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ABSTRACT
Background: Medical education has failed to keep current with dynamic developments

and reforms in the health care system. New generations of physicians will be expected to
play more of a leadership role in reforming the health care system through different
approaches to patient care and the allocation of resources because of these changes.
Medical colleges and residency programs must develop innovative approaches to better
equip physicians for these dual responsibilities. One way to assess how well the current
health system curricula are addressing this challenge is by investigating perceptions of
current academic medical leaders. This study uses the 'World Health Organization
(WHO) framework for action' to assess the current state of the health care system
curricula in Saudi Arabia
Objectives: The main objectives of this study are to: (1) measure the perceptions of Saudi

Arabian academic medical leaders in medical colleges and residency programs ofthe
Saudi health care system' formal educational structure, the quality of that education and
the extent to which it addresses the current challenges within the health care system; (2)
measure how the existing curriculum teaches medical students/residents about the area of
health care systems; (3) assess academic medical leaders' intentions to adopt future
educational interventions; and (4) to determine and identify challenges related to teaching
about the health care system. This study concludes by presenting suggestions and
recommendations for future steps and initiatives to improve the health care system
teaching in medical education.
Methods: This study reports on a census of all Saudi academic medical leaders, including

medical deans, associate deans and curricula leaders in Saudi medical colleges, and
directors and members of scientific boards for residency programs. Chi-square statistics
were used to investigate differences in leaders' perceptions of: (1) the level of medical
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students/residents' knowledge of current challenges in the Saudi health care system; (2)
the quality of the medical program's education on the key components of a wellfunctioning health care systems; and (3) leaders' satisfaction regarding level of student
and resident knowledge on how key components of a functional health care system differ
by demographic characteristics. Ordinal logistic regression was used to identify
demographic factors related to health care system education outcomes.
Results: Approximately half (51.9%) of leaders in medical colleges reported that the

curriculum included a health care system course while (48.1 %) ofleaders reported no
dedicated course. A problem-based curriculum is almost exclusively viewed as the best
educational approach to address the subject of the health care system. The current study
found no significant associations between variables of interest among academic leaders in
residency programs and their perceived knowledge of medical residents to address the
current challenges of the Saudi Arabian health care system, perceived quality of health
care system education and perceived satisfaction of medical residents' knowledge about
the health care system, .
Conclusions: Although leaders in medical colleges have made some effort to address

health care system education, the fmdings of this study show serious issues related to the
quality of education and the insignificant influence efforts related to the ability for
medical students to gain knowledge about the Saudi health care system. It is
recommended that academic medical leaders in medical colleges and residency programs
reform and improve the health care system education in their training programs.
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CHAPTER 1: BACKGROUND AND SIGNIFICANCE
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1.1 Introduction
This paper is interested in examining the alignment of medical education with
advances in health care systems. It is important to align the knowledge imparted though
medical education with both the challenges ofhealth care systems as well as the needs of
the commtmities and regions it serves (WHO/WPRO, 2001). The Institute ofMedicine
(1988) stressed the importance ofbuilding a well-trained pool of public health
professionals in successfully addressing the extraordinary challenges and needs of the
populations they serve. Students in health professional programs must be taught the
appropriate skills and knowledge that can enable them to actively participate in the
building of efficient health care systems with the capability of providing optimal care
(Gupta, 2006). Thus, the education of the next generation of physicians on the
fundamentals of health care delivery, as well as health systems :financing and policy
should be of prime importance to those who develop medical school curricula.
Health service providers, health management professionals, as well as support
workers comprise the major components of a cmmtry's health workforce. The primary
task of this workforce is to successfully protect and improve the health of a population.
The performance of a health system can thus be measured by the competence,
responsiveness, and productivity of the professionals comprising the workforce. A
workforce is successful when it accomplishes the following:
a) Generates strategic information to monitor the availability, distribution and
perfonnance ofhealth workers.
b) Establishes regulatory mechanisms to ensure quality of education, training and
practice. This cannot be done without a sustainable and comprehensive
strategy (e.g., "health workforce development strategy"). In addition,
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numerous stakeholders and sectors need to be engaged (e.g. training
institutions, professional groups, and public and private health service sectors).
c)

