by (Tarek M. Esmael
et al., 2021) that found the most common injuries were needle stick injuries, and this result
was confirmed by the key manager when they were interviewed, and this result is
inconsistent with the study conducted by (Abu Hasera, 2016) that found most of the hospital
staff did not receive the necessary vaccinations to prevent the diseases that may be infected
during the provision of the service in the hospital. As mentioned by the medical director,
"work-related injuries are very rare, and most of the injuries are caused by needle stick

during the process of medication preparation and administration."

The researcher attributed the fact that the employees took the necessary vaccinations at the
Al Shifa medical complex because the preventive medicine within the Ministry of Health
follows up well on the issue of vaccinations for students of health professions in universities
before employment, as well as workers inside health facilities after employment, and the
lack of follow-up of cases that become infected as a result of the employees’ lack of

awareness of the seriousness of work injuries and the lack of training to avoid them.
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Table (4.7): Training (n=220)
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1 | Ireceive training according to 82 | 245|450 | 168 | 55 | 287 (0973|574 | 3

my needs periodically within the
complex.
2 | I receive training on my training | 10.0 | 26.4 | 43.2 | 150 | 55 | 2.80 | 0.997 | 56.0 | 6

needs periodically within the

complex.
3 | The necessary training of the 82 | 259 |455| 159 | 45 | 2.83 | 0.949 | 56.6 5

employees is done according to

the needs of the employees.
4 | | participate in determining the 82 | 245|445 | 173 | 55 | 287 | 0976|574 | 4
department's training needs.
5 | Training contributes to the 32 | 218|464 |182| 105|311 (0968|622 | 1

development of my professional

performance.
6 | The administration followsupon | 6.8 | 20.9 | 46.4 | 20.5 | 55 | 2.97 | 0.953 | 59.4 2

the implementation of what has

been achieved in the training
process.
7 | Nominated for participationand | 14.5 | 32.3 | 32.3 | 145 | 6.4 | 2.66 | 1.093 | 53.2 7

attendance in scientific

conferences.
8 | I was nominated for foreign 291 (314|241 91 | 64 | 232 | 1171|464 | 8

scientific missions.

Overall average 2.80 | 0.832 | 56.0

Table (4.7) showed that the highest score was in item “training contributes to the
development of my professional performance” with mean score 3.11 and mean percent
62.2%, followed by “the administration follows up on the implementation of what has been
achieved in the training process” with mean score 2.97 and mean percent 59.4%, while the
lowest score was in “I was nominated for foreign scientific missions” with mean score 2.32
and mean percent 46.4%, followed by “Nominated for participation and attendance in

scientific conferences” with mean score 2.66 and mean percent 53.2%. The overall mean
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score was 2.80 and the mean percent was 56%. The hospital pay attention to development
of physicians. As stated by the medical director, "most of the doctors are enrolled in the
Board program in subspecialties such as general surgery, internal medicine, Emergency

medicine, and pediatrics.”

This result is inconsistent with the study conducted by (Abu Hasera, 2016) which found
there was a low degree of approval by the sample members on the training paragraphs, and
the highest percentage of approval was in the paragraph that talked about training's
contributions to the development of my professional performance, with a percentage of
56.26%, and the a mean percent of overall was 47.01%. Moreover, the result is inconsistent
with a study conducted by (Abu harbeed, 2021) that found in training paragraphs like this
one, the hospital administration provides courses for regular training for healthcare providers
with a rate of 49.78% and a paragraph of "'l feel the need to take additional training to provide
health services of higher quality” with a percentage of 66.90%. The result was a medium
percentage of 56.0 % for the perception of healthcare providers about training. As reported
by the director of nursing, "the in-service training department play a major role in
developing and improving the nurses’ knowledge and skills. We have an educational plan,
all the nurses received BLS training, all the nurses in ICU, Emergency Department, and
CCU received training on ACLS."

The researcher attributed the little approval of all the paragraphs of the field together to
indicate the dissatisfaction of the working human cadre. From the level of concern for them
as employees, the hospital administration must meet their needs for training periodically as
well as contribute to their professional development by nominating them to participate in
scientific fields and conferences and sending them abroad to hone their skills, increase their
knowledge, and get more degrees, which leads to an increase in their affiliation with their
work and dedication to serving the hospital and its recipients. It is also due to obtaining a
low percentage in this field due to the lack of budgets for the government to send abroad,
the lack of funding, the difficult economic situation, and the division between the two parts
of the country.
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Table (4.8): Workload and excessive working hours (n= 220)
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1 | A sufficient number of health 6.4 | 12.7 | 441 | 314 | 55 | 3.17 | 0.943 | 63.4 4

service providers are available to
ensure the provision of a good
health service.

2 | The hours are scheduled to 41 | 95 | 436|373 | 55 |330|0872|66.0| 1
ensure the provision of a good
health service.

3 | The number of working hours is 7.7 | 91 | 427|350 | 55 |3.21|0.963 | 64.2 3
proportional to the volume of
services provided.

4 | Employees' overtime hours are 164 | 73 | 382|336 | 45 |3.03|1118|606| 5
calculated.
5 | Annual vacations are scheduled 86 | 7.7 | 432 |341| 64 | 3220987 |644 | 2
for employees in proportion to
work conditions

Overall average 3.18 | 0.887 | 63.6

Table (4.8) showed that the highest score was in item “the hours are scheduled to ensure the
provision of a good health service” with mean score 3.30 and mean percent 66%, followed
by “annual vacations are scheduled for employees in proportion to work conditions” with
mean score 3.22 and mean percent 64.4%, while the lowest score was in “employees'
overtime hours are calculated” with mean score 3.03 and mean percent 60.6%. The overall
mean score was 3.18 and the mean percent was 63.6%. As stated by the medical director,
"there is a chronic shortage of staff (doctors and nurses), and we cover the shortage by
overtime, but the doctors and nurses do not receive money or incentives for the extra hours
they work. This condition increases the frustration of doctors and nurses, and it affects the
quality of health care."

This result is inconsistent with the study conducted by (Abu Hasera, 2016) which found a

low a mean percent of 48.57% in the field of workload and excessive working hours. And

the result is consistent with the study conducted by(Abu harbeed, 2021)which found a

moderate mean percentage of 67.91% in the field of workload. The researcher attributed the

medium'’s approval of all the paragraphs of the field together because no employees were

appointed during the previous years. The severe shortage of health staff is filled by
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volunteers and trainees, and this category is considered part of it, not qualified to the required
degree, or with little experience, and this is a negative indication of the quality of services
provided through the hospital and is due to a severe shortage in the budgets available for
wages through the government. As the employees do not get paid, the basics are complete,
let alone calculating the overtime hours, and this was confirmed by the key managers of the
complex when they were interviewed, knowing that there were a large number of overtime
hours for the category of doctors. Some of them are called for emergency surgeries, and

nursing is also called for.
4.1.2.3 Responsive governance

Table (4.9): Management stands at the psychological, economic and social conditions of the
worker (n= 220)
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1 | Management is concerned with 145|159 | 445 | 223 | 2.7 | 283 | 1.024 | 566 | 6

supporting employees
psychologically.

2 | Management is concerned with 159|118 | 468 | 227 | 2.7 | 285 | 1.035 |570| 5
supporting the employees
socially.

3 | Management is concerned with 105 | 8.6 | 359 | 205|245 |3.40| 1240 | 68.0 | 1
the way employees are dressed.
4 | The management provides me 114 | 205|450 | 205 | 2.7 | 283 | 0.973 | 566 | 7
with feedback on my professional
performance and guides me on
how to overcome the failure
aspects, if happen.

5 | Management sticks to its 136 | 127 | 473 | 21.8 | 45 | 291 | 1.034 | 582 | 4
promises to employees.
6 | Management appreciates the 8.6 | 123 |48.2|255| 55 | 3.07 | 0970 | 614 | 2

work | do and treats me with

dignity and respect.

7 | Management gives me the 95 | 100 | 505|259 | 41 |3.05|0952 |610| 3

flexibility to change my shift

after | have justified the reason

for the change required.
Overall average 2.98 | 0.890 | 59.6
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Table (4.9) showed that the highest score was in item “management is concerned with the
way employees are dressed” with mean score 3.40 and mean percent 68%, followed by
“management appreciates the work I do and treats me with dignity and respect” with mean
score 3.07 and mean percent 61.4%, while the lowest score was in “the management provides
me with feedback on my professional performance and guides me on how to overcome the
failure aspects, if happen” with mean score 2.83 and mean percent 56.6%, followed by
“management is concerned with supporting employees psychologically” with mean score
2.83 and mean percent 56.6%. The overall mean score was 2.98 and the mean percent was
59.6%. As stated by the general director of the complex, "there are permanent attempts to
solve the problems related to the workers inside the complex from all psychological,
economic, and social aspects. Still, there are many obstacles standing in front of us to
achieve this goal, including the lack of funding to pay salaries and overtime, and the lack of
staff as a result of the lack of employment, which would result in an increase in the workload
of workers and an increase Physical and psychological pressures, as well as economic and

social problems."

This result is inconsistent with a study conducted by(Abu-Hassera, 2016)that found in the
field of “management takes into account the psychological, economic, and social conditions
of the workers." There was little approval from the sample members on the parameters of
this field with a mean percent of 44.04%. In the paragraph "management is concerned with
the way employees are dressed,” there was a low agreement of 47.13%, and in "management
appreciates the work | do and treats me with dignity and respect,” there was a low agreement
rate of 43.98%.
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Table (4.10): Availability of medication and medical supplies (n= 220)

No. Item

Very low extent
Low extent
Moderate extent
High extent
Very high extent
Mean
SD
%

Rank

)
\‘
w
w
o
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N
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o0
o
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1 | The basic medicines needed to 2.75 | 0.762 | 55.0 | 3
treat different conditions are
available in the pharmacy.

2 | The non-essential medicines 55 1364 |518| 45 | 1.8 | 261 |0.741 | 522 | 5

needed to treat different

conditions are available in the
pharmacy.

3 | Medical supplies are provided 41 | 355|527 | 64 | 14 | 2650721 |530| 4
in quantities commensurate

with the number of service
recipients.

4 | Medicines are provided to 23 | 300500100 | 7.7 | 291 | 0.892 | 58.2 1
patients in the departments

through a single dose system
every 24 hours (Kardex).

5 | Medical supplies are provided 18 | 309|518 91 | 64 |287 |0845|574 | 2
on written orders.
6 | There is a permanent stock of 73 | 368|477 | 50 | 3.2 | 260 | 0.824 | 52.0 6
medicines and medical supplies

within the stock sections.
Overall average 2.73 | 0.663 | 54.6

Table (4.10) showed that the highest score was in item “medicines are provided to patients
in the departments through a single dose system every 24 hours (Kardex)” with mean score
2.91 and mean percent 58.2%, followed by “medical supplies are provided on written orders”
with mean score 2.87 and mean percent 57.4%, while the lowest score was in “there is a
permanent stock of medicines and medical supplies within the stock sections” with mean
score 2.60 and mean percent 52%, followed by “the non-essential medicines needed to treat
different conditions are available in the pharmacy” with mean score 2.61 and mean percent
52.2%. The overall mean score was 2.73 and the mean percent was 54.6%. As stated by the
director of nursing, "there is a shortage in supplies, and some consumables are not

available. Therefore, we have to find alternatives especially in medication."
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This result is consistent with a study conducted by (Abu-Hassera, 2016)that found there is a
degree of approval Average by the respondents a low mean percent of 51.12% in the field
of Availability of medication and medical supplies. And this result is inconsistent with a
study conducted by (Abu harbeed, 2021)that found the hospital has the necessary medicines
for patients with a mean percent of 70.21%. The researcher explains that all the paragraphs
of the field together obtained a low degree of approval until the Ministry of Health provides
medicines and medical supplies to 13 hospitals and 52 primary care centers, and these
facilities need very large quantities of medicines and supplies; This constitutes a burden on
the budgets of the Ministry of Health in light of siege and division, where the necessary
funding is provided to purchase any supplies, whether medicines or any other supplies,
through separate money transfers irregular, or the necessary is transferred from the Ministry
of Health in Ramallah and international donors, and medicines are provided and stored in
the warehouses of the General Administration of Pharmacy, and then given Each facility of
the Ministry of Health has its share of medicines and supplies according to the monthly
statistics; but relatively according to availability; Where it divides what is available on all

health facilities.

Table (4.11): Overall quality of health services in the hospital (n= 220)

Domain Mean SD %

Clinical effectiveness of health services 2.88 0.421 57.6
- Infrastructure and work environment 2.64 0.592 52.8

- Returnto ICU 3.08 0.536 61.6

- Prophylactic antibiotic availability and use 291 0.654 58.2
Staff orientation and safety 3.10 0.648 62.0
- Work-related injuries 3.32 0.810 66.4

- Training 2.80 0.832 56.0

- Workload and excessive working hours 3.18 0.887 63.6
Responsive governance 2.86 0.574 57.2
- Management stands at the psychological, economic and social | 2.98 0.890 59.6

conditions of the worker

- Availability of medication and medical supplies 2.73 0.663 | 54.6
Overall quality of health services 2.88 0.423 57.6
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Table (4.11) presented the results of each domain and the overall quality of health services.
The results showed that the highest score was in the domain of staff orientation and safety
with mean score 3.10 and mean percent 62% which indicated moderate level of quality in
this domain. The second domain was clinical effectiveness of health services with mean
score 2.88 and mean percent 57.6% which indicated moderate level of quality in this domain.
The third domain was responsive governance with mean score 2.86 and mean percent 57.2%
which indicated moderate level of quality in this domain. The overall mean score was 2.88
and the mean percent was 57.6% which indicated that the health care providers perceived
that the quality of health services provided at Al Shifa Medical complex was at moderate
level. This result is inconsistent with a study conducted by (F. Al-Jabri et al., 2021) that
found healthcare professionals rated the quality of treatment and patient safety as excellent.
As stated by the medical director, "we are focusing on the quality of health care services, we
put standards and protocols for most of the interventions and treatment programs. The staff
is adequately competent, and Al Shifa Medical Complex is considered a referral hospital,
receiving patients from other hospitals. Sometimes, we face a problem of shortage of beds
in the medical department because the old building has been demolished, and we are waiting
for the construction of a new building for the medical departments. Also, we are going to
improve the function of emergency services, and now, there is a plan to expand the ED to 50

beds with 8 beds for critical care."

4.1.3 Differences in perception about quality of health services related to
sociodemographic characteristics of health care providers

Table (4.12): Differences in perception about quality of health services related to gender

Variable Gender n Mean SD t P value
Clinical effectiveness of Male 147 2.861 0.414 -1.092 0.276
health services Female 73 2.927 0.436
Staff orientation and safety Male 147 3.155 0.683 1.619 0.107
Female 73 3.005 0.563

Responsive governance Male 147 2.875 0.592 0.525 0.600
Female 73 2.832 0.540

Overall quality of health Male 147 2.899 0.436 0.588 0.557
services Female 73 2.863 0.397

62



Table (4.12) showed that there were statistically no significant differences in perception
about quality of health services between male and female healthcare providers in all the

domains and the overall quality of health services provided (P= 0.557).

