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Abstract

Introduction: Recently, greater attention has been given to information technology,
telecommunications, and their use in health care. This study aims to evaluate telemedicine
services at UNRWA health centers in the Gaza Strip in order to identify opportunities to
enhance the quality of these services, which optimally might contribute to better health
outcomes.

Methods: A mixed-methods approach was used, in which data were triangulated. In total,
400 randomly selected (systematic sampling approach) clients-attendants of health centers-
and 197 care providers participated in the quantitative part of the study. In addition, three
focus group discussions with clients, three focus group discussions with care providers,
and three key informant interviews were conducted with purposively selected participants.
Quantitative data from clients was collected through an interviewed questionnaire, and an
online survey has been administered with service providers. The preliminary findings
derived from the quantitative part have been used to inform the qualitative data collection.
The Statistical Package for Social Sciences software was used for the quantitative data
entry and analysis, while the Open Coding Thematic technique was used to analyze the
qualitative data.

Findings: Results showed that the majority of clients who responded were females
(76.3%), 85.2% of respondents had heard of telemedicine before, and 71.8% of
participants have used telemedicine. Almost all participants who used telemedicine
reported satisfaction with their interactions with service providers. The phone lines always
being busy and the excessive waiting times were the major challenges facing clients when
using telemedicine services, as reported by them. The majority of clients (95%) used
telemedicine services to get medical treatment. Findings revealed that 35.9% of
respondents agreed to a high extent and 37.7% agreed to some extent that telemedicine
services save their money, and 96.1% agreed that telemedicine has improved access to
health services. The vast majority of clients surveyed (95%) reported that the use of
telemedicine has shortened their waiting time. Moreover, the majority of respondents
(87.5%) believed that telemedicine had a positive effect on their health status and the
health of their families.

Findings from the service provider survey indicate that care providers were split almost
evenly between males and females (50.8% and 49.2%, respectively), and of them, 59.4%
had received on-the-job training on telemedicine. Most care providers who filled out the
online survey (83.2%) offered telemedicine at least once. Three quarters of service
providers reported that telemedicine is effective. However, only 27% of respondents
indicated that they trusted the diagnosis that is being made remotely. Service providers
reported that telemedicine consultations were made mainly to get medical advice (66.6%)
and to inquire about the availability of services (50.3%). Pediatric diseases such as colds,
gastroenteritis, and feeding difficulties (89.3%) and general diseases such as rash,
musculoskeletal problems, and motor-neuron diseases (77.2%) were the most frequently
reported medical conditions that were treated via telemedicine; all are according to the
service providers’ responses. The results of the qualitative interviews were congruent with
the quantitative findings and provided further illumination and in-depth insights. With
regard to statistical significance, males and educated participants were more likely to know
about telemedicine services, and people who knew about telemedicine used it more often.
Health care providers who received training on telemedicine are more likely to use this
type of service.

Conclusions: The study underscores the important positive contributions of telemedicine
services that can be scaled up to be part of routine services in emergencies and regular
times alike. There is a need to further develop protocols and service guidelines in order to
better standardize telemedicine services and to intensify training followed by supervision
and rigorous follow-up.

il
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Chapter One

Introduction

1.1 Background

Telemedicine is the provision of medical services where a substantial barrier to access is
distance. It uses Information and Communication Technology (ICT) for the exchange of
reliable data for the detection, treatment, and prevention of illnesses and injuries (Kruse et
al., 2018). Telemedicine is the practice of using ICT to obtain necessary health care while
maintaining social distance. ICT is significantly contributing to the advancement of both
private and public health care (Mittal & Battineni, 2022). Through telemedicine, ICT
systems are currently employed to provide healthcare over long distances. The goal of
implementing ICT is to provide decentralized health care services (ibid).

Before the end of 2019, the Coronavirus Disease of 2019 (COVID-19) pandemic began.
This infectious disease is brought on by the SARS-CoV-2 virus, which was first identified
in Wuhan, China, and has since rapidly spread throughout the world. There are official
names for both the sickness caused by COVID-19 (formerly known as the '2019 novel
coronavirus') and the virus that causes it (World Health Organization-WHO, 2021). On
January 30, 2020, the COVID-19 outbreak was deemed a public health emergency of
worldwide concern by the WHO. The WHO General Director declared COVID-19 a
pandemic on March 11. In a way or another, COVID-19 affected healthcare systems all
over the world (ibid). Most health care systems developed a response strategy to deal with
the pandemic's effects and keep giving patients the essential medical treatment they need.
Due to the extreme consequences of COVID-19, the United Nations Relief and Works
Agency for the Refugees of Palestine in the Near East (UNRWA) had challenges
continuing to provide healthcare to Palestinian refugees (UNRWA, 2021a). UNRWA
adopted preventive measures in health centers in order to continue offering medical
services in response (ibid). On April 8, 2020, telemedicine services were made available at
all UNRWA health facilities in Gaza as part of the response plan (UNRWA, 2020). By
offering patients medical advice and pertinent information online, basic medical services
for Palestinian refugees were still offered by UNRWA. In addition to instant outpatient
care, antenatal care for ladies with high-risk pregnancies, family planning services (with
the exception of the insertion of intrauterine devices), postpartum care, and child health
services, especially vaccination, have all resumed at UNRWA health centers. Clients who
needed care for other non-critical services were recommended to use telemedicine in order



to decrease in-person visits to health centers (ibid). Telemedicine guarantees that medical
care will continue to be provided while protecting clients and healthcare providers from
COVID-19 (Centers for Disease Control and Prevention-CDC, 2020).

1.2 Research problem

Since telemedicine is a relatively new service, there is growing concern about how well it
functions as a model of service delivery at UNRWA health clinics in Gaza. The evaluation
of these services is essential to gaining a better understanding of how to promote the
practice of telemedicine. There are gaps in information around telemedicine services and to
what extent these services achieve their objectives. The study attempts to address open
questions about how telemedicine services accomplish their goals, what functions well and
what doesn’t function appropriately, and how to improve these services. The study
attempts to provide critical insights into how telemedicine services can be promoted to
ultimately accomplish their stated objectives.

1.3 Justification

Crisis situations and emergencies can arise at any time. At whatever time, they have the
power to destroy entire communities, causing great pain and fatalities. The use of
telemedicine in healthcare is widely considered to have enormous potential for overcoming
the emergencies that restrict individuals from accessing health services (Bashshur et al.,
2020). The amount of evidence supporting the effectiveness of telemedicine is currently
increasing (Gajarawala & Pelkowski, 2021). However, it deserves further analysis to
determine what factors impede the uptake of these services and what is needed to speed up
their implementation. This evaluation will provide evidence to healthcare providers and
policymakers in the Gaza Strip about what works and what does not work, which will be
used to inform future decisions. Being a major service provider, conducting this study at
UNRWA has added value, and the lessons learned from Gaza can also be transferred to
other contexts. The study opens up new opportunities for other providers to develop
telemedicine services both throughout and subsequently the COVID-19 epidemic. The
study is helpful to policymakers because it offers in-depth information about an innovative
service in a special setting, which could aid in the future improvement of such services.
Practitioners can use the findings to improve their practice. Being the first of its kind, the
study will provide a baseline for future studies and enrich the global literature, especially
the literature related to conflict-affected contexts like Gaza.



1.4 Aim

To evaluate telemedicine services at UNRWA health centers, Gaza, looking ultimately to
provide policymakers with recommendations that might promote the appropriate use of
telemedicine and its positive consequences on people's health and wellbeing.

1.5 Objectives

1. Ascertain the extent to which the telemedicine services achieve their intended
goals.

2. Appraise inputs, processes, and outcomes related to telemedicine services.

3. Explore the strengths and weaknesses in the provision of telemedicine services.

4. Assess health care providers' and beneficiaries’ perceptions about telemedicine
services.

5. Recognize differences in health care providers and beneficiaries’ perspectives
about telemedicine services with regard to characteristics variables.

6. Provide a set of recommendations that can affect the future development of

telemedicine.

1.6 Context of study

1.6.1 Geographical and demographical context

The Gaza Strip is a small Palestinian territory located in the southern-western region of
Palestine, along the eastern shore of the Mediterranean Sea. North Gaza, Gaza City, Deir
Al-Balah (Middle-area), Khan Younis, and Rafah are its five governorates (Palestinian
Central Bureau of Statistics-PCBS, 2022). The 365-square-kilometre Gaza Strip had a high
population density of 5,936 people per square kilometer (ibid). There are 2.17 million
inhabitants living there, and of those, 41% are children under the age of 14, whereas 3% of
the population is 65 or older (ibid). A total of 77.2% of the population lives in urban areas,
14.5% in rural areas, and 8.3% in refugee camps (ibid). According to PCBS (2022), the
unemployment rate in Gaza for the entire economically active population aged 15 and over
is 46.9%.

1.6.2 Political-economic context

Life in Gaza has become increasingly difficult after 16 years of a land, air, and sea siege.

The situation has worsened as a result of ongoing hostilities, increased tension and



violence, instability in politics, and the COVID-19 epidemic. Together, these elements
have disrupted people's lives and communities, making the struggles Gazans already

experience even more severe (UNRWA, 2022a).

A civilization with a high level of education and talent has become impoverished and de-
developed as a result of the collapse of the economy and its ability to generate jobs.
According to the World Bank (2021), the average unemployment rate is above 46.9% for
people over the age of 15, making it one of the highest rates in the world. With 80% of the
population reliant on humanitarian aid, Gaza is on life support (UNRWA, 2023). Three out
of four residents of Gaza currently depend on emergency food aid, yet even with this help,
the rate of food insecurity is increasing (ibid). With incredibly high rates of unemployment
and poverty, the already precarious humanitarian situation is in danger of getting worse
(ibid).

In the Gaza Strip, 53% of people live in poverty, while 33.8% are considered to be living
in deep poverty (PCBS, 2022). lIsrael's continuous limitations on the movement of
individuals and goods have a considerable negative impact on the majority of Gazans' daily
lives, and as a result, Gaza has deteriorated (UNRWA, 2023). The fundamental economic
presentation of a country is gauged by its Gross Domestic Product (GDP). The average
global GDP in 2021 was 12,183 $ United States of America (USA) per capita. On the other
side, Palestine's GDP per capita increased to 3,664 $ (USA). Palestine, which has been
ranked 122, is one of the smaller economies. In 2021, Palestine's Human Development
Index was 0.715, ranking 106th out of 191 countries and territories and placing it in the

high human development category (United Nations, 2022).

1.6.3 Health status

In the Gaza Strip, the average life expectancy at birth was 73.7 years, 72.5 years for men,
and 75.0 years for women (PCBS, 2022). Under-5 mortality was 14.2 per 1000, with 16.3
per 1000 males and 12.0 per 1000 females (ibid). Infant mortality for Palestinians was
reported to be 12.1 per 1000 live births, compared to 12.7 per 1000 live births in Gaza.
Age and gender may affect various patterns of disease or poor health. The examination of
health inequities is, however, constrained by gaps in the data disaggregation for various

Palestinian demographics, particularly by geographic location.



According to the Palestinian Health Information Centre (PHIC), in 2021, cardiovascular
and vascular disorders were the main cause of death in Gaza, representing 29.3% of all
fatalities. Statistics from the Palestinian Ministry of Health (MoH) show that neonatal
deaths and congenital abnormalities accounted for more than 3.6% of fatalities in Gaza,
COVID-19 mortality for 24.0%, and transport accidents, assaults, and falls combined for
6.1%. A lot of violence is experienced by Palestinians who live under a long-term

occupation.

1.6.4 Health care system

The government health sector (MoH and Military Medical Services), UNRWA, Non-
Governmental Organizations (NGOs), and the private sector are the four main sectors that
provide the delivery of health services in Palestine (PCBS, 2022). Through 22 UNRWA
clinics in Gaza, UNRWA provides primary care for 83.4% of Gaza's registered refugees.
The MoH is the principal healthcare provider in the governorates, offering primary,
secondary, and tertiary health care to the entire population, particularly those with medical
insurance. By referring patients to neighboring nations, other private health care facilities,
and NGO health care facilities, it can afford to buy advanced medical treatment. Primary
Health Care (PHC), secondary care, and specialized services, including those related to
disabilities, are all offered by the NGO sector. The three levels of treatment are also
offered by the private, for-profit healthcare sector through a variety of procedures.
Accessibility and coverage of healthcare services are generally adequate for all actors
(PCBS, 2022). In comparison to referrals in 2020, the overall number of referrals outside
the MoH grew by 23.8% in 2021. Oncology management once again received the most
recommendations (27% of all referrals in 2021), placing it at the top overall. Additionally,
it represented the largest portion of money spent on hiring services from outside the MoH
(MoH, 2021). There were 1.5 million registered refugees with UNRWA in Gaza
(UNRWA, 2022a). Through 22 health centers, UNRWA provides primary healthcare while
also purchasing secondary and tertiary healthcare services for the vast majority (1,295,528)
of served Palestine refugees in the Gaza Strip. Since it began operations in 1950, UNRWA
has made considerable advancements in the health of Palestinian refugees (ibid). UNRWA
actively coordinates with host countries and other stakeholders to address the health needs
of Palestinian refugees. The organization has adjusted and enhanced its services throughout
time as Palestinian refugees' medical needs have changed. According to current estimates,

nearly 83.4% of the Gazan refugees still strongly rely on UNRWA's services, according to
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the most recent data. This shows that the majority of people continue to face significant
economic difficulties, particularly those who live in conflict zones with high
unemployment and rising poverty rates. About one-third of the nation's registered refugees

reside in the 58 recognized Palestine refugee camps (ibid).

1.7 Operational definitions

— Telemedicine: Delivery of health care services, where patients and providers are
separated by distance. Telehealth uses ICT for the exchange of information for the
diagnosis and treatment of diseases and injuries, research, and evaluation, and for the

continuing education of health professionals.

- Toll-free line (hot line): telephone lines with distinct digit codes that can be called for
free without placing any costs on the caller (Arango, 2020).



Chapter Two

Literature Review and Conceptual Framework
2.1 Literature Review

Unfortunately, research into telemedicine has so far been both general and non- specific.
Reflecting this immaturity, the literature reviewed in this research was limited, and most of

the available literature referred only to pilot projects and to short-term outcomes.
2.1.1 Definitions of telemedicine

Although the phrases 'telemedicine’ and 'telehealth’ have distinct definitions, they are
sometimes used interchangeably and have a lot in common. The WHO guideline's
definition of telemedicine is adopted in this recommendation: the practice of providing
healthcare services remotely through communication between healthcare providers looking
for clinical advice and support from colleagues in the field (provider-to-provider
telemedicine) or between remote clients looking for healthcare services and health care
providers (client-to-provider telemedicine) (WHO, 2022). According to Becevic et al.
(2020), telemedicine has been defined as the delivery of medical services through ICT that
enable examination, diagnosis, consultation, treatment, education, care coordination, and
patient self-management while the patient is at the initial location and the healthcare
provider is at a different location. Manocchia (2020) defined telemedicine as the delivery

of health care via two-way electronic audiovisual technology.
2.1.2 Origins and history

Over a century's worth of technological and medical breakthroughs have led to
telemedicine's current capabilities. Telemedicine is now feasible thanks to a series of
technological developments over the past 200 years and their use in medical care (Jagarapu
& Savani, 2021). Technology has advanced from the telegraph to smartphones, and
connections have advanced from Morse code to the internet and cellular networks.
Telemedicine's evolution, linkages, and technological breakthroughs are all closely
intertwined. The telegraph, also known as 'the Victorian Internet,’ was the first technology
used for providing remote medical care. Awaiting medical teams received telegraph signals

on ill soldiers during the American Civil War in the 1860s. The idea of conveying clinical



and diagnostic data was explored at the beginning of the 20th century (2002) (ibid).
Technology development, connection, and the development of telemedicine are all directly
related (ibid).

2.1.3 Telemedicine in the COVID-19 period

The COVID-19 epidemic began to spread globally in late 2019. The emergency situation
called for urgent interventions to prevent the spread of infection and control the numbers of
infected cases, as well as to develop new solutions and interventions that help the health
system continue to provide its services during this pandemic (Filip et al., 2022). One of the
most important solutions in the case of the COVID-19 pandemic was telehealth and
telemedicine; these two terms are commonly used interchangeably. Tele-health, on the
other hand, refers to healthcare services that include all professions as well as public health
education. Telemedicine refers to doctors' health services, specifically the monitoring of

activities and clinical diagnosis with technology (WHO, 2022).

One of the first programs to respond to the pandemic was UNRWA's Gaza Health Program
(GHP), which sought to reduce the frequency of non-urgent visits, the number of patient
footprints inside the health centers, and ultimately the spread of COVID-19. The concept
of telemedicine was developed to address these problems (UNRWA, 2020a).

2.1.4 Countries experiences

Telemedicine is not a brand-new idea. Before the epidemic, Member States around the
Western Pacific Region were utilizing telemedicine applications. Member states at various
levels of the digital health transition are all more involved in telemedicine deployment
during COVID-19. Incorporating insights from early adopters (WHO, 2022).

In 2005, the WHO established a Global Monitor for eHealth, or the use of ICT for health,
which includes telemedicine. The WHO has long advocated the use of telemedicine. WHO
has supported the use of eHealth tools to support the Sustainable Development Goals on
Universal Health Coverage in addition to other goals. Examples of telemedicine
interventions in low- and middle-income countries (LMICs) include tele cardiology, tele
radiology, tele mental health, tele Intensive Care Unit (ICU), and tele dermatology (Parkes
et al., 2022). According to Parkes et al.'s (2022) systemic evaluation, a tele-pediatric

intervention in Iraq prompted remote healthcare practitioners to review difficult cases and



update treatment methods in order to adhere to international standards. In Syria, procedures
were performed in the areas of the intensive care unit, cardiology, radiology, nephrology,
and mental health (ibid). Social media was used for follow-up conversations with rural
patients and local doctors during a tele dermatology intervention in Yemen (ibid). Remote
doctors were also contacted for advice. Regional rehabilitation centers in Gaza were
connected via videoconferencing through a tele-rehabilitation intervention so they could

support one another (ibid).

Many programs, including store-and-forward electrocardiogram (ECG) recordings and
medical education, have been implemented in industrialized countries for ten to fifteen
years. The global tele home and telemedicine market is anticipated to grow, with a
Compound Annual Growth Rate (CAGR) of 17.7% (Sikka, 2021). Similar initiatives have
received much less attention in developing nations. Telemedicine applications could be
utilized in developing countries to deliver basic healthcare services and shorten travel
times between remote areas and specialized facilities. The efficiency and cost-effectiveness
of telemedicine in relation to conventional medical care still need to be evaluated.
Telemedicine applications in undeveloped countries need to be studied, planned, and
evaluated in line with specific criteria (ibid).

2.1.5 Benefits of telemedicine

In terms of accessibility, the Abdul Wahab and Zedan (2021) study found that more than
half of the participants agreed that telemedicine services allowed for communication with
medical professionals and improved access to healthcare. With the use of telemedicine, a
sizeable fraction of patients in these rural areas might be successfully handled with some
assistance and direction from experts and superspecialists in the cities and towns, as just
7.2% of patients had problems comprehending or acting on advice provided through
telemedicine (Kumar et al., 2020).

In terms of time savings, Salman et al.'s (2020) study discovered that telemedicine
increases the number of lives saved by enhancing medical service response times and
reducing waiting periods for all patients. Mobile consultations took +4 minutes longer than
face-to-face consultations in a non-randomized, quasi-experimental, exploratory study
conducted in the primary care sector of the United Kingdom (Hammersley, 2019). Abdul
Wahab and Zedan's study (2021) found that 36.6% of participants considered telemedicine



to be a viable method of receiving medical care, 43% claimed they needed assistance using
telemedicine services, and about 48.1% of survey participants indicated they felt
comfortable speaking with their doctors via telemedicine. However, all medical specialists
and 67.9% of healthcare practitioners would prefer to give telemedicine services,
according to a 2019 study on the use of telemedicine by French internal medicine
specialists, which revealed that 54.0% of respondents intended to practice telemedicine and
72.8% wanted to learn there (Firn et al., 2021).

Effectiveness teleconsultations over the phone or videoconference are an efficient
substitute for in-person consultations for many patients receiving primary care and mental
health services, according to De Albornoz et al.'s (2021) systemic review on the
effectiveness of telemedicine in primary care published in 2021. Teleconsultations offer
the potential to increase access to healthcare while delivering time- and money-saving
therapies remotely.

2.1.6 Challenges facing telemedicine implementation

A crucial tactic for sustaining and enhancing the health services that the COVID-19
pandemic has interrupted is telemedicine. A detailed understanding of the disparities
between supply and demand for healthcare services, the digital infrastructure, the transition
to new care pathways, and the investment case are necessary for the creation and
deployment of a telemedicine system that is both sustainable and affordable. Despite
telemedicine's rising popularity and political and social acceptance throughout the
pandemic, its complexity necessitates considerable thought and planning when putting one
in place (WHO, 2022). The adoption of telemedicine solutions in LMIC or conflict-
affected (Mediterranean Region Office (EMRO) contexts is hampered by a lack of
resources (financial, material, and human resources), insufficient connectivity, unreliable
electrical supply, Poor evidence, and a lack of effect evaluations, particularly in conflict-
affected areas (Parkes et al., 2022).

Implementing telemedicine in developing nations is challenging due to the system's costly
nature, opposition to change, and telemedicine's slow clinical adoption; a shortage of the
ICT infrastructure needed for telemedicine, especially in remote regions (such as access to
the internet and capacity for high-speed telecommunications); and a lack of guidelines,

especially with regard to data safety, reliability, and privacy. The aforementioned issues
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might be resolved by expanding telemedicine to incorporate the technology as a routine
component of healthcare services (Hsing, 2020). The absence of face-to-face patient
interaction 57.3% and computer problems 55%, according to a 2019 study on the use of
telemedicine by French internal medicine practitioners, are the biggest barriers to the
profession (Firn et al., 2021). According to research by Alghamdi et al. (2020), 36.0% of
healthcare professionals want to be better trained. Other issues included damaged phones
and external impediments brought on by poverty, linguistic barriers, and gender issues
(Odendaal et al., 2020). According to Khemapech et al.'s (2019) e-health foundations,
these systems are crucial and ought to be the first to be put into use. Rural inhabitants face
greater access challenges than urban residents do, and the largest obstacle to employing

telemedicine for the elderly is their lack of digital literacy.

2.1.7 Provider's perceptions

In order to determine how satisfied physicians were with telemedicine during the COVID-
19 epidemic, Malouff et al. (2021) undertook research. They found that doctors typically
viewed the use of telemedicine favorably and said the quality of the care they received was
comparable to face-to-face care. In addition to receiving telemedicine training, doctors
must also learn how to use it professionally, safely, and according to the best available
scientific data (Jumreornvong et al., 2020). The outcome of Garber and Gustin's (2022)
study revealed a significant relationship between telemedicine adoption and the type of
telehealth education received. In line with Nakagawa and Yellowlees' (2020) research,
which demonstrated that younger generations of doctors will be better equipped to tolerate
burnout as technology plays a growing role in healthcare, older generations have had
trouble incorporating technology into their healthcare workflows.