Develops professional training programs designed to facilitate integration
across service delivery and disease control programs.

d) Creates organizations ofhealth workers to improve service delivery at
different levels of the system (primary, secondary, tertiary), and to ensure
effective performance.
The education of future medical professionals, such as doctors, is also a key
component of the ultimate success of a health system. Unfortunately, many medical
schools and residency programs do not do an adequate job of teaching medical students
about the processes by which health care systems are organized and function which is an
important yet neglected part of the medical school and residency curriculum (Frenk et al.,
2010). Accordingly, undergraduate and graduate medical education programs have been
criticized for not continuing to grow in sophistication in parallel with the increasing
complexity of health care systems (Patel, 2009). Physicians have expressed concern that
the scope of care provided by their practices has been affected by health economics,
managed care, and other financial and administrative aspects.
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1.2 Rationale and Significance
This research examines the education of medical professionals within the context
ofthe Saudi Arabian health system. The study contributes insights into the problem of
lack of effective health care system education in medical colleges and residency
programs.
Government expenditure on education in Saudi Arabia has been comparable, on
average, to many developed countries when taken as percentage ofGDP. The
government's national budget for the 2011 fiscal year dedicated 46 %of total spending to
education and training, health and social development, and infrastructure, with 25.9% of
the total budget designated for education and training alone. In spite of this level of
spending on education, expected outcomes in terms of human educational and
developmental indicators have not been demonstrated.
In 2011, Saudi Arabia ranked 86th out of 127 countries on the Education
Development Index (EDI). The score reflected a "Medium EDI", indicating that the
country's education investment still needs to be translated efficiently into desired
educational outcomes (World Bank, 2011). Higher education, particularly medical
colleges in Saudi Arabia, encounters major challenges. Among these challenges is the
proliferation of private and public medical schools in the absence of clearly enforced
guidelines for quality control (Tekian and Almazrooa, 2011). For example, within a
period of 10 years, the number of medical colleges increased from 5 colleges with
traditional disciplined-based curricula to 27 medical colleges with diverse curricula
ranging from the traditional to more innovative, problem-based, community-oriented
programs. Another issue is the lack of knowledge medical students' gain in school
regarding the intricacies of Saudi Arabian health system and related policies.
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Familiarizing Saudi medical students and residents with contemporary trends in
health systems and policy might alleviate the traditional student anxiety that is associated
with the unfamiliar. Such a component of education would thereby smooth the medical
students' and residents' passage into practice, enabling them to provide highest valued
services to their patients and community through promoting quality of care and ensuring
patient safety. Research has shown teaching residents about basic health policy issues
better prepares them to play an informed role in future health systems and policy
decisions and reforms (Shortt et. al., 1997). Incorporating health systems and policy
education into the curriculum of Saudi Arabian medical schools is therefore an important
component of the quality of the country's overall medical care.
The research presented in this dissertation investigates aspects of Saudi health
care system education not yet explored in extant literature and accomplishes the
following:
a) Innovation. The study tests, for the first time, the perceptions of aca~emic
medical leaders about the health care system curricula in undergraduate and
graduate medical education in Saudi Arabia. The study uses the "WHO
FRAMEWORK FOR ACTION· STRENGTHENING HEALTH SYSTEMS TO
IMPROVE HEALTH OUTCOMES", to guide data collection efforts intended to

