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Abstract
This study aimed at analyzing the level of awarereesd satisfaction among elder patients attendergemgl
practice clinics in poor urban areas in KSA. Theesrchers adopted the descriptive methodology g wes
questionnaire as a study tool, consisting of twoetisions and ten paragraphs, and was applieddmple of
726 elderly patients. The study reached a numbeeflts, the most important of which was the Higrel of
awareness among the elderly about the importantieeofole of general practice clinics in poor urlzaeas in
KSA. The researchers recommended to educate etien{s about the importance of general practicdcs|, as
they provide health services and health care im pogas of KSA, and to encourage them to expleitniedical
services provided by the general practice clinicgdor areas of KSA in the correct manner.
Keywords. Elder patients, general practice clinics, poor arageas, KSA

1.1 Introduction

Health systems are undergoing rapid change andetipgirements for conforming to the new challengés o
changing demographics, disease patterns, emergthge@merging diseases coupled with rising costgeafth
care delivery have forced a comprehensive reviewasflth systems and their functioning. As the coest
examine their health systems in greater depth jasado new demands, the number and complexities of
problems identified increases. Some health sysfaih® provide the essential services and somecesaking
under the strain of inefficient provision of sem&c A number of issues including governance intheal
financing of health care, human resource imbalgnaesess and quality of health services, along with
impacts of reforms in other areas of the econorigsificantly affect the ability of health systenws deliver
(WHO, 2017).

Decision-makers at all levels need to appraisevéir@tion in health system performance, identifgtéas that

influence it and articulate policies that will aehé better results in a variety of settings. Meghihh comparable
information on health system performance, and gnf&etors that explain performance variation, caergthen

the scientific foundations of health policy at mtational and national levels. Comparison of penfance across
countries and over time can provide important intsignto policies that improve performance and ¢hibsit do

not (Whitworth, Kokwaro, Kinyanjui, Snewin, Tann&alport & Sewankambo, 2008).

KSA has one of the most modern health care infrasires in the Middle East. KSA's health systenais
complex amalgam of three major sectors: Publiojapei, and donors. The public sector consists of rivagor
public programs that finance as well as deliveectre Ministry of Health (MOH) and Royal MedicatrSices
(RMS). Other smaller public programs include seleraversity-based programs, such as KSA University
Hospital (JUH) in Amman and King Abdullah Hospi(&lAH) in Irbid (Almajali, Masa'deh & Tarhini, 2036

General practice is the most cost effective anigiefit part of the KSA health service, therefotes toncept of
poverty is defined as "the inability to KSA usedrél®pment planning process as a achieve a minintandard

of living". Given the absolute means to addresswhaknesses and face challenges in the healthr sBespite

the achievement of economic development which m®od reducing poverty in a country and in a mongnt
reflected in human well-being, poverty is incregsand is determined as much as it is determined gsowth
rate rates of unemployment and malnutrition are afspopulation's income on average and by chanigirige
increasing. Poverty has become of the most sesoaml distribution of income. In fact, the wealogth and
economic phenomena, the community experiences wesakaf mechanisms of the equitable income and beecom
as a growing feature threatening economic, disivbueads to increase the level of poverty (Al Raimeh &

Al Habees, 2012).

Patients are at the centre of the healthcare dglivedel and their evaluations are therefore thetndirect
assessment of accessibility and quality of heattheservices provided (Keating & Ayanian, 2003).&xatti
satisfaction is associated with continuity of cdrefter compliance and health outcomes. Patiedtiaans are
advantageous in terms of cost and time; they anid @nd do not depend on medical records so thityjoathe
data is not compromised. Patient evaluation ismportant component of the evaluation of qualitycafe
(Sultan, Khuwaja, Kausar & Naniji, 2012).