2.1.8 Beneficiary's perceptions

Regardless of whether satisfaction is measured in attitudinal or behavioral terms, there is
significant and recurrent evidence regarding overall satisfaction with telemedicine among
healthcare providers and recipients. This evidence corresponds with typical outcomes from
the majority of research concerning satisfaction with health care. Shiff et al.'s study (2021)
found that patients who had telephone appointments instead of in-person ones were
generally more satisfied with telephone appointments. Women are more likely to use
telemedicine, according to Jacqueline and Maria (2022). The Northeast and West used
telemedicine more frequently than the Midwest and South, and utilization increased with
income, level of education, urbanization, individuals with chronic conditions, and
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geographic location (Jacqueline & Maria, 2022). According to Abdul Wahab and Zedan
(2021), 43% of respondents need assistance using telemedicine services. About 48.1% of
participants said they felt comfortable interacting with their doctors via telemedicine, and
36.6% said they thought it was a suitable approach to receiving medical care. Salman et
al.'s (2020) study found that by improving medical service response times and decreasing
waiting times for all patients, telemedicine increases the number of lives saved.

2.1.9 Core Components

Any kind of electronic contact between healthcare providers and clients from a distance is
referred to as telemedicine (Alenoghena et al., 2023). This study considered phone-type
communication. Evaluation of telemedicine services has three dimensions: input
(parameters that are required for telemedicine to function well), process (represents the
intersection of input components), and output (telemedicine service outcomes) with other
influential factors.

2.1.9.1 Inputs

During the COVID-19 pandemic, telemedicine use is expanding quickly and on a broad
scale and is quickly becoming an effective tactic to meet PHC demand (Silva et al., 2021).
This study evaluated the existence of parameters that are required for telemedicine to
function well. Inputs consist of:

- Policies and protocols

The COVID-19 pandemic emergency telemedicine protocol implementation has the
potential to significantly enhance infection control (Lin et al., 2020). The aim of universal
health coverage must be coordinated with telemedicine (WHO, 2022). This calls for proper
policy, legislative, and regulatory actions that will assure the sustainability, quality, and
accessibility of telemedicine services. Additionally, it tends to aid in maintaining
continuity and coordination of care (ibid). To guarantee effective design and
implementation, public and private sector cooperation is necessary. The approach should
integrate knowledge and viewpoints from both health and non-health fields, particularly
from the information and social sciences (ibid). WHO (2022) provided a step-by-step
implementation strategy for telemedicine that includes defining the scope of services,
identifying and involving stakeholders, and doing a multidimensional feasibility analysis.
Also, create a structure of laws, policies, and institutions; create rules, standards, and
norms (ibid). To direct the creation of norms and standards compatible with the service
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being implemented, technical committees composed of healthcare and digital health
professionals should be established. They can assist in preventing misunderstandings about
implementation-related problems (such as patient eligibility and process integration). The
process of provider training, patient education, and making decisions based on evidence
will be streamlined by standards for prioritized teleservice procedures (such as scheduling,
pre-visit preparation, provider/patient setting, physical examination, and consent for data
collection) and requirements for in-person visits (such as certain information that could not
be collected via a telemedicine platform for diagnosis). Additionally, they make
monitoring and evaluation easier (WHO, 2021).

— Physical location of in-clinic services

The promotion of the physician-patient interface without distraction or the risk of
insufficient communication, which is the most frequent primary cause of medical error,
requires the creation of an environment that may have an impact on the quality of health
care delivery (WHO, 2021). Khemapech's (2019) e-Health Foundations, which view a
system for recording and storing information about telemedicine services as essential and
should be the first to be implemented.

- Adequate human resources

Compared to a strategy to institutionalize telemedicine, a telemedicine implementation
strategy needs less funding for ongoing system integration (WHO, 2021). In the next few
years, UNRWA intends to keep employing telemedicine to ease clinic congestion and
support longer patient-doctor sessions. For example, telemedicine services are still
operating in Gaza and potentially in other fields depending on the feasibility and
availability of resources. In similar circumstances, UNRWA will continue to use
telemedicine as a method of service delivery (UNRWA, 2022a). More effort is required to
educate skilled telemedicine healthcare providers. The use of client-to-provider
telemedicine should also be encouraged, as should the inclusion of new services, including
the first e-prescription and drug delivery (WHO, 2021). Medical practitioners in Libya
demonstrated strong computer proficiency for telemedicine (36.3%) and high awareness
(56%). Government programs that provide adequate and supportive healthcare services
must be launched, together with the training and assistance of healthcare providers (Elhadi
et al., 2021). Imlach et al. (2020) identified a number of obstacles to telehealth adoption,

13



including resistance or opposition from healthcare systems and healthcare personnel (who
are frequently more cautious than patients are).

— Tools and resources

Open-source tools allow the public to examine security and privacy issues more easily,
which may allay concerns and encourage population uptake (WHO, 2021). Imlach et al.
(2020) identified specific obstacles, including a lack of care provider training regarding the
use of suitable technology, a lack of supporting leadership and policies, a lack of finance,
and issues with network and internet reliability, device reliability, integration, privacy, and
hacking. This was in line with Hertling et al. (2021), who found that the three main barriers
to the use of telemedicine among physicians were administration (61.4%), low payment
(52.5%), and the need to purchase technical equipment (65.3%).

— Supportive resources and education

The results of Garber and Gustin's (2022) study showed a strong correlation between the
sort of telehealth education received and the adoption of telemedicine. According to a
survey conducted by Abdul Wahab and Zedan (2021), 43% of respondents required help

using telemedicine services.

- Information Systems

Every piece of data should be reviewed and overseen to look for errors and abuse. To protect
identifies, contact information, and health data, de-identification and safeguards should be used
whenever possible (WHO, 2021). This result is consistent with Khemapech's (2019) e-health
foundations, which consider such systems to be crucial and the initial ones to be put into place.
Innovating in digital health care, UNRWA has persisted. UNRWA was able to pioneer
telemedicine thanks to its e-health system, which maintains the medical records of over two million
patients (UNRWA, 2022a).

2.1.9.2 Processes of service delivery

The service delivery domain, which represents the meeting point of the input components
(providers, guidelines, and supplies) and the output side, includes the following specific

sub-domains:
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- Accessibility

In terms of accessibility, the Abdul Wahab and Zedan (2021) study found that more than
half of the participants agreed that telemedicine services allowed for communication with
medical professionals and improved access to healthcare. With the use of telemedicine, a
sizeable fraction of patients in these rural areas might be successfully handled with some
assistance and direction from experts and superspecialists in the cities and towns (Kumar et
al., 2020). De Albornoz et al.'s (2021) systemic review on the effectiveness of telemedicine
in primary care demonstrated that teleconsultations offer the potential to increase access to

healthcare while delivering time- and money-saving therapies remotely.

- Waiting and contact time

In terms of time savings, Salman et al.'s (2020), study discovered that telemedicine
increases the number of lives saved by enhancing medical service response times and
reducing waiting periods for all patients. In the primary care sector of the United Kingdom,
a non-randomized, quasi-experimental, exploratory study compared face-to-face
consultation with mobile consultation and found that the latter took +4 minutes longer than
the former (Hammersley, 2019). That is in line with Salman et al.'s (2020) study results,
which demonstrated that telemedicine had superior results in reducing the waiting time for
all patients. In addition to that, De Albornoz et al.'s (2021) systemic review on the
effectiveness of telemedicine in primary care was published in 2021. Teleconsultations
offer the potential to increase access to healthcare while delivering time- and money-

saving therapies remotely.

- Approach to care and documentation

According to Abdul Wahab and Zedan (2021), 48.1% of participants indicated they felt
comfortable speaking with their doctors via telemedicine, and 36.6% of participants
considered it an appropriate way to get medical care. In accordance with data protection
and privacy laws, regulations, and frameworks, as well as security guidelines, data
gathered by telemedicine applications should be secure, private, and confidential,
according to WHO (2021). Concerns about patient privacy and data confidentiality pervade
all telemedicine practices. To provide telemedicine practice with a safety net,

modifications and preparations must be established (WHO, 2021).
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Beneficiaries' provider’s interface: As aforementioned by WHO, Abdul Wahab and Zedan
(2021), and most literature, clients felt comfortable communicating with their doctors via
telemedicine. In addition to that, too-short service times can be avoided, which will

increase care provider satisfaction (Ma et al., 2022).

2.1.9.3 Outputs and outcomes

The inputs and techniques used in telemedicine affect the results. Subdomains of the

telemedicine service outcomes include:

- Positive client perceptions and satisfaction with the service

In order to provide patients with competent medical services without the requirement for
typical face-to-face interactions with patients, a humber of communication technologies
have been proposed and put into practice. Due to this, obtaining professional consultations
no longer requires extensive travel or high expense of diagnosis (Alenoghena et al., 2023).
Even if it has not been fully adopted in all Saudi Arabian healthcare facilities yet,
telemedicine is quickly gaining recognition as a breakthrough in healthcare service
delivery that could significantly enhance the standard of care, particularly in outpatient
clinics. According to recent studies, telemedicine patients are becoming more satisfied
with their care (Abdulwahab & Zedan, 2021). Elhakeem et al. (2022) found that patients
had generally positive experiences with telemedicine and that 90% of them indicated a
willingness to take part in more teleconsultations. In comparison to in-person
appointments, patients were generally satisfied with telephone consultations, with 9.3% of
patients believing that the telephone format did not fully address their needs in a
consultation (Shiff et al., 2021). In-person and telemedicine client satisfaction varied
depending on how well practice personnel were said to 'spend enough time with you' and
'listen to what you had to say' (Imlach et al., 2020).

- Positive health outcome

The idea behind telemedicine and related services is now well-established; it offers chronic
health management, prescription compliance, remote services, care-for-all in serious and
critical instances, etc. (Haleem et al., 2021). We should think about what will be gained

and what might be lost as we get ready for a future with widespread telemedicine. The
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advantages of telemedicine following its worldwide renaissance are more apparent than
ever: quick and easy access to care that goes beyond geographic barriers, a lesser burden
on the medical infrastructure (such as traffic, deterioration of facilities, perhaps fewer staff
needs), and slight exposure to infectious diseases for all participants. There are still
worries, though, that something might be lost if everyone starts using telemedicine as a
regular procedure (Shaver, 2022). Additionally, telemedicine helps clients get well, keeps
them informed about their health in a novel way, and helps patients and doctors manage
serious health issues like diabetes and asthma (Haleem et al., 2021). With the help of
telemedicine technology, doctors can follow their patients at home after they are released
from the hospital or are recovering from an injury. It will encourage good self-care. In
order to provide better care to people, telemedicine is now used in medical specialties like
dermatology, mental health, medicine, and cardiology. It is frequently believed to be a
technique to greatly reduce the cost of treating medical conditions that benefit from
ongoing patient monitoring, such as asthma, diabetes, and sleep apnea (Haleem et al.,
2021).

2.1.10 Influential factors

2.1.10.1 Governance

It is important to set up a telemedicine governance framework with distinct lines of
accountability, a rigid project management framework, and thorough documentation
procedures (WHO, 2021).

2.1.10.2 Monitoring, evaluations, and follow-up

To evaluate the effectiveness of telemedicine in daily practice, whether it is used alone or
integrated with in-person care, and to confirm time and money savings at the population
level, research preparation and the development of practical evidence are necessary (WHO,
2021). There is just a small and inconsistent body of research on the advantages of
telemedicine. Regarding its usefulness in enhancing patient outcome and wellbeing,
behavior change (such as treatment adherence), disease prevention, cost-effectiveness, or
patient satisfaction, no firm conclusions can be established (ibid). To determine if the
implementation has succeeded in achieving its objectives, outcome monitoring and
evaluation of telemedicine services are required. In order to quantify the availability,

accessibility, quality, utilization, cost, user satisfaction, and tangible and intangible impact
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on providers and health organizations, a thorough evaluation framework should be
designed to gather input, process, output, and outcome data (ibid). As effective governance
comes from sharing and growth, lessons learned from planning and implementation should

be promptly shared among Member States (ibid).
2.1.10.3 Beneficiaries' characteristics

The adoption of digital technologies has the potential to widen the digital gap, leaving
those without access to or proficiency with them behind even though they may stand to
gain the most. Regarding telemedicine adoption and outcomes for mobile, migratory, rural,
and vulnerable groups, as well as those with impairments, special consideration should be
given (WHO, 2021).

According to Jacqueline & Maria (2022), women (42.0%) used telemedicine more
frequently than men (31.7%). Compared to the Midwest (33.3%) and South (34.3%),
telemedicine was used more frequently in the Northeast (40.0%) and West (42.4%). As
urbanization increased, certain regions saw a decline in the population's use of
telemedicine (Jacqueline & Maria, 2022). The Jacqueline & Maria (2022) study found that
the percentage of people who use telemedicine rises with age, from 29.4% for those
between the ages of 18 and 29 to 43.3% for those 65 and older. And from 33.1% of those
with low family incomes to 40.7% of those with higher family incomes, more people are

now using telemedicine.
2.1.10.4 Beneficiaries and health-related variables

Elderly people and Medicare beneficiaries who lived in counties with high vulnerability
had a much lower likelihood of using telemedicine services for surgical episodes of care.
Due to the concurrently lower rates of internet connectivity in these locations, the use of
telemedicine was lower in areas of significant social vulnerability (Shaikh et al., 2023).
Contrarily, those with higher medical comorbidities and black patients tended to use
telemedicine more frequently (ibid). According to Shaikh et al. (2023), places with a high
level of social vulnerability are more at risk from a lack of access to telemedicine. Lama et
al. (2021) capture disparities in telehealth availability and related technological
requirements during the COVID-19 pandemic among Medicare-enrolled cancer survivors.

In contract to Patel et al. (2021) study findings, during the COVID-19 pandemic, growth in
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telemedicine use varied substantially across patient demographics, clinical specialties, and
medical conditions. Patel et al.'s (2021) observed higher telemedicine use among those
living in lower-income and higher minority resident counties. Telemedicine use also varied
dramatically across different specialties. In contrast to disciplines like ophthalmology,
which had little telemedicine use and lost the majority of its clinical volume early in the
pandemic, specialties like psychiatry, endocrinology, and neurology had the biggest uptake

of telemedicine and the smallest reduction in total visits.

2.1.10.5 Care provider-related issues

To make sure that the implementation will be sustainable and benefit the health system in
the long run, financial and human resources need to be assessed. The first stage in guiding
investment choices for infrastructure and workforce arrangements is a precise projection of
demand. To reduce the risk associated with the implementation of telemedicine,
investments in organizational changes (such as the adaptation of care workflow, workforce
training on digital skills and adapted care practices, oversight and evaluation, etc.) must be
estimated (WHO, 2021). In addition to receiving telemedicine training, doctors must also
learn how to use it professionally, safely, and according to the best available scientific
evidence (Jumreornvong et al., 2020). Nakagawa and Yellowlees' (2020) research, shows
that as technology plays a larger role in healthcare, younger generations of doctors will be
better able to withstand burnout. When it comes to integrating technology into their
healthcare workflows, older generations have had difficulty.

2.1.10.6 Telemedicine services provision

The level of education, training, and experience of healthcare providers may affect how
well telemedicine is provided. This is in line with Garber and Gustin's (2022) conclusion
that the sort of telehealth education received had a substantial impact on the adoption of
telemedicine. According to the Jumreornvong et al. (2020) study, COVID-19 has also
revealed prospects for technological advancement in medicine and medical education. As
we develop a better understanding of the areas of medicine that telehealth best
complements, it is critical to educate upcoming health care providers on how to use these
technologies and provide these forms of treatment. Through telemedicine courses, future
healthcare practitioners should be equipped to handle the ethical, legal, and regulatory

implications of telemedicine. This education is essential in light of the immediate need for
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care during the COVID-19 epidemic. In addition to receiving telemedicine training,
doctors must also learn how to use it professionally, safely, and according to the best

available scientific evidence (ibid).

2.2 Conceptual Framework

According to Riley et al. (2019), a conceptual framework illustrates or narrates the major
elements, the study areas, and the supposed links between them. The Donabedian model
(1988) is used as the conceptual framework for this study by the researcher, as seen in
Figure 2.1, in order to deliver the desired service in an appropriate, high-quality manner.
The chosen model is composed of a central core of inputs, processes, and outputs that form
a pathway that runs side by side and interlocks. Other influencing factors are present in

addition to the fundamental elements of inputs, processes, and outputs, as seen in the

Figure below.
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Figure 2.1: Conceptual framework for telemedicine services evaluation
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2.2.1 Core Components

2.2.1.1 Inputs

Include the prerequisites for telemedicine to work effectively. Focusing on the actual
availability of inputs at the operational level in this field, the researcher took into account

whether the systems in place are functioning. The following are examples of inputs:

Policies and protocols: Policies and protocols are described as comprehensive and
understandable technical instructions for the provision of services. Since policies and
practices are crucial for delivering high-quality treatment, this study examined them. The
research took into account a number of concerns, such as protocols and comprehensive

technical instructions for service implementation.

Physical location of in-clinic services: Because the researcher took this into account in
this evaluation, it is possible that the physical location has an impact on the standard of
treatment provided. It comprises the standard of the space that is available and permits
maintaining and protecting the beneficiaries' privacy during counselling and the quiet place
needed to ensure both care providers and beneficiaries hear each other clearly, as well as
the accessibility of technological tools and information systems to gather and store
beneficiaries' data.

Equipment and resources: The availability of sufficient phone lines and headphones is
necessary for service provision. Many factors in the technology itself, such as maturity,
voice clarity, sustainability, generalizability, and acceptance, have an impact on the

services.

Supportive resources and education: Include additional promotional materials (posters,
brochures, etc.) and the availability of enough qualified professionals to help staff
members deliver the service. The availability to recipients of a significant quantity of
informative brochures and easily accessible wallpapers that were adequately written in
Arabic.

Information Systems: The researcher evaluates the availability of computer and network
systems, sometimes referred to as information systems, which provide the informational

basis for vital activities and infrastructure. Health information makes it possible to use data
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over time for performance management. The researcher examined the availability of
hardware for information systems, such as computers and internet connectivity, which are

intended to create reliable, complete, and timely information.
2.2.1.2 Processes of service delivery

The service delivery domain, which represents the meeting point of the input components
(providers, guidelines, and supplies) and the output side, includes the following specific
sub-domains:

Accessibility: The capacity to get healthcare services, such as prescription medication,
diagnostic procedures, and health-related information, and to access a facility where these
can be provided. Some of the topics that the researcher evaluated included the impact of
telemedicine on enhancing accessibility and requesting necessary medical care, access to
health-related information, and the availability of telemedicine services, including
treatment prescriptions and medical advice. The researcher did an investigation into why
patients returned to the clinic without an appointment or did not obtain the services.

Waiting and contact time: The official clinic indications from UNRWA include the time
spent waiting before answering the phone as the waiting time. The study carefully
investigated this collective indication, which includes waiting for a response and waiting
for an appointment. The effectiveness of the appointment system, whether the
appointments provided were appropriate for the patients, how much personnel respect the
appointments they set, and patients' perceptions of interaction time are all evaluated by the
researcher.

Approach to care: The concept of person-centered care is central to this component. The
researcher looked at issues such as satisfying the requirements and expectations of clients,
the suitability of service providers' privacy policies, respecting clients by involving them in
the services provided to them, and the skillfulness of service providers, which included a
number of factors like coordination and care continuity, information and management
continuity, comprehensiveness, and safety in addition to the application of best practices.

Records and documentation: Data protection was evaluated to determine if protective
procedures were consistently being followed. The accessibility of the information system

that stores client data and preserves its privacy was investigated.
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Beneficiaries and service providers' interaction: This concept relates to the interaction
between the service providers and the beneficiaries. The researcher examined issues
surrounding beneficiary-provider communication, starting with a friendly greeting and
introduction to clients, respect for beneficiaries, including respect for their dignity, and
confidentiality, minimizing session interruptions, providing adequate and clear
explanations and consultations regarding one's health condition, and providing them with
the necessary health consultation. Lastly, the researcher evaluated the beneficiaries' general

satisfaction with the services they received through telemedicine.

2.2.1.3 Outputs and outcomes

The inputs and techniques used in telemedicine affect the results. Subdomains of the

telemedicine service outcomes include:

Client perceptions and satisfaction with the service: The researcher investigated a
number of issues related to satisfaction with the telemedicine services, including clients'
willingness to recommend the services to other people, their views about the service, and
their general perceptions and satisfaction. Client satisfaction is an important outcome

dimension that reflects the quality of care.

Satisfaction of the service providers and their perceptions around telemedicine: The
researcher assessed the perceptions of service providers about telemedicine as perceptions

are important outputs and outcomes for assessing the quality of services-perceived quality.

Positive health outcome: The requirement to reduce face-to-face consultations without
compromising the quality and accessibility of essential healthcare services was one of the
issues the researcher looked into. Despite COVID-19, scaling up these services
successfully and gradually still presents challenges. This was evaluated in terms of
perceived results.

2.2.2 Influential factors

2.2.2.1 Governance

This element consists of effective guidance, education, and the standardization of best

practices.
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2.2.2.2 Monitoring, evaluations, and follow-up

This subdomain covers the ongoing observation and ultimate assessment of the delivered
healthcare services. This involves tracking the monthly use of telemedicine services.
Understanding the system context is essential to describing the factors that influence
service performance since monitoring and assessment facilitate the delivery of efficient
services. In order to implement these services, it is essential to incorporate telemedicine

services into current organizational structures and offer institutional support.

2.2.2.3 Beneficiaries' characteristics

Socioeconomic factors are one of them. These are the social and economic facts and
experiences that influence a person's personality, attitudes, and way of life. This
subdomain contains residency from UNRWA clinics, which may have an impact on the
usage of telemedicine, as well as occupation, income, poverty, and wealth as indicators of

socioeconomic status.
2.2.2.4 Beneficiaries and health-related variables

Beneficiaries' acceptance of telemedicine is related to many health-related variables, such
as their medical condition and previous experience with face-to-face services.

Beneficiaries' family's health status may also affect the use of telemedicine services.

2.2.2.5 Care provider-related issues

Care providers characteristics, such as age, gender, use of technology, and experience may
affect the outcome. Also, training, comfort in communication with beneficiaries, improved
workflow and contact time, and their resistance to change affected their perceptions and

satisfactions.

2.2.2.6 Telemedicine services provision

The researcher investigated the presence of skilled care providers. Appointments, e-health
patient monitoring, patient consultation, and therapy are just a few of the many service

types that fall under the umbrella of telemedicine.
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Chapter Three
Methodology

In this chapter, the methodologies used to implement this study are discussed. It offers
details about the study's demographics, setting, and sampling procedures in addition to the
methodology's design. Additionally, covered are the qualitative component, eligibility
requirements, data collection methodologies, input and analysis methods, scientific rigor, a
pilot study, and ethical considerations.

3.1 Study design

A triangulated evaluation methodology has been used, utilizing several data collection
techniques and distinct verification means, to reflect reality from various perspectives. The
quantitative portion has been carried out through beneficiary interviewed questionnaires
and an online questionnaire for the staff. The study also has a qualitative component that
was carried out with policymakers via Key Informant Interviews (KIIs) and clients and
care providers in Focus Group Discussions (FGD). Thus, it followed an explanatory mixed
methods design.