Table (4.13a): Differences in perception about quality of health services related to age

Variable Sum of df Mean F P
Squares Square value
Clinical effectiveness Between 1.339 2 0.669 3.857 0.023 *
of health services Groups
Within Groups 37.651 217 0.174
Total 38.990 219
Staff orientation and Between 7.565 2 3.783 9.709 0.000 *
safety Groups
Within Groups 84.544 217 0.390
Total 92.109 219
Responsive governance Between 2.225 2 1.113 3.443 0.034 *
Groups
Within Groups 70.141 217 0.323
Total 72.367 219
Overall quality of Between 1.508 2 0.754 4.342 0.014 *
health services Groups
Within Groups 37.697 217 0.174
Total 39.206 219
*Significant at 0.05

Table (4.13a) showed that there were statistically significant differences in all the domains
and the overall perception about quality of health services related to age of health care
providers (P=0.014). To find out the direction of these differences, the researcher performed
Post hoc LSD test as shown in table (4.13b).
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Table (4.13b): Significance of the differences in perception about quality of health services
related to age (LSD test)

. Mean
Variable Age group . P value
Difference

Clinical effectiveness of 31-40 years 0.189 0.012 *

. <30 years
health services 41 years and more 0.061 0.524

Staff orientation and 31-40 years -0.292 0.010*
<30 years

safety 41 years and more -0.635 0.000 *

Responsive governance 31-40 years -0.215 0.037 *
<30 years

41 years and more -0.332 0.012 *

Overall quality of health 30 years and less 0.242 0.012 *
. > 41 years

services 31-40 years 0.216 0.006 *

*Significant at 0.05

Table (4.13b) showed that health care providers from the age group 30 years old and less
have significantly higher perception about the quality of clinical effectiveness of health
services compared to health care providers from the age group 31 — 40 years (P= 0.012),
while the differences were insignificant with the age group 41 years and older (P= 0.524).
In addition, health care providers from the age group 30 years and less expressed
significantly lower perception about the quality of staff orientation and safety compared to
health care providers from the age group 31 — 40 years (P= 0.010) and those from the age
group 41 years and older (P= 0.000). Moreover, health care providers from the age group 30
years and less showed significantly lower perception about the quality of responsive
governance compared to health care providers from the age group 31 — 40 years (P=0.037)
and those from the age group 41 years and older (P=0.012). in general, health care providers
who are 41 years and older expressed significantly higher perception about the overall
quality of health services compared to health care providers from the age group 30 years and
less (P=0.012) and health care providers fromthe age group 31 — 40 years (P= 0.006).The
researcher attributes that health care providers who are 41 years and older express
significantly higher perceptions about the overall quality of health services as the result of
experience, training , qualification and make them more efficient to use devices and tools,
and better able to deal with the different types of people that frequent them during providing
them with the services required of them, whereas health care providers from the age group

30 years and less showed significantly lower perceptions about the overall quality of health
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services and it's the result from the lack of sufficient competence and experience for health
service providers who are less than 30 years old to judge the quality of services. Weakness
in terms of working on training these people Employees and their continuity of development,
and do not take their suggestions effectively, and the other reason is also the dissatisfaction
of the provider's health services about the salaries and wages they receive, and the researcher
attributes this to the financial crisis The Palestinian government suffers, and the salaries are
not being paid regularly and appropriately their tasks, the work pressure they are exposed to,

and the low level of job satisfaction among employers Health Services.

Table (4.14): Differences in perception about quality of health services related to marital status

Variable Marital n Mean SD t P value
status

Clinical effectiveness Married 191 2.870 0.407 -1.142 0.255
of health services Unmarried 29 2.966 0.509

Staff orientation and Married 191 3.137 0.631 1.896 0.059
safety Unmarried 29 2.894 0.727

Responsive Married 191 2.849 0.569 -0.785 0.433
governance Unmarried 29 2.939 0.614

Overall quality of Married 191 2.889 0.408 0.202 0.840
health services Unmarried 29 2.872 0.517

Table (4.14) showed that there were statistically no significant differences in perception
about quality of health services related to marital status of healthcare providers in all the
domains and the overall quality of health services provided (P= 0.840).The researcher
attributes the absence of differences in perception of the quality of health services based on
marital status for healthcare providers across all domains and the overall quality of health
services provided at Al-Shifa Medical Complex to the fact that healthcare providers work

under the same professional and social conditions, regulations, and laws.
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Table (4.15): Differences in perception about quality of health services related to qualification

Sum of Mean P
Variable df Squar F
Squares e value
Clinical Between Groups 0.452 3 0.151
effectiveness of Within Groups 38.538 216 0.178 0.844 0471
health services Total 38.990 219
Staff orientation and Between Groups 2.299 3 0.766
safet Within Groups 89.811 216 0.416 1.843 0.140
Y Total 92.109 219
Responsive Between Groups 0.431 3 0.144
P Within Groups 71.936 216 0.333 0.431 0.731
governance
Total 72.367 219
overall quality of Between Groups 0.636 3 0.212
quality Within Groups 38570 216 | 0179 | 1.187 | 0315
health services
Total 39.206 219

Table (4.15) showed that there were statistically no significant differences in perception
about quality of health services related to qualification of healthcare providers in all the
domains and the overall quality of health services provided (P= 0.315).The researcher
attributes the absence of differences in perception about the quality of health services related
to the qualification of healthcare providers in all the domains and the overall quality of health
services provided because healthcare providers with scientific qualifications provide health

services at the same level and work in the same professional conditions.

Table (4.16): Differences in perception about quality of health services related to specialty

Variable Specialty N Mean SD t P value

Clinical effectiveness Physician 129 | 2.845 0.388 -1.612 0.108
of health services Nurse 91 2.937 0.461

Staff orientation and Physician 129 | 3.165 0.703 1.646 0.101
safety Nurse 91 3.020 0.554

Responsive governance Physician 129 | 2.883 0.537 0.674 0.501
Nurse 91 2.829 0.625

Overall quality of Physician 129 | 2.890 0.425 0.138 0.890
health services Nurse 91 2.882 0.421

Table (4.16) showed that there were statistically no significant differences in perception
about quality of health services related to specialty of healthcare providers in all the domains

and the overall quality of health services provided (P=0.890).
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Table (4.17a): Differences in perception about quality of health services related to job position

Variable sum of df Mean F P
Squares Square value
Clinical effectiveness Between Groups 0.664 2 0.332 1.880 0.155
of health services Within Groups 38.326 217 0.177
Total 38.990 219
Staff orientation and Between Groups 10.427 2 5.213 13.850 0.000
safety Within Groups 81.682 217 0.376 *
Total 92.109 219
Responsive Between Groups 1.692 2 0.846 2.597 0.077
governance Within Groups 70.675 217 0.326
Total 72.367 219
Overall quality of Between Groups 2.986 2 1.493 8.944 0.000
health services Within Groups 36.220 217 0.167 *
Total 39.206 219

*Significant at 0.05

Table (4.17a) showed that there were statistically no significant differences in perception
about quality of health services related to qualification of healthcare providers in the clinical
effectiveness of health services domain (P= 0.155) and the responsive governance domain
(P= 0.077), while significant differences existed in staff orientation and safety domain
(P=0.000) and the overall quality of health services (P=0.000). To find out the direction of

these differences, the researcher performed Post hoc LSD test as presented in table (4.17b).

Table (4.17b): Significance of the differences in perception about quality of health services
related to job position (LSD test)

) ) Mean
Variable Job title . P value
Difference
Staff orientation and safety Head of division -0.615 0.000 *
Subordinate Head of
-0.391 0.003 *
department
Overall quality of health Head of division -0.301 0.001 *
services Subordinate Head of
-0.251 0.005 *
department

*Significant at 0.05
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Table (4.17b) showed that subordinates have significantly lower perception about quality of
staff orientation and safety compared to head of divisions (P= 0.000) and head of
departments (P= 0.003). Also, subordinates showed significantly lower perception about
overall quality of health services compared to head of divisions (P= 0.001) and head of
departments (P= 0.005).The researcher attributes that subordinates showed a significantly
lower perception of the overall quality of health services compared to heads of divisions and
heads of departments and given different opinions on service quality due to the particular
roles, knowledge and information access, and in general different information on the hospital
quality due to their level of specialization, earlier experience, and the varying hierarchical
distance from the actual operational health service process. Moreover, the heads of divisions
and heads of departments might have higher empowerment to deal with quality issues

compared to other employee groups.

Table (4.18): Differences in perception about quality of health services related to department

(Medical — surgical)

Variable Department n Mean SD t P value
Clinical effectiveness Medical 51 | 2969 | 0.424
_ i 1.673 0.096
of health services Surgical 169 | 2.857 | 0.418
Staff orientation and Medical 51 | 3.239 | 0.488
i 2.026 | 0.045*
safety Surgical 169 | 3.064 | 0.685
Responsive Medical 51 | 2.925 | 0.387
i 1.166 0.246
governance Surgical 169 | 2.841 | 0.620
Overall quality of Medical 51 | 2990 | 0.359
) i 2.210 | 0.029 *
health services Surgical 169 | 2.856 | 0.436
*Significant at 0.05

Table (4.18) showed that there were statistically no significant differences in perception
about quality of health services between healthcare providers from medical departments and
surgical departments in the clinical effectiveness of health services domain (P= 0.096) and
the responsive governance domain (P= 0.246). In the other hand, health care providers from
medical departments showed significant differences in staff orientation and safety domain
(P=0.045) and the overall quality of health services (P= 0.029) compared to health care

providers from surgical departments.
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The researcher attributes that health care providers from medical departments showed
significant differences in staff orientation and safety domain and the overall quality of health
services compared to health care providers from surgical departments. The level of safety
available in the hospital is the same for all employees and the reception of difficult and
incurable cases referred to the hospital from the rest of the hospitals that provide similar
services, overburdening the workers by increasing the working hours without any financial
return to cover the shortage in the number of workers and the poor condition of the building
and the lack of space; So that it is not commensurate with the workload and the number of
auditors, and also - the weak role of maintenance in performing preventive maintenance for
devices and buildings; To preserve and prolong its age, and the improvement of the services
provided through it; to ensure the quality of the results issued by these devices, the services

provided in the hospital are not computerized.

In addition, the lack of beds and the absence of a building for medical diseases, the removal
of the buildings of the medical Hospital, which was on the verge of collapse, and evacuating
sections and distributing the medical departments to the other buildings of the complex; And
due to the lack of modern equipment, tools, supplies and special places available to provide
private health services as well the number of patients has not decreased and has increased
significantly, and also due to the presence of the Covid 19 pandemic, which led to the filling
of the departments, which put more pressure on the existing departments and on the ability
of the staff to deal with them. It is known that cases of internal diseases require a longer stay
within the internal departments. The increase in the number of cases referred to the hospital
is due to the difficult economic situation in which living the peoples of the Gaza Strip during
the previous years suffered from the siege, closures, and internal division, and directed them
to government hospitals and not to private hospitals. The above mention interpretation was
confirmed by the key managers when they were interviewed. As stated by the general
director " we face a problem of shortage of beds in the medical department because the old
building has been demolished, and we are waiting for the construction of a new building for
the medical departments. Also, there was a blockade imposed on the Gaza Strip 15 years
ago that hindered the provision of some health services, supplies, and medical equipment,

but we always strive to provide the service appropriately as possible™.
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Table (4.19a): Differences in perception about quality of health services related to experience

in the hospital

] Sum of Mean
Variable df F P value
Squares Square
Clinical Between Groups 0.570 3 0.190
effectiveness of Within Groups 38.420 216 0.178 1.069 0.363
health services Total 38.990 219
] ) Between Groups 7.069 3 2.356
Staff orientation __
Within Groups 85.041 216 0.394 5.985 0.001 *
and safety
Total 92.109 219
Between Groups 0.953 3 0.318
Responsive ___
Within Groups 71.414 216 0.331 0.961 0.412
governance
Total 72.367 219
) Between Groups 0.926 3 0.309
Overall quality _
. Within Groups 38.280 216 0.177 1.741 0.160
of health services
Total 39.206 219

*Significant at 0.05

Table (4.19a) showed that there were statistically no significant differences in perception

about quality of health services related to healthcare providers’ experience in the hospital in

all the domains and the overall quality of health services provided (P= 0.160), while there

were significant differences in staff orientation and safety domain (P= 0.001). To find the

direction of these differences, the researcher performed Post hoc LSD test as shown in table

(4.19D).

Table (4.19b): Significance of the differences in perception about quality of health services

related to experience in the hospital (LSD test)

) ) ) ) Mean
Variable Experience in the hospital ) P value
Difference
6 — 10 years -0.289 0.019 *
Staff orientation and safety < 5 years 11 - 15 years -0.372 0.003
> 16 years -0.601 0.000 *

*Significant at 0.05
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Table (4.19b) showed that health care providers with 5 years of experience and less
expressed significant lower perception about quality of staff orientation and safety compared
to health care providers with 6 — 10 years of experience (P=0.019) and health care providers
with an experience of 16 years and more (P=0.000).The researcher attributes that healthcare
providers with 5 years of experience and less expressed significantly lower perceptions about
the quality of staff orientation and safety compared to healthcare providers with 6 — 10 years
of experience and healthcare providers with an experience of 16 years and more because it
also shows the dissatisfaction with the provider's Health services, given the work pressure
they are exposed to in the first years of their work and their lack of job experience, as well
as the low salaries and wages they receive , and also due to the lack of experience among
some of the workers from the internship doctors, first doctors the general public, as well as
the doctors and nurses who are hired on the contract or unemployment clause to fill the
shortage in the human cadre, so how about calculating the overtime hours, knowing that
there are a large number of workers Overtime hours for the category of doctors; And nursing,
where some of them are called to perform emergency surgeries, as well as nursing to cover

work periods due to the pressure that exists.

Table (4.20a): Differences in perception about quality of health services related to experience

in the department

Variable sum of df Mean F P value
Squares Square
Clinical Between Groups 0.365 3 0.122 0.679 0.565
effectiveness of Within Groups 38.625 216 0.179
health services Total 38.990 219
Staff orientation Between Groups 9.751 3 3.250 8.525 0.000 *
and safety Within Groups 82.358 216 0.381
Total 92.109 219
Responsive Between Groups 1.168 3 0.389 1.182 0.318
governance Within Groups 71.199 216 0.330
Total 72.367 219
Overall quality of Between Groups 0.855 3 0.285 1.606 0.189
health services Within Groups 38.350 216 0.178
Total 39.206 219

*Significant at 0.05
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Table (4.20a) showed that there were statistically no significant differences in perception
about quality of health services related to healthcare providers’ experience in the department
in all the domains and the overall quality of health services provided (P=0.189), while there
were significant differences in staff orientation and safety domain (P= 0.000). To find the
direction of these differences, the researcher performed Post hoc LSD test as shown in table
(4.20b).

Table (4.20b): Significance of the differences in perception about quality of health services

related to experience in the department (LSD test)

Variable Experience in the department _Mean P value
Difference

Staff orientation and safety <5 years 6 — 10 years -0.401 0.000 *

11 — 15 years -0.363 0.001 *

> 16 years -0.652 0.000 *

*Significant at 0.05

Table (4.20b) showed that health care providers with 5 years of experience and less
expressed significant lower perception about quality of staff orientation and safety compared
to health care providers with 6 — 10 years of experience (P= 0.000), health care providers
with 11 — 15 years of experience (P= 0.001), and health care providers with an experience
of 16 years and more (P= 0.000).The researcher attributes that healthcare providers with
showed that health care providers with 5 years of experience and less expressed significant
lower perceptions about the quality of staff orientation and safety compared to healthcare
providers with 6 — 10 years of experience, healthcare providers with 11 — 15 years of
experience and health care providers with an experience of 16 years and more its results
from the lack of courses and training within the complex, as well as the lack of experience
that the employee cannot access until after several years to gain extensive experience and
different skills that enable him to how to deal with different cases and protect himself from
contracting any expected diseases at work and how to avoid them and his inability to obtain
studies Specialized and postgraduate studies that increase its scientific and practical ability
to develop itself, which results in the inability to adapt and deal in an appropriate and
required manner. Also, the excessive burden of working hours may be another factor that
makes the employee not work as required and with high efficiency and gives a vague

perception of the quality of health services.
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Table (4.21a): Differences in perception about quality of health services related to income

Variable Sum of df Mean F P value
Squares Square
Clinical effectiveness Between Groups 0.207 3 0.069 0.385 0.764
of health services Within Groups 38.783 216 0.180
Total 38.990 219
Staff orientation and Between Groups 11.093 3 3.698 9.858 0.000 *
safety Within Groups 81.017 216 0.375
Total 92.109 219
Responsive Between Groups 1.755 3 0.585 1.789 0.150
governance Within Groups 70.612 216 0.327
Total 72.367 219
Overall quality of Between Groups 2.768 3 0.923 5.469 0.001 *
health services Within Groups 36.438 216 0.169
Total 39.206 219
*Significant at 0.05

Table (4.21a) showed that there were statistically no significant differences in perception
about quality of health services related to income of healthcare providers in the clinical
effectiveness of health services domain (P= 0.764) and the responsive governance domain
(P= 0.150), while significant differences existed in staff orientation and safety domain
(P=0.000) and the overall quality of health services (P=0.001). To find out the direction of
these differences, the researcher performed Post hoc LSD test as presented in table (4.21b).

