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3.2 Study Design 

 

The current study was a cross sectional survey utilizing a structured questionnaire that 

was used to determine the awareness and perception/satisfaction of the community 

members in an Egyptian rural area (Wardan village, Giza Governorate) towards the 

transformation from primary health care to family health model in addition to their 

recommendation to improve the quality of services provided by the PHC/FHU.  

 

3.3. Setting 

 

3.3.1. Wardan Village 

 

The setting of the study was Wardan village in Giza Governorate. Wardan village is 

one of the villages of Imbaba District of Giza Governorate which is located to the 

west of Cairo. Wardan village is in the north of Giza Governorate, and has a 

population of around 45000 inhabitants. Agriculture, fishing, trading activities and 

some minor craft industries are the main jobs for the majority of Wardan’s residents. 

There are a number of elementary schools, one high school and one technical school 

in Wardan.  

 

The study was conducted in the PHC unit of Wardan, which was converted into a 

FHU in 2008. In addition to the PHC/FHU, there are some charity NGOs participating 

in the provision of health services in addition to a number of private clinics and HIO 

polyclinic. There are two government hospitals near to Wardan village: Imbaba 

Central Hospital, around 55 kilometers from the village, and Oseem Central Hospital, 

40 kilometers from the village. 

  

Wardan village has been chosen as the setting for the current study for two main 

reasons. Firstly, Wardan village is a typical Egyptian village with high 

unemployment, poverty and anecdotally deterioration of health services. Secondly, 

the Egyptian Association for Collective Rights, a local NGO that implements 

development activities, is present in the village and has good connections with the 

local community members. It has some joint activities with the organization which the 
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researcher works for, and this provides the researcher with an entry point to the 

village community and to clients attending the health services. 

 

3.4. Sampling 

 

The subjects of the current study were the adult community members of Wardan 

village who attended primary care facilities for services during the study period. 

Inclusion criteria included being an inhabitant of Wardan village, being an adult aged 

18 years and above, and having at least one experience in dealing with the primary 

care facility. Estimated adults aged 18 years and above were around 27000. 

 

The sample size was calculated by the Epi-info statistical programme (CDC, 2014) on 

the basis of an acceptability of 50%, an alpha of 5%, and a confidence level of 95% 

giving a required sample of 384 subjects. Actually, 410 subjects were approached, 

377 responded, with the exclusion of the 20 participants of the pilot phase; the final 

included sample was 357 subjects with a response rate of 91.5%. The sampling 

strategy was convenience sampling. The participants were recruited as they exited the 

PHC unit.  

 

3.5. Tool 

 

A structured questionnaire (Appendix 1and 2) was used in the current study. The 

questionnaire was developed by the researcher. It was designed in English, and was 

translated to Arabic to be used with the survey participants. There was back 

translation to ensure that the original meaning was retained. The questionnaire 

consisted of six main sections, namely, personal information which included 

demographic and socio-economic characteristics of participants, awareness regarding 

the ongoing transformation process, the perception and satisfaction toward this 

process, the actual status of implementation of the FHM, the acceptability of the 

implemented model and the recommendations for improving the health services.  
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3.6 Key Constructs 

 

Patient satisfaction with health service can be defined as the degree of congruency 

between a patient’s expectations of ideal care and his/her perception of the real care 

he/she receives (Aragon and Gesell, 2003 in Ahmad and Siraj ud Din, 2010), and is 

regarded as an assessment of its quality (Donabedian, 1980 in Dyer, et al., 2016). In 

the structured questionnaire there were 8 questions to assess patient satisfaction. 

These questions are in the third section of the questionnaire (questions 14 to 21) and 

assess the satisfaction with buildings, equipment/supplies, types of services provided, 

staff, quality of services, drugs, fees and referral system. A scoring system was used 

to determine an overall satisfaction of the participants toward the FHU. For each 

question, there were three answers; satisfied, do not know and unsatisfied which were 

scored 2, 1, and 0 respectively. An average score over the 8 questions was then 

calculated, with a minimum of 0 and a maximum of 2. 

 

Acceptability can be defined as “conformity to the wishes, desires and expectations of 

patients and responsible members of their families” (Donabedian, 2003 in Dyer, et al., 

2016), and it includes the service's legitimacy or social acceptability (Dyer, et al., 

2016). In the structured questionnaire there were 6 questions to assess acceptability. 

These questions were in the fifth section of the questionnaire (questions 31 to 36) and 

assess acceptability of accessibility, fees, meeting needs, quality, referral and drugs. A 

scoring system was used to determine an overall acceptability of the participants 

toward the FH model. For each question, there were two answers; acceptable and not 

acceptable which were scored 1 and 0 respectively. An average score over the 6 

questions was then calculated, with a minimum of 0 and a maximum of 1. 

 

Quality of health care is "the degree to which health services for individuals and 

populations increase the likelihood of desired health outcomes and are consistent with 

current professional knowledge. . ." (Lohr, 1990 in Ransom et al., 2008), and it has to 

be "safe, effective, efficient, timely, patient centered, and equitable" (IOM, 2001 in 

Ransom et al., 2008). In this study, quality of care was measured from the perspective 

of the participants, that is, it was their perception of quality of care. It was assessed by 

directly asking participants in question number 38 about their opinion regarding the 

quality of health care provided by the FHU. 
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Accessibility is defined as the “degree to which individuals and groups are able to 

obtain needed services” (IOM, 1993 in Ransom et al., 2008). In this study, 

accessibility of care was measured from the perspective of the participants, that is, it 

was their perception of accessibility of care. It was assessed by directly asking 

participants in question number 37 about their opinion regarding the accessibility of 

the services provided by the PHC/FHU. 

 

3.7. Data Collection 

 

Four research assistants, three females and one male with social sciences background, 

were trained on the necessary knowledge and skills needed to implement the 

questionnaire. The training of the research assistants on the study questionnaire was 

conducted over three days in the Egyptian Association for Collective Rights in 

Wardan Village. The content of the training days included an introduction and 

explanation of the subject and the objectives of the study and the role of the research 

assistants. Furthermore, it included a detailed explanation of the questions of the study 

tool and interviewing the participants. This was followed by the implementation of 

the pilot study. The research assistants interviewed the study participants after they 

exited the PHC/FHU. The study was implemented during the second half of 2015. 

 

3.8. Validity and Reliability 

 

Face validity of the current study tool was strengthened by having the tool reviewed 

by the study supervisor and an Egyptian professor of community medicine who 

confirmed that the tool was measuring what it is supposed to measure. Content 

validity was strengthened by basing the tool on the content areas which are common 

to most patient satisfaction surveys. 

 

Reliability of the current study was improved through forward and back translation of 

the questionnaire between English and Arabic. Reliability was further enhanced by 

implementing a pilot phase which included 20 respondents, for testing the 

applicability and the consistency of the study questionnaire along with checking for 

and removing ambiguity in the questions, and training research assistants in its use. 

According to the results of the pilot phase, minor modifications were made to the 
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wording of the questionnaire. The results of the pilot phase of the study were not 

added to the final study results.  

 

3.9. Generalisability  

 

The current study was intended to give a preliminary idea regarding the acceptability 

of the FHM in the rural Egyptian areas. Due to the similarity of the circumstances 

between the study site and many other rural areas in Egypt, the results may be 

indicative of patient satisfaction in similar sites which have implemented the FHM to 

the same extent. Also, the study was intended as an exploratory study to inform wider 

scale studies and policy makers. 

 

3.10. Analysis 

 

Data entry and statistical analysis were done using SPSS 20.0 (IBM, 2011) statistical 

software package. Data were presented using descriptive statistics in the form of 

frequencies and percentages for categorical variables, and means and standard 

deviations and medians and interquartile ranges for quantitative variables. 

Quantitative continuous data were compared using the non-parametric Mann-Whitney 

test, in case of comparing two groups, or Kruskal-Wallis test in case of comparing 

more than two groups. Qualitative categorical variables were compared using chi-

square test. Whenever the expected values in one or more of the cells in a 2x2 tables 

was less than 5, Fisher exact test was used instead. In larger than 2x2 cross-tables, no 

test could be applied whenever the expected value in 10% or more of the cells was 

less than 5. Spearman rank correlation was used for assessment of the inter-

relationships among quantitative variables and ranked ones. Statistical significance 

was considered at p-value <0.05. 

 

Analyzing the open ended questions included thorough reading of the respondents' 

answers, picking up the emerging themes from the answers, formulating the emerging 

themes, revising the answers, refining and finalizing the themes, giving code numbers 

to the themes (categories), and coding the answers according to the final themes 

(categories). 
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3.11. Ethical Considerations 

 

The approval of the UWC Ethics Committee for undertaking the study was obtained 

after an application for ethics was submitted to the committee. Participation in the 

current study was on total voluntary basis for the adults of Wardan village who 

received health services from the PHC/FHU. There was an information sheet 

explaining all details regarding the study including the benefits, the risks, and the 

voluntary basis for participation and assuring the confidentiality. This sheet was 

available in Arabic for the participants to read (Participant Information Sheet, 

Appendix 3 and 4). Also, there was an informed consent to be signed by those who 

agreed to participate in the study (Informed Consent, Appendix 5 and 6). There was 

no anticipated harm from this study and withdrawal was guaranteed at any time. The 

identities of the participants were kept confidential, the questionnaires were marked 

by a unique identifier number and no names will be used in any reports related to the 

study.  

 

After finalization of the current study, the Egyptian Association for Collective Rights 

is planning to present the study results and recommendations to the relevant 

stakeholders to discuss them and investigate their applicability. 
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Chapter 4. Results 

 

The results of the current study will be presented according to the main sections of the 

questionnaire which are: personal information which included demographic and 

socio-economic characteristics of participants, awareness regarding the ongoing 

transformation process, the perception and satisfaction toward this process, the actual 

status of implementation of the FHM, the acceptability of the implemented model and 

the recommendations for improving the health services. This will be followed by the 

relations between the different variables of the study. 410 individuals were 

approached, with the exclusion of the 20 participants of the pilot phase; the response 

rate will be 91.5%, i.e. 357 respondents of 390 approached. 