3.2 Study population

The study includes several populations.

- Quantitative part of the study

The target population for the quantitative is composed of two components as follows:
beneficiaries, refugees served by UNRWA telemedicine services, and non-users of
telemedicine services. The total number of registered refugees at UNRWA clinics is nearly
1.5 million, and the served population is 1.2 million. The second target population is
doctors working at UNRWA HCs in Gaza-about 214 doctors (UNRWA, 2022a).

- Qualitative part of study

The target population is policymakers, telemedicine Services providers, and beneficiaries
(telemedicine users).
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3.3 Study settings

The study was done on a sample of UNRWA HCs in Gaza; their total number is 22 clinics.

3.4 Eligibility Criteria

- Inclusion criteria

Services providers who are working at UNRWA Gaza Field as medical officers regardless
of the type of contract and whether they are telemedicine providers or not.

Beneficiaries older than 18 who are receiving any types of services (maternal, NCD, and
outpatient) from a UNRWA clinic and present to UNRWA clinics.

3.5 Sampling

The quantitative part of the study

— Beneficiaries

Using the following parameters, the researcher calculated the sample size using the Epi-
Info sample size statistical calculator:

+ A maximum acceptable percentage point (within a 5% confidence interval)
» The level of confidence is 95%.
» The dependent variable's estimated percentage level is 50%.

Approximately 1.5 million refugees have been officially registered in the UNRWA Gaza
field.

The beneficiaries have been suggested as the sample size (384) (Annex 3). In order to
accommodate non-respondents, the sample size was expanded to 420.

Out of the 22 clinics (one in each governorate), five PHC clinics were chosen using a
stratified random sampling technique. These clinics were used to choose the recipients.
The researcher then chose a convenient sample of clinic-going clients. In order to ensure a
diverse sample, the study also took into account all groups, including both sexes,
beneficiaries with chronic diseases, women receiving different forms of maternal services,
carers receiving kid services, and individuals older than 18 in different age categories.
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— Service providers

According to UNRWA records, Gaza field physicians number nearly 214 (UNRWA,
2022a). The researcher included all of them in the study, thus it will be a census study, and
an online survey has been designed and made available online through a link that has been
disseminated to participants via Short Message Service (SMS), social media, or e-mails.

- The qualitative part

A non-probability purposive sample for KII has been chosen for the qualitative part. Three
UNRWA health care policymakers and managers were included in the KIl sample to
represent public concerns and perspectives and to assess the impact and sustainability.

About beneficiaries, a voluntarily purposive sample of 18 participants was chosen among
telemedicine clients, having varying experiences with the services and outcomes of the
programme. These were then divided into 3 different FGDs, each with 6 participants, two
of which were female recipients and one male recipients. The researcher concentrated on
the presence of specific medical conditions, such as chronic morbidity, and took care to
select beneficiaries in a way that ensured they represented different age groups, genders,
and locations of residence.

Regarding care providers, a purposive sample of 18 care providers from each governorate
was chosen and called on a voluntary basis. These were then split up into three separate
FGDs, each with six participants.

3.6 Study tools and instruments

- Quantitative part

The first tool was an 84-question interview questionnaire given to the beneficiaries as part
of the quantitative (questionnaire-based survey) component of the study (the English and
Arabic versions are shown in (Annex 4). It was created using self-constructed questions.
There are two sections to the questionnaire: The first is a 28-question survey that is open to
both telemedicine recipients and non-recipients.

e Demographic information, including age, gender, location of residence, education,
and other characteristics.
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e Socio-economic data, including income, receipt of aid, satisfaction of basic needs,
etc.

e The responders' and their families' status of health

e Justifications for non-recipients not using telemedicine

e Telemedicine's potential future applications

The second is a 56-question survey for telemedicine recipients that contains the following
main domains:

« Health service provision (4 questions)

o Ease of use and learnability (5 questions)

o Obstacles to telehealth services (2 questions)

« Interaction between the recipient and provider (12 questions)

o Types of services beneficiaries received, accessibility of the services, time factors,
perceived health impact, etc. (33 questions)

Conclusions were drawn from a thorough review of the questionnaire, which involved
interviewing the FGD participants from multiple perspectives.

The second quantitative instrument, a 56-question online survey for healthcare providers,
is utilized to gather quantitative data (Annex 5 displays the English and Arabic versions),
and it has been self-constructed. The survey asks about

e Demographic data such as age, gender, place of residence, education, etc.

e Protocols and training

e Obstacles facing care providers

e Providing telemedicine, the type of services provided, the reasons for not providing
them, the presence of supervisory support for telemedicine health providers, etc.

e Communication between care providers and clients

e Physical facilities like the place are comfortable, there are enough devices to use
them, an information system is available, etc.

o Effectiveness of telemedicine.

- Qualitative part

Based on the preliminary results of the quantitative data, a semi-structured list with eleven
open-ended questions has been created (Annex 6). During FGD, clients were asked about
their perceptions of telemedicine services and what they mean to them personally. How do
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they initially perceive telemedicine? What kind of experience did they have that had an
impact on their health or the health of their family? What do they require and expect from
the best medical care? What more steps should be taken to promote these services? The
researcher asked such questions to clients in each FGD in order to triangulate the
preliminary conclusions reached from the questionnaire analysis by probing to find several
explanations from the FGD participants.

During the FGD with service providers, a second semi-structured agenda with ten
questions was implemented (Annex 7). The goal of FGD is to learn about the perspectives
of service providers on the care they provide and to talk about program dynamics and
processes in relation to all aspects of the services, starting with targeting, the healthcare
process, technical instructions, guidelines, follow-up, and potentially improvement
directions.

Based on the preliminary results of the quantitative data, an interview schedule with eight
open-ended questions that is semi-structured has been developed for policymakers (Annex
8) to evaluate the objectives of telemedicine, its performance, the difficulties that the
services face, special programs to increase the benefits of telemedicine, and the future of
telemedicine.

3.7 Study Period

In the second part of 2021, this study was first suggested. The study proposal has been
submitted for presentation in front of the committee designated by the School of Public
Health (SPH) in 2022. The UNRWA Research Review Board's (RRB) administrative
authorization was acquired. The research proposal was created by outlining the complete
procedure and providing details and draught designs for the equipment and procedures that
would be used for data collection and analysis. The researcher created the necessary tools
after getting permission, using self-generated questions as a starting point. Prior to
completing the instrument, the researcher engaged a group of 12 experts at questionnaires
validation stage; of these, ten provided feedback (Annex 1). The three-month included tool
improvement in response to reviewers' and the academic supervisor's suggestions. In order
to confirm linguistic appropriateness, the researcher applied translation in June 2022 and
sought advice from a second peer. In order to do this, the researcher evaluated the
questions with three additional non-native English speakers. The goal was to make sure

Arabic-Arabic communication was appropriate and simple. The tool was prepared to begin
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data collection in September 2022. Prior to collecting data, the researcher conducted a pilot
study in September 2022. The actual data collection period lasted from October until
December 2022. At the same time, a survey of care providers was published online. Prior
to the final stage of data collection and validation, which took place in March and April
2023, the initial analysis of quantitative data had been conducted since November 2022.
Results compilation and reporting began before 2023, concurrent with the gathering of
qualitative data. Following the extraction of data, the researcher produced descriptive
tables, conducted an inferential statistical analysis, and then discussed the results by
relating them to relevant academic literature and inputs gathered during the FGDs. The
research supervisor has added to and amended the thesis draught several times. In June
2023, the last draught for defense was distributed (Annex 2 shows the timetable).

3.8 Administrative and ethical issues

Maximum caution has been taken in this study to guarantee that the participants' rights are
fully protected. A formal letter of consent to perform the research from the Helsinki
Committee-Gaza Governorates (GGs) (Annex 9) and the Modified International Code of
Ethics Principles (1975), also known as the Declaration of Helsinki and adopted by the
World Medical Assembly, were both used by the researcher. The UNRWA Health Director
was asked for administrative permission in GG (Annex 10).

An accompanying statement outlining the goals, plan, confidentiality, and funding of the
research is required in compliance with the Principles of the Helsinki Ethical Declaration
and to ensure that participants' rights are maintained. Everyone who took part in the study
was aware that it was their choice to do so. After receiving enough information, the
participant gave their agreement to participate.

The people who took part in the interviews gave their verbal approval, and it was also
officially approved to record and tabulate the interviews. Additionally, privacy and
security were maintained to uphold adherence to the ethical code principles in order to
increase the trustworthiness of responses. The researcher's regard for individuals and the
truth allowed him to maintain and uphold other ethical rights.
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3.9 Pilot Study

- Quantitative part

A two-stage piloting procedure was used for the quantitative portion, as will be covered
below. In stage one, 20 clients and 10 care providers were interviewed in order to complete
the questionnaires. The purpose of this step is to investigate whether the study instruments
are appropriate, whether the scales and ratings are clear, how long it takes to complete the
questionnaire, and what response rate may be anticipated. This step led to the elimination
of one question and the rewording or explanation of a few others, which were included in
several additional inquiries. Surveys that were completed were not included. After taking
into account the first-stage feedback and having the tool changed accordingly, 50 clients
and 20 care providers who were eligible respondents from the selected sample were
questioned at the second stage. This phase attempted to confirm that the tool's
psychometrics were appropriate and to validate the data gathered. Surveys that were
completed were not included.

- Qualitative part

Five people participated in one FGD; therefore, questions had to be changed and put in a
new order. In order to test the instrument's suitability and give the researcher time to
prepare for data collection. This allowed for further strengthening the validity and
reliability of the study. In light of this, questions will be further altered, enhanced, and
rearranged.

The results of the pilot study were disregarded for both the quantitative and qualitative
components.

3.10 Method of data collection

- Quantitative part

In the quantitative part, an interview questionnaire for beneficiaries has been deployed by
the researcher with the assistance of two trained colleagues (physicians) at the chosen
primary health care facilities after the researcher's two-stage piloting. For service
providers, a survey was conducted online. The interview lasted 25 to 35 minutes, on

average 30 minutes. Researchers guarantee confidentiality and have upheld privacy. The
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researcher has bypassed the questionnaire in circumstances where no responses are
provided (non-respondents or partial answers) and chosen a different respondent using the

same strategy as piking targets.

- Qualitative part

After doing an initial analysis of the questionnaire responses, the last phase of data
gathering, and validation has been completed. The researcher conducted Three FGDs with
recipients. Two had female recipients, while one had male ones. A total of three FGDs
with service providers were held at three different clinics. The use of persistent
engagement and probing approaches has been used to ensure that viewpoints are fairly
represented. Each FGD had six carefully chosen participants and lasted, on average, 90
minutes. The groups were urged to take part in interactive discussions and offer their ideas.
The researcher briefed the participants on the study's goals during the FGDs, and to the
greatest extent feasible, the researcher made sure that everyone's opinions were heard, and
that gestures and tones were taken into consideration. The researcher took brief notes

throughout the FGDs and recorded them to allow for additional information gathering.

The KII is the second tool, and the researcher used it on three policymakers after getting
approval and a scheduled appointment. The researcher asked questions on a variety of
quality-related topics, including the services offered through telemedicine. 60 to 90
minutes were allotted for each interview. After receiving special authorization, interviews

were taped, and quick notes were taken to guarantee that all necessary data was collected.

3.11 Scientific rigor and trustworthiness

3.11.1 Reliability

- Quantitative part

The subsequent actions were taken to guarantee instrument reliability:

— Conducting interviews with a sizable sample.
— Standardization of implementation through standardized client interviewing
procedures and questioning techniques This ensures unified questionnaire

completion and lowers filling errors.
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— The questionnaires have been checked at the conclusion of each data collection day,
making it easier to detect errors, fix them, and prevent future ones.

— Next, the data entry was completed on the same day as data collection, allowing for
potential interventions to verify the accuracy of the data or to re-enter the
questionnaire's missing questions as needed.

— To verify proper entry methods and reduce entry errors, 5% of the data was tested

upon re-entry.

- Qualitative part

To ensure the trustworthiness of the qualitative portion of this study, the following actions

were taken:

To guarantee the usefulness and ease of the tool and to offer a sample, the supervisor first
examined the semi-structured schedule. Engagement has increased as the researcher asks
probing questions and thoroughly completes all interview parameters. Additionally,
minutes were recorded, and digitally recording the interviews has made it easier to find

information and double-check the accuracy of the transcripts.

3.11.2 Validity

- Quantitative part

Before finalizing the tool, the researcher solicited opinions from a panel of 10 experts to
gauge its applicability. The supervisor's suggestions were regularly used to improve the
questionnaire. Additionally, pilot research was carried out to assess how clients responded
to the questionnaire and how they understood it before the actual data collection. The
survey was expertly structured to guarantee face validity. This contains a visually
appealing layout, a logical flow of the questions, specific instructions, skipping options. As
a result of the questionnaire being altered to be more understandable, its validity has

increased.

- Qualitative part

To verify the applicability and ease of the tools, the semi-structured schedule of the FGDs

and Klls was checked by supervisors and peers. The researcher followed several
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techniques to ensure trustworthiness including prolonged engagement, saturation and peer
checks. Additionally, minutes were recorded, and digitally recording the interviews has

made it easier to find information and double-check the accuracy of the transcripts.

3.12 Data entry and analysis

- Quantitative part

The researcher continuously reviewed the questionnaires while gathering data. The
researcher carefully reviewed the completed questionnaire before entering the data and
making the necessary adjustments. Questions and variables were coded and inserted into
the newly created database using a data entry model that had been designed. The Statistical
Package for Social Sciences (SPSS) program, version 26, was used by the researcher for
data entry and analysis. Additionally, 5% of the data submitted underwent a re-entry test.
Then, data cleaning was carried out by looking for ridiculous values and checking the
frequency of all variables. For each question, general frequency tables were created to
identify any missing data. Negatively framed questions were converted, and means were
calculated as part of data re-coding. Measures of central tendency have been carried out,
including frequency tables that provide sample characteristics, descriptive frequencies,
mean, median, mode, and standard deviation (SD). In order to determine whether the
difference was statistically significant, the researcher also used inferential analysis. To
check if the results are statistically significant, the chi-square test has been performed to
assess the variations among categorical variables. When the P value is equal to or less than

0.05, the statistical difference is considered significant.

- Qualitative part

In FGDs and KIlls, open-ended questions are the source of qualitative findings.
Additionally, non-promoted intimations, group dynamics, and non-verbal indicators were
recorded and taken into consideration. The FGD transcripts have been analyzed using the
open-coding thematic analysis technique developed by Strauss and Cobin (1990) (breaking
down, examining, comparing, conceptualizing, and categorizing data) (Clark et al., 2021).
Then, to produce rich materials for conversation and representation, related ideas were
categorized, and comparisons and integrations between the quantitative and qualitative

data were made.
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3.13 Limitations of the study

— Lack of previous research studies on the topic in the Gazan context

— limited the capacity of the researcher to discuss findings in light of the literature.

— Lack of baseline studies in this field

— Modesty of the experience in Gaza and the region as this is a newly developed
program

— Possible researcher bias as she is working at UNRWA. Measures considered to
minimize bias included random selection of clinics, using standardized and
validated (by experts) tools, anonymization of beneficiaries, and two trained
colleagues participated in filling the questionnaires with clients. With regard to the
provider survey, it has been filled electronically without names and responses
treated confidentiality. It is worth nothing that the researcher herself in not engaged
in providing telemedicine services and not occupying a managerial role at
UNRWA.
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Chapter Four

Results and Discussion

The participants' quantitative and qualitative responses were used in an integrative way to
reflect the study's findings. The descriptive part gives a general summary of the
demographic, economic, and health-related characteristics of recipients and non-recipients,
as well as their perceptions and knowledge of telemedicine services. Then the perspectives
of the recipients regarding the availability, challenges, anticipated health effects of
telemedicine services, etc. Additionally, included were the demographics of the healthcare
practitioners and their perceptions of the protocols, training, communication with clients,
physical facilities, accessibility of telemedicine, efficacy of the practice, etc. The
quantitative findings from this part are combined with qualitative information from KiIl,
healthcare providers, and client FGDs. More analytical findings are revealed in the
inferential section as the reader continues to move through it to identify significant

variances and relationships.

4.1 Descriptive findings
4.1.1 Clients’ survey
4.1.1.1 Telemedicine users and non-users

4.1.1.1.1 Characteristics of participants

The population surveyed consisted of 400 clients from the different governorates in Gaza.
Table 4.1 shows that the majority of respondents were females (76.3%). This is in line with
the UNRWA annual report, which shows that recurrent visits by males and females totaled
1,325,106 and 1,878,160, respectively (UNRWA, 2022a). Participants were 35 years old
on average, and the vast majority were living in nuclear families (86%), which is consistent
with PCBS's report. The average number of family members among the participants was 6,
very close to the figure reported by PCBS (2022) 5.6.
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Table 4.1: Description of participants (telemedicine recipients and non-recipients) by
demographic characteristics

Variables | No. | %
Gender
Male 95 23.7
Female 305 76.3
Total 400 100.0
Age
Less than 30 years 146 38.6
From 30 to 40 years 132 34.9
Above 40 years old 100 26.5
Total 378 100.0

Mean age = 35.29 MD= 32.00, Std = 12.059

Name of the primary health care centers that serves the participant

Maghazi 85 21.3
Maan 85 21.3
Jabalia 83 20.7
Rimal 81 20.2
Rafah 66 16.5
Total 400 100.0
Type of family
Nuclear family 341 86.3
Extent family 54 13.7
Total 395 100.0
Number of persons in the same house
4 member and less 98 26.1
From5to 7 172 45.9
Above 7 105 28.0
Total 375 100.0
Mean number of persons in the same house = 6.52 MD= 6.00, Std = 3.662
Educational attainment
Primary and less 14 35
Preparatory 49 12.3
Secondary 151 37.8
University 185 46.4
Total 399 100.0

4.1.1.1.2 Economic characteristics

With regard to employment, 54.2% of the respondents were unemployed at the time of data
collection. That was not too far from the rates reported by PCBS (2022), which stand at
45.1% unemployment in the Gaza Strip. The results showed that the mean monthly income
was 1006.65 New lIsraeli Shekel (NIS) (median 700).
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Table 4.2: Description of participants responses related to economic variables

Variables No. %
Current working status
Working 180 45.8
Not working 213 54.2
Total 393 100.0
Receiving social assistance
Yes 217 55.2
No 176 44.8
Total 393 100.0
Source of assistance (Yes answer, only in the previous question N = 217)
UNRWA 169 77.2
Ministry of Social Development (MOSD) 58 26.5
Other 4 1.8
Total income
1000 NIS and less 204 68.5
From 1001 to 2000 69 23.2
More than 2000 25 8.4
Total 298 100.0
Mean of total income= 1006.65 MD= 700.00, SD = 898.304
Living under or above the Palestinian poverty line 1845 NIS
Under poverty line 256 85.9
Above poverty line 42 14.1
Total 298 100.0
Total of expenditure
1000 NIS and less 177 61.9
From 1001 to 2000 83 29.0
More than 2000 26 9.1
Total 286 100.0

Mean of total expenditure = 1269.36 MD= 1000.00, SD = 1394.14
Differences between income and expenditures

Income is more than expenditures (surplus) 40 15.0
Equal 93 34.8
Income is less than expenditures (deficit) 134 50.2
Total 267 100.0

Mean difference between income and expenditures = -273 MD= -50.00, SD = 1108.50
The income is sufficient to meet the needs

Yes, to high extent 11 2.8

Yes, to some extent 102 25.8
No 282 71.4
Total 395 100.0

As shown in Table 4.2, only 14.1% of the families in this study had an average monthly
income above the national poverty level. These results are incompatible with the findings
of PCBS (2022), which state that 53% of individuals in the Gaza Strip live below deep
poverty or the poverty line. Findings show that 55.2% of the participants were receiving
any sort of social assistance from different organizations. Among those receiving social

assistance, UNRWA was the main assistance provider. As shown in the Figure below
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(4.1), the availability of mobile devices is almost universal; 96.0% reported having a
mobile, with a mean of two mobile devices available in the household. The later results are
inconsistent with the findings of the PCBS (2022), indicating that 68.7% of households in
the Gaza Strip had one mobile phone and 57.3% had a smartphone.
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Figure 4.1: Distribution of the study participants related to the availability of electronic tool
4.1.1.1.3 Chronic diseases affected participants and their families'

Figure 4.2 shows that the most common chronic disease affecting the study population or a
member of their family.
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Figure 4.2: Distribution of the study participants and their families by medical history

When asked if they or any of their family members complained from chronic diseases,
54.5% reported hypertension (HTN), followed by Diabetes Mellitus (DM) (48.3%),
respiratory conditions (20.8%) and heart diseases (14%). These are the most prominent
chronic diseases in the Gaza context (Abu Hamad et al, 2022; UNRWA, 2022a).
Telemedicine was employed to treat these two NCDs only during COVID-19 (UNRWA,
2022b). Today, telemedicine can be used to treat a variety of other chronic diseases

(asthma, Chronic Obstructive Pulmonary Disease (COPD), Connective tissue disorder
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(CTD), Cerebrovascular Accident (CVA), etc.) that collectively affect about 80.3% of
respondents or their families, as a mother from Al-Maghazi HC described during FGD.
"The toll-free line makes it simple to contact the clinic; in fact, | frequently use it to inquire
about my husband's glaucoma drops, which are occasionally unavailable; when they are, |
acquire them from the pharmacy directly. Clinic days were wasted prior to the
introduction of telemedicine, and | had a conflict with my mother-in-law because | had
arrived late and left my kids with her. My daily routine and that of my kids would be hectic

if the free line ceased'.
4.1.1.1.4 Participants' knowledge and perspectives about telemedicine

Findings show that 85.2% of respondents had heard of telemedicine, and there are a
number of ways to learn about this service. The majority of respondents were aware of the
service through UNRWA HCs (staff, 47.8%; SMS, 28.2%; posters in HCs, 27.9%),
indicating that UNRWA had successfully communicated this service and had reached the
majority of people in the HCs catchment areas. In the qualitative work, all participants in
the FGD had heard of telemedicine. The majority of respondents were aware of the service
through UNRWA HCs. One of the male respondents from the south area of Gaza (Maan
HC), a participant in a FGD, explained, ‘When I arrived at the clinic, there were numerous
posters throughout the facility promoting the existence of the service. In addition, I notice
other people using it'. Another one stated, 'It was widely utilized during COVID-19. Social
media and SMS messages from UNRWA sent to my phone have informed me of the

presence of telemedicine' (FGD, male, Maan HC, south Gaza).