Table (4.21b): Significance of the differences in perception about quality of health services
related to income (LSD test)

Variable Experience in the department Dif'\:eerae:ce P value

Staff orientation and safety <1800 NIS 1801 — 2400 NIS -0.221 0.082
2500 — 3000 NIS -0.499 0.000 *
> 3000 NIS -0.484 0.000 *

*Significant at 0.05
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Table (4.21b) showed that health care providers who have an income of 1800 NIS and less
showed significant lower perception about quality of staff orientation and safety compared
to health care providers who have an income of 2500 — 3000 NIS (P=0.000), and health care

providers who have an income of more than 3000 NIS (P= 0.000).

The researcher attributes that healthcare providers who have an income of 1800 NIS and less
showed a significantly lower perception of quality of staff orientation and safety compared
to healthcare providers who have an income of 2500 - 3000 NIS and healthcare providers
who have an income of more than 3000 NIS and this came as a result of the different
conditions in which this category of employees lives through the volatile conditions of the
financial and economic crisis what hospitals and the ministry of health suffer from, and the
general conditions surrounding the sector are what cause not disbursing salaries regularly
and in proportion to their tasks, the work pressure they are exposed and the extra hours that
are not spent, which puts them in financial hardship compared to the high standard of living

within the sector and the low level of job satisfaction among employers.

The health services in the hospital come from the lack of interest in the staff by the hospital
administration, the lack of security and job satisfaction among the health staff, and the
aforementioned category that works under pressure, the lack of the number of health staff,
and the siege imposed on the sector and the ministry of health is required to work on
regularity and improvement of salaries and incentives, as well as providing training courses

for the development and development of the medical staff.

4.1.4 Perception about the hospital

Table (4.22): Perception rating of the hospital (n=220)

No. Item Mean SD % Rank

Management response to the professional needs of

1 576 | 1987 | 57.6 7
employees

2 | Work system inside the complex 5.76 1.746 | 57.6 8

3 Devices and tools in the complex. 5.85 1.610 | 58.5 5

4 | Availability of medications inside the complex. 5.99 1.435 | 59.9 4

5 | The level of cleanliness inside the complex. 8.10 1.630 | 81.0 1
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Table (4.22): Continued

No. Item Mean SD % | Rank
5 The externz_il hospital design is suitable for providing 5.80 1838 | 58.0 5
health services.
7 The hOSpItE?1| interior design is suitable for providing 5.40 1756 | 54.0 9
health services.
8 | Availability of resting places for employees. 4.88 2.021 | 48.8 12
9 Availability of waiting areas for patients within the 477 1881 | 477 1
complex.
10 Instruction and instruction boards are available in all 210 2250 | 71.0 3
areas of the complex
1 f:or_nmltment to written appointments to visit patients 526 | 2272 | 526 10
inside the complex.
12 Ayal_lablllty of security personnel in the needed places 730 2514 | 73.0 5
within the complex
13 | The presence of places for cars parking 4.80 1.789 | 48.0 13
14 The presence of sufficient gardens within hospital 473 1640 | 473 15
premises
15 The members_ of the complex part!mpate in the public 4.90 1927 | 290 1
and community events and activities
Overall average 5.76 1.168 | 57.6

Table (4.22) the rating of the hospital by the health care providers. The results showed that
the highest rate was in “the level of cleanliness inside the complex” (81%), followed by
“availability of security personnel in the needed places within the complex” (73%), and
“instruction and instruction boards are available in all areas of the complex™ (P=71%). The
lowest rating was in “the presence of sufficient gardens within hospital premises” (47.3%),
followed by “availability of waiting areas for patients within the complex” (47.7%). The
overall mean score was 5.76 out of 10, and the mean percent was 57.6%, which indicated
that the health care providers rated the hospital health services at moderate level. This result
is inconsistent with the study conducted by (Abu Hasera, 2016) who found the item "The
level of cleanliness inside the complex "is low with a percentage of 46.61%, and the item of
"Availability of medications inside the complex™ is low with the percentage of 49.14% in
addition to the item of "Devices and tools in the complex™ is very low with the percentage
of 45.11%. Moreover, all items about hospital perception from healthcare providers have a
low mean percentage which indicated that the healthcare providers rated the hospital health
services at a low level. The researcher attributes that the item "The level of cleanliness inside
the complex" takes the highest percentage because these facilities are cleaned Every 3 hours

at least, using cleaning materials with a certain concentration, according to the contract
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concluded between the Ministry and the cleaning company that was awarded the hygiene
contract for Al-Shifa Medical Complex; where has been privatized Hygiene services have
been provided in all Ministry of Health facilities for years, and the item of "Availability of
security personnel in the needed places within the complex™ has also taken a high rate due
to the provision of elements of security in all departments of the hospital and at its gates to
maintain security due to the presence of many attacks on medical staff and also to maintain
security and control the freedom of work of employees without hindrance. In addition the
item " The presence of sufficient gardens within hospital premises™ and item of "Availability
of waiting areas for patients within the complex™ took a low mean percentage because the
Ministry of Health has built many buildings and departments in the place of these gardens
and the area of the complex as it is and did not expand, and also the lack of waiting for places
for patients due to the old design of some buildings inside the complex, which does not allow
patients to find places to rest and wait and due to the small size of these buildings and the
large number of patients who visit the Complex hospitals.

Satisfaction of employees in this field with a moderate level percentage. means that the
performance of the hospital and the services provided there is good, and this point is
calculated for the employees; Where who always aspire for the better, for improvement and
development, and on the other hand, it is calculated by the administration, as it does not
provide them with what they ask for or what they need; Which increases their affiliation with
the hospital, makes them more tender and increases their productive capacity for services
provided in the hospital.

4.2 Patients’ part

4.2.1 Sociodemographic characteristics of patients

The study sample consisted of 175 patients (58 from medical and 117 surgical departments

at Al Shifa hospital. Their characteristics are illustrated below.
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Figure (4.1): Distribution of study participants by gender and department

Figure (4.1) showed that the number of participants from medical departments was 58
patients; 28 (48.3%) were male patients and 30 (51.7%) were female patients. Also, the
number of participants from surgical departments was 117 patients; 58 (49.6%) were male

patients and 59 (50.4%) were female patients.

Table (4.23a): Distribution of patients by sociodemographic characteristics (n=175)

M;:;al Surgical Dept. Total
Variable Category
n (%) n (%) n (%)
<20 years 5 (8.6) 11 (9.4) 16 (9.1)
21 —30 years 8 (13.8) 21 (17.9) 29 (16.6)
31 — 40 years 21 (36.2) 50 (42.7) 71 (40.6)
Age 41 - 50 years 13 (22.4) 17 (14.5) 30 (17.1)
> 51 years 11 (19.0) 18 (15.4) 29 (16.6)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Mean= 38.90, SD= 13.453 years
Single 8 (13.8) 32 (27.4) 40 (22.9)
Married 37 (63.8) 72 (61.5) 109 (62.3)
Marital status Divorced 7(12.1) 5(4.3) 12 (6.9)
Widow 6 (10.3) 8 (6.8) 14 (8.0)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Gaza 14 (24.1) 48 (41.0) 62 (35.4)
North 25 (43.1) 31 (26.5) 56 (32.0)
. Middle 11 (19.0) 28 (23.9) 39 (22.3)
Place of residency Khanyounis 5 (8.6) 10 (85) 15 (8.6)
Rafah 3(5.2) 0 (0) 3(1.7)
Total 58 (100.0) 117 (100.0) 175 (100.0)

77



Table (4.23a) showed that 21 (36.2%) of patients from medical departments and 50 (42.7%)
of patients from surgical departments aged between 31 — 40 years old, with mean age 38.9
years. The results also showed that 37 (63.8%) of patients from medical departments and 72
(61.5%) of patients from surgical departments were married. In addition, 14 (24.1%) of
patients from medical departments and 48 (41%) of patients from surgical departments were
from Gaza governorate, and 25 (43.1%) of patients from medical departments and 31

(26.5%) of patient from surgical departments were from the North governorate.

Table (4.23b): Distribution of patients by sociodemographic characteristics (n= 175)

Medical
Surgical Dept. Total
Variable Category Dept
0 (%) n (%) n (%)
Refugee 51 (87.9) 89 (76.1) 140 (80.0)
Citizenship Citizen 7(12.1) 28 (23.9) 35 (20.0)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Primary school 10 (17.2) 9(7.7) 19 (10.9)
Prep school 10 (17.2) 22 (18.8) 32(18.3)
Level of education Secondary school 24 (41.4) 45 (38.5) 69 (39.4)
University 14 (24.1) 41 (35.0) 55 (31.4)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Not working 35 (60.3) 69 (59.0) 104 (59.4)
Tob Employee 18 (31.0) 38 (32.5) 56 (32.0)
Free business 5 (8.6) 10 (8.5) 15 (8.6)
Total 58 (100.0) 117 (100.0) 175 (100.0)

Table (4.23b) showed that 51 (87.9%) of patients from medical departments and 89 (76.1%)
of patients from surgical departments were refugees, 24 (41.4%) of patients from medical
departments and 45 (38.5%) of patients from surgical departments have secondary
education, and 14 (24.1%) of patients from medical departments and 41 (35%) of patients
from surgical departments have university education. In addition, 35 (60.3%) of patients
from medical departments and 69 (59%) of patients from surgical departments were not
working, while 18 (31%) of patients from medical departments and 38 (32.5%) of patient

from surgical departments were employees.
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The researcher believed that most patients in the medical and surgical departments are
refugees, this result is expected because they constitute 66% of the total population in Gaza
Strip (UNRWA, 2021b). Mainly the refugees people access the governmental hospitals
because it provides free-of-pay healthcare services. Furthermore, the result showed that
60.3% of patients from medical departments and 59% of patients from surgical departments
are not working, while 31% of patients from medical departments and 32.5% of patients
from surgical departments were employees, it all goes back to the high rate of unemployment

and deteriorating conditions in Gaza Strip.

Table (4.24a): Distribution of patients by illness-related information (n=175)

Medical Dept. | Surgical Dept. Total
Variable Category
n (%) n (%) n (%)
Private insurance 8(13.8) 21 (17.9) 29 (16.6)
Governmental
) 41 (70.7) 76 (65.0) 117 (66.9)
insurance
Military insurance 5(8.6) 13(11.1) 18 (10.3)
Method of payment
Social affairs
. 2(3.4) 5(4.3) 7 (4.0)
insurance
Self-pay 2(3.4) 2(7) 4(2.3)
Total 58 (100.0) 117 (100.0) 175 (100.0)
No 16 (27.6) 26 (22.2) 42 (24.0)
First time admission Yes 42 (72.4) 91 (77.8) 133 (76.0)
Total 58 (100.0) 117 (100.0) 175 (100.0)
One time 42 (72.4) 91 (77.8) 133 (76.0)
2 — 3 times 8 (13.8) 12 (10.3) 20 (11.4)
Number of admissions _
4 times and more 8 (13.8) 14 (12.0) 22 (12.6)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Emergency 25 (43.1) 71 (60.7) 96 (54.9)
OPD 24 (41.4) 34 (29.1) 58 (33.1)
Mode of admission Referred from private
o 9 (15.5) 12 (10.3) 21 (12.0)
clinic
Total 58 (100.0) 117 (100.0) 175 (100.0)

Table (4.24a) showed that 41 (70.7%) of patients from medical departments and 76 (65%)
of patients from surgical departments have governmental medical insurance. Also, 42

(72.4%) of patients from medical departments and 91 (77.8%) of patients from surgical
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departments admitted to the hospital for the first time, while 8 (13.8%) of patients from
medical departments and 12 (10.3%) of patients from surgical departments have been
admitted 2 — 3 times, 8 (13.8%) of patients from medical departments and 14 (12%) of
patients from surgical departments have been admitted for 4 times and more. The results also
showed that 25 (43.1%) of patients from medical departments and 71 (60.7%) of patients
from surgical departments were admitted through emergency department, 24 (41.4%) of
patient from medical departments and 34 (29.1%) of patients from surgical departments were
admitted through the out-patient department, while 9 (15.5%) of patients from medical
departments and 12 (10.3%) of patients from surgical departments were referred from private
clinics. The researcher estimated that 70.7% of patients from medical departments and 65%
of patients from surgical departments have governmental health insurance. This indicates
that the vast majority of patients in this study committed to obtaining health care at
governmental hospitals especially it provides preventive, diagnostic, curative and
rehabilitated care. Furthermore, more inpatients were admitted for the first time, thus

indicating a positive indicator for the readmission rate at AlShifa Medical Complex.

Table (4.24b): Distribution of patients by illness-related information (n= 175)

Medical Dept. | Surgical Dept. Total
Variable Category
n (%) n (%) n (%)
1-3days 10 (17.2) 9(7.7) 19 (10.9)
4 — 6 days 31 (53.4) 69 (59.0) 100 (57.1)
Length of s.tay in the 7 -9 days 13 (22.4) 22 (18.8) 35 (20.0)
nospit! 10 days and more 4 (6.9) 17 (14.5) 21 (12.0)
Total 58 (100.0) 117 (100.0) 175 (100.0)
Bad 0(0) 5(4.3) 5(2.9)
Fair 2(3.4) 4 (3.4) 6 (3.4)
Evaluation of health Good 13 (22.4) 31 (26.5) 44 (25.1)
status Very good 31 (53.4) 52 (44.4) 83 (47.4)
Excellent 12 (20.7) 25 (21.4) 37 (21.1)
Total 58 (100.0) 117 (100.0) 175 (100.0)

Table (4.24b) showed that 31 (53.4%) of patients from medical departments and 69 (59%)

of patients from surgical departments stayed in the hospital for 4 — 6 days, 13 (22.4%) of

patients from medical departments and 22 (18.8%) of patients from surgical departments

stayed in the hospital for 7 — 9 days. In addition, 12 (20.7%) of patients from medical
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departments and 25 (21.4%) of patients from surgical departments stated that their health
status was excellent, 31 (53.4%) of patients from medical departments and 52 (44.4%) of
patients from surgical departments stated that their health status was very good, while 5

(4.3%) of patients from surgical departments stated that their health status was bad.