The general Health Policy is set by the High He&libuncil that represents all health care providéise
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Government of KSA is committed to making healthvesss available and accessible to all. The natibealth
strategy is aimed at creating a comprehensive theate system, utilizing both public and privatevee
providers covering all levels of care and improvihg quality of health services by implementingadional
health services accreditation program. As parthef $ocio-Economic Transformation Program (SETP3, th
government is in the process of expanding and impgohealth care provision to the poor. This ingsd
expanding health insurance coverage from 60% ind2@180% by the end of 2016, upgrading primary
healthcare facilities, improving hospital admirasion to speed up admissions and reduce duplicafiservices
and other waste (WHO, 2016).

1.2 Problem statement and questions of the study

General practice provides primary, continuing, coghpnsive and coordinated, culturally sensitivaerin
generational holistic health care to individualsl damilies in their communities. It is underpinnieg rigorous
scientific medical training and the ability to apphe evidence appropriately in community settinglé.these
elements place general practice at the centre dofffactive primary health care system (Brown, Katie
Allen, Quach, Chiu & Bialystok, 2010).

The accuracy of the data resources, study toolssampling are the key success elements for thearel, as
the elderly attending general practice clinics @purban areas in this targeted group is a clitind a sensitive
case study as long as we are dealing with a hpalilic sector.
Therefore, the problem of this study lies in iteatpt to ensure the quality of care in general fmaclinics as
an approach to optimizing health system performéyceying to answer the following questions:
1. Is the pursuing improvements in population healtlelder people a primarily interest of the health
policy makers in KSA?
2. Does the enhancing of general practice increasesltler patient awareness and satisfaction of care?
3. Does the enhancing of general practice reduceghegpita cost to the health care system in KSA?
4. Does the enhancing of general practice improveswvbek life of health care providers in the
achievement of the first three aims?

1.2.1 Study hypotheses

In light of the problem of the study, and throudé questions, the researchers have adopted thmwviod
hypotheses:

1.2.1.1 Major hypothesis

HO: There will be no statistically significant diffamces at the level of significanae £ 0.05) of the awareness
and satisfaction of elder patient attending genarattice clinics in poor areas in KSA

1.2.1.2 Sub- hypotheses:

The ramifications of the major hypothesis are thilfving sub-hypotheses:

HO1: There will be no statistically significant diffamces at the level of significanae= 0.05) of the awareness
of elder patient attending general practice climicgoor areas in KSA

HO02: There will be no statistically significant diffamces at the level of significanae= 0.05) of the satisfaction
of elder patient attending general practice clificgoor areas in KSA

1.3 Factsabout KSA

The following table (1) shows the statistical faatsout the KSA population in 2017 according to kuest
United Nations estimates

Table (1): Statistical facts about KSA

Current population of KSA 32.28 million
Population equivalent to the total world population 0.3%

Rank number by population 41

Total land area 2.15 millionKm2
Population density 15.01 sqKm?
Population in urban areas 64.4 %
Population median age 23.7 years

The elder age groups are: the age group (55-64% ymacentage to the total population is 4.3% , thedage
group (65 years and over) percentage to the tatallption is 3.91% . therefore, the total eldercpatage is
8.21%

1.4 Poverty in KSA

Poverty is defined as the individual’s inabilityrreeet the minimum basic needs that guarantee antdifee The

basic needs include: food, clothing, housing, heedire, education and transportation. These arbabie needs
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for the individual to remain alive, maintain hisrhan dignity, and enable him to practice his norawivities.

The methodology of measuring poverty in KSA is thethodology of meeting calorie needs to measure the
poverty line and other various indicators. The Hdwdd Expenditure and Income Survey (HEIS) is agalid
survey and the main source for measuring povedigators in KSA (Department of Statistics, 2015).