Findings also revealed that participants used telemedicine (since its launching) on average
6.05 times, which indicates that they had positive experiences with these services.
According to the Elhakeem et al. (2022) study, patients have generally had good
experiences with telemedicine, and 90% expressed a willingness to participate in future

teleconsultations.
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Table 4.3a: Distribution of participants according to their knowledge and use of

telemedicine services

Variables

No. %
Knowing or hearing about telemedicine
Yes 341 85.2
No 59 14.8
Total 400 100.0
Sources of information (n = 341)
Health care provider 163 47.8
SMS from the HC 96 28.2
Posters in the HC 95 27.9
Relatives 79 23.2
Social media 67 19.6
Friends 38 11.1
Media (radio, TV)) 21 6.2
Other (university) 3 0.8
Ever using telemedicine services among those who heard about telemedicine (341
Yes 287 84.2
No 54 15.8
Total 341 100.0
If yes, number of times of using telemedicine services
Less than 3 times 42 34.4
From 3 to 5 times 40 32.8
From 6 t0 10 24 19.7
Above 10 times 16 13.1
Total 122 100.0

Mean = 6.05 MD= 4.00, Std = 6.821

Causes of not using the telemedicine services (N= 54 who heard about telemedicine and haven’t used

it)

Face-to-face consultation is the preferred method of medical 43 71.7
services

Living near the clinic so prefer to go in person 34 56.7
To get a service (to receive medications or undergo lab tests 29 48.3
or both)

Not being sure about protecting my privacy on the phone 13 21.7
Not convinced about its benefits 9 15.0
Fear of trying new things 9 15.0
The phone is not available 6 10.0
Refusal by a spouse/family member 3 5.0
Other (No need) 1 1.7

Respondents who didn’t use telemedicine, who know oth
who heard about telemedicine and not used it)

ers who used telemedicine (N= 54

Yes 40 74.1
No 14 25.9
Total 54 100.0

Impressions of participants who know others who used telemedicine services (N= 40 who
heard about telemedicine and not used it but know others who used these services)

Highly satisfied 20 50.0
Somewhat satisfied 17 42.5
Unsatisfied 3 7.5

Total 40 100.0

After explaining to non-recipients (didn’t hear and or didn’t use telemedicine services 113)
what the telemedicine service is, the non-recipients who will use it

Yes, to high extent 32 28.3
Yes, to some extent 66 58.4
No 15 13.3
Total 113 100.0
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Table 4.3b: Distribution of participants according to their knowledge and use of
telemedicine services

Variables | No. | %

Population groups for whom telemedicine services are most appropriate as reported by
respondents

All people during emergencies (such as the COIVD-19 252 63.0
epidemic and war)

Seniors 65 years and over 241 60.3
People with disabilities 215 53.8
People with chronic diseases 190 47.5
Adult female 20-64 136 34.0
Adult male 20-64 135 33.8
A boy under 10 years old 88 22.0
A girl under 10 years old 83 20.8
Teenage girls 10-19 years 86 21.5
Teenage boys 10-19 years old 77 19.3

Appropriateness of the telemedicine to the local culture
Yes, to high extent 159 40.2
Yes, to some extent 208 52.5
No 29 7.3
Total 396 100.0
Recommending telemedicine services to others

Yes, to high extent 191 48.0
Yes, to some extent 174 43.7
No 33 8.3
Total 398 100.0

After learning the purpose and uses of telemedicine, 28.3% and 58.4% of non-recipients
decide to use it to a high extent and to some extent, respectively. The fact that 63.3% of
respondents indicated that telemedicine services were crucial to them in times of
emergency (such as the COVID-19 pandemic and conflict) is noteworthy, which is
consistent with a systematic review of studies that had applied telemedicine during the
COVID-19 pandemic and had assessed its effects on the delivery of care (Bezerra et al.,
2022). Findings from the qualitative interviews resonate with the quantitative findings, as a
female participant from EI-Sheick Radwan HC explained during FGD: 'Excellent idea for
a crisis like COVID-19 and war".

Additionally, Table 4.3 demonstrates that the majority of participants (60.3%) think that
telemedicine services are suitable for elderly patients. The evidence shows that the
percentage of adults who used telemedicine in the United States increased with age, from
29.4% among adults aged 18-29 to 43.3% among adults aged 65 and over (Jacqueline &
Maria, 2022). On the contrary, some reported concerns around telemedicine services, as
according to the verbatim of an elderly man from Maan HC in south Gaza, FGD, a known
case of chronic illness, who said, ' Frankly, it is not needed for the elderly with chronic
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diseases (DM, HTN) because NCD services are not provided through the hotline'.
Another NCD client cited the following example: 'l call the free line to change the date of
my appointment, and the care provider—who responded—offered an apology that is not
from his privileges to help me and directed me to call the clerk number, which is paid, and
no one answers me' (FGD, old man, South Gaza). Another one stated, ‘My mother and
father-in-law need assistance to use their phones' (FGD, female, Al-Maghazi HC).

Participants' responses ranged from high to some extent on the appropriateness of the
telemedicine to the local culture (40.2%, 52.5%, respectively). A female from Al-Maghazi
Clinic, FGD, confirmed this when asked about the cultural acceptance of telemedicine,
responding, 'We are in 2023." Another woman added, 'There are those who are certain
about the advantages of telemedicine; they do not readily accept change. Some of them are
well-known in our camp, such as residents of Al-Maghazi's eastern region' (FGD, female,
Al-Maghazi HC).

4.1.1.2 Experiences of beneficiaries who used telemedicine

4.1.1.2.1 Using telemedicine services

As a result of recall bias, the majority of study participants (76.7%) could not recall the
precise date of their most recent use of telemedicine. However, as shown by UNRWA's
annual report (2022a), the number of telemedicine consultations increased by 160% in
2021, with 844,518 consultations provided. This number, however, was reduced to
336,029 (signifying 60.2% reduction) in 2022, pointing towards a resumption of the
complete package of services provided in-person and an improvement in beneficiaries
physical access to UNRWA health services. A policy maker during KII explained:

‘After telemedicine implementation, we work to change people’'s mentalities about
telemedicine, so measures are taken to increase society's awareness of telemedicine by
using social media, SMS, and community focus groups to solve challenges and encourage
people to use telemedicine. Telemedicine reached about 30% on average of outpatient
services during COVID-19, which has now decreased to less than 10% on average'. Which
is explained by clients as a male participant in the FGD from south Gaza, Maan H.C.,
remarked, 'l don't know if the free line still exists; I think it was just for the COVID-19

period'.
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Table 4.4: Distribution of beneficiaries’ responses related to using telemedicine services

Variables | No. | %

Last time of using telemedicine services
Participants recalled 66 35.3
Participants didn’t recall 221 76.7
Total 287 100.0

Last use among participants who recalled (N=66)
7 days and less 26 39.4
8 days to 30 days 22 33.3
Above 30 days 18 27.3
Total 66 100.0

Mean = 34.61 MD= 30.00, Std = 42.299, not remember 76.7%

Medical reasons for using telemedicine services
For medical advice 139 84.4
To dispense over-the-counter treatments 108 37.6
An appointment with a family doctor 72 25.1
Childcare services 67 23.3
Treatment of acute disease 64 22.3
To get medication for chronic condition re-prescribing 52 18.1
Confirmation of the laboratory result 52 18.1
Follow up for chronic diseases 50 17.4
Maternal health services 49 17.1
Request for lab tests 38 13.2
Psychosocial support 29 10.1
Other (Covid — 19) 4 1.4

Meeting recipients' expectations
Yes, to high extent 110 38.8
Yes, to some extent 164 58.0
No 9 3.2
Total 283 100.0

The majority of clients (84.4%) utilized the telemedicine services for seeking medical
advice, followed by dispensing over-the-counter treatments (37.6%), getting an
appointment with the family doctor (25.1%), and receiving childcare services (23.3%).
Other reasons for using telemedicine are less frequently mentioned (see Table 4.4).
Respondents agreed that their expectations were met, ranging from high to some extent,
with rates of 38.8% and 58.0%, respectively. This is consistent with qualitative interviews,

which demonstrate the benefits of telemedicine, as the coming quote shows.

'l use it to treat my child and take medical advice, and today | missed my child's cards and
couldn't find out when he needed his vaccinations, so | called the free line, and the doctor

helped me find out when my child’s vaccination appointment was. Sincerely, the toll-free
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number meets my needs and helps me to save time, money, and effort. Not only that, but in
cases of mild Upper Respiratory Tract Infection (URTI), it also protects my kids from
catching infections from the clinic. They do not need to visit the clinic and interact with
COVID-19 or meningitis patients. | bring them the necessary care while keeping them safe
at home' (FGD, male, Maan H.C.).

Additionally, a participant mentioned that UNRWA has undergone adjustments and made
distinctions; he was a young man who served on a temporary contract at UNRWA from
Khan-Younis during clients FGD. He explained, ‘I am thrilled with the free line service
and think it is a good service overall. This distinguishes the agency from many other health

organizations and is regarded as a change in the way services are offered'.

4.1.1.2.2 Beneficiaries’ providers' interaction

Table 4.5 demonstrates that 49.5% of the participants reported that healthcare providers
had introduced themselves to them. The American Medical Association's (AMA) patient
rights bill states that health personnel must introduce themselves to patients; hence, it is
unacceptable for them to disregard the fundamental courtesy of consultation (AMA, 2022).
The study's findings showed that 38.4% of patients did not know whether the healthcare
providers serving them (via telemedicine) were the same or not. Regardless of the type of
consultation, 36.3% of respondents were aware that the care provider was not the same on
every call, and almost half (43.8%) were unaware of whether they had previously
interacted with the care providers or not. The qualitative interviews show that participants
agree that the service providers did not identify themselves; instead, they told beneficiaries
the name of the clinic. As male participant in FGD from south Gaza (Maan, HC) who had
NCD and had used telemedicine to take his chronic disease medication during the COVID-
19 period expressed surprise, 'l didn't know if he was a doctor or not, but he welcomes me'.
Another participant stated, '‘Care providers don't introduce themselves, but she welcomed
me, and gave me plenty of time to ask questions and talk about my needs' (FGD, female,
El-Sheich Radawn HC, Gaza).
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Table 4.5: Distribution of responses around interactions with care providers

Variables | No. | %
Care providers introduce themselves to the clients
Yes, most of the time 141 49.5
Yes, sometimes 94 33.0
No 50 17.5
Total 285 100.0
Care providers welcomed clients
Yes, most of the time 182 63.6
Yes, sometimes 86 30.1
No 18 6.3
Total 286 100.0
Telemedicine services are provided by the same physician every time
Agree 71 25.3
Disagree 102 36.3
Don’t know 108 38.4
Total 281 100.0
Clients met the telemedicine services providers face-to-face before
Agree 86 30.6
Disagree 72 25.6
Don’t know 123 43.8
Total 281 100.0

Not seeing the service provider face to face previously
negatively

affects the provis

ion of the service

Yes, to high an extent 35 12.3
Yes, to some an extent 106 37.3
No 143 50.4
Total 284 100.0
Care providers listen carefully to clients
Yes, most of the time 202 71.4
Yes, sometimes 73 25.8
No 8 2.8
Total 283 100.0
Care providers answer clients' questions clearly
Yes, most of the time 205 72.4
Yes, sometimes 73 25.8
No 5 1.8
Total 283 100.0

Asking clients about their perception about the quality of telemedicine services before

Yes, most of the time 29 10.1
Yes, sometimes 50 175
No 207 72.4
Total 286 100.0
Satisfaction about the interaction of the service providers with clients

Highly satisfied 111 38.8
To somewhat satisfied 159 55.6
Unsatisfied 16 5.6

Total 286 100.0
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4.1.1.2.3 Challenges faced clients when receiving telemedicine services

Table 4.6: Distribution of responses around obstacles faced when receiving telemedicine

services
Variables No. | %
Facing barriers while using the telemedicine services

Yes 146 50.9

No 141 49.1

Total 287 100.0

Barriers faced while using the telemedicine service (n=146)

Lines are busy all the time 107 73.3
The waiting time is too long to answer the call 105 71.9
Difficulty in describing signs which would be easier to be 50 345

seen on examination (like skin rash)

Being assigned to a specific doctor, not of client choice and 46 31.7
may be client don’t know
Unable to explain the complaint 46 31.7
Embarrassed to talk about issues faced 45 30.8

Interruptions are frequent 36 24.7
\oice not clear 33 22.6
Flow of service is cumbersome 32 21.9
Appointments are not convenient 32 21.9
The phone is not available 31 21.2
Don’t know the toll-free line number 31 21.2
Gender of provider is not appropriate 28 19.2
Another family member attends the call 26 18.1

Experiencing interruptions during the call

Yes, most of the time 14 4.9

Yes, sometimes 87 30.3

No 186 64.8

Total 283 100.0

If yes, the causes of interruption (n = 101)

Due to a problem with the phone 40 39.6

Because of an internet problem 36 35.6

The service provider is interrupting clients because of the 22 21.8

time

The service provider is interrupting clients because you did 22 21.8

not provide your necessary data (for example: the number of

the ID).

The service provider is talking to another person 20 19.8

Other (busy lines) 4 4.0

Clients can choose between care providers (like male or female doctors) providing
telemedicine services

Yes 102 36.6

No 84 30.1

I don’t know 93 33.3

Total 279 100.0
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Findings in Table 4.6 show that responses are roughly evenly distributed between those
who encountered problems and those who did not (50.9%, 49.1%, respectively). The bulk
of the 141 recipients who experienced issues (73.3% and 71.9%, respectively) complained
about the phone lines always being busy and the long waiting times. During FGDs,
everyone in all regions agreed that one of the drawbacks of the free line is how busy the
lines are whenever we discussed the shortcomings or difficulties that clients had during the
FGDs. In a FGD with a middle-aged woman from Gaza (El-Sheich Radawn HC), she
expressed her anger, saying, 'You can call once, twice, or 10 times without getting a
response. Occasionally, especially at the start of using a service, the working hours end
and you are unable to use it'. A study conducted in France in 2019 on the use of
telemedicine by French internal medicine doctors, found that the main obstacles to
telemedicine practice were the absence of face-to-face patient contact 57.3% and computer
malfunctions 55% (Firn et al., 2021).

A phone or internet technical problem, as well as a telecommunications failure due to the
time factor, accounted for the majority of the care providers' interruptions of clients during
consultations (75.2% and 21.8%, respectively). Contrary to the quantitative findings, one
of the focus group participants from Gaza (El-Sheich Radawn HC) claimed that,' A few of
the healthcare providers interrupted me and didn't give me enough time to complete my
consultation." Interestingly, during the focus group, a woman participant from middle area
of Gaza (Al-Maghazi HC) defended health care providers by saying: 'He had the right to
interrupt, in order to give other callers a chance. Some individuals got involved in a

discussion that was completely unnecessary for the doctor's diagnoses '. Another one
reflected a concern around confidentiality, saying, 'l feel ashamed discussing my private

concerns over a toll-free line' (FGD, female, Al-Maghazi HC, middle of Gaza).

4.1.1.2.4 Types of telemedicine services the client received

As shown in Figure 4.3, the types of services used by clients in telemedicine can be
categorized into three main categories: treatment, which is the most common type used

through telemedicine (95%), appointments (81.2%), and medical advices (76%).
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Figure 4.3: Percentage of the category of services a client obtained via telemedicine

Policymakers during KllIs pointed that telemedicine services are provided to controlled
chronic diseases, to provide routine medications other than HTN and diabetes, over-the-
counter drugs, and treatments for minor illnesses. They agreed that it offers treatment
services for mild and chronic conditions but did not provide other services, for example,
psychological consultation, and claimed that to ensure privacy, the telemedicine provider
directed clients to a psychosocial counselor. As one of the policymakers said, 'We only
provide medical advice that is relevant to the ailment, but health education and
psychological counseling are provided in-person rather than through telemedicine. Only
the outpatient clinic is served by appointments, which are given to patients at times when
the workload is light'.

Regarding the adequacy of the current services, during FGD, a female client from Gaza
(El-Sheick Radawn HC) said: 'We don't want to introduce any more services because the
ones we have now are adequate. Current face-to-face services are needed for other
services. Simple awareness, chronic medications other than DM and HTN, and over-the-
counter medicine'. Another woman's needs for telemedicine services were addressed when
she said, 'As a patient with asthma, | use telemedicine for dispensing my inhalers' (FGD,
female, EI-Sheick Radawn HC, Gaza). Regarding the services that should be offered via
telemedicine, someone described his view," Excellent service for treating minor diseases,
however, occasionally there may be a misdiagnosis, and | support abstaining from

providing antibiotics via telemedicine to prevent antibiotic misuse' (Client FGD,
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pharmacist, male, Maan HC, south Gaza). According to one-woman, face-to-face services
support and complement telemedicine services. 'When I call the clinic to request treatment
for my daughter, the doctor informs me that she requires an investigation. He then
schedules an appointment for me with the lab, and I go straight to the lab to conduct the
investigation, and then have the physicians examine my daughter and administer the
treatment. You receive guidance and an appointment as an outpatient from telemedicine
care providers if you require further assistance' (FGD, female, Al-Maghazi HC, middle

Gaza).

4.1.1.2.5 Client perspectives about treatment and appointment service

Table 4.7a: Distribution of the study participants according to treatment service and
appointment service

Variables | No. | %
Services received in telemedicine
Treatment 273 95.0
Appointment 233 81.2
The health provider discussed the health condition with the clients
Yes, all the time 142 52.2
Yes, sometimes 106 39.0
No 24 8.8
Total 272 100.0
The prescribed medication is available at the pharmacy
Yes, all the time 173 63.6
Yes, sometimes 89 32.7
No 10 3.7
Total 272 100.0
Telemedicine's maximum effectiveness without a corresponding in-person consultation
Yes, all the time 105 38.5
Yes, sometimes 137 50.2
No 31 11.4
Total 273 100.0
In general, telemedicine acts only as a complement to in-person services
Yes, all the time 78 28.7
Yes, sometimes 162 59.5
No 32 11.8
Total 272 100.0
You were requested to do outside laboratory tests or purchase medications by telemedicine
providers.
Yes, all the time 12 4.5
Yes, sometimes 27 10.0
No 230 85.5
Total 269 100.0
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Table 4.7b: Distribution of the study participants according to treatment service and
appointment service

Visiting the clinic for the same reason (health need) is as using the telemedicine service

Yes 92 35.2
No 169 64.8
Total 261 100.0
If the answer is yes, how many times
Once 14 26.9
Twice 17 32.7
Three 14 26.9
Above three 7 135
Total 52 100.0

Mean = 3.19 MD= 2.00, Std = 4.73
Also, if yes, reasons to seek medical advice again for the same reason as using telemedicine
(N =92)

For another opinion 40 43.5
The provider did not prescribe antibiotic 32 34.8
Not improved after telemedicine treatment 32 34.8
Not confident about the diagnosis made by telemedicine 19 20.7
The method of communication with the service provider is not 9 9.8

satisfactory
Satisfaction with treatment service

Highly satisfied 137 50.2

To somewhat satisfied 130 47.6

Not satisfied 6 2.2

Total 273 100.0
App_omtment service-related Yes,_all Ye_s, No Total 233
Variables the time sometimes

No. | % | No. % No. | % | No. %
79 | 339 | 127 | 545 | 27 | 11.6 | 233 | 100.0

Easy to make an appointment using
telemedicine

People are waiting too long for their
appointments

Providers respect appointments given
by telemedicine

The caregiver discussed the best time
for the appointment

46 | 19.8 | 122 | 52.6 | 64 | 27.6 | 232 | 100.0

119 | 51.5 | 105 | 45.5 7 3.0 | 231 | 100.0

88 | 38.1| 104 | 450 | 39 | 16.9 | 231 | 100.0

Table 4.7 shows that 95% of consultations were for medical treatment, which is
comparable to the findings of UNRWA's telemedicine yearly reports for the Gaza field
(UNRWA, 2022b). Treatment was the purpose of 78.7% of consultations (ibid). Clients
visited the clinic for the same reason as reported by 35.2% of the participants, doing so
three times on average. Participants gave different reasons for visiting clinics, including
seeking a second opinion (43.5%), not being prescribed an antibiotic (34.8%), and noticing
no improvement in their medical condition after using medication prescribed via
telemedicine (34.8%). Clients who participated in FGDs concurred that they did not go to
the clinic for the same reason. Two of them went to the clinic after their sickness had
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progressed from a mild one to one that required evaluation, as they both stated. According
to one mother from Al-Maghazi HC during the FGD, ‘Typically, the therapy is enough,
and | don't need to see the clinic again for the same reason, but since the condition can
progress from cold-like symptoms to fever and other symptoms that need to be checked, the
doctor may urge me to visit the clinic for a checkup’. Moreover, a grandmother said, 'My
son lives far away, but they use the free number to treat their kids, and I live close to the
clinic. I administer his medication. Since they no longer have to worry about paying for
transportation and wasting their day at the clinic, the treatment service has been helpful to
them’ (FGD, old female, Al-Maghazi HC).

With regard to appointment service, as Table 4.7 shows, participants were divided into two
nearly equal groups based on how firmly or somewhat, they agreed with the statements of
how simple it is to set appointments via telemedicine, acceptable appointment times were
discussed with them, and how the service provider respects appointments. The majority of
participants believe that the scheduled appointments are close by. Interestingly, the
qualitative findings show that, aside from a few persons who need face-to-face
consultation for their medical complains and make an appointment with their family doctor
or service provider outside of peak hours, clients, care providers, and decision-makers all
agreed that telemedicine does not provide the service of scheduling appointments. As in
the client’s FGD results, the fact that it saves time, effort, and money spent on
transportation was universally acknowledged as a benefit. The fact that telemedicine does
not schedule appointments, though, is one of its shortcomings. Policymakers interviewed
through Kills, commented around appointment services saying: 'The doctor does not
schedule appointments for services provided inside the clinic, such as care for people with
NCDs, vaccinations, and care for women, as these are handled by instructing patients to
call the clinic on a clerk paid number. Appointments are made at less busy periods for
those who require an evaluation in outpatient instances'.

Unsatisfied
;6.5
Highly
satisfied ;
To 46.3
somewhat
satisfied ;
47.2

Figure 4.4: Satisfaction of clients about appointment service
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Figure 4.4 shows that overall, beneficiaries' high satisfaction was 46.3%, and only 6.5%
were not satisfied with appointments by telephone, which was consistent with Shiff et al.'s
(2021) study showing patients were generally satisfied with telephone appointments as an
alternative to in-person appointments, with 9.3% of the patients feeling that the telephone
format did not adequately address their needs in an appointment.

4.1.1.2.6 Client perspective about medical advice service

Table 4.8: Distribution of the study participants’ responses around receiving medical advices

Variables | No. | %

Services received in telemedicine
Medical advice | 218 | 76.0

If medical advice was received, the topics of advice (n = 218)
Appropriate use of medication 101 46.3
Healthy diets 59 27.1
Fluid intake 53 24.3
Blood pressure monitoring 50 22.9
Home treatment of minor symptoms 47 21.6
Referral advice 47 21.6
Danger signs of disease 42 19.3
Advice about lab investigation 32 14.7
Chronic disease control 31 14.2
Psychological advice 29 13.3
Personal hygiene 18 8.3
Smoking cessation 17 7.8
Other (COVID - 19, dealing with disease, avoiding 4 1.8

crowded areas)

Understanding the healthcare provider's advice

Yes, to high an extent 116 53.2
Yes, to some extent 93 42.7
No 9 4.1
Total 218 100.0
The information adequacy
Yes, to high an extent 96 442
Yes, to some extent 110 50.7
No 11 51
Total 217 100.0
Clients can seek more information
Yes, to high extent 88 40.4
Yes, to some extent 106 48.6
No 24 11.0
Total 218 100.0
Satisfaction with medical advice
Highly satisfied 92 42.4
To somewhat satisfied 116 53.5
Unsatisfied 9 4.1
Total 217 100.0
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Table 4.8 shows that about three-quarters of respondents (76%) received medical advice, a
key service provided by telemedicine. The UNRWA telemedicine annual report (2022b),
on the other hand, showed that 8.6% of calls were for medical advice. The classification of
service types is the cause of this disparity. In our study, participants chose medical advice
when they ever received it, whether it was part of the consultation and treatment category
or not. However, UNRWA asserts that they only identify a call as advice if the client solely
asks for it and does not receive any other services. Only 4.1% of patients had trouble
understanding medical advice, which is in line with the findings of the Kumar et al. (2020)
study, which discovered that only 7.2% of patients had trouble understanding or acting
upon telemedicine-based advice. About half (46.3%) of patients received advice about
medications.