Table (4.25): Information about surgery for patients from surgical department (n=117)

Variable Category n %
No 107 91.5
Postponed surgery Yes 10 8.5
Total 117 100.0
None 107 91.5
One time 4 34
Frequency of postponing surgery Two times 5 4.3
Three times 1 0.9
Total 117 100.0
No 102 87.2
Developed complications Yes 15 12.8
Total 117 100.0
No complication 102 87.2
Wound infection 11 94
Obstruction of blood vessel 1 0.9
Type of complication A hole in duodenum 1 0.9
Fever 1 0.9
Another surgery done 1 0.9
Total 117 100.0

Table (4.25) showed that 107 (91.5%) of patients from the surgical departments have their
surgery done on time, while 10 (8.5%) of patients said that their surgery was postponed, of
them 4 (3.4%) said that their surgery was postponed one time, 5 (4.3%) said that their surgery
was postponed two times, and 1 (0.9%) said that their surgery was postponed three times. In
addition, 15 (12.8%) of patients stated that they developed complications post-op. Among
those who developed complications, 11 (9.4%) had wound infection.
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4.2.2 Perception of patients about quality of health services

Table (4.26a): Perception of patients about meeting expectations (n=175)

3
5 &
© (5] (5] (@]
s 51318 2|8 a <
D o
No. Item _; S g ? ‘_g’ % ) > 8
c o Z o
S =
s n
[9p]
My experience was n 0 3 30 87 55
good with regard to the | %
1 | health care and service 411 | 0.739 | 82.2 5
provided to me in this 0 1.7 11711 49.7 | 314
hospital
I received the health n 0 5 28 83 59
2 services | was expecting | % 0 29 | 160 | 474 | 33.7 412 0775 | 824 4
My need for pain- n 0 4 20 79 72
3 | relieving medication % 4.25 | 0.746 | 85.0 2
was taken into account 0 2.3 | 1147451 411
I received different n 0 9 17 74 75
4 g};ﬁnsto relieve the % 0 51 97 | 423 | 429 423 | 0.826 | 84.6 3
The standards of service | n 0 2 13 74 86
| recognized through the | %
5 hospital staff were 0 1.1 74 | 423 | 49.1 4.39 1 0677 | 87.8 1
excellent
Average 422 | 0.585 | 84.4

Table (4.26a) showed that the highest score was in the item “The standards of service I
recognized through the hospital staff were excellent” with mean score 4.39 and weighted
percent 87.8%, followed by “My need for pain-relieving medication was taken into account”
with mean score 4.25 and weighted percent 85%, while the lowest score was in “My
experience was good with regard to the health care and service provided to me in this
hospital” with mean score 4.11 and weighted percent 82.2%, followed by “I received the
health services I was expecting” with mean score 4.12 and weighted percent 82.4%. The
average mean score was 4.22 and weighted percent 84.4%.This result is congruent with
study conducted by (AbuSada, 2013)that found the meeting expectation domain reported a
mean of 4.0467 (80.90%) of perception level. The researcher sees that the result indicates
the patients have a positive perception about meeting the expectation domain in the SHMC.
As stated by the general director, "the patient certainly receives the services that he expects
in Al-Shifa Medical Complex, but sometimes the lack of supplies, medicines, and some

services beyond our control may affect the patient’s opinion and what he expects of services.
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We always strive to find solutions to all problems and find everything that meets and fills the
patient’s needs within Al-Shifa Medical Complex."

In addition, the general director said, "The patient certainly receives the services that he
expects in Al-Shifa Medical Complex, but sometimes the lack of supplies, medicines, and
some services beyond our control may affect the patient’s opinion and what he expects of
services. We always strive to find solutions to all problems and find everything that meets

and fills the patient’s needs within AI-Shifa Medical Complex."

Table (4.26b): Perception of patients about information and communication (n=175)

No. Item

N
N
ol
[o¢]
[y
(o]
~

~| Strongly disagree
Disagree
Not sure
Agree
Strongly agree
Mean
SD
%
Rank

I was involved in n
1 making decisions about | % 416 | 0.793 | 83.2 5
my health condition ' 14.3 | 463 | 366
I received adequate n 16 81 76
2 information about my % 432 | 0.687 | 86.4 3
health condition 9.1 | 463 | 434
I was provided with a n 4 4 26 83 58
full explanation of the %
3 operations and care 4.07 | 0.881 | 81.4 6
provided me by health 2.3 23 | 149 | 474 | 331
service providers
The hospital staff used n 0 6 13 54 102
4 Eg m'goduce themselves | % 0 34 74 | 309 | 583 4.44 | 0.777 | 88.8 1
| received satisfactory n 0 3 21 80 71
and adequate answers %

o
o
)
w

o
N

o
=
[EN

> to my questions from 0 1.7 | 12.0 | 45.7 | 40.6 4251 0.731 | 850 4
health care provider
I feel that I’'m close to n 0 6 13 63 93
6 the health providers % 0 34 74 | 36.0 | 53.1 439 | 0.772 | 878 2
Average 427 | 0.582 | 854

Table (4.26b) showed that the highest score was in the item “The hospital staff used to
introduce themselves to me” with mean score 4.44 and weighted percent 88.8%, followed
by “I feel that I’m close to the health providers” with mean score 4.39 and weighted percent
87.8%, while the lowest score was in “I was provided with a full explanation of the
operations and care provided me by health service providers” with mean score 4.07 and

weighted percent 81.4%, followed by “I was involved in making decisions about my health
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condition” with mean score 4.16 and weighted percent 83.2%. The average mean score was
4.27 and weighted percent 85.4%.This result is congruent with study conducted by
(AbuSada, 2013) that found the information and communication domain reported a mean
3.9767 (79.50%) of the perception level. And the result is inconsistent with a study
conducted by (Abu Hasera, 2016)that that found the information and communication domain
reported a mean of 60.77% of the perception level. The researcher sees that the result
indicates the patients have a positive perception of the information and communication
domain in the SHMC.A4s the medical director stated, “There is a clear problem regarding
the item of information and communication with patients, which is caused by the medical
staff who often do not provide the patient with all the health information he needs about his
health condition. Which creates problems for us with patients and their families. I cannot

say that we cover this subject sufficiently, required, and appropriately.

Table (4.26¢): Perception of patients about hospital culture (n= 175)

5]
5, &
© [<5] [«5) D
S| 5| 3] 8|28 0|6l %
w |-
No. Item 7: 8 = &,, ? § D x &s
c ()] Z o
o -
= )
(2]
1 The hospital staff treat n 0 5 13 60 97 | 442 |0.753 | 88.4 | 4
patients equally %| 0 29 | 74 | 343 | 554
2 The hospital staff respond to | n 0 5 16 50 | 104 | 445 |0.778 | 89.0 | 3
my requests quickly % | 0 29 | 9.1 | 286|594
3 The hospital staff work n 0 2 10 51 | 112 | 456 | 0.657 | 91.2 1
together as a team % 0 1.1 | 57 | 29.1 | 64.0
4 My health service is n 0 1 12 52 | 110 | 455 | 0.649 | 91.0 2
properly provided % | 0 06 | 6.9 | 29.7 | 62.9
5 The medical equipment n 5 23 77 53 17 | 3.31 | 0.920 | 66.2 6
needed to provide health % | 29 | 13.1 | 44.0 | 30.3 | 9.7
services are available
6 The medical examinations n 0 8 36 | 117 | 14 | 3.78 | 0.651 | 75.6 5
necessary to provide the % 0 46 | 206 | 66.9 | 8.0
health services are available
Average 417 | 0.474 | 83.4

Table (4.26¢) showed that the highest score was in the item “The hospital staff work together
as a team” with mean score 4.56 and weighted percent 91.2%, followed by “My health
service is properly provided” with mean score 4.55 and weighted percent 91%, while the
lowest score was in “The medical equipment needed to provide health services are available”
with mean score 3.31 and weighted percent 66.2%, followed by “The medical examinations

necessary to provide the health services are available” with mean score 3.78 and weighted
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percent 75.6%. The average mean score was 4.17 and weighted percent 83.4%.This result is
inconsistent with a study conducted by (AbuSada, 2013) that found the patients’ perception
of the hospital culture domain was 3.8607(mean) with77.20 % of perception level with a
moderate perception. Moreover the result inconsistent toa study conducted by(Abu Hasera,
2016) that found the patients’ perception of the hospital culture domain was 49.10% of the

perception level.

The researcher sees that the result indicates the patients have a positive perception of the
information and communication domain in the SHMC. As the director of nursing stated and
confirmed in this regard "we inside Al-Shifa Medical Complex, fill out a questionnaire with
patients to take their views on the extent of their satisfaction with the health service provided
to them, and that is every period and periodically, and the results were high and satisfactory

about the services they receive within the departments of Al-Shifa Medical Complex."

Table (4.26d): Perception of patients about respect and privacy (n= 175)

staff care about what | say | % 2.9 7.4 | 29.7 | 60.0

The hospital staff treats n 3 13 58 | 100
. . 5

3 me |r1 a frlgndly manner % . 74 | 331 | 571 445 | 0.755 | 89.0 7

despite their busyness

| felt that the hospital staff | n 61 | 101

4 d about h 9 448 | 0.702 | 89.6 3
cared about me as human ) 0 23 51 | 349 | 577

3 @
2 o | o =
L @ = 5] © c N
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2|1 &l |&|g|2]|” |7 |¢&
c (&) zZ o
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»n
| feel interest and follow n 0 4 7 69 95
1 from the staff about 9 4.46 | 0.684 | 89.2 6
up u 0 0 | 23 | 40 | 394 | 543
my health
5 | feel that the hospital n 8 5 13 52 | 105 247 | 0756 | 89.4 4
1

o
»
[y
~

o
ESN
(o]

being
I have high confidencein | n 1 1 10 61 | 102

5 the hospital staff % | 06 | 06 | 57 | 349|583 4501 0685 ) 90.0 ) 2
The level of appreciation n 0 3 12 60 | 100
and respect shown by the | %

6 hospital staff was 0 1.7 | 6.9 | 343 | 57.1 44710701 | 8941 5
excellent
The hospital staff is keen n 0 4 11 50 | 110

7 on patients’ privacy when | % 452 | 0.718 | 90.4 1

0 |023] 63 | 286|629

conducting examinations

Average 447 | 0.519 | 89.4
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Table (4.26d) showed that the highest score was in the item “The hospital staff is keen on
patients’ privacy when conducting examinations” with mean score 4.52 and weighted
percent 90.4%, followed by “I have high confidence in the hospital staff” with mean score
4.50 and weighted percent 90%, while the lowest score was in “The hospital staff treats me
in a friendly manner despite their busyness” with mean score 4.45 and weighted percent
89%, followed by “I feel interest and follow up from the staff about my health” with mean
score 4.46 and weighted percent 89.2%. The average mean score was 4.47 and weighted

percent 89.4%.

This result is consistent with a study conducted by (AbuSada, 2013)that found the perception
of patients about respect and privacy domain was 87.51% with a high perception level. In
addition, this result is inconsistent with a study conducted by (Abu Hasera, 2016)that found
the perception of patients about respect and privacy domain was 65.30% with moderate

perception.

The researcher sees that the result indicates the patients have a high positive perception of
respect and privacy domain in the SHMC. The general director also stated that, to some
extent, "there is privacy for the patient when dealing with him, when examining him, and
taking any medical procedure with him, the patient is treated with the required respect, and
there is confidentiality about his health information. Also, patients' files and their

information are not shared with anyone."
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Table (4.26e): Perception of patients about approach of care (n= 175)

3
5 &
g § g (5] (CG)') [ 4
[
No. Item = g 2 <‘5, =) g 2 S §
g | o Z S
= 7
)
The hospital staff n 1 6 13 62 93
1 fulfill ts i 9 4.37 | 0.812 7.4
u |-my requests in % 06 | 34 | 74 | 354 | 531 37108 8 5
real time

| feel satisfied with the | n 0 2 11 58 104
e 5
2 capa_bllltles of the staff | % 0 11 63 | 331 | 504 451 | 0.668 | 90.2 4
treating me
The hospital staff come | n 0 2 9 56 108
0,
3 to me constantly and % 0 11 51 | 320 | 617 454 | 0.650 | 90.8 3
regularly
I bought drugs from n 1 11 9 21 133
my own account %
4 becguse they weren't 0.6 6.3 51 | 120 | 760 457 | 0.894 | 91.4 1
available in the
hospital
The medications are n 0 2 11 51 111
> giventome atsettime | % | O 1.1 | 6.3 | 29.1 | 634 4.95 | 0.667 | 910 2
The process of n| 18 54 46 31 26
admission to the %
6 hospital was easy and 103 | 309 | 26.3 | 17.7 | 14.9 2.96 | 1.224 | 59.2 !

without obstacles
The discharge process n 16 53 39 38 29

i 0,
7 was easy and without % 91 | 303 | 223 | 217 | 166 3.06 | 1.246 | 61.2 6
obstacles

Average 4,08 | 0475 | 81.6

Table (4.26¢) showed that the highest score was in the item “I bought drugs from my own
account because they weren't available in the hospital” with mean score 4.57 and weighted
percent 91.4%, followed by “The medications are given to me at set time” with mean score
4.55 and weighted percent 91%, while the lowest score was in “The process of admission to
the hospital was easy and without obstacles” with mean score 2.96 and weighted percent
59.2%, followed by “The discharge process was easy and without obstacles” with mean
score 3.06 and weighted percent 61.2%. The average mean score was 4.08 and weighted
percent 81.6%. This result is consistent with a study conducted by (AbuSada, 2013) that
found the perception of patients about the approach of care domain was a mean of 4.1828
(82.2%) with a high level of perception. And the result is inconsistent with a study conducted
by (Abu Hasera, 2016) that found the perception of patients about the approach of care
domain was a mean of 71.63% with a moderate level of perception.
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The researcher sees that the result indicates the patients have a positive perception of
approach of care domain in the SHMC but in the item "I bought drugs from my own account
because they weren't available in the hospital," there was a general agreement from all
patients that they had purchased medicines that were prescribed for them from their own
accounts and that they had to be available to them inside the complex, which reflects the
existence of a shortage of many medicines inside Al-Shifa Medical Complex, due to the
inability of the Ministry of Health to provide what is needed and the blockade imposed on
the Gaza Strip.

The medical director also stated and said regarding the health care approach within the
Shifa Medical Complex that " there is everything necessary to provide the service, but
sometimes some obstacles appear, such as buying medicines from outside the hospital and
at the expense of the patient due to the lack of them within the Ministry of Health and the Al
Shifa Medical Complex, as well as on the subject of the admission and discharge mechanism
for patients sometimes because the increasing number of reluctant cases and the pressure of
work on emergency departments and outpatient clinics, which are the places through which
patients enter the departments, this leads to an obstruction in the entry mechanism used."

In addition, the nursing director said in this regard that "the issue of purchasing medicines
from abroad is very rare, and we use alternatives from within the complex, and the
mechanisms of entry and exit differ from one department to the next, such as surgical patients
who take the service and leave without difficulty, as opposed to internal medicine patients,
who require services more than others."
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Table (4.26f): Perception of patients about hotel services (n= 175)

No. Item

~| Strongly disagree
Disagree
Not sure
Agree
Strongly agree
Mean
SD
%
Rank

1 The cleanliness of the toilets | n 4 18 54 97 | 437 | 0.847 | 87.4 3

is good % | 1.1 | 23 | 103 | 30.9 | 554
2 There is special concern n 1 2 23 54 95 | 437 |0.798 | 874 | 4
about patient’s safety % | 06 | 1.1 | 131 | 30.9 | 54.3

3 Bed linen are always clean n 0 1 11 59 | 104 | 452 | 0.642 | 904 | 1
%| 0 06 | 6.3 | 33.7 | 594

4 Bed linen are always n 1 2 16 55 | 101 | 445 | 0.755 | 89.0 | 2
available % | 06 | 1.1 | 91 |314 | 577
Average 442 | 0.675 | 88.4

Table (4.26f) showed that the highest score was in the item “Bed linen are always clean”
with mean score 4.52 and weighted percent 90.4%, followed by “Bed linen are always
available” with mean score 4.45 and weighted percent 89%, while the lowest score was in
“There is special concern about patient’s safety” with mean score 4.37 and weighted percent
87.4%, followed by “The cleanliness of the toilets is good” with mean score 4.37 and
weighted percent 87.4%. The average mean score was 4.42 and weighted percent 88.4%.
This result is inconsistent with a study conducted by (AbuSada, 2013) that found the
perception of patients about hotel services was a mean of 3.4689 (68.38%) with a moderate
level of perception. The researcher sees that the result indicates the patients have a high

positive perception of the hotel services domain in the SHMC.