 

Table 1: Socio-demographic characteristics of participants in the study sample 

(n=357) 

 Frequency Percent 

Age:   

<30 161 45.1 

  30-<40 122 34.2 

  40+ 74 20.7 

Range 18.0-65.0 

Mean±SD 32.6±8.7 

Median 30.0 

Gender:   

Male 3 0.8 

Female 354 99.2 

Educational level:   

Illiterate 19 5.3 

Read/write 18 5.0 

Basic 84 23.5 

Intermediate 114 31.9 

University 122 34.2 

Marital status:   

Single 6 1.7 

Married 325 91.0 

Divorced 11 3.1 

Widow 15 4.2 

Job status:   

Working 296 82.9 

Not Working 61 17.1 
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Table (1) shows the socio-demographic characteristics of the study sample. It shows 

that half of the sample is less than 30 years old. Most of the sample is females 

(99.2%), married (91%), and working (82.9%). It also shows that illiteracy among 

participants is only (5.3%) and more than quarter of the sample (28.5%) can read and 

write or having only basic education and the around two thirds (66.1%) is either 

having intermediate or university education. 

 

Table 2: Utilization of PHC/FHU services as reported by participants in the study 

sample (n=357) 

 Frequency Percent 

Previously used PHC/FHU:   

No 4 1.1 

Yes 353 98.9 

 

Table 3: Duration of use and PHC/FHU services utilized by participants in the study 

sample (n=353) 

 Frequency Percent 

Duration of use (years):   

<1 22 6.2 

  1-<5 149 42.2 

  5+ 182 51.6 

Range 0.0-45.0 

Mean±SD 7.0±7.1 

Median 5.00 

Services used:   

ANC 305 86.4 

General practitioner 78 22.1 

Vaccination 324 91.8 

Pediatrics 134 38.0 

Emergency 2 0.6 

   Total number of services used:   

 Range 1.0-4.0 

 Mean±SD 2.4±0.9 

 Median 2.00 

 

Table (2) and table (3) illustrate the pattern of utilization of the PHC/FHU by the 

participants. It shows that half of the participants have used the unit for less than 5 

years and for two types of health services only. The most used service was the 

vaccination (91.8%), followed by the ANC (86.4%), and then the pediatrics (38%), 

the GP (22.1%), and finally the least used service was the Emergency (0.6%). 
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Table 4: Awareness of transformation of PHC unit to family health unit (FHU) 

among participants (n=353) 

 Frequency Percent 

Heard about transformation of PHC unit to family health 

unit 

  

No 298 84.4 

Yes 55 15.6 

   Perception of this change (n=55):
@

   

 Each family has a medical file 11 20.0 

 Provision of care to all family members 12 21.8 

 Availability of vaccines for family 1 1.8 

 Improvement of the quality of care 7 12.7 

 Emergency services 1 1.8 

 Follow-up of pregnant till labor and child care 1 1.8 

 Availability of new equipment and supplies 2 3.6 

Noticed changes in the unit:   

No 216 61.2 

Yes 137 38.8 

   Changes (n=137):
@

    

 Buildings renewed 132 96.4 

 Adding new buildings 125 91.2 

 New equipment 51 37.2 

 More added services 1 0.7 

 Less services 133 97.1 

 Increased number of staff 134 97.8 

 Decreased number of staff 1 0.7 

 Better treatment by staff 103 75.2 

 Worse treatment by staff 7 5.1 

 Better quality of service  131 95.6 

 Worse quality of service  5 3.6 

 Increased drugs dispensed 113 82.5 

 Decreased drugs dispensed 19 13.9 

 Paying more fees for drugs 1 0.7 

 Paying less fees for drugs 108 78.8 

 Less lab tests 38 27.7 

 More lab tests 89 65.0 

 More lab fees 0 0.0 

 Less lab fees 122 89.1 

 Paying more fees for service 1 0.7 

 Paying less fees for service 135 98.5 

 Better referral services  33 24.1 

 Worse referral services  26 19.0 

 Other:   

  Various specialties available 1 0.7 

  Emergency services 2 1.5 

  Dispensing subsidized formula (artificial milk 

for babies) 

1 0.7 

@
 Not mutually exclusive 
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Table (4) depicts the awareness of the study sample towards the change from PHC to 

the FHM. It shows that only 15.6% of the participants are aware of this change. The 

perception of the aware participants towards this change included different 

explanations. The most common explanations were; this change means "provision of 

care to all family members" (21.8%), followed by "each family has a medical file" 

(20%) and finally "improvement of the quality of care" (12.7%). 

 

As for the changes noticed in the FHU, only 38.8% of the participants reported 

observing changes in the FHU. Most common reported changes were; paying less for 

the services (98.5%), increased number of staff (97.8%), less services (97.1%), 

renewing buildings (96.4%), better quality of service (95.6%), and adding new 

buildings (91.2%). 
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Table 5: Participants’ satisfaction with the current family health unit (n=353) 

 

Satisfactory Do not Know Unsatisfactory  Score (max=2) 

No. % No. % No. % Mean SD Median 
Quartiles 

1
st
 3

rd
 

Buildings 282 79.9 0 0.0 71 20.1 1.60 0.80 2.00 2.00 2.00 

Equipment/supplies 140 39.7 22 6.2 191 54.1 0.86 0.96 0.00 0.00 2.00 

Types of services provided 338 95.8 1 0.3 14 4.0 1.92 0.39 2.00 2.00 2.00 

Staff 318 90.1 0 0.0 35 9.9 1.80 0.60 2.00 2.00 2.00 

Quality of services 331 93.8 2 0.6 20 5.7 1.88 0.47 2.00 2.00 2.00 

Drugs 308 87.3 22 6.2 23 6.5 1.81 0.54 2.00 2.00 2.00 

Fees 352 99.7 1 0.3 0 0.0 2.00 0.05 2.00 2.00 2.00 

Referral system 120 34.0 180 51.0 53 15.0 1.19 0.67 1.00 1.00 2.00 

 Overall average score       1.61 0.36 1.63 1.50 1.88 

 

Table (5) describes the participants' satisfaction with the different aspects of the 

current FHU. It shows that the most satisfying aspect of the FHU is the fees (99.7%) 

followed by the types of services provided (95.8%), while the least satisfying aspect is 

the referral (34%) followed by the equipment and supplies (39.7%). The overall 

average satisfaction is 80.5%±18%. (Score: 1.61±0.36). 

 

Table 6: Participants’ satisfaction with the different health service providers (n=353) 

Effectiveness of: 

Satisfactory Do not Know Unsatisfactory  Score (max=2) 

No. % No. % No. % Mean SD Median 
Quartiles 

1
st
 3

rd
 

Old PHC unit 126 35.7 156 44.2 71 20.1 1.16 0.73 1.00 1.00 2.00 

Other local governmental settings 302 85.6 5 1.4 46 13.0 1.73 0.68 2.00 2.00 2.00 

Governmental settings in general 111 31.4 7 2.0 235 66.6 0.65 0.93 0.00 0.00 2.00 

Local non-governmental settings 324 91.8 19 5.4 10 2.8 1.89 0.39 2.00 2.00 2.00 

 

Table (6) illustrates the participants' satisfaction with the different health service 

providers.  Satisfaction with the old PHC unit was low (35.7%), and it was higher for 

non-governmental than local governmental services (91.8% versus 85.6%). The 

governmental settings in general had a very low satisfaction (31.4%).  

 

 

 

 



 

 

34 

Table 7: Characteristics of the services provided to participants through 

implementation of the family health model (n=353) 

 Frequency Percent 

Have a file in the family health unit:   

No 34 9.6 

Yes 319 90.4 

   If Yes (n=319): Do staff use the file   

 No 1 0.3 

 Yes 318 99.7 

Dispensing drugs:   

Part from unit and part from outside 323 91.5 

All from unit 24 6.8 

All from outside 6 1.7 

Laboratory services:   

Part in unit and part outside 254 72.0 

All in unit 50 14.2 

All outside 49 13.9 

Had referral before: 16 4.2 

 Referral was to hospitals 16 100.0 

 Referral was successful 9 56.3 

 

Table (7) illustrates the different aspects of the implementation of the FHM. Most 

participants (90.4%) reported having a medical file, and 99.7% of those said that the 

staff used the file when they visited the unit. Further, most participants (91.5%) 

reported accessing their medications in part from the unit and in part from external 

providers. The same pattern is repeated for the lab investigations (72%) but more 

participants accessing all investigations inside the unit (14.2% for the investigations 

and 6.8% for the medications). Very few participants reported having referral (4.2%) 

but this was successful in only around half of the cases (56.3%). 
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Table 8: Participants’ acceptance of the family health model (n=353) 

 

Acceptable Not acceptable  Score (max=1) 

No. % No. % Mean SD Median 
Quartiles 

1
st
 3

rd
 

Accessibility  347 98.3 6 1.7 0.98 0.13 1.00 1.00 1.00 

Fees 353 100.0 0 0.0 1.00 0.00 1.00 1.00 1.00 

Meeting family needs 307 87.0 46 13.0 0.87 0.34 1.00 1.00 1.00 

Quality 340 96.3 13 3.7 0.96 0.19 1.00 1.00 1.00 

Referral 171 48.4 129 36.5 0.57 0.50 1.00 0.00 1.00 

Drugs 314 89.0 29 8.2 0.92 0.28 1.00 1.00 1.00 

 Overall average score (max=100)     88.26 16.78 100.00 83.33 100.00 

 

Table (8) describes the participants' acceptance for the FHM. It reveals that the 

overall average acceptance of the FHM is 88.3%. It also shows that the most accepted 

aspect of the FHM is the fees (100%) followed by the accessibility of services 

provided (98.3%), and the quality (96.3%). The least accepted aspect is the referral 

(48.4%). 

 

Table 9: Participants’ perceptions regarding accessibility and quality of the services 

provided by the family health unit (n=353) 

 Frequency Percent 

Think family health unit services are accessible:    

No   22 6.2 

Yes 331 93.8 

   Suggestions for better accessibility:
@

   

 24-hour service 48 13.6 

 Regular staff attendance 7 2.0 

 Acceptable fees 7 2.0 

 Renovation 17 4.8 

 Better treatment by staff 3 0.8 

 Respond to community needs 1 0.3 

 Emergency services 1 0.3 

Think family health unit provides quality services:    

No 71 20.1 

Yes 282 79.9 

   Suggestions for better quality:
@

   

 Improvement of quality 25 7.1 

 Provision of all drugs  94 26.6 

 Improve setting to avoid referrals 11 3.1 

 Easy referral 36 10.2 

 Health/patient education 6 1.7 

 First aid/emergency services 2 0.6 

 More specialties 2 0.6 
@Not mutually exclusive 

 

 

 

 

 



 

 

36 

Table (9) describes the participants' points of view regarding the accessibility of the 

FHU. It shows that most participants (93.8%) think that the unit is accessible. Main 

recommendations for improving the accessibility include 24-hour service (13.6) and 

renovation (4.8%). Regarding the quality of care, most participants (79.9%) think that 

family health unit provides quality services. Their suggestions for better quality 

included provisions of all drugs (26.6%), easy referral (10.2%) and more 

improvement of quality (7.1%). 