address the research questions and hypotheses of this study.
b) Formative Evaluation. The study provides baseline data on the perceptions ofthe
academic medical leaders in Saudi Arabia, and identifies policy-level factors
within medical colleges and residency programs that facilitate or impede health
care system curricula in medical education.
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c) Intentions and attitudes. The study reports on the stated willingness of leaders to
take further steps toward adopting new health care educational policies, initiatives
and other interventions.
d) National public health policy. The study provides preliminary findings that could
be used to incorporate medical education evidence-based results into national
public health policy.
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CHAPTER 2: LITERATURE REVIEW
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2.1 Health Care Systems and Medical Education
There are multiple issues with existing health systems and institutions. Health
institutions are not always properly aligned with burdens of disease or the requirements of
health systems (Frenk J, Chen, et. al., 2010). One way to mitigate these problems is to
build capacity and provide professional education to better meet the needs of patients and
populations and achieve the best health outcomes possible through enhancing the
performance of efficient health systems. Fritzen (2007) suggests the health workforce is
considered to be the most important input to any health system and has significant impact
on its performance. Health professionals constitute the core of a redesigned health care
system initiative. System leadership and governance is another health system building
block of prime importance (WHO, 2007).
The ultimate goal for any health care system is to improve the health status of
target populations). A health system is defined as all organizations, people and actions
whose primary intent is to promote, restore or maintain health (WHO, 2007). The
leadership and governance of a well-functioning health system aims to develop and
ensure strategic policy frameworks aligned with accountable and regulatory approaches.
The system should provide services, develop health workers, allocate resources,
and ensure health system leadership and governance. These essential functions have been
broken down into a set of six essential 'building blocks' by the World Health
Organization (WHO) to help with the process of strengthening health systems. The six
building blocks of the health care system collectively aim to improve health outcomes of
the population. According to the WHO framework, the essential functions and aims of
the six building blocks include:

1) Service Delivery. In a country's health care system, providing and delivering
good health services that are effective, safe, with high quality represent challenges
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to health planners. The high quality health care requires highly trained health
providers.
2) Health Workforce. Responsive, fair and efficient health personnel are needed
to achieve the best health outcomes possible.
3) Health Information System. Production, analysis, dissemination, and use of
reliable and timely information on health determinants must be conducted through
an effective and efficient health information system.
4) Essential Medical Products and Technologies. A good health system has to
ensures equitable access to essential medical products and technologies of high
quality, safety, efficacy and cost-effective.
5) Health Financing System. A good health financing system will ensure
affordable services to all populations through allocating adequate budget for
health.
6) Leadership and Governance. Solid leadership and governance ensures good
health policy, as well as strategic frameworks with effective oversight, appropriate
regulations, and accountability.

Current public health leaoers can empower future public health professionals by
providing medical students with the capacity to refme their tools and visions over time in
educational curricula. These efforts have the potential to help future medical
professionals to better address community health needs through more efficient education
and training efforts. For example, the 2020 vision of healthy people stresses the
importance of teaching future medical professionals about the fundamental relationship
between individual and community health (Howard et. al., 2011). It is therefore
important for health care professional colleges to develop multidisciplinary, team-
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oriented, and system-responsive approaches to teaching and training in medical curricula
to help students learn how to better support their service communities and achieve the
goals of Healthy People 2020.
The medical health profession, in general, has a social responsibility to provide
the best services possible to its citizen base. Medical education, as an essential
component of a health system, also has a social responsibility to the health of the public.
A healthcare system establishes positive social responsibility by both insuring the
provision of outstanding services to local communities and by involving and
incorporating the evolving needs and expectations of stakeholders into its practices
(Pearce and Robinson, 1991: 222). The medical education's social responsibility is an
important force to take note of, as this may have an influence on the health of the public.
The concept of social responsibility should, however, include the demands or
expectations of the stakeholders, which is subject to change over time. Stakeholder
demands. These efforts often require conflict mitigation and needs prioritization in best
incorporating the evolving needs of the public into organizational and system efforts. The
ability for a health system to align with the needs of its environment is therefore an
important indicator ofthe strength of the system (Nunez, 2003; Shirley, 1988). However,
given the complications and rapid evolution of both medical education and the general
health care environment achieving effective planning of this type is no small task.
One major issue is the rapidly changing pace of health systems all over the world
that creates complex health work environments. For instance, health care spending is
rising faster than the average incomes (GNP and GDP) of many countries. Because
health care systems represent integral parts of the global economy, physicians as major
components of a health system workforce, must be educated on the nature and
consequences of the economic environment on the healthcare industry (Ouraishi et. al.
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2005; Riegelman, 2006). However, there is major concern that medical students/residents
are not being fully prepared in medical school to provide the high-quality health service
that they will eventually be expected to practice due to lack of knowledge about the
nature, pace, and influential factors on modern healthcare systems (Michaels, 1999).
Thus, a major obstacle in physician education rests in the failure of health policy medical
school curricula to keep up with rapid changes in national health care systems. Medical
schools need to incorporate in-depth instruction on national health system needs to ensure
medical graduates have sufficient knowledge about health system structure and delivery.