1.6 General practice (GP)
General practitioners (GPs) treat all common medicaditions and refer patients to hospitals arftpmedical
services for urgent and specialist treatment. Toeys on the health of the whole person combiningsjzal,
psychological and social aspects of care (LestdtteT & Sorohan, 2005).
General practitioners have an important role irkiog after patients in their homes and within tioenmunities
where they live. They are part of a much wider tegimose role includes promoting, preventing andaitiitg
treatment. GPs look after patients with chroninafls, with the aim to keep people in their own romed
ensuring they are as well as they possibly can@fes are often the first point of contact for anyaevith a
physical or mental health problem and patientsheaat their most anxious. Looking after the whaespn - the
physical, emotional, social, spiritual, culturaldaaconomic aspects through patient-centered appesais a
vital part of any GP’s role. This is becoming mamportant with terminally ill patients often choagito stay at
home (Davidson, Powers, Hedayat, Tieszen, Kon, &def Ghandi, 2007).
General practice is heterogeneous, ranging froaditional’, single-handed practitioners to largeyltirpartner
practices employing a variety of clinical staff. Wever, as the box opposite shows, there is a distiand to
larger practices, while the pattern of availabilitygeneral practice continues to reflect the isgecare law —
that is, the availability of medical care tendsvary inversely with the need of the population servFor
example, the number of GPs in areas with the gsehtalth needs has increased in recent year§mlgvels —
weighted for age and need — are still lower in poeas.
Policy-makers in KSA have looked to develop new eisdof care that enable more accessible integrated
services — particularly in poor areas where sitgleded GPs struggle to provide the full range ofises now
expected to be delivered in the community.
General practice is the cornerstone of succesgfahgpoy health care, which underpins population treal
outcomes and is key to ensuring we have a highitgueabjuitable and sustainable health system im¢oftiture.
General Practitioners (GPs) are registered spstsal the discipline of general practice recoghigg the KSA
Ministry of Health regulations. Practices in whi@Ps spend less than half of patient contact hotogiging
general practice care, and are considered spetisest clinics rather than general practices. grimary health
care system in KSA has four main purposes (McKir&&ompany, 2015):
1. To provide the right care at the right time, attight place, ensuring a healthier population;
2. To provide cost-effective, community-based cared andoing so appropriately minimize hospital-
based care;
3. To act as both an enabler and gateway to otheicesrto ensure they are provided in a timely waty bu
only when needed; and
4. To coordinate care between different health pragidend different parts of the health care system,
ensuring a seamless, integrated, effective expmiefor the patient and minimizing costly
fragmentation, duplication or gaps in care.

1.7 Methods and producers
1.7.1 The study Sample Geographical distribution
The study sample was selected between January archMO017from the elderly respondents to geneeadtjpe
clinics from three geographical regions: North, tt@&nand South of KSA as shown in figure (2). Takig
shows the distribution of the study sample of tldery in the three regions by age and gender.

Table (2): Distribution of the study sample of #iderly in the three regions by age and gender

Region Frequency Gender Age category
Male Female 50-60 years > 60 years
North region 216 120 96 88 128
Central region 320 170 150 187 133
South region 190 81 109 77 113
Total 726 371 355 352 374
1.7.2 The study tool

The study relied mainly on the self-managed questide designed and prepared by the researchesr Aft
examining the literature and theoretical studidsvamnt to the subject of this study; whether iniguicals, books
or other references, the questionnaire was forméxao parts and as follows:
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Part I Includes information relating to the respondemid their demographic data.
Part 11: Includes (10) paragraph related to the measurewfethe of conditions of elder patients attending
general practise clinics in the three poor regiapsn two dimensions. These two dimensions haven bee
identified by the KSA Ministry of Health, and thedienensions are:

1. Elder patients awareness of general practise heaitth measured in paragraphs (1_ 5).

2. Elder patients satisfaction of general practisdtheare, measured in paragraphs (6-10).
The questionnaire paragraphs, upon the five-pakert scale; to measure the variables of the stadg, for the
purposes of the analysis the weights of the answers distributed as shown in the table (4-3):

Table (3): The distribution of response optionghi@ questionnaire according to the five-point Likarale

option Class
Strongly Agree 5
Agree 4
NA 3
Disagree 2
Strongly Disagree 1

B Strongly Agree
W Agree

NA
M Disagree

m Strongly Disagree

Figure (1): Graphic distribution of the responptians in the questionnaire according to the fiegpLikert
scale.