 

Table 10: Participants’ preferences of the setting to get service (n=353) 

 Frequency Percent 

Prefer getting service at family health unit:    

No 192 54.4 

Yes 161 45.6 

   Reasons:
@

   

 Better care 4 1.9 

 Provide for all needs 29 13.8 

 New equipment 3 1.4 

 Good clinical examination 3 1.4 

 Availability of all specialties 48 22.9 

 According to patient illness 28 13.3 

 Lower costs 71 33.8 

 Good diagnosis 8 3.8 

 Working hours 16 7.6 

Prefer getting service at other settings:    

No 129 36.5 

Yes 224 63.5 

   Reasons:
@

   

 Better care 81 18.9 

 New equipment 122 28.5 

 Good clinical examination 56 13.1 

 Availability of all specialties 57 13.3 

 According to patient illness 28 6.5 

 Lower costs 50 11.7 

 Good diagnosis 20 4.7 

 Provide for all needs 10 2.3 

 Overcrowding in family health centers 4 0.9 
@Not mutually exclusive 

 

Table (10) shows the preferences of the participants of the study for getting the health 

services. Slightly less than half of the participants (45.6%) prefer getting a service at 

family health unit. The reasons these participants mentioned to justify their choice 

include mainly lower costs of the service (33.8%), availability of specialties (22.9%), 

providing what they need (13.8%). Around two thirds of the participants (63.5%) 
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prefer getting health services at other settings. Their reasons include new equipment 

(28.5%), better care (18.9%), availability of all specialties (13.3%) and good clinical 

examination (13.1%). 

 

Table 11: Participants’ recommendations for improvement of the family health unit 

(n=353) 

 Frequency Percent 

Recommendations for improvement:
@

   

Better clinical examination 38 10.8 

Better care 40 11.3 

More specialties 134 38.0 

Operations/labor room 179 50.7 

Incubators 24 6.8 

Ambulance 123 34.8 

Good diagnosis 16 4.5 

Use of recent technology in diagnosis 124 35.1 

More working hours 24 6.8 

Follow-up 3 0.8 

Availability of drugs 37 10.5 

Health/patient education 5 1.4 

Link to local hospitals 9 2.5 

Better lab services 11 3.1 

Better referral system 3 0.8 

To be like centers affiliated to NGOs 12 3.4 

Blood bank 22 6.2 
@Not mutually exclusive 

 

Table (11) illustrates the recommendations of the study participants for improving the 

family health unit. The most common recommendations suggest adding new services 

such as operations/labor room (50.7%), more specialties (38.0%), and use of recent 

technology in diagnosis (35.1%). Others include ambulance (34.8%), better care 

(11.3%), better clinical examination (10.8%), and availability of medications (10.5%). 
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Table 12: Relation between participants’ awareness of the transformation of PHC 

unit to family health unit and their socio-demographic characteristics  

 

Aware 

X
2 

test p-value No Yes 

No. % No. % 

Age:       

<30 131 82.4 28 17.6   

  30-<40 104 85.2 18 14.8 1.08 0.58 

  40+ 63 87.5 9 12.5   

Gender:       

Male 0 0.0 3 100.0   

Female 298 85.1 52 14.9 Fisher 0.004* 

Educational level:       

Illiterate 19 100.0 0 0.0   

Read/write 17 100.0 0 0.0   

Basic 74 89.2 9 10.8 12.20 0.02* 

Intermediate 93 83.0 19 17.0   

University 95 77.9 27 22.1   

Marital status:       

Single 3 75.0 1 25.0   

Married 276 84.9 49 15.1 -- -- 

Divorced/widow 19 79.2 5 20.8   

Job status:       

Working 256 87.7 36 12.3   

Unemployed 42 68.9 19 31.1 13.59 <0.001* 

Duration of use (years):       

<1 19 86.4 3 13.6   

  1-<5 125 83.9 24 16.1 0.10 0.95 

  5+ 154 84.6 28 15.4   
(*) Statistically significant at p<0.05  (--) Test result not valid 
 

Table (12) illustrates the relationship between the socio-demographic characteristics 

of the participants and their awareness with the transformation of the health unit. It 

reveals that there is significant difference in awareness of the change indicating that 

awareness is more among females (p=0.004), those having more education (p=0.02), 

and those with working status (p<0.001). 
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Table 13: Relation between participants’ having a file in the family health unit and 

their socio-demographic characteristics  

 

Have a medical file 

X
2 

test p-value No Yes 

No. % No. % 

Age:       

<30 8 5.0 151 95.0   

  30-<40 10 8.2 112 91.8 17.27 <0.001* 

  40+ 16 22.2 56 77.8   

Gender:       

Male 2 66.7 1 33.3   

Female 32 9.1 318 90.9 Fisher 0.03* 

Educational level:       

Illiterate 4 21.1 15 78.9   

Read/write 1 5.9 16 94.1   

Basic 7 8.4 76 91.6 3.70 0.45 

Intermediate 12 10.7 100 89.3   

University 10 8.2 112 91.8   

Marital status:       

Single 2 50.0 2 50.0   

Married 22 6.8 303 93.2 38.85 <0.001* 

Divorced/widow 10 41.7 14 58.3   

Job status:       

Working 22 7.5 270 92.5   

Unemployed 12 19.7 49 80.3 8.54 0.003* 

Duration of use (years):       

<1 8 36.4 14 63.6   

  1-<5  10 6.7 139 93.3 19.67 <0.001* 

  5+  16 8.8 166 91.2   
(*) Statistically significant at p<0.05 
 

Table (13) illustrates the relationship between the socio-demographic characteristics 

of the participants and their having a file in the health unit. It reveals that having a 

medical file is associated with young age (p<0.001), females (p=0.03), married or 

previously being married (p<0.001), working participants (p=0.003), and more years 

of utilization (p<0.001). 
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Table 14: Relation between participants’ perceptions of the accessibility of the family 

health unit services and their socio-demographic characteristics  

 

Accessible 

X
2 

test 
p-

value 
No Yes 

No. % No. % 

Age:       

<30 13 8.2 146 91.8   

  30-<40 6 4.9 116 95.1 1.91 0.38 

  40+ 3 4.2 69 95.8   

Gender:       

Male 1 33.3 2 66.7   

Female 21 6.0 32.9 94.0 Fisher 0.18 

Educational level:       

Illiterate 1 5.3 18 94.7   

Read/write 1 5.9 16 94.1   

Basic 3 3.6 80 96.4 4.32 0.36 

Intermediate 5 4.5 107 95.5   

University 12 9.8 110 90.2   

Marital status:       

Single 0 0.0 4 100.0   

Married 21 6.5 304 93.5 0.47 0.79 

Divorced/widow 1 4.2 23 95.8   

Job status:       

Working 17 5.8 275 94.2   

Unemployed 5 8.2 56 91.8 Fisher 0.56 

Duration of use (years):       

<1 2 9.1 20 90.9   

  1-<5 7 4.7 142 95.3 1.17 0.56 

  5+ 13 7.1 169 92.9   

 

Table (14) illustrates the relationship between the socio-demographic characteristics 

of the participants and their perceptions of the accessibility of the health services in 

the family health unit. It shows that perceptions of the accessibility of the FHU were 

not significantly associated with socio-demographic characteristics. 
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Table 15: Relation between participants’ perceptions upon the quality of the family 

health unit services and their socio-demographic characteristics  

 

Quality service 

X
2 

test 
p-

value 
No Yes 

No. % No. % 

Age:       

<30 33 20.8 126 79.2   

  30-<40 26 21.3 96 78.7 0.68 0.71 

  40+ 12 16.7 60 83.3   

Gender:       

Male 2 66.7 1 33.3   

Female 69 19.7 281 99.6 Fisher 0.10 

Educational level:       

Illiterate 3 15.8 16 84.2   

Read/write 2 11.8 15 88.2   

Basic 15 18.1 68 81.9   

Intermediate 20 17.9 92 82.1 3.66 0.45 

University 31 25.4 91 74.6   

Marital status:       

Single 1 25.0 3 75.0   

Married 66 20.3 259 79.7 0.24 0.88 

Divorced/widow 4 16.7 20 83.3   

Job status:       

Working 55 18.8 237 81.2   

Unemployed 16 26.2 45 73.8 1.72 0.19 

Duration of use (years):       

<1 5 22.7 17 77.3   

  1-<5 24 16.1 125 83.9 2.58 0.28 

  5+ 42 23.1 140 76.9   

 

Table (15) illustrates the relationship between the socio-demographic characteristics 

of the participants and their perceptions upon the quality of the health services in the 

family health unit. It reveals that perceptions of the quality of the FHU were not 

significantly associated with the socio-demographic characteristics. 
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Table 16: Relation between participants’ preference of getting service at the family 

health unit and their socio-demographic characteristics  

 

Prefer family health unit 

X
2 

test p-value No Yes 

No. % No. % 

Age:       

<30 103 64.8 56 35.2   

  30-<40 66 54.1 56 45.9 21.55 <0.001* 

  40+ 23 31.9 49 68.1   

Gender:       

Male 2 66.7 1 33.3   

Female 190 54.3 160 45.7 Fisher 1.00 

Educational level:       

Illiterate 5 26.3 14 73.7   

Read/write 2 11.8 15 88.2   

Basic 22 26.5 61 73.5 76.46 <0.001* 

Intermediate 66 58.9 46 41.1   

University 97 79.5 25 20.5   

Marital status:       

Single 0 0.0 4 100.0   

Married 179 55.1 146 44.9 4.83 0.09 

Divorced/widow 13 54.2 11 45.8   

Job status:       

Working 146 50.0 146 50.0   

Unemployed 46 75.4 15 24.6 13.13 <0.001* 

Duration of use (years):       

<1 12 54.5 10 45.5   

  1-<5 95 63.8 54 36.2   

  5+ 85 46.7 97 53.3 9.61 0.008* 
(*) Statistically significant at p<0.05 
 

Table (16) illustrates the relationship between the socio-demographic characteristics 

of the participants and their preference in getting the health services in the family 

health unit or in other facilities (private or NGO). It reveals that older respondents 