'For medical advice, | made a call to the clinic. My clinic had long wait times, and they
were extremely busy. When 1 called a different clinic, they helped me and provided the
necessary medical advice' (FGD, female, Al-Maghazi HC).

4.1.1.2.7 Client perspective about accessibility

Table 4.9: Distribution of study participants’ responses by accessibility related variables

Variables No. %
The distance to reach the HC
Far 54 18.8
Acceptable 164 57.1
Nearby 69 24.0
Total 287 100.0
The costs to reach the HC
Affordable 252 88.7
Unaffordable 32 11.3
Total 284 100.0
Telemedicine saves the cost of transportation
Yes, to high extent 102 35.9
Yes, to some extent 107 37.7
No 75 26.4
Total 284 100.0
The telemedicine program enhance access to health services
Yes, to high extent 95 33.3
Yes, to some extent 179 62.8
No 11 3.9
Total 285 100.0
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Table 4.9 reveals that 35.9% of respondents agreed to a high extent and 37.7% agreed to
some extent that telemedicine services could save them money. These results were
consistent with those of the study by Abdul Wahab and Zedan (2021), in which 45.1% of
respondents agreed that using telemedicine services could reduce the cost of visiting
clinics. The findings of this study indicated that 96.1% of respondents agreed that
telemedicine improved access to high extent and to some extent to health services, that in
line with Haggerty et al.'s (2022) cohort study concluded that telemedicine could be a tool
to improve patient access to primary care in rural populations, and that the findings
suggested that telemedicine may facilitate access to care for difficult-to-reach patients,
such as those in rural areas. Along with those who have strict work schedules, travel a
great distance to the clinic, have complicated health issues, and come from less affluent or
higher poverty areas. Additionally, the Abdul Wahab and Zedan (2021) study revealed that
more than half of the respondents concurred that telemedicine services enabled
communication with healthcare practitioners and increased access to healthcare. Access to
healthcare services, particularly for those who reside in distant areas and during
pandemics, was another important finding from our qualitative interviews and FGDs. All
participants in the qualitative work agreed that the services are effective, save time and
effort, and save transportation. In FGD, one man from Maan HC said:

‘Telemedicine saves transportation as | can call to ask about the availability of medicine.
As | used a toll-free line post-hospital discharge, | called a doctor, and he told me it was
available. Not just that, he prescribed it to me, and | could receive it directly from the
pharmacy instead of coming to the clinic, wasting my money in transportation and time

just to ask about my hospital discharge medication'.

‘I can call the clinic while I'm at work to speak with the doctor about the treatment. Mainly
because | have a recognized chronic disease. Then instruct my son to bring medication
from the pharmacy' (Client FGD, female, EL-Sheick Radwan HC).
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4.1.1.2.8 Client perspectives about time related variables

Table 4.10: Distribution of study participants’ responses by time related variables

Variables | No. | %
Waiting time for a call response
Short 46 16.0
Acceptable 155 54.0
Long 86 30.0
Total 287 100.0
The contact time
Short 55 19.2
Acceptable 210 73.2
Long 22 7.7
Total 287 100.0
Waiting time in clinic after introducing telemedicine
Decreased 171 60.6
Increased 18 6.4
Didn’t change 93 33.0
Total 282 100.0
Telemedicine saving time of clients
Yes, to high extent 143 50.4
Yes, to some extent 128 45.1
No 13 4.6
Total 284 100.0

Table 4.10 shows that 54% of respondents believe the response time for a call is
reasonable. Moreover, it was discovered that waiting time in clinics following the usage of
telemedicine decreased as reported by 60.6%, which may be due to telemedicine's success
in reducing clinic congestion. However, there are many other issues that need to be
considered including the time of the staff who provide telemedicine services. That is
consistent with UNRWA's annual report (2022a). UNRWA plans to continue using
telemedicine to reduce overcrowding in HCs and enable longer patient-doctor
consultations in future years. In accordance with Salman et al.'s 2020 study, telemedicine
increases the number of lives saved by enhancing the response times for medical services
and reducing waiting times for all patients. Which is in line with the qualitative findings, as
the majority of clients, care providers, and policymakers agreed that it is a useful approach
to saving time. As one healthcare provider from middle Gaza (Al-Magazi HC) during FGD
said, 'If telemedicine were to stop, clinics would start to be crowded again'. The
introduction of telemedicine consultations in 2020 has contributed to a reduction in
workload (UNRWA, 2022a). Another participant from south Gaza (Maan HC), in a FGD,
said, 'Instead of wasting time at the clerk’s counter, doctor's office, then pharmacy, now |
can go directly to the pharmacy, and if | need examination, the doctor gives me an
appointment, and | go directly to the doctor for evaluation and send treatment, as
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necessary, to the pharmacy'. This has been confirmed by other participants from different
areas in Gaza, as a female participant in a FGD stated, 'Previously, before telemedicine, the
day at which | visited the clinic was lost. Telemedicine reduces workload, gives the doctors
more time to take care of the patient, and saves my time' (FGD, female, Al-Magazi HC,
middle Gaza).

4.1.1.2.9 Client perspectives according to perceived health effects

Table 4.11: Distribution of the study participants according to perceived health effects of

telemedicine

Variables | No. %
Positive effect of telemedicine on clients and their family's health
Yes, to high extent 94 32.8
Yes, to some extent 157 54.7
No 36 12.5
Total 286 100.0
If yes, manifestations of positive effect (n = 251)
Decrease waiting time 171 68.1
Treated current problem 100 39.8
Cost saving 87 34.7
Benefits especially in crisis 85 33.9
Health education 69 27.5
Improvement and control of chronic diseases 34 135
Psychosocial support 32 12.7
Telemedicine is a good addition to medical services
Yes, to high extent 149 52.3
Yes, to some extent 128 44.9
No 8 2.8
Total 285 100.0
The preferred type of health services
Telemedicine services 107 37.3
Face-to-face services 180 62.7
Total 287 100.0
Given reasons for preferring telemedicine over face-to-face services (N= 107)
Save time 87 81.3
More comfortable 75 70.1
Easy to reach 51 47.7
| can do it while at work 47 43.9
Save cost 42 39.3
Effective 34 31.8
Qualified care providers 29 27.1
Given reasons for preferring face-to-face services (N= 180)
Examination face to face more comfortable 128 71.1
Dealing with a known family doctor is more comfortable 112 62.2
Telemedicine care providers do not prescribe antibiotics 48 26.7
Not confident about the accuracy of diagnosis done via 41 298
telemedicine services '
Not confident with new services 7 3.9
Bad communication by telemedicine health care providers 7 3.9
Other (Lab visit) 1 0.6
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Table 4.11 shows that the vast majority of respondents (87.5%) thought that telemedicine
program had a positive effect on the health of recipients and their families. Treatment of
present health issues (reported by 39.8%), access to healthcare during emergencies
(reported by 33.9%), and health education (reported by 27.5%) all contribute to this
perception. Of those who got care, 52.3% and 44.9%, high and some extent, respectively,
thought it was a useful addition to medical care. According to 37.3% of respondents,
telemedicine was the preferred method of getting medical care, which is in line with a
study by Abdul Wahab and Zedan (2021), as 36.6% of respondents thought telemedicine
was a suitable way to receive medical care. As a part of our qualitative work, one middle-
aged female client in middle Gaza (Al-Magazi HC) during FGD said: 'l prefer that the two
services continue because they each support and complement one another, but if | have to
choose between them, Face to Face will win out because it offers all services'.

4.1.1.2.10 Responses of participants around telemedicine system usability

Table 4.12: Distribution of participants responses around telemedicine usability

Yes, to high | Yes, tosome

Variables an extent extent No Total
No. % No. % No. % No. %
Easy to use the system 140 49.0 128 447 18 6.3 | 286 | 100.0

Interaction with the system is

. . 87 30.3 156 54.4 44 | 15.3 | 287 | 100.0
interesting

I can hear the doctor clearly

! e 135 | 472 | 131 | 458 20 | 7.0 | 286 | 100.0
using the telemedicine system

Recover from any mistake

g . - 116 40.8 132 46.5 36 | 12.7 | 284 | 100.0
during using the system is easy

The system gave an instruction
message that told clients how to | 119 41.9 137 | 48.2 28 | 9.9 | 284 | 100.0
use it

Mean = 76.77, MD = 73.33, Std = 16.72

The five questions related to ease of use were combined to give a total score reflecting the
overall perceptions about system usability, and the total score was encouraging (76.7%).
The majority of recipients, as indicated in Table 4.12, explained that the system was simple
to use, engaging, and simple to recover from any errors with clear instruction messages,
making it simple to use by all family members. According to a survey by Abdul Wahab
and Zedan (2021), 43% of respondents said they needed help using telemedicine services.
48.1% said they felt at ease using telemedicine to communicate with their medical
professionals. A 50-year-old Gazan woman who participated in the FGD remarked, 'lt is
easy to use, provides instructions, and has a clear voice from the care providers'(Client
FGD, female, EL-Sheick Radwan HC).
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4.1.2 Health Care Providers survey

4.1.2.1 Demographic characteristics of care providers

Table 4.13: Description of telemedicine health care provider's demographic characteristics

Variables No. | %
Age
Less than 30 years 81 41.3
From 30 to 35 years 57 29.1
Above 35 years old 58 29.6
Total 196 100.0
Mean = 32.90 MD= 31.5, Std = 6.639
Gender
Male 100 50.8
Female 97 49.2
Total 197 100.0
Contract Type
Permanent contract 131 66.5
Temporary contract 66 33.5
Total 197 100.0
Education level
Bachelor 141 71.6
Post graduate education 56 28.4
Total 197 100.0
Work experience at UNRWA clinic in years
5 and less 112 58.6
From 6 to 10 41 21.5
Above 10 38 19.9
Total 191 100.0
Mean = 5.34 MD= 3.00, Std =5.25
Current place of work
Rafah 41 20.8
Khan Younis 43 21.8
Deir Al Balah (Middle- area) 53 27
Gaza 41 20.8
North of Gaza 19 9.6
Total 197 100.0
Places of previous work
MOH 135 68.5
International organization 24 12.2
NGOs 23 11.7
Private 15 7.6
Total 197 100.0
Place of graduation (bachelor's degree of medicine)
Palestine 113 57.4
Arab countries 71 36.0
Foreign countries 13 6.6
Total 197 100.0
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The health provider survey included 197 respondents, equally split between males and
females (see Table 4.13). Both temporary employment contracts (33.5%) and permanent
contracts (66.5%) were considered in this study. With regard to education, more than half
(57.4%) of participants graduated from Palestinian universities, and 28.4% had
postgraduate education and worked at UNRWA on average for 5 years. This reflects the
recruitment of a large proportion of relatively young physicians. This makes investment in
their training is a long-term investment, as they will serve many years before reaching the
age of retirement. Most of the participants in the service provider survey worked at MoH
before joining UNRWA (68.5%).

4.1.2.2 Protocols and training

Table 4.14 shows that 59.4% of respondents had received training on telemedicine. The
majority of them (92.3%) were engaged in on-the-job training programs at UNRWA. That
is consistent with the qualitative findings in FGD; care providers agreed that they only had
on-the-job training. In FGD, Middle Gaza, according to one of the care providers (with a
temporary contract type), the telemedicine on-the-job training was described as follows:
'After we received the assignment, we were given several days of training to work inside
the clinic, and training to work on telemedicine was part of it. The work was done on the
free line under instructions from a colleague who worked on it before you, and you
maintained contact with him or the manager, consulting him about what you did not know".

‘I received only on-the-job training. Because | no longer work on it, I do not want to train
anymore. The doctors who work on it are merely those with short-term contracts who lack
sufficient time for training. Our inpatient expertise helps us deal with toll-free lines, but
after two hours of orientation, these recently graduated doctors’ work as telemedicine care
providers. Because the tendency nowadays is for permanent doctors to have more tasks
with patients (NCD, maternity, maternal, etc.). New doctors need thorough training that
lasts a sufficient amount of time. After training, their abilities should be reevaluated
because the same knowledge can be understood in several ways' (FGD, Gaza, doctor with
permanent contract).

In the United States. By incorporating telemedicine into graduate medical education
curricula, trainee education on value-based care can be improved, and access to specialized
care can be expanded (Lee & Nambudiri, 2019).
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Table 4.14: Distribution of the study participants according to protocols and training

Variables | No. | %
Receiving training on telemedicine
Yes 117 59.4
No 80 40.6
Total 197 100.0
Type of training (n 117)
On-the-job training 108 92.3
Formal training 9 7.7
Total 117 100.0
Place of training
UNRWA 107 92.2
International organization+ NGQO's 5 4.3
MOH 4 3.4
Total 116 100.0
Time of training
2020 and before 51 55.4
2021 17 18.5
2022 24 26.1
Total 105 46.7
Themes discussed during the training (n = 117)
Medications that could be prescribed remotely 98 83.8
Remote management of acute illness 73 62.4
Appointment system 73 62.4
Risk scoring of calls and dealing according to risk 66 56.4
Remote modeling of NCDs 60 51.3
Steps followed when help or support needed 59 50.4
Referral system 50 42.7
Psychological support 34 29.1
Other (using the e-health system to fill the data and 1 0.9
the contact time indicator)
Availability of written protocols or technical instructions related to telemedicine
Yes 95 49.0
No 99 51.0
Total 194 100.0

Accessibility of protocols to service providers as a w
answered that they have protocol

ritten document (n 95) for those who

Yes 80 87.9
No 11 12.1
Total 91 100.0
Adequacy of protocols to guide health providers (n 95) for those who answered having
protocols
Yes, to high an extent 44 46.3
Yes, to some extent 43 45.3
No 8 8.4
Total 95 100.0
Protocols application/use (n 95) for those who answered having protocol
Yes, to high an extent 55 57.9
Yes, to some extent 40 42.1
No 0 0.0
Total 95 100.0
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And when policymakers were asked about training, there was agreement that the first
doctors who worked on telemedicine would first receive training remotely by the Canadian
Palestinian Foundation, and thereafter the training would take place inside the clinics. As
one of the policymakers said:

‘The first doctors who worked on the free line received training remotely with the
Canadian Palestine Foundation at the beginning, and afterwards the training took place
on-site at the clinics. Our goal is to train clinicians in Standard Operating Procedures
(SOP), communication, and case-missing prevention by 2023. And establishing criteria
that demonstrate doctors' competency'.

Table 4.14 shows that around half of the participants (55.4%) received training in 2020 or
before, which highlights a lack of ongoing training in telemedicine. Qualitative interviews
with policymakers highlight some concerns about the training, as the coming quote from a
KII with a policymaker shows.

'Due to the difficulty of having face-to-face training, there was little virtual training
during the COVID-19 period. Training was provided remotely by the Canadian
Palestinian Foundation, with only on-the-job instruction after that. There doesn't seem to
be a well-defined training plan or standards for judging a doctor's proficiency, in my
opinion'.

Table 4.14 also shows that training topics included medications that could be prescribed
remotely (83.8%), remote management of acute illness (62.4%), and risk categorization of
calls in telemedicine (56.4%)."We receive instructions from the head of the HC or your
colleague who is experienced in telemedicine based on fresh emails and prior knowledge,
such as not to give antibiotics or respond to questions about the clinic's services, etc.'
(FGD, middle Gaza, doctor with temporary contract). One of the care providers with a
temporary contract working in telemedicine from south Gaza in FGD indicated that, 'l feel
that 1 need more training on dealing with people remotely, as well as the art of
communication and persuasion without clashing with patients'. While two of them think
that training is unnecessary, the care provider from Gaza stated, 'Experience and skill are
sufficient for providing the current services without training'. Care providers added that
they need a fixed doctor there to improve the service; they also need a third person who
observes the service and communicates with them about it, which is consistent with the
Alghamdi (2022) study, which found that 36.0% of participants would like to receive more
training.
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Regarding the presence of a protocol, respondents were split evenly, with 49.0% agreeing
that it exists. The implementation of the telemedicine protocol in the emergency
department during the COVID-19 pandemic has high potential to improve infection control
(Lin et al., 2020). A noticeable gap emerged in the responses to this question, not just in
the quantitative part but also in the qualitative one, with many of the respondents in the
care providers FGD stating that there was no protocol in place—not even written
outlines—and that all of the information they had received was verbal from their more
experienced colleagues, or directions received via updated emails from the clinic manager.
Even though the other half recognizes the existence of a protocol or standard operating
procedures, around half of service providers who reported having these guidelines, (46.3%)
believe that these are not sufficient to guide health providers on practice. During FGD, one
of the healthcare providers with a permanent contract from Gaza noted, 'A readily
available, user-friendly, and supported email protocol is known as SOP. Yet it only
includes fundamental guidelines. Which, supported by findings in Table 4.14, Protocols
are generally applicable, according to 57.9% of survey participants, and freely available as
written materials, according to 87.9% of survey participants. About 46.3% of respondents
agreed that protocol is suitable in all circumstances. Yet, in FGD, one of the healthcare
providers with a temporary contract from the middle of Gaza stated, 'There is no protocol
and not even a written plan; all the instructions | received were from my colleagues or new
emails from the clinic management." The policymakers' views on the accessibility of the
protocol. The SOP was acknowledged, but there were differing views on whether it should
be treated as a protocol. One of them saw it as a protocol, while the other two perceived it
as a collection of fundamental guidelines that had been developed over time. The Health
Department (HD), at UNRWA headquarter in Amman, is responsible for policy and

strategy development; it approved the SOP, as one of the policymakers explained.

'Although there isn't a protocol, there is a SOP and some limited Canadian experience.
That is minimal, in my perspective, because it just adds more information about how to
provide the service, who to target, and who should and should not get in touch. These
outlines are adaptable and moveable, and they were made easily and conveniently

available. Yet we need a procedure, and it must be based on a scientific approach'.
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Also, one policymaker added in KII that 'a regulation must be put in place to guarantee the
provision of telemedicine services in a safe manner, according to clear national

Palestinian regulations, for example, from the MoH.'

The researcher at FGD asked clinicians what they would change about protocols if they

had the chance.

' Telemedicine care providers are instructed to close the file and ask the patient to visit the
clerk and his or her primary care physician if they believe the patient requires an
examination. Due to client time wastage, telemedicine is not advantageous in this case’
(FGD, permanent care provider, Gaza). He contrasts with other providers, saying, ‘The
appointment system with telemedicine care providers is still not at peak hour, but I, as a
care provider, will not make appointments and add to my workload as long as each clinic
has its own privacy and there is no unified protocol for all clinics in this issue. Another
argument is why not answer a question | can answer, like a simple question, like Is the
clinic open today or not?' (FGD, permanent care provider, Gaza). Another one added, 'l
need clear instructions to all clients that routine medication needs to be evaluated and
documented in their files, along with the diagnosis and needed quantity for the needed
time. | also need clear instructions about repeated calls and how we can handle them, the
quantity of medication that | can prescribe for over-the-counter medication, and for how
much time we require the recordings of the calls' (FGD, care provider with temporary
contract, south Gaza). This opinion was also supported by the comments of other
participants; one of them stated, 'l need specific guidelines about case classification and
what | can and cannot handle. Newborns, young children, and pregnant women, for
instance. The use of a clear protocol and call recording will secure me and my clients'

(FGD, care provider with temporary contract, middle Gaza).

It is worth reminding the reader that telemedicine is a newly introduced service,
established during the pandemic, which represented a crisis for most countries in the
world; therefore, it is not strange to notice some caveats on training and the development

of clinical protocols.
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4.1.2.3 Providing telemedicine services

Table 4.15: Distribution of the study participants according to telemedicine service provision

Variables | No. | %
Providing telemedicine services
Yes 164 83.2
No 33 16.8
Total 197 100.0
The type of services provided through telemedicine (n = 164
General outpatient 157 95.7
Repeated visit to collect over-counter medications 84 51.2
Chronic diseases 80 48.8
Maternal health 75 45.7
Child health 73 445
Mental health 36 22.0
Other 7 4.3
The duration of providing telemedicine service (n = 164)
One month 32 19.8
From 2 to 6 months 36 22.2
From 7 to 23 months 22 13.6
24 and more 72 44.4
Total 162 100.0
Mean = 16.62, Median 12.00, Std = 14.221
Period of telemedicine provision (n = 164)
During the COVID-19 epidemic period 130 79.3
During escalation and wars 118 72.0
Post-epidemic period 59 36.0
The reasons for not providing telemedicine (n = 33)
Didn't receive training 18 54.5
Not requested to do so by seniors 17 51.5
Preferring to physically serve clients 14 42.4
Complicated task 7 21.3
Telemedicine is not effective 6 18.2
Shortage of family team doctors 4 12.1
If given the choice, would you provide telemedicine services?
Yes 125 67.9
No 59 32.1
Total 184 100.0
Having appropriate experiences needed for virtual clinical management
Yes, to high an extent 65 335
Yes, to some extent 114 58.8
No 15 7.7
Total 194 100.0
Presence of supervisory support to telemedicine health providers
Yes, to high an extent 80 41.7
Yes, to some extent 80 41.7
No 32 16.6
Total 192 100.0
Presence of monitoring and follow-up for the use of telemedicine services?
Yes, to high extent 61 31.0
Yes, to some extent 109 55.3
No 27 13.7
Total 197
Who provided monitoring and follow up (n = 170)
Head of the HC 145 85.3
By engineering technology in UNRWA 88 51.8
E-health system team 66 38.8
Other (the department of health) 1 0.6
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According to Table 4.15, the majority of respondents offered telemedicine (83.2%), which
was a high rate when compared to the findings of Alghamdi (2020) in Saudi Arabia, as
only 47% of health care providers had really used telemedicine applications. According to
the study's findings, outpatient services were the most frequently provided services
(95.7%), and over-the-counter medications accounted for 51.2% of repeat calls to seek the
services and 48.8% for chronic diseases. These findings are in line with the telemedicine
UNRWA annual report (2022b), which lists a total of 27,396 outpatient calls and 62 NCD

calls.