2.2 Health Care Systems Education; Facts and Challenges
Very few medical schools or residency training programs have introduced health
policy content as a formal part of educational curriculum despite evidence suggesting
they are needed. Colleges that do implement such programs tend to experience
difficulties associated with a lack of faculty expertise, minimal interest of medical
trainees, and duty-hours restrictions on teaching faculty (Woodrow et. al. 2006). Because
there is so few health policy training programs in medical schools, there is a lack of
information about the knowledge, attitudes, and experiences of U.S. medical students
with regard to health policy, despite several recent calls for increased attention to this
subject in training programs (Clancy et. al., 1995, Greysen, 2009). Even fewer studies
have been conducted on international health policy training programs.
There are however, a handful of related studies that provide a basis for better
understanding the need to incorporate effective health policy education programs into
medical education. Agarawal, et. al. (2005) found first-year and fourth-year medical
students in the United States demonstrated a significant lack of knowledge about the U.S.
health system, raising concerns about the quality of the country's medical curricula and a
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pressing need to incorporate better health policy education into education efforts. Another
study conducted by Duke University Hospital confirmed medical trainees experience little
exposure to health policy despite a belief it is important for future practice within the
larger health care system (Nagler et. al., 2010). Approximately one-third of department
chiefs in the Kasier Permanente system reported deficiencies in the coordination of care
for patients. Participants also recommended implementing health policy education
initiatives to address the weaknesses at many levels in residency programs and better
prepare new physicians to negotiate the challenges of working within a health care system
(Crosson et. al., 2011). In a review of 117 trials in continuing education, fewer than 20
percent were found to use health care outcomes as their measure of effectiveness (Davis
et. al., 2000). In a review of2,000 papers on continuing education, it was shown that
only about 5 percent of the studies assessed the relationship between course content and
clinical outcomes (Jordan, 2000). Finally, Holmboe, et. al. (2005), argues for the
importance of increasing the training and exposure to specific topics to help medical
residents improve their provision of health care service and reduce health disparities.
These topics include the social and cultural issues of care, health policy, and health
economics.
In addition to the aforementioned studies, the 2003 report of the Institute of
Medicine Committee on the Roles of Academic Health Centers in the 21st Century
emphasized the need to incorporate health care delivery as a part of the leadership
initiative for refonning health profession education. The report emphasized important
themes such as evaluation research, fmancing, leadership, technology infrastructure, and
trends in health care delivery (10M, 2003). Many recommendations have been developed
since to respond to these needs. One main recommendation was for the incorporation of
health policy, health systems, and systems-based practice topics into medical curriculum
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(IOM, 2004). In 2005, the Royal College of Physicians report, Doctors in Society, stated
that "the complementary skills of leadership and 'followership' need to be incorporated
into doctors' training to support professionalism" (RCP, 2005). Another report from the
Society of General Internal Medicine Task Force for Residency Reform pointed out the
importance of increasing the training and exposure to specific topics in order to help
medical residents improve their provision of health care service and reduce health
disparities. These topics include the social and cultural issues of care, health policy, and
health economics (Holmboe ES, et al., 2005).
It is clear from the literature that medical educators must adapt medical education