(p<0.001), and those with less education (p<0.001), working status (p<0.001) and 

more years of utilization (p=0.008) prefer getting health services at the FHU. 
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Table 17: Relation between participants’ preference of getting service in another 

setting and their socio-demographic characteristics  

 

Prefer other settings 

X
2 

test p-value No Yes 

No. % No. % 

Age:       

<30 44 27.7 115 72.3   

  30-<40 43 35.2 79 64.8 20.23 <0.001* 

  40+ 42 58.3 30 41.7   

Gender:       

Male 1 33.3 2 66.7   

Female 128 36.6 222 63.4 Fisher 1.00 

Educational level:       

Illiterate 13 68.4 6 31.6   

Read/write 12 70.6 5 29.4   

Basic 54 65.1 29 34.9 79.93 <0.001* 

Intermediate 36 32.1 76 67.9   

University 14 11.5 108 88.5   

Marital status:       

Single 2 50.0 2 50.0   

Married 117 36.0 208 64.0 0.63 0.73 

Divorced/widow 10 41.7 14 58.3   

Job status:       

Working 118 40.4 174 59.6   

Unemployed 11 18.0 50 82.0 10.90 0.001* 

Duration of use (years):       

<1 7 31.8 15 68.2   

  1-<5 40 26.8 109 73.2 11.94 0.003* 

  5+ 82 45.1 100 54.9   
(*) Statistically significant at p<0.05 
 

Table (17) illustrates the relationship between the socio-demographic characteristics 

of the participants and their preference in getting the health services in other settings 

than the family health unit. It reveals that younger respondents (p<0.001), and those 

with more education (p<0.001), unemployed status (p=0.001) and less years of 

utilization (p=0.003) prefer getting health services in other settings rather than the 

FHU. 
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Table 18: Relation between participants’ scores of satisfaction with the family health 

unit and their socio-demographic characteristics  

 
Mean±SD Median 

Kruskal 

Wallis test 
p-value 

Age:     

<30 1.6±0.4 1.63   

  30-<40 1.6±0.3 1.63 7.69 0.02* 

  40+ 1.7±0.4 1.75   

Gender:     

Male 1.3±0.5 1.50   

Female 1.6±0.4 1.63 U=1.37 0.24 

Educational level:     

Illiterate 1.7±0.2 1.75   

Read/write 1.6±0.5 1.88   

Basic 1.7±0.4 1.75 24.79 <0.001* 

Intermediate 1.6±0.4 1.75   

University 1.5±0.3 1.50   

Marital status:     

Single 0.9±0.8 1.19   

Married 1.6±0.3 1.75 7.44 0.02* 

Divorced/widow 1.5±0.5 1.69   

Job status:     

Working 1.6±0.4 1.75   

Unemployed 1.6±0.3 1.50 U=7.34 0.007* 

Duration of use (years):     

<1 1.3±0.4 1.38   

  1-<5 1.7±0.3 1.75 16.47 <0.001* 

  5+ 1.7±0.3 1.75   
(*) Statistically significant at p<0.05  (U) Mann-Whiney test 

 

Table (18) illustrates the relationship between participants’ scores of satisfaction with 

the family health unit and their socio-demographic characteristics. It reveals that more 

satisfaction is associated with older age (p=0.02), less education (p<0.001), being or 

was married (p=0.02), working status (p=0.007), and more years of using the units 

(p<0.001). 
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Table 19: Relation between participants’ scores of acceptability of the family health 

model and their socio-demographic characteristics  

 

Mean±SD Median 

Kruskal 

Wallis 

test 

p-value 

Age:     

<30 88.1±17.5 100.00   

  30-<40 87.6±13.7 83.30 4.32 0.12 

  40+ 89.5±19.7 100.00   

Gender:     

Male 77.8±19.2 66.70   

Female 88.3±16.8 100.00 U=1.59 0.21 

Educational level:     

Illiterate 90.2±14.1 100.00   

Read/write 91.5±23.8 100.00   

Basic 90.7±17.2 100.00 28.65 <0.001* 

Intermediate 89.8±17.4 100.00   

University 84.4±14.5 83.30   

Marital status:     

Single 57.8±45.3 81.65   

Married 89.2±14.2 100.00 6.07 0.048* 

Divorced/widow 83.6±26.9 91.65   

Job status:     

Working 88.7±17.6 100.00   

Unemployed 85.9±11.9 83.30 U=8.02 0.005* 

Duration of use (years):     

<1 84.5±16.2 83.30   

  1-<5 90.3±12.8 100.00 2.98 0.23 

  5+ 89.0±14.5 100.00   
(*) Statistically significant at p<0.05  (U) Mann-Whiney test 

 

 

Table (19) illustrates the relation between participants' scores of acceptability of the 

family health model and their socio-demographic characteristics. It reveals that higher 

score of acceptability is associated with less education (p<0.001), being or have been 

married (p=0.048), and with working status (p=0.005). 
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Table 20: Correlation matrix of satisfaction with and acceptability of the FHM scores 

and certain participants’ characteristics 

 

 
Spearman's rank correlation coefficient 

Satisfaction Acceptance 

Age 0.08 0.00 

Education level -.252** -.254** 

Years of service utilization  .150** 0.07 

 (**) Statistically significant at p<0.01 
 

Table (20) illustrates the correlation between age, educational level and years of 

service utilization of the participants and satisfaction and acceptance scores. It reveals 

that there is statistically significant negative correlation between level of education 

and satisfaction (r=-.252, p<0.01), and acceptance (r=-.254, p<0.01). Also, there is 

positive statistically significant correlation between years of service utilization and 

satisfaction (r=.150, p<0.01).  
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Chapter 5. Discussion 

 

5.1. Discussion 

 

The aim of the current study was to determine the acceptability of the FHM that 

replaces PHC as currently implemented in Wardan Village, Giza, Egypt. This 

transformation is a part of the overall umbrella: health system reform in Egypt. The 

FHM is a cornerstone of the HSRP so it is highly important to explore people's 

satisfaction with and acceptability of the model. 

 

Results of the study regarding the pattern of utilization of the PHC/FHU revealed that 

the main users of the PHC/FHU are the females and their children. Most of the sample 

is females (99.2%), married (91%), and working (82.9%). Investigating the 

educational level of the participants has showed that illiteracy among participants is 

only (5.3%) and more than quarter of the sample (28.5%) can read and write or 

having only basic education and the around two thirds (66.1%) is either having 

intermediate or university education. This predominance of women in utilizing the 

PHC/FHU has also been observed by other similar studies in Egypt - Gadallah, et al., 

2010. This refers, in part, to the notion that many Egyptians prefer the specialized 

doctor and not the GP. Metwally (2014) has shown that 53% of her study sample in 

urban PHC units and 23% in the rural settings, in Alexandria and Sohag Governorates 

of Egypt, preferred to be examined by a specialist. It may be that people in the study 

village equate PHC/FHU with services which are promoted strongly by the public 

sector, such as ANC, vaccinations and pediatrics, which are the same most used 

services by the participants in the current study (91.8% for vaccination, 86.4% for 

ANC, 38% for pediatrics), while men and women prefer to access specialists in 

private, or NGOs facilities (or, in the case of governmental employees, HIO 

polyclinics) for other services. The availability of specialist health services in Wardan 

village makes this possible. Another factor which potentially restricts men’s use of the 

PHC/FHU is the limited working hours (early morning to shortly after noon) which 

overlaps with working hours (Gadallah et al., 2003). However, working places, 

especially governmental ones in the rural areas, are more malleable with women 

allowing them to go to the unit during working hours whether for themselves or for 
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their children especially women who are breastfeeding their children as they have a 

one-hour daily legal break for breastfeeding during the 24 months following the birth 

of the child (Geneva Infant Feeding Association-GIFA, et al., 2013).  

 

The services provided through the current FHU, as perceived and reported by the 

participants regarding the types of services they used, are the basic health services 

which were provided through the PHC network of units and centers (ANC, 

vaccination, pediatrics, GP and Emergency). The range of provided health services 

through the PHC facility depends on many factors; for example, it increases when the 

facility is an urban center more than being a rural unit
1
. Also, service increases with 

the availability of providing physicians whether they are general practitioners, family 

medicine physicians, dentists, dermatologists, or ophthalmologists. Sometimes, 

especially in rural areas and in Upper Egypt, even the main family physician or the 

general practitioner who is responsible for running the unit is not available which 

restricts to a great extent what the unit can offer. Another main factor playing a great 

role in the availability of physicians and subsequently the provided health services is 

the financial factor. When the physicians feel that they are adequately compensated 

they will be available at the unit, otherwise they will search for other work places, 

mainly the private facilities. The FHM tried to deal with this issue through some 

mechanisms such as the copayments and the pay for performance but both 

mechanisms did not continue the planned pathway and faced multiple difficulties (El 

Saharty et al., 2010; World Bank, 2010). 

 

Clients who participated in the current study had a low awareness of the 

transformation of the health unit to FHU in 2008. Only 15.6% of the participants were 

aware that the PHC unit had transformed to a FHU utilizing a FHM of service 

provision. The higher number that is aware of the transformation is among females 

(p=0.004), those having formal education (p=0.02), and those with working status 

(p<0.001). This may be because half of the sample indicated that they had used the 

health unit for less than 5 years, whereas the change had occurred 7 years before the 

implementation of the study. Another possible reason is that people are less concerned 

                                                 
1
The family health unit (FHU) is located in the rural areas with a catchment area of 1000-1200 families 

per doctor whereas the family health center (FHC) is an urban facility with a catchment area of 4000 to 

20000 families (El Rabbat and Bossert, 2012). 
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with the model of services than they are with who runs the facility and what type of 

services it provides. In the study by Metwally (2014) which was implemented in two 

sites, urban and rural, the percentage of knowledge of the new system, the FHM, in 

the rural one was 28% which is higher than that of the current study but can be 

considered as a low percentage too. This percentage was increased in the urban site of 

the same study to 68% due to informing the patients about the new system by the staff 

of the unit (Metwally, 2014). 