According to the qualitative data, as with all health care providers at FGD, some have
lately been engaged in telemedicine (doctors with temporary contracts) or are in the
process of implementing the services (doctors with permanent contracts). All participants
agreed that while the current service meets the demands of their clients, it could be made
better. 'Although the current service is good, it could be improved and expanded. There are
now many restrictions, making it complicated. Because the current care providers do not
have enough experience, it requires health care providers with high quality, experience,
and fewer restrictions' (FGD, doctor with permanent contract, Gaza). A care provider from
South Gaza added, 'Since telemedicine is a no-cost service that is regarded as the lifeline
for the elderly, people with disabilities, and those with Gender-based violence (GBV), we
should work more on it to maintain contact with this vulnerable group'. Also, the majority
of patients use telemedicine for outpatient services to describe over-the-counter
medications. The researcher found that 44.4% of the participants had two years or more of
experience. The majority of responders (79.3%) provided telemedicine during the COVID-
19 period. However, those in the healthcare sector who do not use telemedicine do so
because their managers did not ask them to (54.5%), they prefer to practice as in-person
physicians (42.4%), or they lack the necessary training (42.4%). However, 67.9% said they
would prefer to provide telemedicine if they had the choice. In accordance with a 2019
survey on the use of telemedicine by French internal medicine physicians, which revealed
that 54% of respondents wanted to practice telemedicine and 72.8% wanted to train there,
healthcare providers 67.9% would like to offer it (Firn et al., 2021).

In accordance with Table 4.15, 58.8% of healthcare providers anticipated that they would
have some level of expertise to offer telemedicine. Health care professionals in Libya
revealed high awareness (56%) and high computer competence scores for telemedicine
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(36.3%). There is a need to train and support health care workers and initiate government
programs that provide adequate and supportive health care services (Elhadi et al., 2021).
This is in line with the qualitative data showing that everyone believed they had the
abilities and expertise to perform telemedicine, given the services that were available. '
Yes, | was apprehensive when | first started using telemedicine, but now that I've gained
confidence and the necessary skills, they can train me for their new vision of telemedicine
when they need to bring back permanent doctors' (FGD, Gaza, permanent care providers).
During FGD, one of the care providers from middle Gaza explained, 'The free line doesn't
require any specialized knowledge, but we must first complete further in-person training
before we can provide services remotely. So that you can first meet clients in person and
learn how to interact with them before meeting them virtually. This is important since our

contracts begin after graduation, and we aren't equipped to handle in-person services'.

4.1.2.4 Obstacles face care providers:
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Figure 4.5: Challenges faced care providers in the application of telemedicine

When asked about challenges they faced when using telemedicine services, 76.1%, 58.9%,
and 45.7% of participants agreed that confusion about the clients' identities (misuse), a lack
of client awareness about telemedicine use, and technical faults, were mentioned as the
major challenges facing care providers. These findings are somewhat consistent with what
was reported by Firn et al. (2021), who found that computer issues and the lack of face-to-
face patient connection posed the two major barriers to the use of telemedicine (55%,

57.5%, respectively). Other problems included damaged phones and outside barriers
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related to gender, language, and poverty (Odendaal et al., 2020). According to the
qualitative findings, as care providers from middle Gaza said, 'Although telemedicine
services are non-dispensable, there is human misuse, and people need to be made more
aware of the advantages of telemedicine and how they can use it to their advantage. For
instance, a patient contacts me multiple times asking for analgesia for a toothache, and |
suggest he schedule a dental visit, he keeps calling for the same issue and accumulates
more than over-the-counter medications in his family files. I can remember his phone

number and everyone in the family's names, as he made many calls'. Another one stated,

"The response rate may be impacted by treating multiple family members on the same call’
(FGD, south Gaza, care provider). Among the other obstacles reported by care providers
are the logistic-related issues, as a male care provider described, 'Busy lines, vulnerable
groups, poverty so device not available to beneficiaries, low awareness, and restrictions

on it' (FGD, Gaza, care provider).

4.1.2.5 Communication between care providers and clients

With regard to the interactions between clients and their health care providers, 65.8% of
providers said they introduced themselves before consultations most of the time, 78.9%
said they welcomed clients most of time, about 66.0% said they were satisfied with their
interaction, and 25.1% were very satisfied. This is different from what beneficiaries have
reported, reflecting a gap in communications. Surprisingly, it contrasts with the qualitative
results, as the majority of respondents reported not introducing themselves to the users and
instead giving the clinic's name. Away from introducing themselves, service providers
provided a warm greeting before asking what the client's complaint was. One of the care
providers from Gaza during FGD with a permanent contract defended this by saying, 'l
cannot introduce myself to the user and present the name of the clinic because of the
culture of our society. Therefore, the client will begin by asking you about your family,
relatives, the cousin of our neighbor who knows you, and so on, and he will talk to you
about matters unrelated to the complaint, but we welcome them. After that, we will move
on to the reason for contacting: to provide an opportunity for other contacts.'" One
participant mentioned 'l was asked, Are you a doctor or a pharmacist?' (FGD, middle

Gaza, care providers).
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Table 4.16: Distribution of the study participants according to service providers’ interaction

with recipients

Variables No. %
Introducing yourself to the recipient
Yes, most of the time 125 65.8
Yes, sometimes 48 25.3
No 17 8.9
Total 190 100.0
Welcoming the recipient
Yes, most of the time 150 78.9
Yes, sometimes 34 17.9
No 17 3.2
Total 190 100.0
Impressions about the interaction between providers and recipients through telemedicine
Very satisfied 48 25.1
Satisfied 126 66.0
Unsatisfied 17 8.9
Total 191 100.0
The duration of contact time with the recipient during telemedicine service
Suitable 126 64.0
Not enough 60 30.5
More than required 11 5.6
Total 197 100.0

If not, enough what are the barriers to achieving the r

equired contact time (n = 60)

To give a chance to other callers 48 80.0
Limited human resources 37 61.7
Working hours are limited 35 58.3
To achieve a better response rate 21 35.0
Complex process 11 18.3
Insufficient communication skills 10 16.7
Waste time with e-Health 8 13.3
Other 4 5.6

If the duration of content is more than required, what
required contact time (n = 11)

are the barriers to achieving the

Beneficiaries who do not have a clear description of 8 72.7

their complaint

A long time to deal with the beneficiaries and ask 6 54.5

them for personal data

Work with computer and phone at the same time 3 27.3

A technical error such as lack of clarity of the 3 27.3

connection or interruption of the Internet

Other 3 27.3
What can be done to achieve the required contact time (n =197)

Increased awareness of beneficiaries about the use 157 79.7

of telemedicine

Increase the number of free lines in the clinic 112 56.9

Care providers training in time management 101 51.3

Improve communication skills to care providers 89 45.2

Other (increase the number of medical officers) 2 1.0
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According to the study's findings, 64.0% of participants thought that the contact time with
clients during the call was appropriate. However, 30.5% felt that it was insufficient; the
most common reason (80.0%) was that service providers wanted to give others a chance to
call, that was consistent with FGD as female care providers from middle Gaza with
temporary contract explained, "There is no set time limit for how long I should stay on the
call. The length of time varies depending on the requirement, but it frequently takes no
longer than two minutes to allow other calls to be received'. The average duration of
telemedicine services in China may be primarily 20—-30 minutes, according to a study on
the usage and perceptions of telemedicine among health care professionals conducted in
China. This study found that 10 minutes might considerably lower the overall satisfaction
of medical professionals with telemedicine. Too-short service times can be avoided, which
will increase care provider satisfaction (Ma et al., 2022). Table 4.16 shows that 79.7% of
respondents said that raising client understanding of how to use telemedicine properly
might enhance time management, and 5.6% recognized that the contact time might be
excessive when clients do not report their health problems (72.7%) clearly. A non-
randomized, quasi-experimental, exploratory study in the primary care sector of the United
Kingdom compared mobile consultation with face-to-face consultation, finding that the
latter took +4 minutes longer than the former (Hammersley, 2019). The qualitative findings
showed that the majority of respondents thought the time was adequate, depending on the
circumstances and the demands of the clients. However, three of them believe it to be too
brief, particularly for answering inquiries. Additionally, the doctor to speed up call
response may abbreviate it, but when more than one file is requested for a person from the
same family in a single call, it lengthens the call considerably. Most of service providers
think that time is appropriate, as one stated, ' Depending on the circumstances and

requirements, the time is adequate' (FGD, South Gaza, care provider).
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4.1.2.6 Physical facilities

Table 4.17: Distribution of the study participants according to physical facilities related

variables
Variables | No. %
The place is comfortable to provide telemedicine services
Yes, to high extent 77 40.6
Yes, to some extent 85 447
No 28 14.7
Total 190 100.0

The available space allows the privacy of the beneficiaries to be preserved and protected

during the consultation

Yes, to high extent 104 54.2
Yes, to some extent 74 38.5
No 14 7.3

Total 192 100.0

There are enough devices to use for easy application o

f telemedicine (e.g., headset)

Yes, to high extent 76 395
Yes, to some extent 89 46.4
No 27 14.1
Total 192 100.0
More facilities are needed
Yes, to high extent 66 34.9
Yes, to some extent 82 43.4
No 41 21.7
Total 189 100.0
Availability of promoter materials (posters, brochures, etc.)
Yes, to high extent 38 19.9
Yes, to some extent 85 44.5
No 68 35.6
Total 191 100.0
An information system is available to collect and store the information of the beneficiaries
Yes, to high extent 76 39.6
Yes, to some extent 85 44.3
No 31 16.1
Total 192 100.0
Knowing about people who need the service and can't get it
Yes 81 41.1
No 116 58.9
Total 197 100.0
If yes, why?
Don’t know how to use the service 61 75.3
People who do not know about the service 57 70.4
People with disabilities 40 49.4
Gender-based violence 17 21.0
Teenagers 14 17.3
Other (elderly persons, unavailability of phone) 3 3.7
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The majority of participants in the health provider survey (85.3%) and (92.7%) reported
that the environment was comfortable, and it maintained privacy, respectively.
Additionally, equipment that is needed for telemedicine was available (to a high and to
some extent), as reported respectively, by 39.5% and 46.4% of respondents. Having said
that still, 78.3% of respondents felt that additional devices were necessary to implement
telemedicine services. The findings of this study suggest that information systems are
available for telemedicine services; 83.9% of participants agreed that there is a system for
recording and storing information about telemedicine services. This finding is in line with
Khemapech's (2019) e-Health foundations, which view such systems as essential and
should be the first to be implemented. Health care providers 41.1% are aware of patients
who need telemedicine services but don’t access them because they are either unaware of
the services or are not certain about how to use them (70.4% and 75.3%, respectively). The
evidence flags some barriers for using telemedicine services, such as the elderly's lack of
digital literacy is the biggest barrier to using telemedicine (ibid). Interviews with
policymakers, confirm that the agency has supplied the clinics with computers,
headphones, the program, and its integration with an e-health program. Regarding the
physical space and location, the agency's clinics are built according to appropriate
standards. One of policymakers explained,

'Of course, the UNRWA foundation provided computers, headphones, the program, and its
integration with an e-health program. The service requires funding and resources. There is
no cost to the patient. Recently established clinics are appropriate locations for offering

the service'.

Another policymaker outlined the need for funding to maintain the services saying. 'Oh,
allocate funds for the continuation of the service, human resources, documentation,
training, equipment, ongoing supervision, the location, and its integration with electronic

health records'.
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4.1.2.7 Effectiveness of telemedicine

Table 4.18: Perceptions of care providers about effectiveness of telemedicine

Variables | No. | %
Telemedicine is effective
Yes, to high extent 147 75.0
Yes, to some extent 45 23.0
No 4 2.0
Total 196 100.0
Telemedicine is effective without accompanying it with face-to-face consultation
Yes, to high extent 22 11.4
Yes, to some extent 100 51.5
No 72 37.1
Total 194 100.0
Telemedicine can be an effective addition to face-to-face treatment
Yes, to high extent 65 33.8
Yes, to some extent 104 54.2
No 23 12.0
Total 192 100.0
The most common telemedicine consultation
For medical advice 131 66.5
Inquiries about the availability of services in the clinic 99 50.3
Inquiries about appointments 87 44.2
Treatment of acute disease 84 42.6
For medicines used without a prescription 83 42.1
Assurance about the laboratory result 80 40.6
Follow- up of outpatients 55 27.9
Re-prescribing chronic medication 45 22.8
Follow up on non-communicable diseases 34 17.3
An appointment with the family doctor 30 15.2
Requesting lab tests 23 11.7
Psychological support 19 9.6
The most common diseases treated through telemedicine
Pediatric diseases such as (colds, gastroenteritis, and baby feeding) 176 89.3
General diseases (rash, musculoskeletal problem, neuron-disease) 152 77.2
Maternal illnesses (pregnancy-related illnesses, family planning 40 20.3
complaints, pre-conception care consultation)
Non-communicable disease 38 19.3
Mental illness 20 10.2
Other (dangerous signs, respiratory infection) 2 1.0
Confidence about remote diagnosis
Yes, to high extent 51 27.1
Yes, to some extent 124 66.0
No 13 6.9
Total 188 100.0
The motivation for using telemedicine
Ensuring continuity of care despite crises 153 71.7
Control repeated visit 135 68.5
Improve workflow 114 57.9
Improve attendance to over-counter medication 106 53.8
Reduce waiting time 101 51.3
Improve appointment system 100 50.8
Easy access to services 87 44.2
UNRWA support to the beneficiaries 63 32.0
To improve the future of medicine 43 21.8
Telemedicine improving workflow
Yes, to high extent 68 35.2
Yes, to some extent 103 53.4
No 22 114
Total 193 100.0
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As shown in Table 4.18, participants reported that telemedicine is effective; 75.0%
reported that it is effective to a high extent. Still, 11.4% of respondents reported that they
could rely on telemedicine (to a high extent) without accoupling it with in-person care;
51.5% of respondents thought it was effective to some extent without accompanying it
with in-person consultation. In line with that, only 27% of respondents indicated that they
trusted the diagnosis made remotely, which is in line with qualitative findings as a female
care provider with a temporary contract from middle Gaza described, 'When | first heard of
telemedicine, 1 was interested in how doctors could make diagnoses without physically
completing an examination. When | worked at UNRWA, where | gave telemedicine care, |
discovered that UNRWA used it effectively, that it is a useful service that helps people, and
that it conserves resources and time for patients and providers . The perception of primary
care doctors in Qatar towards the use of telemedicine during the COVID-19 pandemic was
that a little more than half (48%) of the doctors had previously utilized telemedicine,
primarily in the form of telephone consultations. Only half (52%) of doctors believed that
telemedicine increased job performance and efficacy, despite nearly three-quarters (74%)
of doctors agreeing that it was a simple way to interact during the pandemic. 90% of
doctors agreed that using telemedicine during the pandemic was safe. The majority also
said that telemedicine was a useful tool for reviewing chronic diseases (63%) and for other
consultations, like reviewing the results of blood tests and prescribing medications (71%).
Language problems and a lack of adequate training were the two biggest obstacles to the
use of telemedicine. Approximately 79% of respondents thought so (Khan et al., 2022).

According to a systemic review done about satisfaction with telemedicine, the results
showed that the lack of direct communication between consumers and providers of
services had a substantial impact on health care providers' lack of trust and confidentiality.
One study also argued that telemedicine services could only be a supplement to health care
services and not a substitute for patient-physician face-to-face consultations (Kaur et al.,
2022). Telemedicine consultations were made mainly to get medical advice (66.5%) and to
inquire about the availability of services (50.3%), as reported by participants of the service.
Pediatric diseases such as colds, gastroenteritis, and baby feeding (89.3%) and general
diseases such as rash, musculoskeletal problem, and neuron-diseases (77.2%) were the
most frequently reported medical conditions that were treated via telemedicine, according
to the service providers responses. Imlach et al.'s (2020) study found that the most frequent
causes for contacting general practice telemedicine (multiple reasons permitted) were
routine or non-urgent problems (42%), such as vaccinations and medical certificates;
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repeat prescriptions (41%); urgent or persistent problems (39%), such as injury, infection,
and pain; or chronic health conditions (25%).

According to Table 4.18, when respondents were asked about their motives for using
telemedicine services, 77.7% reported that it contributed to ensuring continuity of care
despite crises, 68.5% reported it controlled repeated visits, 57.9% reported it improved
workflow, and 53.8% reported it improved attendance for over-the-counter medications.
According to Haleem et al.'s (2021) study, care providers are motivated to use telemedicine
because it often eliminates the burden of patient check-in and concentrates on higher-value
tasks. With online visit capability, clinicians may care for their patients while still
potentially assisting other affected practices. This also reduced distance limitations by
exchanging information about a diagnosis, care, and disease prevention between the doctor
and the patient through electronic means. In accordance with De Albornoz et al.'s (2021)
systemic review on the effectiveness of telemedicine in primary care, published in 2021,
teleconsultations via telephone or videoconference are an effective alternative to face-to-
face consultations for many patients attending primary care and mental health services.
Teleconsultations have the potential to deliver time-efficient and lower-cost interventions
at a distance while improving access to healthcare (ibid).

Qualitative findings show that service providers concurred that telemedicine is a cost-free,
practical line that saves transportation, the user, and doctor time. Make the clinic less
congested and reduce the clinic's crowdedness. Defiantly, one of the care providers from
middle Gaza with temporary contract said, 'Let's turn off the toll-free line for one week and
see how crowded the clinic will be'.

"The mother called me because her son had taken the entire bottle of medication. Without
wasting her time at the clerk and doctor stations in the clinic, | urgently recommended she
go to the hospital' (FGD, middle Gaza, care provider).

'UNRWA has been working to manage the issue of a high workload and reduce clinic
waiting times for a very long time. The following issues are now solved by telemedicine:
saving time, reducing workload, improving contact time, improving accessibility, being
free to call the doctor directly, being available, and being easy to reach throughout the
clinic's operating hours' (FGD, Gaza, care provider).
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4.2 Inferential analysis

4.2.1 Inferential analysis of the findings of surveyed client's questionnaire

To determine whether there are statistically significant differences in telemedicine related
variables among groups of respondents, an inferential analysis was performed.

4.2.1.1 Association between knowledge about telemedicine and clients’ characteristics

Table 4.19 demonstrates that males (91.6%) were more likely than females (83.3%) to
know about telemedicine, and the gender variations in this regard were statistically

significant (P value = 0.029). This finding is inconsistent with what has been concluded in

the Jacqueline & Maria (2021) study, as women (42.0%) were more likely to use
telemedicine than men (31.7%) ; however, these variations remain within the attendants to

the clinics, a practice that is not commonly performed by men.

Table 4.19: Association between knowledge about telemedicine and clients' characteristics

Variables Knowing about telemedicine X2 Sig.
Yes No Total
No. | % No. | % No. | %
Gender
Male 87 91.6 8 8.4 95 100.0 3.969 0.029
Female 254 83.3 51 16.7 305 100.0
Total 341 85.3 59 14.8 400 100.0
Clinic name
Jabalia 70 84.3 13 15.7 83 100.0 8.044 0.090
Al Rimal 62 76.5 19 23.5 81 100.0
Al Maghazi 77 90.6 8 9.4 85 100.0
Maan 76 89.4 9 10.6 85 100.0
Central Rafah 56 84.8 10 15.2 66 100.0
Total 341 85.3 59 14.8 400 100.0
Type of family
Nuclear 292 85.6 49 14.4 341 100.0 0.007 0.534
Extent 46 85.2 8 14.8 54 100.0
Total 338 85.6 57 144 395 100.0
Education
Primary 12 85.7 2 14.3 14 100.0 8.925 0.030
Preparatory 39 79.6 10 204 49 100.0
Secondary 121 80.1 30 19.9 151 100.0
University 168 90.8 17 9.2 185 100.0
Total 340 85.2 59 14.8 399 100.0
Working status
No 183 85.9 30 14.1 213 100.0 0.314 0.337
Yes 151 83.9 29 16.1 180 100.0
Total 334 85.0 59 15.0 393 100.0
Sufficient Income
To high extent 9 81.8 2 18.2 11 100.0 0.592 0.744
To some extent 85 83.3 17 16.7 102 100.0
No 243 86.2 39 13.8 282 100.0
Total 337 85.3 58 14.7 395 100.0
Suffering from any chronic disease or one of your family
Yes 155 87.1 23 12.9 178 100.0 0.853 0.218
No 186 83.8 36 16.2 222 100.0
Total 341 82.3 59 14.8 400 100.0
Age
Less than 30 123 84.2 23 15.8 146 100.0 0.190 0.909
From 30 to 40 111 84.1 21 15.9 132 100.0
More than 40 86 86.0 14 14.0 100 100.0
Total 320 84.7 58 15.3 378 100.0
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According to the participants' educational level, university had the highest score in the
knowing of telemedicine (90.8%), and preparatory had the lowest score in the overall
knowing of telemedicine (79.6%). These differences were statistically significant
(P value = 0.030). This finding is consistent with what has been concluded in Jacqueline &
Maria (2022) study. No statistically significant differences were noticed in relation to age,
serving clinic, having chronic disease and other variables (see Table 4.19).

4.2.1.2 Receiving telemedicine service in reference to clients' characteristics

Table 4.20: Association between receiving telemedicine service and clients' characteristics
and their knowledge about telemedicine services.

Variables Receiving Telemedicine Services X2 Sig.
Yes No Total
No. | % No. [ % No. | %
Gender
Male 72 75.8 23 24.2 95 100.0 1.003 0.362
Female 215 70.5 90 29.5 305 100.0
Total 287 71.8 113 28.2 400 100.0
Age
Less than 30 109 75.7 37 25.3 146 100.0 2.693 0.260
From 30 to 40 94 71.2 38 28.8 132 100.0
More than 40 65 65.0 35 35.0 100 100.0
Total 268 70.9 110 29.1 378 100.0
Primary health care name
Jabalia 60 72.3 23 21.7 83 100.0 1.769 0.778
Al Rimal 57 70.4 24 29.6 81 100.0
Al Maghazi 63 74.1 22 25.9 85 100.0
Maan 57 67.1 28 32.9 85 100.0
Rafah 50 75.8 16 24.2 66 100.0
Total 287 71.8 113 28.2 400 100.0
Type of Family
Nuclear 245 71.8 96 28.2 341 100.0 | 0.003 0.549
Extent 39 72.2 15 27.8 54 100.0
Total 284 71.9 111 28.1 395 100.0
Education
Primary 8 57.1 6 42.9 14 100.0 | 2.735 0.434
Preparatory 33 67.3 16 32.7 49 100.0
Secondary 107 70.9 44 29.1 151 100.0
University 138 74.6 47 25.4 185 100.0
Total 286 71.7 113 28.3 399 100.0
Working status
No 159 74.6 54 25.4 213 100.0 | 1.919 0.102
Yes 123 68.3 57 31.7 180 100.0
Total 282 71.8 111 28.2 393 100.0
Sufficient income
To high extent 6 54.5 5 45.5 11 100.0 | 5.403 0.067
To some extent 66 64.7 36 35.3 102 100.0
No 211 74.8 71 25.2 282 100.0
Total 283 71.6 112 28.4 395 100.0
Suffering from any chronic disease or one of your family
Yes 134 75.3 4 24.7 178 100.0 | 1.973 0.098
No 153 68.9 69 31.1 222 100.0
Total 287 71.8 113 28.2 400 100.0
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In terms of who receives telemedicine, Table 4.20 demonstrates that males (75.8%) are
more likely than females (70.5%) to receive telemedicine, but there were no statistically
significant differences between males and females (P value = 0.362) in using telemedicine
services. This is inconsistent with what was reported by Jacqueline & Maria's (2022) study,
as women (42.0%) were more likely to use telemedicine than men (31.7%); however, these
variations remain within the attendants to the clinics, a practice that is not commonly
performed by men. In terms of participants' ages, those under 30 reported the highest
overall telemedicine use (75.7%), while those over 40 had the lowest utilization (65%).
These variations, however, did not reach a statistically significant level (P value = 0.067).
According to Jacqueline & Maria (2022) study, the percentage of adults who used
telemedicine increased with age, rising from 29.4% among adults aged 18 to 29 to 43.3%
among those aged 65 and older. Although those who had chronic conditions were higher
than those without chronic conditions (75.3% and 68.9%, respectively), variations in using
telemedicine were not statistical significance (P value = 0.096).