The general director of the complex also stated, regarding the hotel services, "that they are
of high quality and are provided in an appropriate and required manner. The level of
cleanliness inside the complex is high due to the presence of a cleaning company that works
around the clock. Also, bed covers are available and the patient is provided with everything
necessary. As the meals provided to patients, it has been stopped by the Ministry of Health,
but without that, the hotel service is provided to the fullest within the Al-Shifa Medical

Complex."
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Table (4.27): Overall perception of patients about quality of health services (n=175)

Item é 9) L E
Meeting expectations 4.22 0.585 84.4 4
Information and communication 4.27 0.582 | 85.4 3
Hospital culture 4.17 0.474 83.4 5
Respect and privacy 4.47 0.519 89.4 1
Approach of care 4.08 0.475 81.6 6
Hotel services 4.42 0.675 | 88.4 2

Overall satisfaction 4.26 0.417 85.2

Table (4.27) showed that the highest score was in the respect and privacy domain (m=4.47,
89.4%), followed by hotel services (m= 4.42, 88.4%), information and communication (m=
4.27, 85.4%), meeting expectation (m=4.22, 84.4%), hospital culture (m=4.17, 83.4%), and
the lowest score was in approach of care (m= 4.08, 81.6). The overall mean score was 4.26
and the weighted percentage was 85.2%, which indicated high level of patients’ satisfaction

with quality of health services.

This result is consistent with a study conducted by (F. Y. M. Al-Jabri et al., 2021) the study
found that patients' perceptions of quality care were generally positive. In general, patients
were more satisfied when healthcare providers paid attention to their individual needs,
treated them with kindness, and when felt they had a say in their care. The researcher
attributed the reason for these domains obtaining a high degree of approval to a realization
patients due to the quality of the services provided to them, and their apparent satisfaction
with these services is because some of the workers are qualified and fully aware of what to
do in most of the sick cases they face in the hospital, and they strive to provide the health
service at a decent level despite the lack of possibilities, and the comparisons made by the
recipient of the service between what you expected to find according to what His reputation
about the hospital and what exists on the ground positively influence its approval if you get
what you want with reasonable effort; Where workers consider the patient's privacy as one
of their priorities and are aware of it at a low level, and they want to improve it continuously
even though it obtains a large degree of approval from the recipients of the service.
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4.2.3 Differences in perception about quality of health services related to
sociodemographic characteristics of patients

Table (4.28): Differences in perception about quality of health services related to gender

Domain Gender n Mean SD t P value

Male 86 4.209 0.577
Meeting expectations -0.250 0.803
Female 89 4.231 0.596

Information and Male 86 4,302 0.571
0.688 0.492

communication Female 89 4,241 0.594

Male 86 4.127 0.494
Hospital culture -1.380 0.170
Female 89 4.226 0.451

Male 86 4.516 0.471
Respect and privacy 0.998 0.320
Female 89 4.438 0.561

Male 86 4.099 0.529
Approach of care 0.537 0.592
Female 89 4.061 0.418

Male 86 4.500 0.650
Hotel services 1.405 0.162
Female 89 4,356 0.695

Male 86 4.284 0.419
Total 0.476 0.635
Female 89 4,253 0.416

Independent sample (t) test

Table (4.28) showed that there were statistically no significant differences in quality of
health services in all the domains and the total score related to gender of patients (P=0.635).

The result of the study showed that there is no difference between male and female patients
in terms of perceived the quality of the healthcare services provided at Al-Shifa Medical
Complex during their stay. Also, it indicates that patients of both sexes are satisfied with
healthcare services provided at Al-Shifa Medical Complex. These results are expected
because the health services provided to all people in the same way.
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Table (4.29): Differences in perception about quality of health services related to age

Age n Mean SD F P value

20 years and less 16 4.350 0.346

21-30 years 29 4.241 0.488

Meeting 31-40 years 71 4.183 0.625
expectations 41-50 years 30 4.280 0.609 0.430 0.787

51 years and more 29 4.158 0.666

Total 175 | 4.220 0.585

20 years and less 16 4.447 0.433

f . 21-30 years 29 4.149 0.593
In Og:]‘g‘“on 31-40 years 71| 4260 | 05% | o | oapy

communication 41-50 years 30 4.400 0.559

51 years and more 29 4.189 0.631

Total 175 | 4.271 0.582

20 years and less 16 4.302 0.340

21-30 years 29 4.051 0.429

Hospital 31-40 years 71 4.171 0.577
culture 41-50 years 30 4.233 0.329 0.901 0465

51 years and more 29 4,195 0.420

Total 175 | 4.178 0.474

20 years and less 16 4.696 0.372

21-30 years 29 4.320 0.666

Respect and 31-40 years 71 4.450 0.519
privacy 41-50 years 30 4,552 0.400 1611 0.174

51 years and more 29 4.497 0.507

Total 175 4.476 0.519

20 years and less 16 4.178 0.273

21-30 years 29 4.073 0.589

Approach of 31-40 years 71 4.024 0.524
care 41-50 years 30 4.104 0.412 0-560 0.692

51 years and more 29 4,142 0.366

Total 175 | 4.080 0.475

20 years and less 16 4,765 0.422

21-30 years 29 4.405 0.819

. 31-40 years 71 4.348 0.648
Hotel services 41-50 years 30 4433 0675 1.266 0.285

51 years and more 29 4.448 0.682

Total 175 4.427 0.675

20 years and less 16 4.441 0.261

21-30 years 29 4.194 0.486

31-40 years 71 4.235 0.449
Total 41-50 years 30 | 4329 | 0202 | L1194 | 0315

51 years and more 29 4.268 0.432

Total 175 4.268 0.417

92




Table (4.29) showed that there were statistically no significant differences in quality of
health services in all the domains and the total score related to age of patients (P= 0.315).

According to the result of the study, all age groups of inpatients received similar healthcare
services at the Al-Shifa Medical Complex. This demonstrates that Al Shifa Medical
Complex provides healthcare services in accordance with professional standards regardless
of the patient's age, which increases credibility and trusts more than it increases patient

satisfaction.

Table (4.30): Differences in patients’ perception about quality of health services related to

marital status

Marital status n Mean SD F P value

Single 40 4.220 0.593
Married 109 4.194 0.579

Meeting expectations Divorced 12 4.400 0.620 0.478 0.698
Widow 14 4.271 0.615
Total 175 4.220 0.585
Single 40 4.375 0.605
Married 109 4.209 0.568

. Divorced 12 4,513 0.529 1.545 0.205
L”Jr?]rnr:‘:;'zgt?gg Widow 14 4.250 0.636
Total 175 4271 0.582
Single 40 4.216 0.457
Married 109 4.143 0.476

Divorced 12 4.402 0.365 1.207 0.309
Hospital culture Widow 14 4.142 0.565
Total 175 4.178 0.474
Single 40 4.496 0.576
Married 109 4.432 0.526

Divorced 12 4.809 0.300 1.956 0.123
Respect and privacy Widow 14 4.479 0.339
Total 175 4.476 0.519
Single 40 4.067 0.500
Married 109 4.076 0.494

Divorced 12 4.345 0.319 1.823 0.145
Approach of care Widow 14 3.918 0.242
Total 175 4.080 0.475
Single 40 4.581 0.638
Married 109 4.353 0.703

Hotel services Divorced 12 4.333 0.651 1.700 0.169
Widow 14 4.642 0.497
Total 175 4.427 0.675
Single 40 4.312 0.476
Married 109 4.230 0.404

Total Divorced 12 4.483 0.330 1.524 0.210
Widow 14 4.259 0.371
Total 175 4.268 0.417
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Table (4.30) showed that there were statistically no significant differences in quality of
health services in all the domains and the total score related to marital status of patients (P=
0.315). The researcher claims that regardless of the patient's marital status, i.e., whether the
patient is married, single, widowed, or divorced they are given the same healthcare services
at AlShifa Medical Complex without discrimination. We can conclude that Al Shifa Medical
Complex does not use a patient's social condition as a justification for changing in the
healthcare services provided and gives all patients the healthcare service equally.

Table (4.31a): Differences in patients’ perception about quality of health services related to

place of residency

Governorate n Mean SD F P value
Gaza 62 4.245 0.588
North 56 4.050 0.654
Meeting Middle 39 4.400 0.496 -
expectations Khanyounis 15 4.226 0.413 2.421 0.050
Rafah 3 4.533 0.115
Total 175 4.220 0.585
Gaza 62 4.215 0.553
North 56 4.136 0.682
Information and Middle 39 4.444 0.428 -
communication Khanyounis 15 4.455 0.536 2.803 0.027
Rafah 3 4.777 0.254
Total 175 4.271 0.582
Gaza 62 4.185 0.420
North 56 4.008 0.601
. Middle 39 4.290 0.330 -
Hospital culture Khanyounis 15 4455 0.231 3.947 0.004
Rafah 3 4.333 0.333
Total 175 4.178 0.474
Gaza 62 4.435 0.490
North 56 4.357 0.630
Respect and Middle 39 4.626 0.387
privacy Khanyounis 15 4.657 0.357 2.326 0.058
Rafah 3 4.714 0.494
Total 175 4.476 0.519
Gaza 62 4.103 0.451
North 56 3.928 0.516
Middle 39 4.131 0.440 «
Approach of care Khanyounis 15 2304 0332 3.581 0.008
Rafah 3 4.619 0.329
Total 175 4.080 0.475
Gaza 62 4.330 0.689
North 56 4.442 0.750
. Middle 39 4.423 0.601
Hotel services Khanyounis 15 1666 0487 1.343 0.256
Rafah 3 5.000 0.000
Total 175 4.427 0.675
Gaza 62 4.249 0.375
North 56 4.139 0.521
Middle 39 4.383 0.305 -
Total Khanyounis 15 | 4457 0.236 3.700 | 0.006
Rafah 3 4.647 0.164
Total 175 4.268 0.417

*Significant at 0.05
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Table (4.31a) showed that there were statistically significant differences in perception about
quality of health services related to place of residency (P= 0.006). To find the direction of

these differences, the researcher performed LSD test as shown in table (4.31b).

Table (4.31b): Post hoc LSD test for place of residency

Domain Governorate .Mean P value
Difference

Gaza -0.195 0.068

. . Middle -0.350 0.004 *
Meeting expectations North Khanyounis 0176 0293
Rafah -0.483 0.159
Gaza -0.078 0.459

Information and North Middle -0.307 0.011*
communication Khanyounis -0.318 0.057
Rafah -0.640 0.060

Gaza -0.176 0.038 *

. Middle -0.281 0.004 *

Hospital culture North Khanyounis 20425 0.00L*
Rafah -0.324 0.235

Gaza -0.175 0.041 *

Middle -0.203 0.036 *

Approach of care North Khanyounis 0376 0.006 *

Rafah -0.690 0.013 *
Gaza -0.109 0.144

Middle -0.243 0.004 *

Total North Khanyounis 20317 0.008 *

Rafah -0.507 0.036 *

*Significant at 0.05

Table (4.31b) showed that patients from the North governorate expressed significant lower
perception about quality of health services compared to patients from the other governorates.
The researcher believes that the reason for giving the recipients of the service from the
residents of the North Governorate a small percentage of perception and approval is due to
the distance between the Al Shifa Medical Complex and their original place of residence and
the presence of the hospital in a place in the middle of the sector, which is difficult to access,
and most of the cases are service recipients who reach the complex for necessity, due to the
lack of certain specialties in hospitals close to them, which leads them to resort to the Al-
Shifa Medical Complex and have to be treated in its different departments. Just as patients
from the northern governorates have a special culture that differs from other cultures for
patients in the rest of the governorates of Gaza, it may be an obstacle for patients to deal
with the situation inside the Al Shifa Medical complex, which gives them the impression of

discomfort in the complex.
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Table (4.32): Differences in patients’ perception about quality of health services related to type

of citizenship

Domain Citizenship n Mean SD t P value
. . Refugee 140 4.255 0.569
Meeting expectations . 1.595 0.113
Citizen 35 4.080 0.634
i Refugee 140 4.307 0.579
Informatl_on f_md al g 1.629 0.105
communication Citizen 35 4.128 0.581
. Refugee 140 4.172 0.496
Hospital culture — -0.305 0.761
Citizen 35 4.200 0.378
. Refugee 140 4.489 0.512
Respect and privacy — 0.664 0.508
Citizen 35 4.424 0.551
Refugee 140 4.074 0.473
Approach of care — -0.306 0.760
Citizen 35 4.102 0.488
. Refugee 140 4.494 0.622
Hotel services — 2.689 0.008 *
Citizen 35 4.157 0.811
Refugee 140 4.288 0.417
Total — 1.233 0.219
Citizen 35 4191 0.415

Table (4.32) showed that there were statistically no significant differences in all the domains
of quality of health services except hotel services domain, which indicated that refugee
patients expressed significant favored perception about hotel services compared to Citizen
patients. The researcher believes that giving the refugee patients a higher impression and
perception than the patients of the citizen group indicate the extent of the conviction and
satisfaction of the refugee patients with the hotel services provided in the SHMC and their

conviction that hotel services have evolved from the previous.

The majority of Palestinian refugees are from low-income areas and have workers’ health
insurance, social security insurance, and other forms of insurance that do not allow them to
go to private hospitals that have superior and more modern hotel services than government
hospitals, as do the majority of citizen patients, who gave a less favorable impression of
hotel services within the SHMC.
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Table (4.33): Differences in patients’ perception about quality of health services related to level

of education

Level of education n Mean SD F P value
Primary school 19 4.389 0.385
Meeting Prep school 32 4.156 0.627
expectations SeconQary s_chool 69 4.162 0.563 1.029 0.381
University 55 4.272 0.639
Total 175 4.220 0.585
Primary school 19 4.438 0.503
Information and Prep school 32 4.234 0.631
communication SeconQary s_chool 69 4.207 0.538 0.942 0422
University 55 4.315 0.629
Total 175 4.271 0.582
Primary school 19 4.228 0.393
Prep school 32 4.291 0.518
Hospital culture Secondary school 69 4.128 0.469 0.972 0.407
University 55 4.157 0.478
Total 175 4.178 0.474
Primary school 19 4.654 0.404
Respect and Prep school 32 4.491 0.575
privacy SeconQary s_chool 69 4.445 0.481 0.891 0.447
University 55 4.446 0.565
Total 175 4.476 0.519
Primary school 19 4.203 0.404
Approach of Prep school 32 4.026 0.557
care SeconQary s_chool 69 4.095 0.462 0.654 0.581
University 55 4.049 0.465
Total 175 4.080 0.475
Primary school 19 4.736 0.452
Prep school 32 4.460 0.663
Hotel services Secondary school 69 4.431 0.575 2.091 0.103
University 55 4.295 0.826
Total 175 4.427 0.675
Primary school 19 4.425 0.317
Prep school 32 4.268 0.493
Total Secondary school 69 4.238 0.375 1.049 0.374
University 55 4.253 0.448
Total 175 4.268 0.417
*Significant at 0.05

Table (4.33) showed that there were statistically no significant differences in perception
about quality of health services related to patients’ level of education in all the domains and
the total score (P= 0.374). According to the results, healthcare services at Al Shifa Medical
Complex are provided equally for all patients as required regardless of the patient’s
educational level. it's indicated that educated and uneducated patients received the same

healthcare services. Also, this increases the patient’s confidence and satisfaction.
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Table (4.34a): Differences in patients’ perception about quality of health services related to

work
Work n Mean SD F P value
Not working 104 4.167 0.582
. . Employee 56 4.307 0.610
Meeting expectations Free work 15 1266 0.299 1.089 0.339
Total 175 4.220 0.585
Not working 104 4.209 0.593
Information and Employee 56 4.378 0.560
communication Free work 15 4.300 0.567 1543 0.217
Total 175 4271 0.582
Not working 104 4.189 0.456
. Employee 56 4.145 0.461
Hospital culture Fres work 15 1222 0647 0.220 0.802
Total 175 4.178 0.474
Not working 104 4.410 0.558
. Employee 56 4.619 0.419 *
Respect and privacy Free work 15 4200 0.498 3.209 0.043
Total 175 4.476 0.519
Not working 104 4.041 0.466
Employee 56 4.127 0.494
Approach of care Free work 15 1171 0.465 0.904 0.407
Total 175 4.080 0.475
Not working 104 4.355 0.660
. Employee 56 4.504 0.711
Hotel services Fres work 15 1633 0611 1.656 0.194
Total 175 4.427 0.675
Not working 104 4.223 0.428
Employee 56 4.340 0.387
Total Free work 15 4314 0.434 1549 0215
Total 175 4.268 0.417
Table (4.34b): Post hoc LSD test for work
) Mean
Domain Governorate ) P value
Difference
) ) Employee -0.209 0.015 *
Respect and privacy Not working
Free work 0.010 0.940

Table (4.34a) showed that there were statistically no significant differences in perception
about quality of health services related to patients’ work in all the domains and the total score
(P= 0.215). The results also showed that there were statistically significant differences in

respect and privacy. To find the direction of these differences, the researcher performed Post
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hoc LSD test as presented in table (4.34b), which showed that patients who do not work
expressed significant lower perception about respect and privacy compared to patients who
are employed (P= 0.015).The researcher attributed that patients who do not work expressed
significantly lower perceptions of respect and privacy compared to patients who are
employed because of the satisfaction of the target groups to a small degree that they find
through dealing with service providers in the hospital, and this means that the health care
provider does not enjoy a good reputation in terms of equal treatment, and also these patients
feel annoyed when they are asked to buy medicines from outside the hospital and are also
asked to conducting tests that require a sum of money, such as making a CT image, MRI or
cardiac catheterization, and they do not have the required money, which puts them in

embarrassment.