 

The current study revealed that the average total satisfaction with the PHC/FHU of 

the study participants was 80.5%. Comparing this with other studies showed that there 

are some variations among the users of the PHC units regarding the scores of overall 

satisfaction of the PHC unit whether reformed or not, accredited or not, in Egypt or in 

other countries. The FHU of the current study is considered reformed but not 

accredited. Polluste et al. (2004) have tested the acceptability and satisfaction of a 

new family doctor-led PHC system after five years of implementation of the reform in 

Estonia and found 87% satisfaction score with the family doctor. Salem (2010) found 

an overall satisfaction of 76.9% and 70.7% for urban and rural PHC units respectively 

in a province in Saudi Arabia. In a study conducted by Gadallah et al., (2003) 

including primary health care centers in two sites in Egypt, the overall satisfaction 

with the health care provided was 97.7%. Gadallah et al., (2010) has showed that 

overall patients' satisfaction for the reformed and accredited FHU was 94.8% 

compared with 72.7% for the non-reformed PHC units. Another study by Al Tehewy 

et al. (2009) concerning the contracted health units affiliated to the non-governmental 

organizations has shown that the overall patients' satisfaction regarding the accredited 

units was 90.4% compared to 79.5% for the non-accredited. Because of differences in 

settings, methodologies and tools used across these different studies it is not possible 

to do direct comparisons, thought one may argue that these results suggest that the 

reformed health units get better appreciation and satisfaction than the old PHC ones, 

and this satisfaction increases when these units becomes accredited. Nevertheless, the 

relation between accreditation and satisfaction is controversial as some studies found 

positive relationship between accreditation and satisfaction and others did not whether 

in hospitals or in PHC units. A review done by Almasabi et al., (2014) for patient 

satisfaction studies from different countries, such as Egypt, US, UK, France, Ireland, 

Saudi Arabia, Australia, found that the existing literature provides no clear evidence 
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that the accreditation improves satisfaction. This may refer to the notion that the 

accreditation is focusing on structure and process not the outcome making its target 

not visible to patients (Almasabi et al., 2014). 

 

The relationship between the sociodemographic characteristics of the participants and 

their overall satisfaction with the PHC/FHU was investigated by the current study. 

There was statistically significant difference indicating that more satisfaction is 

associated with older age (p=0.02), less education (p<0.001), being or was married 

(p=0.02), working status (p=0.007), and more years of using the unit (p<0.001). There 

is also a statistically significant negative correlation between satisfaction and level of 

education (r=-.252, p<0.01), and statistically significant positive correlation between 

satisfaction and years of utilization (r=.150, p<0.01). The relation of the overall 

satisfaction with the PHC unit and the sociodemographic characteristics showed some 

controversial results across different studies. AlSakkak et al., (2008) showed 

statistically significant relation between the overall satisfaction and older age, and less 

education, but not with gender, marital status, and income or work status. Salem 

(2010) found significant high score of satisfaction with older age and non-employed 

in rural centers and significant less satisfaction with increased level of education. 

Gadallah et al., (2003) found no association between overall satisfaction of the study 

participants and age, gender, educational level or type of service received. Also, 

Metwally (2014) found no relationship between level of satisfaction and gender, 

marital status or age. This discrepancy may be explained by the differences in 

sociodemographic characteristics of the participants in these studies, cultural 

differences, and the differences in the relationship between the local community and 

the health facility. 

 

Regarding the satisfaction with the different health facilities, participants gave higher 

scores of satisfaction for the current FHU than the older PHC unit (80.5% and 35.7% 

respectively), a result supported by the findings of a similar World Bank study (2010). 

This result may refer, in part, to the notion that the process of transformation to the 

FHM requires implementation of some improvements such as training of the staff and 

infrastructure investment. 
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The implementation of the FHM in the PHC unit encompasses the adoption of the 

family medicine concept and family health care with its components such as the 

central role of the family medicine physician, effective referral system, intensive 

training for the staff, infrastructure investment, implementing the registration system 

for the families to keep the medical records in the family folder, the basic benefits 

package (BBP), and the co-payment mechanism. Most of the participants (90.4%) had 

a file in the unit with a statistical difference indicating that having a medical file is 

more among young age (p<0.001), females (p=0.03), married or previously being 

married (p<0.001), and working participants (p=0.003). The majority of the 

participants (91.5%) received their prescribed drugs partly from the unit and partly 

from outside pharmaceutical services. The same applied for the laboratory 

investigations, but with fewer clients (72.0%) needing to have their investigations 

supplemented by external providers. A breakdown of the components of services that 

clients were satisfied with shows that while there was high satisfaction with the fees 

(99.7%), types of services offered (95.8%), quality of services (93.8%), staff (90.1%) 

and drugs (87.3%), the least satisfying aspects were referral (34%), and equipment 

and supplies (39.7%) reflecting ineffective referral system and outdated or lack of 

equipment and supplies. Results of the other studies conducted in primary health care 

settings in Egypt since 2010 show comparable results with respect to types of services 

and staff (Gadallah et al., 2010; El Gammal, 2014; Abd Allah et al., 2012). While 

satisfaction with medication was high in this current study (87.3%) is has been more 

variable in the other studies with 63.7% satisfaction with the availability of drugs in 

the study by Gaddallah et al., (2003) and only 25% satisfaction with the convenience 

of drugs in the MCH centers (Abd Allah et al., 2012), Hussein and Eid (2014) found 

that (35-74%) of the participants in the study sites, which are two different cities and 

two different villages, are buying drugs from outside the units. Many factors affect the 

supply of medication to the PHC units, such as the MOHP budget allocation for 

medication, medication prices, the availability of locally produced drugs, and the 

availability of the foreign currency to import drugs. These factors, affecting the 

availability of drugs and subsequently participants' satisfaction, can vary considerably 

in each setting and during the time of implementation of these studies. Equipment 

gained a low satisfaction in the current study (39.7%) which is comparable with the 

result obtained by Metwally (2014) in the rural settings which is 43%, but less than 

the same study's result in the urban settings which is 78%. 
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In this current study, 93.8% of the participants said that they think family health unit 

services are accessible. There was no statistically significant difference between 

participants' groups regarding the satisfaction with the PHC/FHU accessibility. 

Nationally, 95% of the Egyptian population lives within 5 km from a health facility 

(MOHP, et al. 2005). Regarding services' fees, the participants of the current study 

gave the highest rate of satisfaction towards the fees (99.7%). This was the case with 

Gadallah et al., (2003) and El Gammal (2014) where the satisfaction of fees was 93% 

and 97.9% respectively. Accessibility has been shown to differ across different 

countries: the study of Al Emadi et al., (2009) concerning PHC units in Qatar showed 

a satisfaction score of 98.2%, while in Saudi Arabia, Salem (2010) has showed a 

satisfaction score of 64.5% for accessibility. This discrepancy reflects the differences 

between the local communities and the health care provision systems in these 

countries. 

 

Participants' views regarding the quality of health services offered by the FHM was 

positive as 79.9% of the participants think that the FHU provides quality services. 

There is no significant difference among participants' sociodemographic groups 

regarding this result. Slightly less than half of the participants (45.6%) prefer getting 

health services at the FHU, mostly (33.8%) due to low costs. These participants 

tended to older (p<0.001), have less education (p<0.001), and more years of 

utilization (p=0.008). On the other hand, 63.5% of participants prefer getting health 

services at other settings, mostly (28.5%) due to better equipment. There is also 

statistical significant difference indicating that preferring getting service in other 

settings (NGO-affiliated or private) is more among young age (p<0.001), more 

education (p<0.001), unemployed status (p=0.001), less years of utilization (p=0.003).  

 

The discrepancy between giving the PHC/FHU high quality score by most of 

participants and the choice of more than half of the participants other settings for 

getting health services could be explained by considering that, even if most of the 

participants express satisfaction with the unit, they also feel that it is used only for 

specific services: ANC, vaccinations and pediatrics. They therefore still the private 

and specialized settings for the other services. 
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Acceptability of the FHM among the participants of the current study is high at 

88.3%. There was significant difference indicating higher score of acceptability with 

less education (p<0.001), being or have been married (p=0.048), and with working 

status (p=0.005). There is positive statistically significant correlation between 

acceptance, overall satisfaction (r=.275, p<0.01) and effectiveness of health services 

(r=.242, p<0.01). Also, there is negative statistically significant correlation between 

acceptance and educational level (r=-.254, p<0.01). The acceptance of the FHM in the 

current study is higher than that of Polluste et al. (2004) who measured the 

acceptability of the new family doctor based PHC system in Estonia and found 73% 

acceptance with, as the current study has showed, less acceptance with the higher 

education and more acceptance with the higher satisfaction. However, these 

comparisons should take into considerations the differences in settings, systems 

compared, methodologies and tools used. 

 

In line with the different measures of satisfaction, participants' recommendations to 

improve the PHC/FHM included adding new services such as operations/labor room 

(50.7%), more specialties (38.0%), use of up-to-date technology in diagnosis (35.1%), 

and availability of ambulances (34.8%) which would improve referral. Surprisingly, 

recommendations to improve drugs were less prominent and ranked lower with better 

care (11.3%) and better clinical examination (10.8%). These recommendations 

support those obtained by Hussein and Eid (2014) in a study concerning the rural 

reformed PHC/FHM units in Menoufeya Governorate in Egypt, where the participants 

recommended availability of drugs at all times, more specialists, and availability of 

ultrasound and operation rooms. The top recommendations of the current study 

together with those of Hussein and Eid (2014) illustrate the participants' perspective 

towards the ways of improving the PHC/FHM facility which focus on high 

technology and technical aspects of the medical care rather than the principles of the 

PHC such as and the FHM. This suggests poor communication and disseminations of 

these concepts.  

 

5.2. Limitations of this study 

 

The cross sectional studies have limitations such as the difficulty in determination of 

the causal relationships. In addition, there may be a different situation if the cross 
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sectional study was implemented during a different timeframe (Levin, 2006). Studies 

concerned with patient satisfactions have also limitations such as being concerned 

with management agendas for health care, biased towards concerns of the health care 

providers rather than those of the patients and finally the patients are hardly involved 

in determination of the subjects included in the studies (Sitzia and Wood, 1997).  

 

Moreover, there are limitations in using patients and not a representative community-

based sample as this is limiting the chance of the contribution of the community 

members who did not use the service during the study timeframe which may cause 

selection bias. This was observed in the predominance of female participants in the 

current study as they, with their children, constitute the main utilizers of the 

PHC/FHU which has led to a weak representation of the male community members' 

perspective towards the different issues of the study. 
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Chapter 6. Conclusion and Recommendations 

 

6.1. Conclusion 

 

The FHM has achieved successes when implemented but encountered some 

difficulties that has limited the gains and interfered with some of its aspects.  