Rafah governorate elicited the highest level of participants who received telemedicine
(75.8%), and Khan Younis governorate elicited the lowest level of participants who
received telemedicine (67.1%); however, receiving telemedicine or not across governorates
did not show statistically significant differences (P value = 0.778). According to Jacqueline
& Maria (2022) study, telemedicine was more commonly used by people in the Northeast
(40.0%) and West (42.4%) than by those in the Midwest (33.3%) and South (34.3%). The
proportion of adults who used telemedicine varied by region and fell as urbanization
increased. No statistically differences were noticed in relation to type of family (see table
4.20).

Participants with university degrees had higher scores in the overall use of telemedicine
(74.6%), and participants with primary education had the lowest score (57.1%). Although
these variations look wide, they fell short of statistical significance (P value = 0.434),
which agrees with Jacqueline & Maria (2022). Regarding the participants' income
sufficiency, those with insufficient income utilized telemedicine more frequently than
those with sufficient income to a high extent (74.8% and 54.5%, respectively).
Nevertheless, these variations were not statistically significant (P value = 0.067). Which is
in line with the Jacqueline & Maria (2022), the proportion of individuals who used
telemedicine grew from 33.1% with low family income to 40.7% with higher family

income.
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4.2.2 Inferential analysis of the findings of health providers surveyed questionnaire

Table 4.21: Association between providing telemedicine services and care providers
characteristics

Variables Provide Telemedicine Services X? Sig.
Yes No Total
No. | % No. | % No. | %
Age
Less than 30 65 80.2 16 19.8 81 100.0 | 1.344 | 0.511
From 30 to 35 50 87.7 7 12.3 57 100.0
More than 35 48 82.8 10 17.2 58 100.0
Total 163 83.2 33 16.8 196 | 100.0
Gender
Male 84 84.0 16 16.0 100 | 100.0 | 0.082 | 0.462
Female 80 82.5 17 17.5 97 100.0
Total 164 83.2 33 16.8 197 | 100.0
Contract Type
Permanent 111 84.7 20 15.3 131 | 100.0 | 0.618 | 0.277
Temporary 53 80.3 13 19.7 66 100.0
Total 164 83.2 33 16.8 197 | 100.0
Education
Bachelor 112 79.4 29 20.6 141 | 100.0 | 5.180 | 0.015
High Education 52 92.9 4 7.1 56 100.0
Total 164 83.2 33 16.8 197 | 100.0
Experience In UNRWA
5 and less 92 82.1 20 17.9 112 | 100.0 | 6.809 | 0.003
From 6 to 10 40 97.6 1 2.4 41 100.0
Above 10 30 78.9 8 21.1 38 100.0
Total 162 84.8 29 15.2 191 | 100.0
Current Workplace
North governate 16 84.2 3 15.8 19 100.0 | 1.490 | 0.828
Gaza governate 33 80.5 8 195 41 100.0
Deir Al-Balah governate 45 84.9 8 15.1 53 100.0
Khan Younis governate 34 79.1 9 20.9 43 100.0
Rafah governate 36 87.8 5 12.2 41 100.0
Total 164 83.2 33 16.8 197 | 100.0
Graduation Place
Palestine 95 84.1 18 15.9 113 | 100.0 | 0.429 | 0.807
Arab Countries 59 83.1 12 16.9 71 100.0
Foreign Countries 10 76.9 3 23.1 13 100.0
Total 164 83.2 33 16.8 197 | 100.0
Receiving training
Yes 113 96.6 4 3.4 117 | 100.0 | 36.725 | 0.001
No 51 63.7 29 36.3 80 100.0
Total 164 83.2 33 16.8 197 | 100.0
If given the option, would you provide telemedicine services
Yes 104 83.2 21 16.8 125 | 100.0 | 0.095 | 0.454
No 48 81.4 11 18.6 59 100.0
Total 152 82.6 32 17.4 184 | 100.0
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In terms of years of experience, participants with 6-10 years of experience generally
provided more telemedicine services than participants with more than 10 years of
experience (97.6% and 78.9%, respectively), and the differences among the groups were
statistically significant (P value = 0.003). That is consistent with Nakagawa and
Yellowlees' (2020) research, which shows that as technology plays a larger role in
healthcare, younger generations of doctors will be better able to withstand burnout. When
it comes to integrating technology into their healthcare workflows, older generations have
had difficulty. Despite the findings of Firn et al.'s (2021) study showing that doctors over
the age of 50 were better acquainted with the regulations and practiced official
telemedicine. Care providers who obtained high levels of education offered more
telemedicine services than participants who did not (92.9% and 79.4%, respectively). The

statistical significance of these differences is determined (P value = 0.015).

The care provider training found that the participants who received training offered more
telemedicine services than the participants who did not (96.9% and 63.7%, respectively). It
is determined that these changes are statistically significant (P value = 0.001). Again, the
training, experience, and education of healthcare providers can have an impact on the
provision of telemedicine. This is in line with Garber and Gustin's (2022) result that the
sort of telehealth education received was substantially related to the adoption of
telemedicine. Additionally, COVID-19 has highlighted possibilities for technological
advancement within medicine and medical education. With greater knowledge about which
aspects of medicine work best with telehealth, it is important to train future providers to
use these technologies and provide these modes of care. Telemedicine curricula should
train future providers to deal with the ethical, legal, and regulatory implications of
telemedicine. This training is especially important in light of the imminent care needs
during the COVID-19 pandemic. Physicians must not only be trained to use telemedicine
but also learn how to do so professionally, safely, and in an evidence-based manner

(Jumreornvong et al., 2020).
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Chapter Five

Conclusions and Recommendations

5.1 Conclusions

The study built its conclusion and suggestions to be presented in this chapter on the
findings and results of assessing telemedicine services at UNRWA H.C. The key findings
show that telemedicine is effectively implemented, and UNRWA has successfully
promoted this service and reached the majority of people in the catchment area during
COVID-19. Additionally, it was acceptable culturally. There is a noticeable drop in its use
after COVID-19 due to primarily two factors: the first is that many people believe it is just
for emergency situations like COVID-19 and war. The second problem is the many
restrictions on treatment suspensions in telemedicine. That suggested that additional work

was required from UNRWA to spread the available information and advantages.

Despite the fact that care providers did not introduce themselves all the time, respondents
were satisfied with their interactions with care providers since they met their expectations.
Between those who had challenges and those who did not, respondents were split equally.
The bulk of the recipients who experienced difficulties complained about the phone lines

always being busy and the long wait periods.

Telemedicine services offer over-the-counter medications, treatments for mild diseases,
and stable chronic disease care, with the exception of HTN and DM. The majority of
consultations were for medical care. Clients were generally satisfied with the services they
were receiving and agreed that it saved them time, effort, and money on transportation, as
well as the effectiveness of accessing healthcare services. Respondents noticed the length
of clinic wait times and crowding of clinics decreased, which gives doctors more time to
care for patients and conserve their time. The majority of respondents believed that the
telemedicine program had a beneficial impact on their health and the health of their family
members by providing access to healthcare in times of need and treating current health
conditions. The most crucial concept is that telemedicine services are suited for all family

members because they are simple to use, engaging, and non-prone to errors.
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According to care providers, there was no formalized training program or set of standards,
only on-the-job instruction, and no continuous telemedicine training. Since face-to-face
training was challenging during COVID-19, policymakers explained that the first doctors
who worked in telemedicine received training remotely from the Canadian Palestinian
Foundation. By 2023, policymakers promised to provide care providers with training in
SOP, communication, and case-missing prevention in order to develop standards for
judging competency. According to health care providers, remote acute illness care, risk
assessment of telemedicine calls, and remote medication prescription were among the
training topics that needed to be covered. After receiving complete training for a
considerable amount of time, doctors should undergo competency evaluations. Half of the
respondents, who were evenly split, said there was no protocol in place. The other half
discussed SOP, a widely used protocol that is simple to use and up-to-date. A SOP merely
contains essential instructions; however, opinions on whether it should be considered a
protocol vary.

Care providers need an approach that is based on science, and legislation must be put in
place to ensure that telemedicine services are provided in a secure way to deliver a service,
identify who is targeted, and identify who needs to be reached. To guarantee secure online
medical consultations, legislation must be passed. Providers of telemedicine care contend
that each clinic has its own privacy policies and that there is no standardized procedure for
all clinics on some concerns. Additionally, care providers must provide clear instructions
on frequent calls, routine medication requirements, and case classification. Outpatient
treatment was the most often offered service, and over-the-counter drugs accounted for
half of all repeated calls among responders who offered telemedicine. All participants
concurred that while the current service satisfies client needs, it might be enhanced and
expanded. If given the option, the majority of telemedicine providers would choose to use
it, and it is anticipated that they would have the necessary level of expertise to do so.

According to care providers, telemedicine is a valuable and effective service that aids
people and conserves resources and time. Confusion about clients' identities, a lack of
client awareness, and technical faults are the major challenges facing care providers. In
addition to obstacles, there are busy lines, vulnerable groups, poverty, low awareness, and
restrictions on care providers. Qualitative findings suggest that people need to be made
more aware of the advantages of telemedicine and how to use it to their advantage, and
well-trained, qualified telemedicine care providers with less restriction are needed. The
majority of providers were satisfied with their interaction with clients.
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The study found that participants thought the contact time with clients during the call was
appropriate. Also, raising client understanding of how to use telemedicine properly could
enhance time management. The accessibility of appropriate locations and equipment
required for telemedicine was noted by respondents, who said the environment was
comfortable and protected privacy. The majority of participants agreed that a system for
recording and storing information about telemedicine services is available. The agency
provided computers, headphones, and integration with an e-health program. Funding is
needed for the continuation of the service, human resources, documentation, training,
equipment, ongoing supervision, the location, and its integration with electronic health
records. Telemedicine is an effective alternative to face-to-face consultations for many
patients attending primary care. Teleconsultations have the potential to deliver time-
efficient and lower-cost interventions at a distance while improving access to healthcare.

The simplicity of using telemedicine varies by governorate; middle GGs are easier to
utilize than GGs. Gender and educational level have an impact on knowledge of
telemedicine. Males are more likely than females to be knowledgeable about telemedicine,
and university degree holders score higher knowledge than preparatory education level.
The results of the study's examination of the data showed that participants with various
levels of experience and training had various ideas about how clients and healthcare
providers communicate. Participants with 6 to 10 years' experience had a more positive
opinion of the client-care provider interaction than participants with 5 or less. The results
of the care provider training showed that individuals who received training evaluated the
client-care provider interaction more favorably than those who did not. Different degrees
of education and experience have an impact on the delivery of telemedicine; participants
with 6-10 years of experience delivered more telemedicine services than those with more
than 10 years. High-educated healthcare providers provided more telemedicine services
than those with lower-level education. Future healthcare professionals should be prepared
to deal with the ethical, legal, and regulatory consequences of telemedicine through
telemedicine training.

The ethical, legal, and regulatory implications of telemedicine are significant and require
careful consideration. With the COVID-19 pandemic, telemedicine has become an
essential tool for providing care to patients while minimizing the risk of transmission.
However, physicians must receive proper training to ensure that they use telemedicine in a
professional and safe manner. This includes understanding the limitations of telemedicine

and knowing when it is appropriate to refer patients for in-person care. Additionally,
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physicians must be aware of the legal and regulatory requirements for practicing
telemedicine in their jurisdiction. This includes maintaining patient confidentiality and
complying with state licensing requirements. Finally, physicians must be mindful of the
ethical implications of telemedicine, such as ensuring equitable access to care and avoiding
bias in their diagnoses and treatment recommendations. By addressing these issues through
comprehensive training programs, physicians can provide high-quality care through

telemedicine while also upholding professional standards and protecting patient rights.

5.2 Recommendations

e Globally, telemedicine is increasingly becoming an integral part of health service
provision. Policymakers in Palestine need to lead active efforts to structure this
service into the routine health services provided during emergencies and other
regular times.

e The study underscored important positive experiences and perspectives associated
with the use of telemedicine services, which can be further reinforced and
promoted.

e The use of telemedicine was associated with positive perceptions around
effectiveness and outcomes; it is now time to scale up telemedicine services and
extend their coverage and targets.

« Telemedicine services need better regulations, including identifying scope, targets,
coverage, structure, and processes, and they need to be officially framed as a part of
regular services. To ensure that telemedicine use is an official and safe practice, a
set of policies and regulations needs to be established and endorsed.

e More efforts are needed to increase community awareness about telemedicine
services, their values, and their uses through different communication channels. It
is necessary to develop a marketing strategy to enhance the uptake of the services
due to the lack of awareness about telemedicine continuity following COVID-19.

« Developing updated protocols or technical instructions to standardize the delivery
of telemedicine services is essential. Such protocols can specify the types of
services that can be provided through telemedicine, how services are provided, and
according to what standards.

« Itis important to incorporate telemedicine into the family health team to ensure that
clients receive telemedicine like other health services from the same service

provider in order to ensure continuity of care.
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521

It is important to invest further in providing training to health care providers to
enable them to better provide telemedicine services. Training can take many forms,
including formal training and on-the-job training.

Strengthening monitoring and supervision related to telemedicine services,
including setting targets and developing monitoring and evaluation systems.

Secure the needed resources to overcome barriers originating from not having

enough lines or a long waiting time.
Recommendations for new areas of research

A large-scale, national study is needed to assess the quality of telemedicine
services.

Study the cost-effectiveness of the telemedicine approach for service delivery.
Conduct a clinical audit for cases served by telemedicine to identify the clinical

appropriateness and impacts of the services provided to them.
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Annex 1: Experts who evaluated the questionnaire
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Annex 2: Study activities timetable
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Annex 3: Beneficiaries sample calculation

Population survey or descriptive study
using random (not cluster) sampling

Confidence Level Sample Size

80% 164
90% 271
95% 384
97% 471
99% 663
99.9% 1082
99.99% 1513
Population size: 1500000,
Expected frequency: 50%
@
Confidence limits: 5%

—0
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Annex 4: Interviewed client's questionnaire
Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza

Dear participant; / Greetings, appreciation, and respect,

I am Faten Abed Al-Aziz Abo Amra., a master's student at Al-Quds University, Faculty of
Graduate Studies Health Management and Patient Safety. | am conducting this research as a
requirement for obtaining a Master of Health Policy and Management/ Quality and Patient safety
track. This study aims to evaluate telemedicine services at UNRWA health centers, Gaza field,
looking ultimately to provide policy makers with recommendations that might promote appropriate
use of telemedicine with it is positive consequences on people's health and wellbeing. You have
been selected to participate in this as you met the selection criteria. Participation or refusal doesn’t
affect the services you receive or your other entitlements. Participation in the study means you need
to answer a couple of questions listed in the questionnaire, which will not take more than 30
minutes of your valuable time. Your participation in this study is absolutely optional, although |
appreciate your participation; you can refuse to participate, stop interview, skip some questions, or
withdraw from the study completely at any time. Your answers will be kept completely
confidential, and no individual respondent will be identified in any report based on the study. There
are no right or wrong answers, please answer as you feel appropriate. Please answer all questions as

much as possible and do not hesitate to ask for any clarification regarding this questionnaire.

Best regards
Faten Abed Al-Aziz Mohammed Abo Amra
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Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza

Interviewed Questionnaire

The questions below talk about the quality of telemedicine services provided at the UNRWA
clinics in the Gaza Strip (patient expectation and knowledge). Your answer will help us identify the
quality of the services provided and the deficiencies in these services, which will contribute to the
improvement of services in the future. I will read the questions and record your answers Please let

me know if you didn’t understand any of the questions.
Section One: Personal Data

[0 Telemedicine recipient [0 Telemedicine Non-recipient

Socio-demographic and economic characters (for all participants)

1) UNRWA registration card No. 2) Date of interview D\ M\ Y\
3) Name ---=-=-=-=seemcmmecenans 4) Age -------------- 5) Gender Female 1 Male [
6) Residency | 1.North 2.Gaza 3.Middle 4.Khanyounis | 5.Rafah
7) Type of the family 1. Nuclear family. (Parents | 2. Extended family. (Other than
with their children) parents and their children)
8) Number of people who are living in the same dwelling -------------
9) Education level 1. Primary | 2. Preparatory | 3. Secondary | 4. University | 5. illiterate
completed:
10) What is family head employment Status? | 1. Unemployed | 2. Employed
11) Does your family receive social assistance? | 12) If yes, the source is
1. Yes (if yes go Q 12) 1. MOSD
2. No 2. UNRWA

3. Other specify

13) Monthly family income in ILS from all sources -------------

14) Monthly family expenditure in ILS ----------------

15) Do you think that your income is enough to meet 1. Yes, to high 2.Yes
your family needs? to some | 3. No
extent
extent
16) Which of the following are available in your house (you can choose more than one)?
1. Telephone -land line 4. Internet
2. Mobile (or tablet), how many ...
3. Computer (or laptop)
Associated health condition (for all participants)
17) Do you or any of your family members have a 1. Yes (ifyesgotoq18) | 2.No
chronic disease?
18) If yes (you can choose more than one option)
9. Diabetes 13. Heart disease 17. Asthma/COPD
10. Hypertension 14. Cancer 18. Connective tissue diseases
11. Thyroid 15. Renal disease 19. Epilepsy
12. Peptic ulcer 16. Hepatic disease 20. Mental health

21. Others specify --------------
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No. | For telemedicine recipients and telemedicine non-recipients
1. | Did you know or hear about telemedicine? 1. Yes,(if yes go 2.if No (go
92) q7)
2. | How did you know/hear about telemedicine services?
1. Afriend 4. Message sent by the clinic. 7. Media like radio
2. Relative 5. Posters in clinic 8. Others ...
3. Health care providers 6. Social media
3. | Did you ever use telemedicine 1.Yes(go g8), 2. No(if no go
services? how many times ------- g4)
4. | If no, why you didn’t use telemedicine services (you can choose more than one)?
No. Item Yes | No
1. | Not convinced about its benefits
2. | Fear to try new things
3. | Face to face consultation is the way of medical services |
prefer
4. | Husband/family refused
5. | Telephone not avalible
6. | Living near clinic, easier to go and visit
7. I dont like to talk about my compalints over phone
8. | I need to get my medications and do lab tests
9. Others, specify ...................
5. | Do you know anyone from your relatives or friends who used the | 1.Yes | 2. No (go q7)
services? (go
q6)
6. | How they perceived the telmedicine 1. Satisfied, | 2. Satisfied 3. Not
services? to high to some Satisfied
extend extent
7. Telemedicine can be defined as the use of technology 1. Yes, to 2. Yes, to 3.
(toll free line at UNRWA) that is documented in high extent | some extent | No
patient electronic file by a medical professional to
diagnose consultation and treat patients in a remote
location.
8. | Do you think telemedicine services most appropriate for which category of people (you can
choose more than one answer)?
1. Boy less than 10years 6. Adult female 20-65
2. Girl less than 10years 7. Elderly 65 years and above
3. Female Adolescent 10-19years 8. People with disabilities
4. Male Adolescent 10-19years 9. People with chronic disease
5. Adult male 20-65 10. People during emergency(like COVID-19 and
war)
9. To what extent do you feel that telemedicine is 1. Yes, to 2. Yes, to 3. No
appropriate to our context high extent | some extent
10. | Are you recommending this service to others 1. Yes, to 2. Yes, to 3. No
high extent | some extent
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For telemedicine recipients only

Health service provision

No. | Targeting
When was the last time you use telemedicine services............ | do not remember .............
2. Reasons for using telemedicine services? (you can choose mor than one)
1. For medical advice 8. Appointment with family doctor
2. Treatment to acute illness 9. Requesting investigation
3. Re describe chronic medications 10. Routine follow up
4. Assurance about lab result 11. Well-baby services
5. Psychosocial support 12. Mother health services
6. NCD mointoring 13. child health related services
7. For overcounter drug need 14. Other, specify ....
3. To what extent your expectations were met 1. Yes, to 2. Yes, to 3. No
high extent | some extent
4. Health care providers approach was appropriate 1. Yes, to 2. Yes, to 3. No
high extent | some extent
Beneficiary provider interaction
5. Did the provider introduce him/herself before 1. Yes, most | 2. Yes, 3. No
starting to take care of you? of the time | sometimes
6. Did the provider welcome you before starting taking | 1. Yes, most | 2. Yes, 3. No
care of you? of the time sometimes
7. Telemedicine services are provided by the same 1. Agree 2. Don't 3. Don't know
doctor in the different sessions. agree
8. Do you meet the telemedicine service providers face | 1. Agree 2. Don't 3. Don't know
to face? agree
9. You think that there were discontinuities in service 1. Yes, to 2. Yes, to 3.No
provision high extent | some extent
10. | Did the care provider keep listening to you? 1. Yes, most | 2. Yes, 3.No
of the time | sometimes
11. | Were there any interruptions during the call? 1. Yes, most | 2. Yes, some | 3. No (go
of thetime | times ql3)
12. | If yes, what were the kinds of interruptions? (You can choose more than one answer)
1. Talking with other
. . 5. Phone problem
2. Provider Mobile??? Unclear P
S 6. Network problem
3. The care provider intrupts you because of .
s 7. Others, specify .....
time
4. Family members interrupted the call
13. | Does the provider answer your questions clearly? 1. Yes, all the 2.Yes, 3. No
time sometimes
14. | Can you choose between health providers if you 1. Yes 2. No 3. don’t know
complain need female or male doctors?
15. | Have you ever been asked about the quality of 1. Yes, all the | 2.Yes, 3. No
telemedicine services before? time sometimes
16. | Overall, how you regard the interaction of the 1. Satisfied, to 2. Satisfied, to | 3. Not
service providers with you high extend some extent | Satisfied
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Barriers to the telemedicine services

17. | Had you faced any barriers during using the telemedicine service? 1. Yes (ifyesgoto | 2. No
q18)
18. | If yes, which one of the following (you may choose more than one option)
No. | Q. Yes | No
1. Telephone not available
2. Don’t know free line number
3. Waiting time is too long to respond to call
4, Busy lines all the duty time
5. Voice not clear
6. Recurrent interruptions
7. Appointments are not convenient
8. E-health complicates the process
9. Gender of provider is not appropriate
10. | Flow of service is cumbersome
11. | You have to describe something which would be easier to be seen
on examination (like skin rash)
12. | Being assigned to a specific doctor, not of your choice and maybe
you don’t know
13. | Unable to explain my complaint
14. | Embarrassed to talk about issues | face
15. | Invasion of my privacy
16. | Other family member attended the call
17. | Others, specify ...
Services you received during sessions
19. | How long does each call last?
20. | What services did you receive in telemedicine? (You | 21. | Impressions about the service you
can choose more than one answer) choose. (You can choose more than
one answer)
1. Advice 1. Good 2. Uncertain | 3. Bad
2. Medication 1. Good 2. Uncertain | 3. Bad
3. Appointment 1. Good 2. Uncertain | 3. Bad
Please go to item of telemedicine services you receive
Advice
22. | If advices were received, indicate the topic you received advice about from the following?
1. Smoking .cessatlon 8. Supplementations
2. Healthy diets
. 9. Follow up.
3. Fluid mt_ake_ 10. Danger signs of illness
4. BP monitoring . .
5. Personal hygiene 11. Psychological ad_\/lcg
6. Unnecessary or harmful medication avoidance 12. Control (.)f chronic dlsegse .
7. Advice about lab investigation 13 Approprlatg use of medication
14. Other, specify ...
23. | Did you understand health provider advise? 1.Yes, to 2. Yes, to 3. No
high extent some extent
24. | Were you given the information you want? 1. Yes, to 2. Yes, to 3. No
high extent some extent
25. | Do you think it is enough? 1. Yes, to 2. Yes, to 3.No
high extent some extent

99




26. | Are you able to ask about the information you wanted | 1. Yes, to 2.Yes, to 3. No
to ask about. high extent some extent
Medication

27. | Did health care provider consult you about your health | 1. Yes, all the | 2.Yes, some 3.No
condition time time

28. | Did you find the prescribed medication in the 1. Yes, all the | 2.Yes, some 3. No
pharmacy? time time

29. | Would you make use of telemedicine without an 1. Yes, all the | 2.Yes, some 3. No
accompanying face-to-face consultation time time

30. | Do you think, telemedicine is only sensible as an 1. Yes, all the | 2.Yes, some 3.No
addition to face-to-face services time time

31. | Were you asked to pay for any outside UNRWA 1. Yes, all the | 2.Yes, some 3.No
drugs/ lab investigation which is available in clinic time time

32. | Do you need to visit clinic for the same reason of using telemedicine 1.Yes | 2.No(gotoq
without appointment? 35)

33. | If yes, how many time .............