Table (4.35): Differences in patients’ perception about quality of health services related to

number of admissions

Domain Admission n Mean SD t P value

ex'p\)ﬂeiigt?gns hfi??s)t/ tt;rz]ss 14323 jggg 82% -1.970 0.050*

rromstor | anyimes 2 {eits | 058 | 505 | ooee
Hospital culture 'V;?;‘S)t’ tt:rr::s 14323 ji;g 8:33? 0117 0.907
Respect and privacy '\f:?:g ttiimees 14323 22(7)3 821’3 -1.473 0.143
popoorcae | Manvties |2 a0 |0 | g | o
Hotel services Many ttl'rr::s Ry T -1.296 0.197
e e i YT T

Table (4.35) showed that patients who have been admitted to the hospital many times
expressed significant lowered perception about meeting expectations (P= 0.050) and
information and communication (P= 0.046) compared to patients who have been admitted
for the first time. The results also showed that there were statistically no significant
differences in perception about hospital culture (P=0.907), respect and privacy (P= 0.143),
approach of care (P=0.381), hotel services (P= 0.197), and total score (P= 0.090).

The researcher attributed this low result to patients who have been admitted to the hospital
many times expressing significantly lower perceptions about meeting expectations and

information and communication. Since the vast number of service recipients who frequent
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and the large number of overnight stays who have previously visited the complex and the
hospital departments, they have prior knowledge of the services provided and do not have a
new expectation for the services that they will receive on successive visits. As for the
information they received, only a small percentage was taken. From the perception they
have, as a result, the patients have sufficient information according to their cases, and they
were explained in advance about their health status when they were admitted to the previous
times in the hospital, and what compels doctors and nurses to take the necessary measures
for them with high efficiency, without providing a full explanation and providing complete
information about the case, until there is no sufficient time for the doctors to give a full
explanation about the health status of the recurrent patient who has been previously admitted.

Table (4.36): Differences in patients’ perception about quality of health services related to

method of admission

Method of admission n Mean SD F P value
Urgent 96 4.181 0.614
Meeting OPD 58 4.186 0.576 *
expectations From private clinic 21 4.495 0.393 2.676 0.022
Total 175 4.220 0.585
Urgent 96 4.255 0.565
Information and OPD 58 4.247 0.631
communication From private clinic 21 4.412 0.526 0.702 0.497
Total 175 4.271 0.582
Urgent 96 4.178 0.463
. OPD 58 4.123 0.530
Hospital culture From private clinic 21 4.325 0.322 1.403 0.249
Total 175 4.178 0.474
Urgent 96 4.485 0.533
Respect and OPD 58 4.438 0.508
privacy From private clinic 21 4.544 0.498 0.345 0.709
Total 175 4.476 0.519
Urgent 96 4.089 0.492
OPD 58 4.069 0.450
Approach of care From private clinic 21 4.068 0.483 0.040 0.961
Total 175 4.080 0.475
Urgent 96 4.427 0.719
. OPD 58 4.444 0.660
Hotel services From private clinic 21 4.381 0.516 0.066 0.936
Total 175 4.427 0.675
Urgent 96 4.264 0.424
OPD 58 4.242 0.424
Total From private clinic 21 4.363 0.368 0.658 0.519
Total 175 4.268 0.417
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Table (4.36b): Post hoc LSD test for method of admission

Domain Method of admission .Mean P value
Difference

. . From private Urgent 0.313 0.026 *

Meeting expectations clinic OPD 0.309 0.038 *

Table (4.36a) showed that there were statistically no significant differences in the domains
and total score of quality health services, while there were statistically significant differences
in meeting expectations. As demonstrated in table (4.36b), Post hoc LSD test showed that
patients who have been referred from private clinic expressed statistically significant higher
perception about meeting expectations compared to patients who have been admitted
urgently from ER (P= 0.026), and patients who have been admitted from the out-patient
department (P= 0.038).

According to the researcher, patients who were referred from a private clinic before being
admitted to the hospital may have negative impressions and unmet expectations about the
quality of healthcare services provided. However, they may have been pleasantly surprised
by the level of care they received, which is a good sign for the complex's level of healthcare

services.

Table (4.37): Differences in patients’ perception about quality of health services related to

department
Domain Department n Mean SD t P value
Meeting Medical 58 4.289 0.560
expectations Surgical 117 4.186 0.596 1099 0.273
Information and Medical 58 4.339 0.545
communication Surgical 117 4.237 0.599 1.082 0.281
. Medical 58 4.175 0.469
Hospital culture Surgical 117 4179 0.478 -0.055 0.956
. Medical 58 4.586 0.449 -
Respect and privacy Surgical 117 4422 0.544 3.110 0.037
Medical 58 4.115 0.448
Approach of care Surgical 117 4.062 0.488 0.700 0.485
. Medical 58 4.629 0.515 -
Hotel services Surgical 117 4326 0.724 3.176 0.002
Medical 58 4.341 0.374
Total Surgical 117 4232 | 0.434 1.724 0.087
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Table (4.37) showed that patients from medical departments exhibited statistically
significant higher perception about respect and privacy (P=0.037), and significant higher
perception about hotel services (P= 0.002) compared to patients from surgical departments,

while there were no significant differences in the other domains and the total score.

The researcher attributes patients from medical departments exhibited a statistically
significant higher perception of respect and privacy and a significantly higher perception of
hotel services compared to patients from surgical departments. Indeed, the patients in the
medical departments stay for more extended periods than patients in the surgical departments
who perform operations and surgical procedures and then leave the hospital faster than
patients in the medical departments, so the view of these patients in the medical departments
and their perception of the quality of services in terms of respect and privacy, as well as hotel
services, this high perception comes only after the patients stay overnight for long periods
of stay, the patient can evaluate the services provided in all respects, and this gives credibility

to the information after trying the benefits for a more extended period.

Patients' satisfaction reflects a high degree in terms of justice, respect, and privacy that they
find through dealing with service providers, and this means that employees have a good
reputation in terms of equal treatment, and services provided in the hospital despite the
scarcity of resources, and the employees not receiving their salaries, and bearing huge
workloads; due to the shortage of workers from various specialties. About hotel services, the
key managers in the complex stated, after meeting with the interviewees, that there is a
cleaning company that works around the clock in cleaning the buildings and sections of the

complex. Our study found that the level of hotel services was high.
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Table (4.38a): Differences in patients’ perception about quality of health services related to

length of stay in the hospital

Length of stay in the hospital n Mean SD F P value
1-3 days 19 4.147 0.376
Meeting 4-6 days 100 4.166 0.639
expectations 7-9 days 35 4.422 0.575 1.807 0.148
10 days and more 21 4.209 0.421
Total 175 4.220 0.585
1-3 days 19 4.175 0.504
Information and 4-6 days 100 4.201 0.623
communication 7-9 days 35 4.509 0.533 2.683 0.048 *
10 days and more 21 4.293 0.431
Total 175 4.271 0.582
1-3 days 19 4.122 0.480
4-6 days 100 4.168 0.508
Hospital culture 7-9 days 35 4.219 0.389 0.209 0.890
10 days and more 21 4.206 0.450
Total 175 4.178 0.474
1-3 days 19 4.375 0.563
Respect and 4-6 days 100 4.477 0.547
privacy 7-9 days 35 4.653 0.460 2.749 0.044 *
10 days and more 21 4.272 0.328
Total 175 4.476 0.519
1-3 days 19 3.947 0.506
Approach of 4-6 days 100 4.097 0.501
care 7-9 days 35 4.138 0.420 0.823 0.483
10 days and more 21 4.020 0.399
Total 175 4.080 0.475
1-3 days 19 4.355 0.641
4-6 days 100 4.475 0.702
Hotel services 7-9 days 35 4.500 0.609 1.630 0.184
10 days and more 21 4.142 0.649
Total 175 4.427 0.675
1-3 days 19 4.177 0.408
4-6 days 100 4.256 0.452
Total 7-9 days 35 4.400 0.375 1.770 0.155
10 days and more 21 4.190 0.256
Total 175 4.268 0.417
Table (4.38b): Post hoc LSD test for length of stay in the hospital
. . . Mean
Domain Length of stay in the hospital Difference P value
Information and L3 days 0.334 0.043 %
communication 7 - 9 days 4 — 6 days 0.307 0.007 *
10 days and more 0.215 0.175
1-3days 0.277 0.059
Respect and privacy 7 - 9 days 4 — 6 days 0.175 0.082
10 days and more 0.380 0.008 *
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Table (4.38a) showed that there were statistically no significant differences in the meeting
expectations, hospital culture, approach of care, hotel services domains and the total score
of quality health services, while there were statistically significant differences in information
and communication domain (P=0.048) and respect and privacy (P=0.044). As demonstrated
in table (4.38b), Post hoc LSD test showed that patients who stayed in the hospital for 7 — 9
days expressed statistically significant higher perception about information and
communication, and respect and privacy compared to patients who stayed in the hospital

1 — 3 days, and patients who stayed in the hospital for 4 — 6 days.

This result is incongruent with a study conducted by (Abu Hasera, 2016) that found there
are no statistically significant differences between the average estimates of the study sample
in all areas of the study tool attributed to the number of days of stay in the hospital until the
recipient of the service receives the same services and of the same quality, regardless of the
length or shortness of her stay in the hospital, that is, the services provided in the hospital
are provided based on specific instructions, procedures, and protocols that are not exceeded

except when It is in the best interest of the patient.

The researcher attributes that patients who stayed in the hospital for 7 — 9 days expressed
statistically significant higher perception about information and communication, and respect
and privacy compared to patients who stayed in the hospital 1 — 3 days, and patients who
stayed in the hospital for 4 — 6 days. This result showed a high perception in regard to
information and communication and respect and privacy and it comes only after the patients
stay overnight for long periods of stay and the patient can evaluate the services provided in

all respects.
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Table (4.39a): Differences in patients’ perception about quality of health services related to

health status

Health status n Mean SD F P value
Bad 5 4.120 0.657
Fair 6 3.600 0.979
. . Good 44 4.081 0.509 .
Meeting expectations Very good 83 4055 0597 3.721 0.006
Excellent 37 4421 0.470
Total 175 4.220 0.585
Bad 5 3.966 0.802
Fair 6 3.861 0.859
Information and Good 44 4.075 0.577 *
communication Very good 83 4.275 0.565 5938 0.000
Excellent 37 4.603 0.373
Total 175 4271 0.582
Bad 5 4.066 0.302
Fair 6 4.305 0.733
. Good 44 4.106 0.522 .
Hospital culture Very good 53 1116 0471 2.858 0.025
Excellent 37 4.396 0.317
Total 175 4,178 0.474
Bad 5 4.200 0.799
Fair 6 3.809 1.016
. Good 44 4.418 0.503 *
Respect and privacy Very good 53 24.169 0.497 5.246 0.001
Excellent 37 4.706 0.283
Total 175 4.476 0.519
Bad 5 3.971 0.309
Fair 6 4,071 0.611
Good 44 4.016 0.410
Approach of care Very good 03 2036 0526 1.966 0.102
Excellent 37 4.270 0.386
Total 175 4.080 0.475
Bad 5 4.150 0.651
Fair 6 3.416 1.114
. Good 44 4511 0.602 .
Hotel services Very good 53 1418 0.630 4.337 0.002
Excellent 37 4.547 0.666
Total 175 4.427 0.675
Bad 5 4.074 0.501
Fair 6 3.881 0.778
Good 44 4.188 0.406
Total Very good 83 4.252 0.417 5218 0.001*
Excellent 37 4.489 0.213
Total 175 4.268 0.417
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Table (4.39b): Post hoc LSD test for health status

Mean
Domain Health status P value
Difference
Bad -0.520 0.133
) ) ) Good -0.481 0.053
Meeting expectations Fair
Very good -0.655 0.007 *
Excellent -0.821 0.001~*
Bad -0.105 0.753
Information and Fai Good -0.214 0.373
air
communication Very good -0.413 0.078
Excellent -0.742 0.003 *
Bad 0.238 0.397
Good 0.199 0.325
Hospital culture Fair
Very good -0.189 0.337
Excellent -0.090 0.657
Bad -0.390 0.195
] . Good -0.609 0.005 *
Respect and privacy Fair
Very good -0.660 0.002 *
Excellent -0.897 0.000 *
Bad -0.733 0.065
) ) Good -1.094 0.000 *
Hotel services Fair
Very good -1.002 0.000 *
Excellent -1.130 0.000 *
Bad -0.193 0.425
Good -0.307 0.079
Total score Fair
Very good -00371 0.029 *
Excellent -0.608 0.001 *

Table (4.39a) showed that there were statistically significant differences in meeting
expectations (P= 0.006), information and communication (P= 0.000), hospital culture (P=
0.025), respect and privacy (P=0.001), hotel services (P= 0.002), and total score (P=0.001).
as presented in table (4.39b), Post hoc LSD test showed that patients who described their
health as fair expressed significant lower perception about meeting expectations, information
and communication, hospital culture, respect and privacy, hotel services, and total quality of

health services compared to patients who described their health as very good and patients

who described their health as excellent.
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The researcher attributed that patient who described their health as fair expressed
significantly lower perceptions about meeting expectations, information and
communication, hospital culture, respect and privacy, hotel services, and total quality of
health services compared to patients who described their health as very good and patients
who described their health as excellent. This is due to the nature of the patient who sees that
his health condition is acceptable will not be satisfied with the services provided in all their
forms and will not give a great perception about the quality of the services provided. This
depends on the extent of the person’s knowledge of his health condition in the correct
manner. with sufficient information about his health status, which necessitated the lack of a
good perception of the services provided to him as a patient.