 

The current study has shown that the FHU has gained a high score of satisfaction and 

acceptability by the study participants, although the awareness of the community 

members participated in the current study to the transformation of the health unit to 

FHU was low. The participants who prefer getting their health services at the 

PHC/FHU are the old, with less education and have more years of utilization of the 

unit services. While the participants prefer getting their health services at other 

settings are the young with more education and less years of utilization of the unit 

services. 

 

Most of the study participants think that the FHU provides quality services. However, 

it is likely that the participants, who are mostly women, consider the health unit for 

specific health services only and, like men, prefer to use the non-governmental 

services for the rest of their health needs. In the same time, the participants asked for 

more specialized physicians and operation rooms, which is counter the principles of 

the PHC and FHM, which suggests poor communication and disseminations of these 

concepts. 

 

6.2. Recommendations 

 

Based on the results of the current study, the following recommendations could be 

drawn: 

 In order to support the implementation of the family health model, the Primary 

Health Care and Family Health Model concepts should be continually 

communicated, disseminated and discussed among the local community 

members whether through the governmental or the non-governmental bodies. 
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 Engagement of the civil society with the studies and debates concerning the 

HSRP in Egypt and its components such as the FHM and the social health 

insurance system which will give different perspectives regarding the ongoing 

HSRP and help in better implementation. 

 Development/activation of the PHC/FHU services to attract more utilizers, 

especially men, by giving more attention to men's health issues such as the 

chronic diseases, and by extending clinics' working times to the afternoon 

period so as to increase accessibility for men. 

 Improving the referral system between the PHC/FHU and the other 

governmental health services, such as the district hospital, as it is an essential 

component of the FHM. 

 The health authorities should guarantee continuous and timely supply of the 

PHC/FHU with the necessary equipment and drugs. 

 The PHC/FHU authorities should seek for accrediting the unit which will 

require more investment in the different items of the unit in addition to 

training the staff, which, most probably, will lead to better quality of provided 

health care.  

 Continuing implementation of patient satisfaction surveys, preferably at yearly 

basis by the unit authorities, to monitor the implementation and the 

improvement of the health services provided by the PHC/FHU. 

 

Further recommended studies include implementation of large scale studies that 

include different types of health facilities, community members, in addition to the 

health services' providers in different settings that can include qualitative component, 

in order to gain more in-depth evaluation and explore other aspects of the process of 

implementation of the family health model. 
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Annex 1: Questionnaire 

 

Respondent No.:  

Date:  

Personal Information/Demographic Data 

1. Name:  

2. Age:  

3. Sex: Male □ Female □  

4. Education: Illiterate (Do 

not read & 

write) □ 

Literate (Read 

and write) □ 

Primary/ 

Preparatory □ 

Secondary 

(Intermediate) 

□ 

University/ 

Higher □ 

 

5. Marital 

Status: 

 Single □ Married □ Divorced □ Widowed □  

6. Work: Employed □ Do not work □  

Awareness 

7. Have you dealt with the PHC/Family Health Unit before? Yes □ No □  

If yes, please answer the following questions: 

8. For approximate how many years have you been attending this 

facility? 

  

9. What kind of services have you received? General 

practitioner□ 

ANC □  

Pediatric □ Vaccination □  

Other □ Specify . . . . . . . .  

10. Have you heard that the PHC unit has become a family health unit? Yes □ No □  

11. What do you understand by this?  

 

 

12. Did you recognize any changes that had happened in the unit since 

this change (2008)/during the last few years? 

Yes □ No □  

13. If yes: what changes have you recognized that they occurred?  

□ Changes in the structure of the unit (e.g., renewing of the building, 

more clinics..) …please mention 
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□ Changes in the facilities and equipment of the unit (e.g., more or 

modern equipment)…please mention 

  

□ Changes in the components/package of the health services (e.g., more 

or less health services provided..)…please mention 

  

□ Changes in the health personnel (e.g., more or less working 

personnel, better delivery of services..) . . . please mention 

  

□ Changes in the quality of services (e.g., better or worse quality of 

services) . . . please mention 

  

□ Changes in the drug prescription and dispensing (e.g., more or less 

medications dispensed from the unit, more or less fees…)…please 

mention 

  

□ Changes in the laboratory services (e.g., more or less investigations, 

more or less fees…)…please mention 

  

□ Changes in the user fees (e.g., more or less fees for the 

services)…please mention 

  

□ Changes in the referral system (e.g., more effective referral 

system)…please mention 

  

□ Other (specify)   

Satisfaction 

Please rate whether, in your opinion, the following items of the PHC/Family Health unit since this change 

(2008)/during the last few years are satisfactory or not:  

14. The structure/buildings of the unit Satisfactory Unsatisfactory Do not Know  

15. The supplies and equipment Satisfactory Unsatisfactory Do not Know  

16. The components/package of services  Satisfactory Unsatisfactory Do not Know  

17. The personnel  Satisfactory Unsatisfactory Do not Know  

18. The quality of services Satisfactory Unsatisfactory Do not Know  

19. The drug prescription and dispensing Satisfactory Unsatisfactory Do not Know  

20. The user fees Satisfactory Unsatisfactory Do not Know  

21. The referral system Satisfactory Unsatisfactory Do not Know  

Generally, what is your perception/satisfaction regarding the following: 

22. The old PHC unit Satisfactory Unsatisfactory Do not Know  
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23.The governmental health services in your 

village/area 

Satisfactory Unsatisfactory Do not Know  

24. The governmental health services in general Satisfactory Unsatisfactory Do not Know  

25. The other non-governmental health services 

(private/NGOs) in your village/area 

Satisfactory Unsatisfactory Do not Know  

Implementation 

26. Does your family have a folder in the FHU? Yes □ No □  

27. If yes: Does the FHU staff use your family folder when you or one 

of your family members visits the FHU? 

Yes □ No □  

28. What about the prescribed medications: All dispensed 

from the FHU □ 

Some from the unit and some 

from outside pharmacies □ 

 

 All from outside pharmacies □  

29. Regarding the needed investigations All performed at 

the FHU □ 

Some at the unit and some at 

the outside labs □ 

 

 All at outside labs □  

30. Have you been referred before by the physician of the FHU? 

If yes: to where has he/she referred you? And did it work? 

Yes □ No □  

  

Acceptability  

31. In your experience, do you feel that the accessibility of the services 

provided by the current FHU is acceptable? 

Yes □ No □  

32. Are the fees for the services provided by the current FHU 

acceptable? 

Yes □ No □  

33. Is the current FHU package of health services acceptable and 

adequate for your family needs? 

Yes □ No □  

34. Is the quality of services provided by the current FHU acceptable?  Yes □ No □  

35. Is the referral system of the current FHU effective and acceptable?  Yes □ No □  

36. Are the medications prescribed by the current FHU physicians 

available at the unit and acceptable?  

Yes □ No □  

37. What do you think regarding the accessibility of 

services provided by the PHC/FHU? Does it need 

modifications/suggestions for improvement? 
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38. What do you think regarding the quality of 

health services provided by the PHC/FHU? Does it 

need modifications/suggestions for improvement? 

 

  

39. In case you or one of your family members 

need health services, do you prefer to have it at the 

PHC/FHU or at other facilities (private or NGO)? 

Please justify your answer 

  

Recommendations 

40. What would have improved your experience of 

the care you received at the PHC/FHU? 
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Annex 2: Questionnaire (Arabic) 

 استمارة الاستبيان

 

 رقم المشترك: 

 التاريخ: 

 البيانات الشخصية

 . الاسم:1 

 . العمر:2 

 . النوع:3 □ ذكر  □ أنثى  

 . التعليم:4 □لا يقرأ ولا يكتب  □يقرأ ويكتب  □ ابتدائي / إعدادي □ ثانوي  □ جامعي أو أعلى  

. الحالةةةةةةةةةةةةةةةةةة  5 □ أعزب  □ متزوج  □ مطلق  □ أرمل  

 الاجتماعي :

 . العمل:6 □ يعمل  □ لا يعمل  

 الوعي بالتغيير في الوحدة الصحية

 . هل تلقيت خدم  صحي  من وحدة الرعاي  الصحي  الأولي  / وحدة طب الأسرة؟7 □ نعم  □ لا  

 في حال  الإجاب  بنعم، الرجاء إجاب  الأسئل  التالي :

 خدمات صحي  من هذه الوحدة؟. لمدة كم من السنوات تتلقى 8  

 . ما نوع الخدمات الصحي  التي تتلقاها من الوحدة؟9 □ رعاي  حمل  □ممارس عام  

 □ تطعيمات  □ أطفال  

 . . . . . . . . تذكر □ أخرى  

 

 

 . هل سمعت أن وحدة الرعاي  الصحي  الأولي  قد أصبحت وحدة طب الأسرة؟10 □ نعم  □ لا  

  

 

 

ذي تفهمة  مةن . ما الة11

 ذلك؟

( / أو خةة ل الأعةةوام القليلةة  2008. هةةل لاح ةةت أيةة  ت ييةةرات فةةي الوحةةدة منةةذ حةةدو   هةةذا الت ييةةر  12 □ نعم  □ لا  

 الماضي ؟

 . في حال  الإجاب  بنعم: ما هي الت ييرات التي لاح ت حدوثها؟13 

  

 

جديةةدة . .الةةخ(   ت ييةةرات فةةي مبةةاني الوحةةدة  مثةةل تىديةةد المبنةةى، أو إضةةاف  عيةةادات

 الرجاء ذكر هذه الت ييرات

 

 

 

 



 

 

73 

  

 

 

  □ت ييرات في المعدات والأجهزة  مثل استخدام أجهزة حديث ( 

 الرجاء ذكر هذه الت ييرات

  

 

 

ت ييةةرات فةةي مىموعةة  أو أنةةواع الخةةدمات الصةةحي  التةةي تقةةدمها الوحةةدة  مثةةل تقةةديم 

 ء ذكر هذه الت ييراتالرجا □خدمات صحي  أقل أو أكثر مما كان يقدم من قبل( 

  

 

 

ت ييرات فةي العةاملين بالوحةدة  مثةل ةيةادة أو نقصةان عةدد العةاملين بالوحةدة، أو أداء 

 الرجاء ذكر هذه الت ييرات □أفضل من العاملين( 

  

 

 