1.8 Study resultsand findings

1.8.1 Elder patients awareness of general practise health care

The elder patients awareness of general practiséthheare variable is measured in paragraphs (&%),
illustrated in table (4), and that the arithmetinedans for answers of the study sample ranged bat{02 -
3.22), and the standard deviations ranged betw&rig - 0.811).

All of these arithmetic means shows the approvahefstudy sample on the paragraphs that measeireldbr
patients awareness of general practise healthvaarable, since all the arithmetic means are grethen the
default mean.

Also noted that the paragraph, which states "l aara of what general practise clinics are offemmg' had the
highest approval grades; as its arithmetic mean (@a&@2) and its standard deviation was (0.779),lenttie
paragraph, which states "Attendiggneral practise clinics is costless” had the Ibw@proval grades; as its
arithmetic mean was (3.22) and its standard dewviatias (0.813).

Overall, the general average of the arithmetic nfeathe answers of the respondents is equivate(8.74) and
the standard deviation is equivalent to (0.794)ctviindicates the approval of the respondents uperscale of
these paragraphs was high, and that their attitwees positive.
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Table (4): Arithmetic means and standard deviatfonshe members of the study sample answers miegsiine
attitudes towards the elder patients awarenessradrgl practise health care.

NO Statement AM SD Rank Grade

1 Attendinggeneral practise clinics is costless 3.22 0.813 5 Medium
| am aware of what general practise clinics dfering me 4.02 0.779 1 High

3 I am aware of the importance of general practiseicsl 3.88 0.787 2 High
health care

4 | am aware (_Jf thg governmental programs to enhémee 3.72 0.803 3 High
general practise clinics

5 Ll?r:l::ware of my rights to be treated in the gdmmarctise 3.65 0.798 4 Medium

General average 3.74 0.794 - High

1.8.2 Elder patients satisfaction of general practise health care

The elder patients satisfactiaf general practise health care variable is medsimeparagraphs (6-10), as

illustrated in table (5), and that the arithmetioaans for answers of the study sample ranged bat({&81 -

2.67), and the standard deviations ranged betw@&6€ - 0.821).

All of these arithmetic means shows the approvahefstudy sample on the paragraphs that measaireldbr

patients awareness of general practise healthvaarable, since all the arithmetic means are grethen the

default mean.

Also noted that the paragraph, which states "I atisfied of the high level of the doctors in thengeal practise

clinics" had the highest approval grades; as itthraetic mean was (3.76) and its standard deviatiais

(0.787), while the paragraph, which states "I atisBad of the services of the general practisaic$ in my

region" had the lowest approval grades; as ithmetic mean was (2.67) and its standard deviatias (@.821).

Overall, the general average of the arithmetic nfeathe answers of the respondents is equivate(8.62) and

the standard deviation is equivalent to (0.791)ctviindicates the approval of the respondents uperscale of

these paragraphs was medium, and that their atttugre positive.

Table (5): Arithmetic means and standard deviatfonshe members of the study sample answers miegsiine
attitudes towards the elder patients satisfactfageaeral practise health care.

NO Statement AM SD Rank Grade

1 | am satisfied of the cost in the general praatigics 3.54 0.802 3 Medium

2 I am_satls_flgd of the high level of the staff iretheneral 334 0.806 4 Medium
practise clinics

3 I am _satlsfle_d of the high level of the nurseshia genera 3.69 0.801 5 High
practise clinics

4 I am _saﬂsﬂed of the high level of the doctorghe general 3.76 0.787 1 High
practise clinics

5 I am sausﬂed of the services of the general gaatlinics 267 0.821 5 Medium
in my region

General average 3.52 0.791 - Medium

1.9 Testing the Study Hypotheses

In order to test the hypotheses of the study, afistical methods were used with the appropriaststeo the
nature of the variables and assumptiarsing the simple linear regression and the multipplear regression
analysis so as to put the base of acceptancegectioas the hypothesis as follows:

1. If the calculated value of (T) is higher than tabulated (T) value at the level af € 0.05), the result
will be rejection for the null or the zero hypotleéH0) and the alternative hypothesis (H1) will be
accepted, which indicates the statistically sigaifit relationship effect.