4.3 Database part

4.3.1 Mortality rate

The mortality rate is one of the best hospital quality indicators in the clinical effectiveness
domain, and the mortality rate in surgical departments reflects the quality of surgical work
performed at SHMC. The mortality rate in surgical departments was 10.6/1000 in 2020 and
dropped to 9.5/1000 in 2021. In addition, the mortality rate in 2020 in medical departments
was 71.4/1000 and increased to 86.3/1000 in 2021.

The highest mortality rate in 2020 in surgical departments was in the department of general
surgery for women, with a rate of 14.8/1000 changing to 14.6/1000 in 2021. The lowest
mortality rate in 2020 in surgical departments was in the department of orthopedic surgery
for women, with a rate of 0.78/1000, and in the pediatric surgery department, with a rate of
1.4/1000 in 2021.

The highest mortality rate in 2020 in medical departments was in the department of internal
medicine for men (A) at 84/1000, then elevated to 105/1000 in 2021. The lowest mortality
rate in 2020 in medical departments was in the department of internal medicine for women
(B) at a rate of 48.3/1000 and 76.5/1000 in 2021.

The hospital mortality in general, it is found the crude death rates across UK hospitals in
2021 from 3.4% to 13.6% (average for UK is 8.5%) data obtained from UK statistics about

hospitals.
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The researcher noted that hospital mortality measures the deaths that occur in inside the Al
Shifa Medical Complex without enumeration of deaths that occur within 30 days of
discharge. and must use Hospital Standardized Mortality Ratio (HSMR) is nowadays used
as a hospital quality performance indicator and many hospitals are using it which indicate
excellent performance, high concern about patient safety, and increase the confidence in
services provided. And it was really difficult to get HSMR at SHMC because a large number
of discharge summary don’t contain ICD10 codes. However, due to the uncompleted coding
of the discharge summary, the researcher found it very difficult to get exact results about the
mortality rate for a specific disease. Also the completeness of cause-of death globally is
49% (WHO, 2018c).

The researcher assumes this one of the recommendations to administration to monitor the
status of documentation with a lot of concern about ICD10 application so we can get HSMR
that can be comparable to international figures.

4.3.2 Readmission rate

Readmission rate is one of the best hospital quality indicators which reveals effectiveness
and safety domains. The 30-day readmission rate is rapidly gaining importance as a quality

metric and is increasingly being used to evaluate performance.

The result of this indicator shows the readmission rate during the first 30 days of discharge
from inpatient 17 medical and surgical departments in the year 2021 with a mean percent of
6.82%. The result in all surgical departments was 6.02% (in all orthopedics departments
readmission is 3.48%, all readmission in departments of general surgery is 7.33%, all
readmission in departments of specialized surgery is 7.44%, the readmission rate in the
pediatric surgery department is 3.68%, the readmission in the thoracic surgery department is
3.2%, and the readmission in the department of burns and plastic surgery is 1.48%). Also,

the readmission rate in all medical departments was 7.62 percent.

The highest readmission rate from the surgical departments was in the department of
specialties surgery for men (A) and which was 9.25%, and the lowest readmission rate was
in the Women's orthopedic department and which was 0.76%. In addition, the highest
readmission rate from the medical departments was in the department of internal medicine

for men (A) which was 8.87%, and the lowest readmission rate was in the department of
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internal medicine for women (B).This result is consistent with a study conducted by (Bernatz
& Anderson, 2015) that found, the 30-day readmission rate in surgical departments is
between 4.2% and 7.4%,and the significant heterogeneity among studies indicates that there
are factors such as demographics, procedure types, and individual institutional factors that

are important and affect this outcome variable.

Also, this result is inconsistent with a study conducted by (Bernatz et al., 2015)that found,
the overall 30-day readmission rate across all orthopedics was 5.4 percent. Moreover, the
result is inconsistent with the study conducted by (Chunyuan Guol, Guie Dongl, Xinling
Liang2, Zheng Dongl, 2017) that found the thirty-day unplanned readmission rates were
17.1 percent for medicine, 11.3 percent for surgery and gynecology, 20.6 percent for cardio
respiratory, 12.5 percent for cardiovascular, and 13.7 percent for neurology. Moreover, the
study is inconsistent with the study conducted by(Robinson et al., 2019)that analyzed the
data from 1,781 discharges for 1,410 individual patients who matched inclusion criteria; 456

(27%) were readmitted to the same hospital within 30 days.

Table (4.40): Quality indicators (Mortality rate, Length of stay rate, Readmission rate in year
2020,2021)

Year 2020 2021
Number of Death Mean Number of Death Mean L
Department . ) Readmission

patients rate stay patients rate stay

] 14.29
Surgical 12749 10.6/1000 | 16.76 13776 9.5/1000 6.02%

days

) 7.936
Medical 8539 71.4/1000 | 5.87 7973 86.3/1000 d 7.62%

ays

As shown in the above table, the death rate in the surgical departments was 10.6/1000
patients in 2020 and 9.5/1000 patients in 2021, mean stay in the hospital was 14.29 days,

and the rate of readmission was 6.02%.

For the medical departments, the death rate was 71.4/1000 patients in 2020, increased to
86.3/1000 patients in 2021. This result may be attributed to the high number of patients

admitted to medical departments during COVID-19 outbreak, which resulted in increase the
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number of deaths. Also, the results indicated that mean stay was 5.87 days, increased to
7.936 days in 2021, and readmission rate was 7.62%.

4.3.3 Absenteeism

One of the important components of quality of health care service is ensuring patients’ safety
and this could be reflected by the number of nursing staff who give the services and the basic
education of nursing staff. Absenteeism is referred as failure of employees to report for work
when they are scheduled to work, it measures staff orientation and safety.

Absenteeism is a sign of dissatisfaction with a job and can have a high impact on hospital
operations. This can lead to higher costs to cover lost wages, an increase in workload for
remaining staff, and a decrease in quality of care if key personnel are unavailable. Absence
is most disruptive when it is short-term and unpredictable. It also allows less time to adjust
schedules, or to take steps to replace absent workers. A study involving one of the largest

groups at the hospital (nursing staff and physicians).

After meeting the director of nursing, he reported that "the absenteeism rate is almost non-
existent now, and it has been addressed after it had been a major obstacle to the provision
of services in the past, an impediment to work and confusion to the workflow and the
provision of service to the patient. In addition, after meeting the medical director he said
that the allocated number of the physicians and nurses at each department of SHMC is not
adequate, which leads to excessive work and early fatigue of the HCP, but the high
commitment of the nursing staff and physicians, and knowing in advance any absenteeism
will lead to a big deficit in the work with excessive load to remaining staff prevent them of

recording absence in spite of their mild heath discomfort."”
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Table (4.41): Absenteeism indicators (Nurses in medical & surgical departments) in year 2021

Indicator Value
Percent of absent nurses in medical & surgical departments/ year 17.5%
Percent of absent nurses in medical & surgical departments/ month 1.45%
Average absent days / month (from the total working days) 0.122
Average absent days / year (from the total working days) 1.46
Average absent days / nurse (from the total number of nurses) 0.325
Average absent days / nurse (from the absent nurses) 1.86

Total number of nurses in medical & surgical departments = 200 nurses
Total number of working days = 200 x 22 = 4400 days / month
Total number of absence days = 65 days / year (5.4 days / month)

Number of absent nurses = 35 nurse (during the year)

This indicator reflects the high moral commitment of the nurse staff at SHMC but it does
not mean that the nursing staff is fully satisfied with their work. Due to the researcher’s
inability to access fixed schedules for doctors inside Al-Shifa Medical Complex, we were
unable to know the number of days of absence for physicians, but when we met with the
medical director of the complex and asked him about the absence of physicians, he stated
that the absence of physicians does not exist and there are no significant absences. The table

above shows the days of absence for the nursing class inside the complex.
4.3.4 length of stay

The average length of stay is one of the best hospital quality indicators for performance
which reveals efficiency domain. The average length of stay at SHMC was 11.3 days in the
year 2020, and it was 11.11 days in the year 2021which is considered high. The lowest mean
stays in 2020 was at departments of specialized surgery for women(A) with an average of
3.51days, and in 2021 the lowest mean stay was in internal medicine for men (A) and it was
2.83 days. Also, the maximum length of stay in 2020 was at internal medicine for women
(B) with an average length of stay of 123.6 days, and in 2021 was at orthopedic surgery for
men (B) it was 83.8 days.
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The average length of stay at surgical departments ranges in 2020 was16.76 days and in 2021
was 14.29 days which is considered high. Also, the average length of stay at medical

departments ranges in 2020 was 5.87 days and in 2021 was7.936 days.

The average length of stay in a hospital for an inpatient in 2021 in Israel was 6.3 days and,
in the USA, it was 6.2 days. In the UK, it was 6.9 days and in France, it was 9.1 days(OECD,
2022).

This result is inconsistent with a study conducted by (AbuSada, 2013) that found the average
length of stay at EGH was 4.5 days, and the average length of stay at surgical departments

ranges from 4.88 at male surgical to 5.03 at female surgical.

The researcher noted that the length of stay in SHMC with a comparison with the average
length of stay indicator in international hospitals, is high and needs more attention for a
shorter stay in surgical departments that will reduce the cost per discharge and shift care
from inpatient to less expensive post-acute settings. And the researcher noted that most of
the patients are admitted one day before the operation date, which unnecessarily increases
the length of stay at the surgical department. And the recommendation is to update the

admission procedures and policies related to elective surgery.
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Chapter Five

Conclusion and recommendations
5.1 Conclusion and recommendations

To achieve the objectives of this study, the researcher must answer the questions raised in
the research work, particularly those concerning the availability of performance indicators
at SHMC. Some of them were easily captured via questionnaires, while others, such as
medical records and databases, required more effort, searching, and modification.

Examples of available and useful performance indicators from the database and complex
reports are the average length of hospital stay and mortality rate, but its needs improvement
and extracting the results from the database annually, not just monthly for each ward.
Moreover, readmission rates to general wards and absenteeism rates for workers should be
part of the assessment of hospital performance.

Infrastructure and work environment are good indicators of Al-Shifa Complex’s
performance, which reveals effectiveness. Some things had a positive impact on this
indicator, including infection control services and waste sorting.

Return to ICU Good indicator of Al-Shifa Complex's performance is easily met from
questionnaires that demonstrate effectiveness; it is apparent that there is a healthcare
provider capable of working in general wards with cases that were discharged from the ICU.
However, it must develop measures that will decrease the number of cases that need to be
readmitted to the ICU as well as the availability of beds.

Prophylactic antibiotic availability and use were easily met from questionnaires, but there is
a need for more specifications about protocols and implementation of these protocols and
the availability of prophylactic drugs in the wards continuously.

Work-related injuries are good indicators of Al-Shifa Medical Complex and its easily met
from questionnaires which reveal the staff orientation and safety.

Training performance indicators were easily met from questionnaires and also there was no
clear calendar for the training activity as, apart from formal training for trainee residents,
these training courses happened on an irregular basis. Also, regarding training for the nursing
staff, there are no clear scheduled annual training activities including a nomination for
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foreign scientific missions and a nomination for participation and attendance in scientific
conferences.

The workload and excessive working hours performance indicators were easily met from
questionnaires, and this indicator mandates continuous improvement and searching for
solutions to ensure the availability of a sufficient number of healthcare providers to ensure
the provision of good health service and give the employees overtime hours to overcome a
problem of overload and shortage of healthcare providers.

The management stands at the psychological, economic, and social conditions of the worker
performance indicators, which were easily met from questionnaires that reveal the
responsive governance and the results mandated continuous improvement. It is necessary to
support this direction to build greater confidence with management and healthcare providers.

Availability of medication and medical supplies performance indicators were easily met
from questionnaires which reveal the responsive governance the results mandate continuous
monitoring of availability of medication and medical supplies in the wards especially
availability of permanent stock in wards.

From this research study about patient perception, the mean percent was 85.2%, which
indicated a high level of patient satisfaction with the quality of health services provided at
SHMC, but in some domains of quality services needs to be stressed and modified, especially
in the approach of care domain in the process of admission to the hospital and discharge
process. It must be easy and without obstacles. Furthermore, healthcare provider perception
in this study had a mean percent of 57.6%, which indicated that the healthcare providers'
perception of the quality of health services provided at Al Shifa Medical Complex was at a
moderate level.

To answer a very important question of the study is the quality of services at SHMC match
with the WHO PATH guidelines? The researcher can conclude that the indicators at SHMC
comply with the conceptual framework of WHO PATH guidelines with some modification
of indicators that was accessible, available, and achievable.

The researcher is certain that when you enter SHMC you will see the writing that the mission
of this complex is quality of health care services and this was reflected by the perception of
top managers and by the quality of service provided.
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5.2 Recommendations

10.

11.

SHMC should invest more in determining quality indicators which are easily
captured, met, comparable and reflective

Effectiveness-related indicators in the infrastructure and work environment are good
in surgical departments but require reinforcement in medical departments. As well,
prophylactic antibiotic use and availability need more monitoring, and the
prophylactic antibiotics in these wards must be available continually.

Staff orientation and safety indicators in the work-related injury are good. But in the
training, they need redesign because the training wasn’t adequately systematized and
required framing and clearly scheduled annual training activities. Also, the workload
and excessive work hours need more solutions and continuous improvement.
Responsive governance related indicators in management stands at the
psychological, economic and social conditions of the worker are good but require
reinforcement. But in availability of medication and medical supplies need more
solutions of a shortage of these supplies with the relevant authorities.

Efficiency indicators in the length of stay require more modification to produce
unambiguous percentages for the entire year and for all departments, rather than
monthly percentages as is now the case.

Policies and processes regarding admission, discharge, are important issues that
require redesign.

The database and the information system in place need further development.
Readmission rates to general wards and absenteeism rates for workers should be part
of the assessment indicator for hospital performance.

Enhance the completeness of the discharge summary of deaths within departments
using ICD-10 codes to determine the cause of death.

Patients' perspectives about services especially approach of care require more

attention especially in bought the drugs from the patient's own account.

Mortality related indicators require more standardization using standardized

mortality rates instead of crude mortality rates.
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Annex (4) Arabic patient's questionnaire
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Annex (5) Arabic healthcare provider questionnaire
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Annex (6) Questions of the interview to the key managers
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I. Tell me about your apinion abuut the quality of health care services in the
departments of internal medicine and surgical departments at Al-Shita
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Annex (7) Estimated Time table

Month
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Annex (8) Data of database indicators
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Year 2020 2021
Department | Total | Death | Length | Total | Death | Length | Readmission
No. | ofstay | case no. | of stay
case
General surgery | 1897 18 4.04 1823 26 4.09 119
for men
General surgery | 1886 28 4.06 1917 28 3.99 157
for woman
Orthopedics 1534 6 4.99 1605 7 4.77 70
surgery for
Men's A
orthopedic 9 - 689.4 74 1 83.8 4
surgery for
Men's B
Orthopedic 1273 1 6.3 1360 3 5.9 10
Surgery for
woman
Men's surgery | 1631 21 4.02 1791 3 3.66 168
specialties A
surgery 918 9 7.15 1156 16 5.68 98
specialties for
Men's B
Women surgery | 1764 17 3.51 1717 23 3.61 125
specialties A
surgery - - - 397 1 11.95 19
specialties for
Woman B
Pediatric 1460 10 5 1367 2 5.39 56
surgery
Thoracic 56 1 65.1 250 12 14.6 8
surgery
Plastic surgery | 321 22 11.3 269 9 13.5 4
and burns
Chest's diseases | 1284 82 7.1 792 70 11.5 50
Medical 2758 | 209 2.9 2302 227 3.48 201
department for
woman A
Medical 62 3 123.6 431 33 17.7 24
department for
woman B
Medical 2688 | 226 2.85 2699 285 2.83 255
departementents
for men
Cardiology 1747 90 4.17 1749 73 4.17 113
Total 21288 | 734 21699 819 1481
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Annex (9) Data of absenteeism indicator for nurses in 2021

Month No. of absenteeism day | No. of absenteeism nurse

Jan. 5 3

—_

Feb. 1

Mar.