ت ييرات في جودة الخدمات الصةحي  المقدمة  مةن الوحةدة  مثةل تحسةن أو سةوء جةودة 

 الرجاء ذكر هذه الت ييرات □( الخدمات الصحي  المقدم  من الوحدة

  

 

 

ت ييةةرات فةةي وصةة  وصةةر  الأدويةة  مةةن الوحةةدة  مثةةل ةيةةادة أو نقةة  الأدويةة  

 الرجاء ذكر هذه الت ييرات □المنصرف  من الوحدة، أو دفع رسوم أكثر أو أقل( 

  

 

 

ت ييرات في الخدمات المقدم  من معمل الوحدة  مثل عمل فحوصات أقل أو أكثةر، أو 

 الرجاء ذكر هذه الت ييرات □م أكثر أو أقل( دفع رسو

  

 

 

ت ييرات في الرسوم في مقابل الحصول على الخدم  من الوحةدة  دفةع رسةوم أكثةر أو 

 الرجاء ذكر هذه الت ييرات □أقل( 

  

 

 

ت ييرات في ن ام التحويل للخدمات الصحي  الأخرى  مثةل ن ةام تحويةل أكثةر كفةاءة( 

 تالرجاء ذكر هذه الت ييرا □

 . . . . . . . . تذكر □ ت ييرات أخرى  

 

 الرضى عن الوحدة الصحية

( / أو خة ل السةنوات الماضةي ، 2008الرجاء تقدير، من وجه  ن رك، ما إذا كانت بنود الوحدة الصةحي  التالية ، منةذ حةدو  هةذا الت ييةر  

 مرضي  لك أم لا:

 . مباني الوحدة14 □مرضي  □غير مرضي  □لا أعر   

 . المعدات والأجهزة15 □مرضي  □غير مرضي  □ أعر  لا 

 . مىموع  الخدمات الصحي  المقدم  من الوحدة16 □مرضي  □غير مرضي  □لا أعر   
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 . العاملون بالوحدة17 □مرضي  □غير مرضي  □لا أعر   

 . جودة الخدمات الصحي  المقدم  من الوحدة18 □مرضي  □غير مرضي  □لا أعر   

 . وص  وصر  الأدوي 19 □مرضي  □غير مرضي  □لا أعر   

 . رسوم الخدم 20 □مرضي  □غير مرضي  □لا أعر   

 . ن ام التحويل21 □مرضي  □غير مرضي  □لا أعر   

 بصف  عام ، ما هي وجه  ن رك فيما يلي:

 . وحدة الرعاي  الصحي  الأولي  القديم 22 □مرضي  □غير مرضي  □لا أعر   

 . الخدمات الصحي  الحكومي  في قريتك23 □مرضي  □مرضي  غير □لا أعر   

 . الخدمات الصحي  الحكومي  عام 24 □مرضي  □غير مرضي  □لا أعر   

. الخدمات الصحي  غير الحكومي  الأخرى  الخاص  أو 25 □مرضي  □غير مرضي  □لا أعر   

 الىمعيات الأهلي ( في قريتك

 التنفيذ الفعلي لنموذج طب الأسرة

 . هل لدى أسرتك مل  في وحدة طب الأسرة؟26 □ نعم  □ لا  

. في حال  الإجاب  بنعم: هل يقوم العةاملون بالوحةدة باسةتخدام الملة  عنةد قيامةك 27 □  نعم  □ لا  

 أنت أو أحد أفراد أسرتك بزيارة الوحدة؟

ن الصةةيدليات يةةتم صةةر  بعةةي الأدويةة  مةةن الوحةةدة والبةةاقي مةة □يتم صر  كل الأدوي  من الوحدة  

 □الخارجي  

. كيةةةةةةةةةةةةةةةةة  28

تحصةةةةةةل علةةةةةةى 

الأدويةةةةةةةةةةةةةةةةةةةةةةة  

الموصةةةوف  مةةةن 

 الوحدة؟

 □ يتم شراء كل الأدوي  الموصوف  من الصيدليات الخارجي  

يةةتم عمةةل كةةل التحاليةةل المطلوبةة  فةةي معمةةل  

 □الوحدة 

يتم عمل بعي التحاليل المطلوب  في معمل الوحةدة والبةاقي فةي 

 □ المعامل الخارجي  

تقةةةوم  . كيةةة 29

بعمةةةةل التحاليةةةةل 

 المطلوب ؟
 □ يتم عمل كل التحاليل المطلوب  في المعامل الخارجي  

. هةةل تةةم تحويلةةك إلةةى خدمةة  صةةحي  أخةةرى  مستشةةفى مةةث  ( بواسةةط  طبيةةب 30 □ نعم  □ لا  

 الوحدة؟

 إذا كانت الإجاب  بنعم: إلى أين تم تحويلك؟ وهل نىح التحويل؟

  

 

 سرةالقبول بنموذج طب الأ

. من واقع خبرتةك فةي التعامةل مةع الوحةدة، هةل تعتقةد أن الخةدمات المقدمة  مةن 31 □ نعم  □ لا  

 وحدة طب الأسرة مقبول ؟

. هل الرسوم المطلوب  مقابل الخدم  المقدم  من وحدة طب الأسرة تعتبر مقبول  32 □ نعم  □ لا  

 من الىميع؟
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م  من وحدة طب الأسةرة مقبولة  وتلبةي احتياجةات . هل مىموع  الخدمات المقد33 □ نعم  □ لا  

 أسرتك؟

 . هل الخدمات المقدم  من الوحدة ذات جودة مقبول ؟34 □ نعم  □ لا  

. هل ن ام التحويل من وحدة طب الأسرة إلى الخدمات الصةحي  الأخةرى يعتبةر 35 □ نعم  □ لا  

 ن اما  فعالا  ومقبولا ؟

 تي قام طبيب الوحدة بوصفها متوافرة بالوحدة ومقبول ؟. هل الأدوي  ال36 □ نعم  □ لا  

  

 

 

 

. مةةا الةةذي تعتقةةده فيمةةا يخةة  إتاحةة  الخةةدمات المقدمةة  بواسةةط  37

 وحدة طب الأسرة؟ هل تحتاج إلى تعديل/مقترحات للتحسين؟ 

 

 

 

  

 

 

 

 

. مةةا الةةذي تعتقةةده فيمةةا يخةة  جةةودة الخةةدمات المقدمةة  مةةن وحةةدة 38

 ى تعديل/مقترحات للتحسين؟طب الأسرة؟ هل تحتاج إل

  

 

 

 

 

. في حال  ما إذا احتىت أنت أو أحد أفراد أسرتك خدمة  صةحي ، 39

هةةل تفضةةل الةةذهاب إلةةى وحةةدة طةةب الأسةةرة أم إلةةى خةةدمات صةةحي  

أخةةةرى  خاصةةة  أو تتبةةةع جمعيةةةات أهليةةة (؟ الرجةةةاء الشةةةر  وذكةةةر 

 الأسباب

 التوصيات

  

 

 

 

ولك علةةى الخدمةة  . مةةا الةةذي كةةان يمكةةن أن يىعةةل تىربةة  حصةة40

 الصحي  من وحدة طب الأسرة أفضل؟
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Appendix 3: Participant Information Sheet 

 

 

 

 
 

                

UNIVERSITY OF THE WESTERN 

CAPE 

               School of Public Health 

 

Private Bag X17 ● BELLVILLE ● 7535 ● South 
Africa 
               Tel: 021- 959 2809, Fax: 021- 959 2872 

 

INFORMATION SHEET  

 

Project Title: The acceptability of the Family Health Model, that replaces Primary 

Health Care, as currently implemented in Wardan Village, Giza, Egypt 

 

What is this study about?  

This is a research project being conducted by Yasser Ebeid at the University of the 

Western Cape. We are inviting you to participate in this research project because you 

are one of Wardan Village adult inhabitants. The purpose of this research project is to 

determine the acceptability of the Family Health Model, which replaces Primary 

Health Care, as currently implemented in Wardan Village in order to understand the 

community perception toward this transformation and the newly implemented model. 

What will I be asked to do if I agree to participate? 

You will be asked to answer some questions concerning some personal information, 

awareness regarding the ongoing transformation process, the perception toward this 

process, the implementation of the Family Health Model, the acceptability and the 

recommendations for improving the health services. Each interview will last 

approximately 10-15 minutes. All the information collected will be treated with 
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respect and will be used to support dialogue on how to improve the services at the 

Family Health Unit.  

Would my participation in this study be kept confidential? 

Your personal information will be kept confidential. To protect your confidentiality, 

we will keep identities of the participants confidential; the questionnaires will be 

marked by a unique identifier number. 

If we write a report or article about this research project, your identity will be fully 

protected.  

What are the risks of this research? 

There may be potential mild harm that might affect respondents such as taking 

up their time, inconveniencing them or causing distress. If this happens, the research 

assistants will refer the affected respondents to health and psychological counseling at 

the Egyptian Association for Collective Rights. 

What are the benefits of this research? 

This research is not designed to help you personally, but the results may help the 

investigator learn more about the acceptability of the Family Health Model, which 

replaces Primary Health Care, as currently implemented in Wardan Village. We hope 

that, in the future, other people might benefit from this study through improved 

understanding of the community perception toward this transformation process and 

the newly implemented model which will support the dialogue on how to improve the 

services at the Family Health Unit.  

Do I have to be in this research and may I stop participating at any time?   

Your participation in this research is completely voluntary. You may choose not to 

take part at all.  If you decide to participate in this research, you may stop 

participating at any time.  If you decide not to participate in this study or if you stop 

participating at any time, you will not be penalized or lose any benefits to which you 

otherwise qualify.  

Is any assistance available if I am negatively affected by participating in this 

study? 

If the questions cause any distress, the research assistants will refer to health and 

psychological counseling at the Egyptian Association for Collective Rights.  
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What if I have questions? 

This research is being conducted by Dr. Yasser Ebeid, School of Public Health at the 

University of the Western Cape.  If you have any questions about the research study 

itself, please contact Dr. Yasser Ebeid at: the Egyptian Association for Collective 

Rights, Wardan Village, Imbaba District, Giza Governorate, Tel: 01221493192, 

email: y_ebeid@yahoo.com. 

Should you have any questions regarding this study and your rights as a research 

participant or if you wish to report any problems you have experienced related to the 

study, please contact:   

 

Director: 

Prof Helene Schneider 

School of Public Health 

University of the Western Cape 

Private Bag X17 

Bellville 7535         

hschneider@uwc.ac.za  

 

Dean of the Faculty of Community and Health Sciences:  

Prof Jose Frantz 

University of the Western Cape 

Private Bag X17 

Bellville 7535         

jfrantz@uwc.ac.za  

 

This research has been approved by the University of the Western Cape’s Senate 

Research Committee and Ethics Committee. 