curricula to better train future physicians in an evolving health care environment.
Moreover, future health care reforms could have difficulty achieving their ultimate goals
if medical schools and residency programs are not fully engaged in developing new
educational initiatives in health policy. Failure to do so may result in serious
consequences for both physicians and their patients (Patel, Davis, & Lypson, 2011).
Physicians are responsible not only for the provision of direct medical care, but also for
the "total delivery" of health care for a patient. A patient can thus hold the medical
provider accountable when he/she fmds their service to be fragmented, inefficient,
impersonal, and unaffordable (Chuang, 2011). Furthermore, a lack of knowledge in new
healthcare trends as well as the basic structures of health care systems can result in a poor
understanding ofthe complex world of the health system. Medical costs, comparative
effectiveness, and medical decision-making are imperative to the proper fimctioning of a
health care system, however these topics are not always thoroughly taught in medical
education. Moreover, a lack of basic knowledge may lead to the inability for medical
graduates and practicing physicians to form informed opinions about the current and
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future needs of the health care system within which they will be working (Alston et al.,
2011).
One method of combatting this serious lack of knowledge is to devote time and
money to training new physicians to work more effectively in their practice roles. There
is an increased movement to empower physicians to play significant leadership roles
throughout the healthcare system where doctors are required to acquire strong personal
and professional skills, a range of non-technical skills, and a good understanding of the
in.creasingly complex environment in which 21st century healthcare is delivered (Warren
et. al., 2011).Saudi Arabia faces many challenges with medical education. One of the
major issues is the proliferation of private and public medical colleges in the absence of
well-established educational quality protocols and guidelines (Tekian and Almazrooa,
2011). The number of medical colleges increased from 5 to 27 over the past ten years,
with varied curricula ranging from the traditional to community-oriented programs. The
increase in the number of medical colleges during this time period occurred as a response
to the increasing population, and ultimately led to a dramatic growth of health services
and medical education over the following decade to meet the needs of the community in
Saudi Arabia.

2.3 Promises and Opportunities for the Health Care Systems Education
Health policy leaders and medical educators have identified some of the skills
needed to better prepare future generation of physicians for challenges associated with the
evolving pace of health systems. These include better and more efficient care
coordination efforts, the incorporation of systems-based practices, interdisciplinary
teamwork, awareness of costs, ability to use information technology, and the engagement
of continuous quality improvement (COGME, 2007). Medical students will also need to
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acquire advanced skills in evidence-based practices, better use of information technology,
quality measurement and improvement, cost awareness, care coordination, leadership of
interdisciplinary teams, and shared decision making. Providing medical students with the
breadth and depth of skills necessary to negotiate the modem health system is the
responsibility of medical schools (Hackbarth, 2011 ). These skills are not currently
encouraged in an existing educational system that is built on training medical students are
usually trained in group- and staff-model HMO settings. The major issue with this type
of training, however, is that the focus has been to learn traditional clinical skills (similar
to what is learned in non-managed care settings), rather than those competencies that are
unique to managing care.
The incorporation of health policy programs into medical schools has not occurred
at a rate that is needed. Recent studies have shown that medical students/residents
consistently report limited time has been devoted to health delivery and economics in
school (Patel, 2009). Thus, the need for medical education reform is clear. As Flexner
states:
"We need to launch another medical education reform to effectively
respond to the current needs of the health care system. Physicians should
be prepared to help lead health systems to provide consistently high
quality care for all (Berwick DM et al., 2010)."
Educational programming trials have shown that medical schools and residency programs
will need to both teach the scientific foundations of system performance and provide
opportunities for trainees to participate in team-based improvement of the real-world
health systems in which they work. Systematic refonns of the medical education system
should focus on integrating health policy education into schools (Berwick, et. al., 201 0).
Challenges to reforms have been addressed in the global consensus for social
accountability of medical schools in 2010. The participants agreed on 10 strategic
directions for medical school curricula. Strategies include: reorienting medical education,
23