2. |If the calculated value of (T) is less than theutated (T) value at the level ai € 0.05), the result will
be accepted for the null or the zero hypothesig @t the alternative hypothesis (H1) will be régec
which indicates no statistically significant retatship effect.

3. If the calculated value of (F) is higher than thbulated (F) value at the level of £ 0.05), the result
will be rejection for the null or the zero hypotteéH0) and the alternative hypothesis (H1) will be
accepted, which indicates the statistically sigaifit relationship effect.
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4. |If the calculated value of (F) is less than theutated (F) value at the level af € 0.05), the result will
be accepted for the null or the zero hypothesig @@ the alternative hypothesis (H1) will be régec
which indicates no statistically significant retatship effect.

1.9.1 Testing the major hypothesis
HO: There will be no statistically significant differegs at the level of significance € 0.05) of the awareness
and satisfaction of elder patient attending genatattice clinics in poor areas in KSA
In order to test the major hypothesis, the tow kybetheses must be tested first.
1.9.2 Testing the first sub-hypothesis
HO: There will be no statistically significant differegs at the level of significance=0.05) of the awareness of
elder patient attending general practice clinicgaor areas in KSA
It is noted from simple regression analysis resdéiscribed in table (6) thalere is a statistically significant
differences at the level of significance=0.05) of the awareness of elder patient attendi@geral practice
clinics in poor areas in KSA.
This statistically significant differences at thatsstically significant level{=0.05) as the calculated (T) value
is (7.841), which is higher than tabulated (T) ealis in line with the simple regression analysisults that
explain the (0.197%) variance.
According to that the null hypothesis (HO) will bgjected and the alternative hypothesis will besptexd, that
means there is a statistically significant differes at the level of significance=0.05) of the awareness of elder
patient attending general practice clinics in pa@as in KSA.

Table (6): Testing results of the first sub hypsike

Significant (T) Calculated (T) Tabulated (T) (R) Square (R)

0.000 7.841 1.960 0.197 0.444

1.9.2 Testing the second sub hypothesis

HO: There will be no statistically significant differess at the level of significance € 0.05) of the satisfaction
of elder patient attending general practice clifficgoor areas in KSA

It is noted from simple regression analysis resdéiscribed in table (7) thahere is a statistically significant
differences at the level of significance=0.05) of the satisfaction of elder patient attegdgeneral practice
clinics in poor areas in KSA.

This statistically significant effect at the stétially significant level ¢ = 0.05) as the calculated (T) value is
(12.633), which is higher than tabulated (T) valisein line with the simple regression analysisutiessthat
explain the (39.0%) variance.

According to that the null hypothesis (HO) will bejected and the alternative hypothesis will beepted, that
means there is a statistically significant differes at the level of significance=0.05) of the satisfaction of
elder patient attending general practice clinicgaor areas in KSA.

Table (7): Testing results of the second sub hygxith

Significant (T) Calculated (T) Tabulated (T) (R) Square (R)

0.000 12.633 1.960 0.390 0.624

1.10 Recommendations
Upon the study results, and upon the answers dfttiy sample respondents of elder patients atigrgéneral
practice clinics in poor areas in KSA concerning #tivareness and satisfaction of these patientsesearchers
recommended the following recommendations:
1. Educate elder patients about the importance ofrgépeactice clinics, as they provide health sarsic
and health care in poor areas of KSA.
2. Encourage elder patients to exploit the medicalises provided by the general practice clinics Gomp
areas of KSA in the correct manner.
3. Conduct workshops and educational bulletins amdaerly patients about the importance of the role of
general practice clinics in the local community.
4. Conduct further researches with surveying moreabdes and dimensions about the role of general
practice clinics in poor areas of KSA.
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