 

 

 

 

 

 

 

mailto:hschneider@uwc.ac.za
mailto:jfrantz@uwc.ac.za
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Annex 4: Appendix 4: Participant Information Sheet (Arabic) 

 

 
 

                

UNIVERSITY OF THE WESTERN 

CAPE 

               School of Public Health 

 

Private Bag X17 ● BELLVILLE ● 7535 ● South 
Africa 
Tel: 021- 959 2809, Fax: 021- 959 2872 

 

 الخاصة بالدراسة المعلومات استمارة

 

 كما هو مطبقالرعاي  الصحي  الأولي   نموذجحل م الذي حلالأسرة  طب بنموذج مدى القبول :الدراسةعنوان 

 قري  وردان، الىيزة، مصرفي 

 

 ؟ذه الدراسةما هي ه

للمشارك  في هذا  . نحن ندعوكبىنوب أفريقيا جامع  الكاب ال ربي  ويتبعيىري  ياسر عبيد  يمشروع بحث يه

قري  وردان. وال رض من هذا المشروع البحثي هو تحديد مدى البال ين في كان الس أحدالمشروع البحثي لأنك 

نفذ حاليا في قري  وردان من أجل فهم يلأولي ، كما حل الرعاي  الصحي  االأسرة، الذي حل م طبقبول نموذج 

 .تنفيذهالىديد الذي يتم نموذج نحو الالمىتمع نحو هذا التحول و مدى رضى

 

 على المشاركة؟ تافقوالقيام به إذا أنا  مني أن يطلب ما الذي يمكن

فيما يتعلق بعملي   سو  يطلب منك أن تىيب على بعي الأسئل  المتعلق  ببعي المعلومات الشخصي ، والوعي

بالنموذج الىديد، قبول الالأسرة، و طبتنفيذ نموذج رأيك في هذه العملي ، و والرضى تىاهالتحول الىاري ، 

دقيق . سيتم التعامل مع  15-10تدوم حوالي سو  . كل مقابل  المقدم  توصيات لتحسين الخدمات الصحي الو

سيتم استخدامها لدعم الحوار حول كيفي  تحسين الخدمات في و ،الاحترام بكلجميع المعلومات التي تم جمعها 

 الأسرة. طبوحدة 

 

 بقى مشاركتي في هذه الدراسة سرية؟ست هل

هويات المشاركين  تكونلحماي  خصوصيتك، سو  والمعلومات الشخصي  الخاص  بك سري . بسيتم الاحتفاظ 

كتاب  تقرير أو مقال  حول هذا المشروع  حال  وفي .عن طريق أكواد رقمي الاستبيانات تعري  سري . سو  يتم 

 الهوي  الخاص  بك سو  تكون محمي  بشكل كامل.فإن البحثي، 
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 ما هي مخاطر هذا البحث؟

في بعي تسبب الوقتهم، أو  ش لؤثر على المشاركين مثل يي قد ذالوخفي   محتملقد يكون هناك ضرر 

ل ستشارة  ينالمتضررسو  يقومون بتحويل المشاركين  . إذا حد  هذا، فإن مساعدي البحثالإةعاج أو الضيق

 حقوق الىماعي .لىمعي  المصري  لالفي   النفسيو الصحي 

 

 ما هي فوائد هذا البحث؟

 قبولدى على معرف  المزيد حول م الباحثلم يتم تصميم هذا البحث لمساعدتك شخصيا، ولكن النتائج قد تساعد 

في  أن ، نأملكما نفذ حاليا في قري  وردان. يعاي  الصحي  الأولي ، كما ، الذي يحل محل الرالأسرة طبنموذج 

المىتمع تىاه عملي   مدى رضىالمستقبل، قد يستفيد أشخاص آخرون من هذه الدراس  من خ ل تحسين فهم 

مات دعم الحوار حول كيفي  تحسين الخديسو   الأمر الذي ،تنفيذهالىديد الذي يتم نموذج نحو الو هذه، التحول

 الأسرة. طبفي وحدة 

 

 يمكن أن أتوقف عن المشاركة في أي وقت؟هل و ،في هذا البحثمشاركاً هل يجب أن أكون 

ا قررت عدم المشارك  على الإط ق. إذ ومن الممكن أن تختارتماما.   طوعي يمشاركتكم في هذا البحث ه

قت. إذا قررت عدم المشارك  في هذه تتوق  عن المشارك  في أي و من الممكن أنالمشارك  في هذا البحث، 

المزايا التي من تفقد أي  ولن تم إلحاق الضرر بك،الدراس  أو إذا توقفت عن المشارك  في أي وقت، سو  لا ي

 .لهاكنت مؤه  

 

 إذا تأثرت سلبا من خلال المشاركة في هذه الدراسة؟في حالة ما ساعدة الم هل تتوافر

 ينالمتضررسو  يقومون بتحويل المشاركين ، فإن مساعدي البحث إذا كانت الأسئل  تسبب أي إةعاج

 حقوق الىماعي .لىمعي  المصري  لالفي   النفسيو ل ستشارة الصحي 

 

 ماذا لو كان لدي أسئلة؟

. إذا كان لديك بىنوب أفريقيا يىري هذا البحث الدكتور ياسر عبيد، كلي  الصح  العام  في جامع  الكاب ال ربي 

حقوق لول الدراس  البحثي  نفسها، يرجى الاتصال بالدكتور ياسر عبيد في: الىمعي  المصري  لأي أسئل  ح

أو البريد الإلكتروني:  01221493192الىماعي ، قري  وردان، منطق  إمباب  بمحاف   الىيزة، هات : 

y_ebeid@yahoo.com. 
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في الإب غ عن أي بحث أو إذا كنت ترغب في الإذا كان لديك أي أسئل  بخصوص هذه الدراس  وحقوقك كمشارك 

 لدراس ، يرجى الاتصال ب:باذات الصل   مشاكل لديك

 

 :قسم الصح  العام  مدير

 البروفيسور هيلين شنايدر

Director: 

Prof Helene Schneider 

School of Public Health 

University of the Western Cape 

Private Bag X17 

Bellville 7535         

hschneider@uwc.ac.za 

 

 المىتمع:و  يعلوم الصحالعميد كلي  

 البروفيسور خوسي  فرانتز

Dean of the Faculty of Community and Health Sciences:  

Prof Jose Frantz 

University of the Western Cape 

Private Bag X17 

Bellville 7535         

jfrantz@uwc.ac.za 

 

 ب الغربيةاكال جامعةالبحوث التابعة لأخلاق لجنة لبحوث ول العليا لجنةالتمت الموافقة على هذا البحث من قبل 

 .بجنوب أفريقيا

 

 

 

 

 

 

 

 

 

 

mailto:hschneider@uwc.ac.za
mailto:hschneider@uwc.ac.za
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Appendix 5: Informed Consent 

 

 
 

                

 
UNIVERSITY OF THE WESTERN 

CAPE 

               School of Public Health 

 

Private Bag X17 ● BELLVILLE ● 7535 ● South 
Africa 
               Tel: 021- 959 2809, Fax: 021- 959 2872 
 

 

Participant’s agreement 

I have been informed about the purpose of the study, and what my participation 

involves. I also understand that I can withdraw from the study at any time, without 

having to give a reason and that the study is voluntary. I also understand that my 

name will not be used in any reports. I understand that I will be treated with respect 

and that the information I provide will be used respectively for research purposes and 

health services improvement.  

Researcher’s agreement 

I shall treat you and all the information collected during the research with respect. 

Your name will not be used in any reports. The contents will be used for the purposes 

referred to above, but may be used for published or unpublished research at a later 

stage without further consent. Any change from this agreement will be renegotiated 

with you. (Yasser Ebeid, Tel/Fax: 01221493192, email: y_ebeid@yahoo.com) 

Participant’s Signature: ________________________ Date: ____________________ 

Interviewer’s Signature: ________________________ Date: ____________________ 

Consent Form 

The acceptability of the Family Health Model, that replaces Primary Health Care, as 

currently implemented in Wardan Village, Giza, Egypt 
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Appendix 6: Informed Consent (Arabic) 

 
 

                

UNIVERSITY OF THE WESTERN 

CAPE 

               School of Public Health 

 

Private Bag X17 ● BELLVILLE ● 7535 ● South 
Africa 
Tel: 021- 959 2809, Fax: 021- 959 2872 
 

 

 موافقة المشارك

ال رض من الدراس  وما الذي ستتضمن  مشاركتي فيها. كما أنني على علم بأن المشارك  في لقد تم إخباري ب

الدراس  هي مشارك  تطوعي ، وأنني يمكن أن أنسحب من الدراس  في أي وقت دون إعطاء أسباب. كما أنني 

ستتم معاملتي باحترام،  أيضا  على دراي  بأن اسمي لن يستخدم في أي  تقارير عن الدراس . أيضا  فإنني أتفهم أن 

وأن جميع الآراء والمعلومات التي أدلي بها سو  يتم استخدامها في الأغراض البحثي ، ومن أجل تحسين 

 الخدمات الصحي .

 موافقة الباحث

التي سو  يتم جمعها خ ل تلك الدراس  بكل احترام. لن الآراء والمعلومات سو  أقوم بالتعامل معك ومع كل 

في الأغراض المذكورة سو  يتم استخدام محتويات الدراس   في أي  تقارير عن الدراس .يتم استخدام اسمك 

قد يتم استخدام محتويات الدراس  من أجل عمل أبحا  في وقت لاحق يتم أو لا يتم نشرها، وذلك من دون  سابقا .

ى موافق  أخرى على ذلك. أي  ت ييرات على هذا الاتفاق سو  تتم بعد الاتفاق معك.  د. ياسر عبيد. الحصول عل

 (.y_ebeid@yahoo.comبريد إلكتروني:       01221493192تليفون: 

 ____________________ التاريخ:________________________ وقيع المشارك:ت

 

 _____________________ التاريخ:________________________ توقيع الباحث:

 :دراسةاستمارة القبول بالمشاركة في 

مدى القبول بنموذج طب الأسرة، الذي حل محل الرعاي  الصحي  الأساسي ، كما هو مطبق حاليا  في قري  وردان 

 بالىيزة 
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