researching and servicing priorities accordingly, strengthening governance and
partnerships with other stakeholders, and using evaluation and accreditation procedures to
assess performance and impact. Despite the difficulties of incorporating these elements
into existing medical school curricula, it is expected that there will be an improvement in
the quality, equity, relevance and effectiveness of health care delivery (NRC, 2002). The
ultimate goal is to provide evidence that improvements in the education of medical
colleges will impact people's health status (Gastel, 1995).
The priority health concerns of a given population should be identified through
collaborative efforts by governments, health care organizations, health professionals and
the public. Medical schools have a major role in influencing the changes in the health
care system that are necessary to ensure an effective, efficient, accessible, equitable, and
sustainable system.
The main core values of any academic medical institute are the provision and
delivery of clinical and preventive services, building new knowledge through research,
and educating ofthe next generation of physicians (Schwartzstein et. al., 2008).
Academic medical institutes should work in responsive and efficient ways to achieve the
best health outcomes possible. Boelen and Woollard (2009) proposed a model of
interdependence between health education and health systems, such that the
conceptualization, production, and utility of medical school graduates reflect the priority
needs ofhealth system.
The cornerstone of judging the quality of a medical school is the ability of its
graduates to responsibly perform in the role that the community requires of its medical
practitioners. Medical practitioners must demonstrate responsiveness to changing needs
and make a commitment to a lifetime of continuing medical education. Medical colleges
also have a responsibility to teach students how to develop appropriate professional
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attitudes. A professional attitude is fundamental to effective medical practice, and is a
prerequisite to the ability for a medical practitioner to identify the primary health needs of
the patient as well as their larger community (WHO/WPRO, 2001).
Medical schools also have a responsibility to monitor and respond perceptions
about deficiencies in their graduates to help build public trust and institutional
effectiveness (Thomas et. al., 2002). The gross lack of evaluation strategies in the
medical education system was likely one of the forces responsible for the three-decade
lag between initiation of the movement and widespread adoption of best practices in this
field (Carraccio et al., 2002).
Providing a course or courses in medical school and following up with a course in
the residency program can ensure that soon-to-be practitioners will have at least a basic
knowledge of health care issues. Expanding the already-filled medical school curriculum
to include a health policy component may be difficult, but certainly not impossible.
The effectiveness of a system in responding to patient needs depends on many
factors such as physical facilities and resources, level of knowledge, and technology.
Nonetheless, all of these factors are meaningless without building a capacity through
educating professionals to address ongoing and future challenges (Greiner et al., 2003).
Cunningham and Kitson (2000) showed that the process of focusing on specific patient
issues enabled contextually appropriate action plans to be developed and implemented in
practice. The process of continually educating professionals ensures that the needs of
service users can be addressed in a diversity of clinical settings.
The report "Crossing the Quality Chasm: A New Health System for the 21st
Century" sets forth an ambitious agenda for the redesign of any broken health care
system. The evaluation design describes the set of procedures and tasks that need to be
carried out to systematically examine the effects of a program (Nutbeam and Bauman,
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2007). A given health care system should be designed to provide service that achieves six
quality aims: safety, effectiveness, patient-centeredness, timeliness, efficiency, and equity
(IOM, 2001). Evaluating the results of medical school education has the ability to
demonstrate how well the curriculum is fulfilling its effective stated purpose. This is
important because the results from the assessment of the medical curriculum can
empower and inform the next round of high-quality curriculum and the demarcation of
future priorities that are patient-centered and meet the health needs of the society.
The major determinants of any medical education reform initiative include (but
are not limited to): recent evidence-based trends into health care delivery (such as
increased management of chronic disease), knowledge about the changing demographics
of a population, mismatch between care delivery locations and clinical training,
proliferation of hospitals, patient-centered medical care, and the rising importance of
population health (Skochelak, 201 0).
In conclusion, medical education has shown significant failure to keep in line with

dynamic developments within health systems. Medical schools must initiate institutional
reforms in education through engaging all stakeholders in the reform process to better
meet healthcare needs. Communication with stakeholders is a crucial step for effectively
assessing the health care environment, developing strategies and policies, setting
priorities, tracking change, and linking the supply of and demand for health professionals
to meet the health needs of the population.
Medical schools are required to develop courses in health policy; however health
policy education is currently flawed and has not incorporated recent developments into
existing curricula. Because future generations of physicians are anticipated to play a
leadership role in the reformation of the health care system throughout their careers
through patient care and the responsible allocation of resources, medical schools should
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develop innovative approaches to better equip physicians for this dynamic role. This can
be accomplished by improving the health policy curricula and associated teachings of
medical schools. These reforms are necessary for good patient care and effective public
policy (Sessions SY, 2010).
The following section explains and presents a theoretical framework by which the
integration between medical education and a well-functioning health care system is
understood.