Apr.

May

Jun.

Jul.

Aug.

Sept.

Oct.

N N | | B~ ool OV

Nov.

3
4
4
2
3
3
3
4
2
3

Dec. 4

Total 65 days 35 Nurse
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Annex (10) The internal consistency and reliability by Cronbache alpha method for

healthcare provider and patient's questionnaires

1. Health care providers Questionnaire
a. Validity

Internal consistency

The researcher used Pearson correlation test to find out the correlation score between each
item and the total score of the domain it belongs to. The results are presented in the following

tables.

Table (1): Correlation between each item and the total score of work environment

domain
No. | Items of work environment domain Correlation
value

1 | Equipment and basic supplies needed to provide the services are 0.659 **
available constantly

2 | The equipment and supplies needed to provide the services are 0.683 **
modern

3 | Medical devices are monitored and maintained by maintenance 0.576 **
staff regularly

4 | The needed diagnostic analysis and examinations are available 0.596 **

5 | There is adequate computers that assist in providing health 0.676 **
services

6 | There are places equipped to provide health service in a good 0.741 **
manner and without any disturbance

7 | There are designated and equipped places for the staff's rest 0.675 **
period

8 | The illumination inside the departments is appropriate to provide 0.695 **
health services

9 | Appropriate ventilation systems are available to provide the 0.714 **
required health service
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10 | Suitable central heating systems are available to provide the 0.655 **
required health service

11 | Toilets are suitable for the use of hospital staff are available 0.727 **

12 | Drinking water and adequate hotel services are available for the 0.636 **
hospital staff

13 | Medical waste is properly sorted in the department 0.602 **
14 | Infection control services are available within the complex 0.592 **
15 | Fire alarms are available in the corridors of the complex 0.714 **
16 | Equipment and tools are available to deal with fires within the 0.794 **

corridors of the complex

17 | There are emergency exits inside the complex 0.783 **

18 | Efficient electric elevators are available within the complex 0.722 **

19 | Effective communication systems are available within 0.734 **
departments

20 | The number of beds in each room is proportional to the size of the 0.682 **
rooms
**Significant at 0.01

Table (1) showed that all the items have statistically significant correlation at 0.01 with the

total score of the work environment domain.

Table (2): Correlation between each item and the total score of return to ICU domain

Correlation

No. Items of return to ICU domain
value

Complications occur for some cases after they are discharged
1 | from the ICU to the general departments and are re-entered for 0.593 **
ICU again during the first week of the date of discharge

There is vigorous follow-up and close treatment of cases that are

2 0.664 **
out of ICU by the health staff
The health staff has sufficient experience to deal with cases

3 . 0.687 **
coming from ICU

4 | There is a reason to re-enter the ICU again 0.472 **

5 | An ICU bed can be easily found for re-entry cases 0.591 **

**Significant at 0.01
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Table (2) showed that all the items have statistically significant correlation at 0.01 with the

total score of the return to ICU domain.

Table (3): Correlation between each item and the total score of Prophylactic

antibiotic availability and use domain

No. Items of Prophylactic antibiotic availability and use CO(:IIS;'On

1 Prophylactic antibiotics are available in the reception and 0.744 **
emergency departments. '

9 Prophylactic antibiotics are available as needed within the general 0.865 **
departments. '

3 Prophylactic antibiotics are always provided from the pharmacy 0.876 **
without hindrances. '

4 The use of preventive antibiotics is rationalized in a manner that 0.785 **
does not conflict with the interest of the recipients of the service. '

5 All patients receive prophylactic antibiotics according to an existing 0.830 **
protocol inside the complex '

**Significant at 0.01

Table (3) showed that all the items have statistically significant correlation at 0.01 with the

total score of the Prophylactic antibiotic availability and use domain.

Table (4): Correlation between each item and the total score of work-related injuries

domain
No. | Items of work-related injuries domain Correlation
value

1 I was informed of the expected occupational diseases while on the 0.889 **
job. '
I was trained to avoid injuries resulting from my work

2 0.904 **
performance.

3 | I received the necessary vaccination to prevent possible diseases 0.821 **

4 Work injuries are documented by the safety supervisor at the 0.921 **
complex '

5 | I had previous injuries during my work 0.569 **
The injured employee is transferred to conduct the necessary

6 . . 0.902 **
examinations after the injury

7 The condition of the injured employee is followed up clinically and 0.839 **
the necessary remedial measures are taken '

**Significant at 0.01
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Table (4) showed that all the items have statistically significant correlation at 0.01 with the

total score of the work-related injuries domain.

Table (5): Correlation between each item and the total score of training domain

o ) Correlation
No. | Items of training domain
value

I receive training according to my needs periodically within the
1 0.874 **

complex.

| receive training on my training needs periodically within the
2 0.851 **

complex.

The necessary training of the employees is done according to the
3 0.892 **
needs of the employees.

4 | | participate in determining the department's training needs. 0.867 **

Training contributes to the development of my professional
5 0.715 **

performance.

The administration follows up on the implementation of what has
6 _ ) o 0.865 **
been achieved in the training process.

Nominated for participation and attendance in scientific

7 0.810 **
conferences.
8 | I was nominated for foreign scientific missions. 0.742 **
**Significant at 0.01

Table (5) showed that all the items have statistically significant correlation at 0.01 with the

total score of the training domain.
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Table (6): Correlation between each item and the total score of workload and

excessive working hours domain

] ] Correlation
No. | Items of workload and excessive working hours I
value

1 A sufficient number of health service providers are available to 0.928 **
ensure the provision of a good health service. '

5 The hours are scheduled to ensure the provision of a good health 0.908 **
service. |

The number of working hours is proportional to the volume of
3 _ . 0.927 **
services provided.

4 | Employees' overtime hours are calculated. 0.890 **
Annual vacations are scheduled for employees in proportion to
5 . 0.891 **
work conditions
**Significant at 0.01

Table (6) showed that all the items have statistically significant correlation at 0.01 with the

total score of the workload and excessive working hours domain.

Table (7): Correlation between each item and the total score of management stands at

the psychological, economic and social conditions of the worker domain

No Item of management stands at the psychological, economic and | Correlation
" | social conditions of the worker domain value

Management is concerned with supporting employees

1 . 0.888 **
psychologically.

2 | Management is concerned with supporting the employees socially. 0.905 **

3 | Management is concerned with the way employees are dressed. 0.792 **
The management provides me with feedback on my professional

4 | performance and guides me on how to overcome the failure 0.836 **
aspects, if happen.

5 | Management sticks to its promises to employees. 0.909 **

6 Management appreciates the work | do and treats me with dignity 0.875 **
and respect. '
Management gives me the flexibility to change my shift after | o

7 P . 0.843
have justified the reason for the change required.

**Significant at 0.01
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Table (7) showed that all the items have statistically significant correlation at 0.01 with the
total score of the management stands at the psychological, economic and social conditions

of the worker domain.

Table (8): Correlation between each item and the total score of availability of

medication and medical supplies domain

N Items of availability of medication and medical supplies Correlation
0.
domain domain

. The basic medicines needed to treat different conditions are 0.830 **
available in the pharmacy. '

The non-essential medicines needed to treat different conditions
2 ) _ 0.880 **
are available in the pharmacy.

Medical supplies are provided in quantities commensurate with the
3 _ o 0.862 **
number of service recipients.

4 Medicines are provided to patients in the departments through a 0.830 %
single dose system every 24 hours (Kardex). '

5 | Medical supplies are provided on written orders. 0.880 **

There is a permanent stock of medicines and medical supplies
6 o ) 0.709 **
within the stock sections.

**Significant at 0.01

Table (8) showed that all the items have statistically significant correlation at 0.01 with the

total score of the availability of medication and medical supplies domain.

Construct validity

The researcher used Pearson correlation test to find out the correlation between the total
score of each domain and the total score of all the domains.
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Table (9): Correlation between total score of each domain and the total score of all

the domains
. Correlation
Subscale Domain )
domain
Infrastructure and work environment 0.705 **
Clinical effectiveness Return to ICU 0.380 **
Prophylactic antibiotic availability and use 0.420 **
) ) Work-related injuries 0.645 **
Staff orientation & _
Training 0.646 **
safety i :
Workload & excessive working hours 0.555 **
Management stands at the psychological,
: ) _ o iaed : 0.643 **
) economic and social conditions of the worker
Responsive governance _ _ i
Availability of medication and medical
0.370 **

supplies

**Significant at 0.01

Table (9) showed that all the domains have statistically significant correlation at 0.01 with

the total score of the scale.

Reliability

Reliability is concerned with how consistently the measurement technique measures the

concept of interest; a measure is considered reliable if it gives the same results each time the

situation is measured. To test reliability, the researcher used Cronbache alpha method as

presented below.
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Table (10): Reliability of the health care providers questionnaires (Cronbache alpha
method)

Number
) Alpha
Scale & subscales Domain o
. coefficient
of items
Infrastructure and work
_ 20 0.940
environment
) Return to ICU 5 0.557
Effectiveness i __ _
Prophylactic antibiotic availability
) 5 0.876
and its use
Total 30 0.921
Work-related injuries 7 0.923
] ) Training 8 0.932
Staff orientation and : i
Workload and excessive working
safety 5 0.945
hours
Total 20 0.928
Management stands at the
psychological, economic, and social 7 0.941
) conditions of the worker
Responsive governance _ _
Availability of medication and
) _ 6 0.910
medical supplies
Total 13 0.873
Grand total 63 0.940

The researcher calculated the reliability of the HCPs questionnaire by using the Cronbache
alpha method. The value of alpha coefficient for all the items of the scales was 0.940, which

means that the questionnaires havehigh reliability.
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2. Patients’ questionnaire
a. Validity

Internal consistency

The researcher used Pearson correlation test to find out the correlation between each item
and the total score of the domain it belongs to. The results are illustrated in the following

tables.

Table (11): Correlation between each item and the total score of meeting expectations

domain

] ] ) Correlation
No. | Items of meeting expectations domain )
domain

! My experience was good with regard to the health care and service 0.858 **
provided to me in this hospital '

2 | I received the health services | was expecting 0.846 **

3 | My need for pain-relieving medication was taken into account 0.877 **

4 | | received different means to relieve the pain 0.788 **
The standards of service I recognized through the hospital staff were

5 0.492 **
excellent

**Significant at 0.01

Table (11) showed that all the items have statistically significant correlation at 0.01 with the

total score of the meeting expectations domain.
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Table (12): Correlation between each item and the total score of information &

communication domain

) ] o ] Correlation
No. | Items of information & communication domain ]
domain
1 | I'was involved in making decisions about my health condition 0.817 **
2 | I received adequate information about my health condition 0.818 **

3 | was provided with a full explanation of the operations and care 0.747 %
provided me by health service providers '

4 | The hospital staff used to introduce themselves to me 0725 **

| received satisfactory and adequate answers to my questions from
S _ 0.759 **
health care provider

6 | I feel that I'm close to the health providers 0.661 *
**Significant at 0.01

Table (12) showed that all the items have statistically significant correlation at 0.01 with the

total score of the information and communication domain.

Table (13): Correlation between each item and the total score of hospital culture

domain
_ _ Correlation
No. | Items of hospital culture domain )
domain
1 | The hospital staff treat patients equally 0.734 **
2 | The hospital staff respond to my requests quickly 0.763 **
3 | The hospital staff work together as a team 0.815 **
4 | My health service is properly provided 0.851 **
The medical equipment needed to provide health services are
5 ] 0.323 **
available
The medical examinations necessary to provide the health services
6 0.483 **
are available

**Significant at 0.01

Table (13) showed that all the items have statistically significant correlation at 0.01 with the

total score of the hospital culture domain.
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Table (14): Correlation between each item and the total score of respect and privacy

domain

. : Correlation
No. | Items of respect & privacy domain )
domain

| feel interest and follow up from the staff about my health 0.739 **

2 | | feel that the hospital staff care about what | say 0.753 **
The hospital staff treats me in a friendly manner despite their

3 0.765 **
busyness

4 | | felt that the hospital staff cared about me as human being 0.751 **
| have high confidence in the hospital staff 0.776 **
The level of appreciation and respect shown by the hospital staff was

6 0.799 **
excellent
The hospital staff is keen on patients’ privacy when conductin

7 1O P privaey W I 0 507+
examinations

**Significant at 0.01
Table (14) showed that all the items have statistically significant correlation at 0.01 with the

total score of the respect and privacy domain.

Table (15): Correlation between each item and the total score of approach of care

domain

. Correlation
No. | Items of approach of care domain ]
domain
1 | The hospital staff fulfill my requests in real time 0.520 **
2 | | feel satisfied with the capabilities of the staff treating me 0.600 **
3 | The hospital staff come to me constantly and regularly 0.627 **

s | bought drugs from my own account because they weren't available 0.349 **
in the hospital |

5 | The medications are given to me at set time 0.374 **
The process of admission to the hospital was easy and without

6 0.600 **
obstacles

7 | The discharge process was easy and withoutobstacles 0.642 **

**Significant at 0.01
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Table (15) showed that all the items have statistically significant correlation at 0.01 with the

total score of the approach of care domain.

Table (16): Correlation between each item and the total score of hotel services

domain

_ ) Correlation
No. | Items of hotel services domain )
domain
1 | The cleanliness of the toilets is good 0.883 **
2 | There is special concern about patient’s safety 0.868 **
3 | Bed linen are always clean 0.916 **
4 | Bed linen are always available 0.894 **

**Significant at 0.01

Table (16) showed that all the items have statistically significant correlation at 0.01 with the

total score of the hotel services domain.

Table (17): Correlation between total score of each domain and the total score of all

the domains

Item § 9) S E
Meeting expectations 422 | 0585 | 844 4
Information and communication 427 |0.582 | 854 3
Hospital culture 417 | 0474 | 834 5
Respect and privacy 447 | 0519 | 894 1
Approach of care 408 |0.475| 81.6 6
Hotel services 442 |0.675| 88.4 2

Overall satisfaction 426 |0.417 | 85.2

**Significant at 0.01

Table (17) showed that all the domains have statistically significant correlation at 0.01 with

the total score of the scale.
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Table (18): Reliability of the patients' questionnaires (Cronbache alpha method)

_ Number Alpha

Domain .

. coefficient
of items

Meeting expectations 5 0.835
Information and communication 6 0.845
Hospital culture 6 0.712
Respect and privacy 7 0.851
Approach of care 7 0.553
Hotel services 4 0.907
Overall 35 0.926

The researcher calculated the reliability of the patients’ questionnaire by using the
Cronbache alpha method. The value of alpha coefficient for all the items of the scales was

0.926, which means that the questionnaires have high reliability.
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Annex (11) The open coding thematic analyze to the transcripts of the in-depth
interviews with the four key managers of Al Shifa Medical Complex

Results of interviews

In order to gain more information, the researcher conducted personal interviews with the
general director, medical director, director of nursing, and the training and development
manager at Al Shifa Medical Complex. The information extracted from the interviews are

categorized into the following themes and subthemes.

Theme Subtheme

Safety measures

_ Cleanliness
Structure & Work environment

Privacy

Work-related injuries

Shortage of essential drugs

Inadequate patients’ beds

Logistics and supplies i
Inadequate bed linen

Inadequate supply of consumables

Work overload

Management & administration | Inadequate staff compared to number of patients

Fuel & electricity supply

Communication with patients & their families

Re-admission to ICU

Quality of health services Equity in providing health services

Training of new staff

Investigation committee for unexpected deaths

160



Annex (12) List of referees' questionnaires
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Abstract in Arabic
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