34. | Also, if yes, why you seek medical advice again for the same reason of telemedicine use? (You can
choose more than one answer)

1. Telemedicine doctor didn’t prescribe medication 4. Communication related issues
2. Not confident with the diagnosis made through telemedicine 5. I came to clinic for pharmacy
3. Outcomes of telemedicine management are not favorite why not see the doctor

6. Other, specify ....
Appointment

35. | Is it easy to make an appointment with telemedicine 1. Yes, all 2. Yes, 3. No

the time sometimes

36. | Do you think that people wait too long to their 1. Yes, all 2. Yes, 3. No
appointment the time sometimes

37. | Isyour care provider comitted to the scheduled 1. Yes, all 2. Yes, 3. No
appointment time they give to you during the time sometimes
telemedicine?

38. | If yes in previous question, did the care provider discuss | 1. Yes, all 2. Yes, 3. No
the best time that suit you? the time sometimes
Accessibility

39. | How do you describe the distance to reach the center? 1. Far 2. Reasonable | 3. Close

40. | How do you perceive the affordability of transportation 1. Affordable | 2. Not affordable
cost from home to and from the facility?

41. | Do you think telemedicine save transportation cost? 1. Yes, to 2. Yes, to 3. No

high extent | some extent

42. | To what extent does the telemedicine program enhance 1. Yes, to 2.Yes, to 3. No
your access to health services? high extent | some extent
Time

43. | How you perceive waiting time for calling response 1. Short 2. Reasonable | 3.Long

44. | How you perceive contact time 1. Short 2. Reasonable | 3.Long
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45. | Waiting time in clinic post telemedicine use 1. Decrease | 2.Increase | 3. The same
46. | Do you think telemedicine save times? 1. Yes, to 2. Yes, to 3. No
high extent some extent
Perceived Health impacts
47. | Has the program generally affected you and your 1. Yes, to 2. Yes, to 3. No
family health positively? high extent some extent
48. | If yes, how it has benefited you (you can choose more than one)?
1. Health education 5. Decreasing waiting time
2. Treated a current problem. .
o 6. Saving costs
3. Improve and control of chronic illness. 7. Benefit was limited to emergency (ex. COVID-19
4. Psychosocial support .
period, war)
8. Other, specify
49. | Do you think telemedicine is a good addition to 1. Yes, to 2. Yes, to 3. No
medical services high extent some extent
50. | When having two possibilities of service provision, 1. Telemedicine 2. Face to face
which you prefer? services (if choose | services (if choose
go q51) go q52)
51. | Why you prefer telemedicine service
5. Savetime. 1. Cando it while | am at work.
6. Save cost 2. Easytoreach
7. More comfortable ' y '
8. Qualified care providers 3. Effective .
4. Other, specify ......
52. | Why you prefer face to face services
1. Telemedicine doctor dose not prescribe antibiotic. 6. Not respond to telemedicine
2. Not confident with telemedicine doctor diagnosis management
3. New services I don’t trust. 7. See my suggestions earlier.
4. | feel more comfortable to be examined face to face. 8. Bad communication
5. | feel comfortable to deal with my ordinary family 9. I came to clinic for pharmacy why not
doctor see the doctor.
10. Other, specify ....
(5]
S | €
. = 3
No. Question 8 § 9 E
N = N = o
S35 >3] 2
Ease of use and learnability
53. | It was simple to use this system
54. | The way | interact with this system is pleasant
55. | I can hear the clinician clearly using the telemedicine system
56. | Whenever | made a mistake using the system, | could recover
easily and quickly
57. | The system gave instructions message that clearly told me how to

use it
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Annex 5: Care providers questionnaire
Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza

Dear participant; / Greetings, appreciation, and respect,

| am Faten Abed Al-Aziz Abo Amra., a master's student at Al-Quds University, Master of
Health Policy, and Management/ Quality and Patient safety track. | am conducting this
research as requirement for obtaining a master's degree; this study aims to evaluate
telemedicine services at UNRWA HC, Gaza field, looking ultimately to provide policy
makers with recommendations that might promote appropriate use of telemedicine with it
is positive consequences on people's health and wellbeing. You have been selected to
participate in this as you met the selection criteria. Participation in the study means you
need to answer a couple of questions listed in the questionnaire, which will not take more
than 10. This participation is optional, although | appreciate your participation in this
study, you can refuse to participate, stop interview or assessment, skip questions, or
withdraw the questionnaire anytime you wish. Your answers will be kept completely
confidential, and no individual respondent will be identified in any report based on the
study. There are no right or wrong answers, please answer as you feel appropriate. Please
answer all questions as much as possible and do not hesitate to ask for any clarification

regarding this questionnaire.

Best regards
Faten Abed Al-Aziz Mohammed Abo Amra

Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza

Electronic Questionnaire

The questions below talk about the quality of telemedicine services provided in the
UNRWA clinics at the Gaza strip (care provider perception and knowledge). Please read
each question carefully and answer it. Your answer will help us identify the quality of the
services provided and the deficiencies in these services, which will contribute to the
improvement of services in the future.

Section One: Personal Data
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Part I: Personal information

1. Age: 2. Gender: Female O Male O

3. Type of Permanent [ Temporary ]

employment:

4. Education GPO CISpecialist  PhD O L] Master’s degree

level:

5. Work experience at UNRWA clinic:

6. North Gaza Clinic  Gaza Clinic  Middle Gaza Clinic  South Gaza Clinic
Workplace: O O O O

7. The places you UNRWA 0O Ministry of health  Non-governmental

work in O organization [ Private [

8. The countriesyou  .................

studied in

Protocols and trai©ning

1) Did you ever receive training on telemedicine 1. Yes (if yes q 2,3,4) 2. No

2) What was the type of training 1. On job training 2. Formal training

3) Where was the training

UNRWA

Ministry of health
Non-governmental organization
4. Other ,specify

wN e

4) When training was done ............

1.  Befor providing telemedicine
2. During providing telemedicine with COVID-19 period
3.  Post COVID-19period

5) Who provided that

6) What was Themes discussed in training

Remote modeling of NCD

Remote management of acute illnesses

Risk scoring of calls and dealing according to risk.
Medication that could be described remotely.

Referral system

Appointment system

The steps that you can follow if you need any help or support.
Others specify

O NG~ WDd PR
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7) Have you ever provided telemedicine services to your
clients

1. Yes

2. No (ifnoq 12)

8) Who was your beneficiaries (you can choose more than one option)

NCD patients
Pregnancy

Family planning
Mental

Recurrent visitor
General outpatient
Other specify

Nogm~MwdbE

9) How many times did you provide it

10) For how long the most recent one

11) When do you provide telemedicine

(You can choose more than one answer) 1. During COVID-19

2. before
COVID-19

period

3. Post
COVID-19

period

12) Why don’t you provide telemedicine

I don’t have skills.

I don’t receive training.

I don’t agree it is effective.

| feel more comfortable to work as face-to-face doctor.

It is difficult to deal with telephone and computer in same time.
It is hard work.

Not requested to do so by my seniors.

We have shortage in family team doctors.

Other, specify ...

©CoNoOA~LNE

13) Do you have written protocols and technical instructions
related to telemedicine

1. Yes (if yes q 14-17)

14) If yes, can you access to such protocols easily as available

written document 1. Yes

15) Are these adequate enough to guide you | 1. Yes, high

extend

2. Yes, some extend

3. No

16) Are these applied at work 1. Yes, high

extend

2. Yes, some extend

3. No (go
q17)

17) If no, why

High workload

Limited time

To increase response rate

Not clear

Not appropriate to our situation

Not trained enough to know how | can implement.
Other, specify

Nougk~wpE

18) Do you receive support from your 1. Yes, high extend
supervisor about how to be provided

telemedicine services

2. Yes, some
extend

3. No

19) Have you been trained to be telemedicine
care provider?

1. Yes, high extend

2. Yes, some
extend
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20) Are promoter materials (posters,

brochures, etc.) available 1.ves 2. No
21) To what extent do you think that you have | 1. Yes, high extend

. . 2. Yes, some
the appropriate experiences needed for remote extend 3. No

management

22) To what extent do you think telemedicine 1. Yes, all time

improve workflow-this is not interaction — this
is benefit of TMS

2. Yes, some | 4. Not at all
time

23) How you describe it

1. Hard 5. Valuable
2. Noisy 6. Effective
3. Interesting 7. Efficient
4. Boring 8. Other, specify ...

24) Challenges you face in implementing telemedicine

1. Limit human resource 10. Assure about privacy.
2. Complicated process 11. Assure about personal identity.
3. No experience 12. Low Beneficiaries awareness
4. Low response rate 13. Not enough communication skills
5. Long time to deal with beneficiaries and ask them to 14. No training
give ID. 15. Lake of senior support
6. Working with computer and telephone at the same 16. No Clear feedback
time with e-heath 17. No Clear instruction
7. Beneficiaries with not clear description 18. Others, specify
8. Beneficiaries with disability like hearing or vision
problem
9. Technical error like not clear voice internet
interruption
Time
1) From your perspectives, how do you 1. More than needed(go 3. Not
evaluate the contact time with clients? g3) 2. Enough enough(
go q2)

2) If short, what are the barriers that prevent achieving the required contact time?

1. To give chance to other callers 5.
2. Limit working hour 6.
3. Limit human resource 7.
4. Complicated process 8.

To achive response rate

Wasting time with e-heath

Not enough communication skills
Others, specify ..

3) If long, what are the barriers that prevent achieving the required contact tlme’)

Beneficieres with not clear description
Beneficierse with disability like hearing or vision pro

oukwnRE

Other ,specify

Long time to deal with beneficieres and ask them to give ID
Working with computer and telephone in the same time with e-heath

blem

Technical error like not clear voice internet interuption

4) What could be done to achieve the required contact time?

1. Increase free lines in clinic

2. Time management

3. Population awareness about telemedicine use
4. Other, specify...
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Physical amenities

1) Did you feel comfortable with the place at which the telemedicine
] ] 1. Yes 2. No
services are provided
2) Do you think, the available place allows for keeping and protecting the
. . . . 1. Yes 2. No
beneficiaries' privacy during counseling
3) Was there an enough device for more comfortable use of telemedicine
1. Yes 2. No
(ex. Headphone)
4)Do you feel your duty could be easier if use more facilities 1. Yes, specify .... | 2. No
5) Are there available technology device and information system to
o ) 1. Yes 2. No
collect and store beneficiaries' information.
6) Are you aware about people who need the service and are unable to get
) 1. Yes 2. No
it
7) If yes why
1. Don’t know about the service.
2. Not aware how to use service.
3. People with disabilities
4. Gender based violence.
5. Other specify
Beneficary provider interaction
1)are you introduce yourself before starting care of patient 1.Yes, 2. Yes to some 3. No
all time | time
2) To what extent do you welcomed patient before starting 1. Yes, 2. Yes to some 3. No
. all time | time
consultation.

3) Overall, how you regard the interaction between service providers and client

through telemedicine

1. Good 2. Bad

Benefit outcome

1) To what extent do you think telemedicine iﬁiﬁf{ high ;;gﬁzl some 4. Notatall

effective during crisis like (COVID-19)

2)Would you make use of telemedicine all the time 1. es, high 2. Yes, some 4. Notatall
. ; - extend extend

without an accompanying face-to-face consultation

3) Do you think, telemedicine can be effective as 1. ves, high 2. Yes, some 4. Notatall

2. extend extend
an addition to face-to-face therapy

113




4) Are there monitoring of the utilization of

1. Yes, all time | 2. Yes, some

4. Not at all

telemedicine services? time
5) By whom
1. My senior medical officer
2. By technology engineering in UNRWA
3. By e-health system team monitoring
4. Other, specify
6)What are the most common toll-free line consultation
1. For medical advice
2. Treatment to acute illness
3. Re describe chronic medication
4. Assurance about lab result
5. Psychological support
6. NCD mointoring
7. Follow up
8. For overcounter drug need
9. Appointment with family doctor
10. Request investigation
11. Other, specify .....
7) What are the common disease consultated by toll-free line
1. URTI
2. AGEI
3. Skin rash
4. Neurological symptom (headche)
5. Musckloskeletal (LBP)
6. Other ,specify.....
8) Are you trained to deal remotly with such illness 1. Yes . No
9) Are you confident with your diagnosis remotly 1. Yesall time | 2. most 3.
time No

10) What are motivation of using TMS in general at your organization

Continuity of care despite Crises
Improve workflow

Improve appointment system
Decrease repeating visit

Easy access to services
Decrease waiting time

©CoNoOGA~WDNE

To improve future of medicine

Decrease over counter medication prescription

Continuous communication between organization and beneficiaries
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Annex 6: Clients FGD questions

Clients focus group guestions.

Focus group Discussion

Group number: Males / Females Place: Date: //

1-

What do you think about telemedicine?

Probing questions
* What comes to your mind first when we mention telemedicine services?
» Elaborate more tell me about your impressions about telemedicine services

Tell me about the telemedicine services provided at your center.

Probing questions
* Types of services you received
» What services not found in telemedicine and should be added?

How do you evaluate the quality of the telemedicine services

Probing questions

* Are you satisfied with the quality of provided services?

« If you are not satisfied? What could be done to improve the quality of services?

How do you describe the importance of telemedicine?

Probing questions

* Is it really needed?

* What would be loss if we don’t have?

*How care change in comparison with pre- telemedicine, give examples?

From your view, what are the main obstacles that prevent you from utilizing the services?

Probing questions
Knowledge about the services and it is benefits.
Limited availability of device
Vulnerable people
Waiting time
Availability of medication in pharmacy
Do you need to visit the clinic for the same reasons, Why and how that could be solved?

From your perspectives, tell me about your interactions with care providers and contact time?

Probing questions

*Are care providers introducing themselves, welcomed you, share with you needed
information

*How do you evaluate the contact time?

* If short, what are the barriers that prevent achieving the required contact time?

* If long, what are the barriers that prevent achieving the required contact time?

» What could be done to achieve the required contact time?
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7- From your perspectives, what are the main effects of the telemedicine services on you and your
family health?

Probing question

« Reflect on the positive and negative effects,
+ Short and long term

* Intended and unintended effects.

Give examples.

8- From your perspectives, what are the positive and negative effects of the TM services?

Probing question

* on accessibility

* on saving your times

* decrease waiting time in clinic

9- Tell me about usability of telemedicine.

Probing question

* Easy to lean

* Easy to use

* Barriers to use
10- From your view, what are the main strategies to scale up the telemedicine services should be
done?

Probing questions
-Current problems and solution
-Future view of the service

11- Do you have other questions?

Thank a lot for your time and efforts.
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Annex 7: Care providers FGD questions

Focus group Discussion

Group number: Males / Females Place: Date: / /

1- What do you think about telemedicine?

Probing questions
* What comes to your mind first when we mention telemedicine services?
* Elaborate more

2- Do you have written protocols and technical instructions related to telemedicine?

Probing questions

* Can you access to such protocols, if available?

*» Have you been trained on those protocols?

* Are these protocols up to date?

* Do you think the colleagues fully applying the written protocols?

« If you have the option, what could you add to the current protocol?

3- How do you evaluate the quality of the telemedicine services?
Probing questions
* Are you satisfied with the quality of provided services?
* if you are not satisfied? what could be done to improve the quality of services?

4- From your perspectives, tell me about your interactions with clients, contact time?

Probing questions

*How do you evaluate the contact time with clients?

* If short, what are the barriers that prevent achieving the required contact time?
« If long, what are the barriers that prevent achieving the required contact time?
* What could be done to achieve the required contact time?

5- To what extent do you think that you have the appropriate knowledge and skills needed for
providing telemedicine?

Probing questions
To large extend, how? Not at all, why?

6- To what extent do you think that you have the appropriate experiences needed for providing
telemedicine?

Probing questions to large extend, how?
Not at all, why?
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7- How you describe the support you receive, training, on the job, supervision?

Probing questions
» If yes how often do they provide trainings?
» What topics were covered?
» What trainings you wish to have?
8- From your view, what are the main obstacles that prevent clients from utilizing the services?

Probing questions
Knowledge about the services and it is benefits.
Limited availability of device
Vulnerable people
Waiting time
9- From your view, what are the main strategies to scale up the telemedicine services should be
done?

Probing questions
-Current problems and solution

-Future view of the service

10- Do you have other questions?

Thank a lot for your time and efforts.
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Annex 8: Key informants interview questions:

B\l

LAY a5 08 a8 aals -y ya Dy dun a1 ysiaale el Aiaile 3 jee sl G all de ild AdUall Ul
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4383 60 s> #lalll 30 (3 jaiuins A 5iSe 4y pud) Bhala 5l dnmis i) 22 0 Y ()1 ) sl

S el | S

Name of interviewer

Position of interviewer

Name of interviewee

Place of interview

Date of interview

1-Being one of the key persons in UNRWA health department, why telemedicine?
Probing questions

How the idea emerged?

*Definition

* Goal

« Effectiveness (To what extent telemedicine achieved its intended goals, what worked well what
didn’t work well?)

* Efficiency

* Other benefits

2-What do you think about the services available through telemedicine?
Probing questions

* What do you think about the quality of services received?

» What are the missing services, what needs to be done?

be Contribution of telemedicine to service provision, which services Treatment availability
(antibiotic, psychology treatment, chronic disease medication like DM, HTN and Cardiac), which
categories of people, how much resources are available?

* Time consuming

* Appointment
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* Health education and psychological support

3- Tell me about protocols/technical instruction related to telemedicine
Probing questions

* accessible

* applicable

* Renewable

* Effective

4- Please elaborate about training reflect on capabilities of health providers to provide telemedicine
Probing questions

-When training done?

-Where?

-issues discussed

5- Can we talk about the resources needed for telemedicine

Probing questions

- Human resources (number, distribution, qualification, training, sex and age)
-Building quality and physical space facilities.

- Availability of E-health system.

6- What are the major obstacles telemedicine implementation face?
Probing questions

» Strategies and protocols

* Limited availability of service tools

* Quality of services

* Accessibility

* Referral system

* Follow up

7-In your opinion, what's the future of telemedicine? What are the possible opportunities for
strengthening and scaling up telemedicine services?

8- Do you have other questions?

Thank a lot for your time and efforts.
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Annex 9: Helsinki Committee

& el Sl (Amdawlall (uloxtl /
Palestinian Health Research Council

AN gaa (& Aa) e glaall aladied) dussals P& (e (Ardaaadil) aal) pUBI Gy ja

Helsinki Committee

For Ethical Approval
Date: 07/02/2022 Number: PHRC/HC/1041/22
Name: Faten Abed Al-Aziz Abo Amra spatd)
We would like to inform you that the s ke Cuddl B Al L lade asiids :
committee had discussed the proposal of o RS $5%
your study about: e

Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza

The committee has decided to approve Alle sSiall daadl o ABdjgall cyy b B
the  above  mentioned research. e il il e
Approval number PHRC/HC/1041/22 in its lle chssiall g P
meeting on 07/02/2022
Signature
Member
y .
N

Genral Conditions:- Specific Conditions:-
1. Valid for 2 years from the date of approval.
2. Itis necessary to notify the committee of any change
. in the approved study protocol. et g
3. The committee appreciates receiving a \
copy of your final research when
completed.

E-Mail:pal.phrc@gmail.com

Gaza - Palestine Onbaudd - 338
Q) (3 - palll g L

127



Annex 10: UNRWA approval

From: ALBAIK, Shatha <5.ALBAIK@UNRWA.ORG>

Sent: Wednesday, June 22, 2022 4:35 P

To: ABU-AMRA, Faten <EABUAMBA@UNRWAORG>

Cc: AL-JADBA, Ghada <G.ElJadba@UNRWA.ORG>; QUQA, Rihab <R.QUAARUNRWA.ORG=>; ELKHATIB, Zoheir
<ZELKHATIB@UNRWA.ORG>; HAMAD, Khalil <kh.Hamad @ UNRWA.ORG>; ZAQQOUT, Randa <R.ZAQQOUT@UNRWA.ORG>;
HALABI, Nisreen (G/HD) <N.HALABI@UNRWA.ORG>; SHOUMAN, Asmahan <A.Shouman@UNRWA.ORG=>; SEITA, Akihiro
<ASEITA@UNRWA.ORG>; SHAH, Sayed <5.SHAH@UNRWA.ORG>

Subject: RE: Proposal approval

Dear Dr Faten , cc GFO colleagues

Please note that the research proposal “Evaluation of Telemedicine Services at UNRWA Health Centers in Gaza".
submitted to UNRWA's RRB has been reviewed and got approval to proceed with the implementation phase

Dear Dr Faten ,

As per the RRE rules, findings should be shared with RRE as well as GFO. Thus , please work closely with our colleagues in GFO to
give their feedback on the research process as needed

Attached copy for the latest approved proposal for your kind reference

Congratulation!

Shatha
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