2.4 Theoretical Framework
The following theoretical framework demonstrated in Figure 1 builds on the
"WHO's Framework for Action: Strengthening Health Systems to Improve Health
Outcomes" (WHO, 2007). This framework assumes that improvement in health status of
the population is the result of the incorporation of better knowledge, skills and practices
into the treatment repertoires future physicians. Better knowledge, skills, and practices
are assumed to be a result of strengthening the health care systems curricula in medical
colleges and in residency programs.
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Figure 1: Theoretical Framework of strengthening the health care systems curricula in

medical colleges and in residency programs.
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Raszka and colleagues (2011) found that the majority of medical graduates have
been trained based on an antiquated system of education that does not consider the
different requirements and roles ofthe future generation of physicians in a new system of
healthcare (Raszka & Bannister, 2011 ).
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The results of many studies in this area dealing with medical education reform
show that there is an agreement between physicians, health care executives, medical
educators, and health policy analysts indicating that current and future medical graduates
are not being adequately prepared for the future health care environment. Milstein (2010)
states:
"There is a widespread beliefthat our nation's system of medical education
produces superbly skilled clinicians. Yet some analysts have raised the
concern that physician education and training are not fully preparing new
practitioners for the future requirements of medical practice."
The focus of this dissertation is to identify the perceptions of academic medical
leaders about how their institution's curricula address the current challenges in the Saudi
health care system. Although minimal preliminary research has been conducted in the
United States, there have been no definitive studies on evaluating the current medical
colleges' health care systems curricula in Saudi Arabia. Therefore, this study examines
the perspectives of academic medical leaders in Saudi Arabia to detennine their
perceptions about the importance of health policy teachings, and the quality of and
satisfaction with current education. Finally, this investigation reports their
recommendations and suggestions on how to improve the teaching experience of health
care system in undergraduate and graduate medical education.
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CHAPTER 3: RESEARCH QUESTIONS
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3.1 Study Objectives

This study addresses gaps in the current literature on health system education
within the undergraduate and graduate medical programs in Saudi Arabia.
The main objectives ofthis study are:
1. To measure the perceptions of academic medical leaders in medical colleges and
residency programs regarding the nature of coverage of the health care system in
medical education in Saudi Arabia.
2. To measure academic medical leaders' perceptions on how existing curriculum can be
amended to improve the knowledge of medical students/residents in the area ofhealth
care systems.
3. To assess academic medical leaders' intentions to adopt education about the health
care system into their medical curricula and training programs.
4. To identify perceived barriers to introducing coverage of the health care system into
curricular activities, and to gather leaders' suggestions and recommendations about
future steps and initiatives that medical colleges or residency programs can take to
improve the teaching of health care system.
5. As results of objectives 1, 2, 3 and 4, to identify medical colleges and residency
programs' policy-level factors that facilitate or impede health care system curricula in
medical education.
The findings of this study can be used to help translation of medical education
evidence-based research findings into a public health policy at the national level in
Saudi Arabia.
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3.2 Research Ethics:
The study was approved by the following organizations:
1. Doctoral Committee at Tulane University's School of Public Health and

Tropical Medicine.
2. Saudi Arabian Cultural Mission, Ministry of Higher Education.
3. Jazan University's Deanship of Scientific Research in Saudi Arabia.
The study does not fall within the justification of the Institutional Review Board
(IRB) at Tulane University and was exempted from the review process because its
focus on educational programs within organizations, rather than individual human
subjects. However, a detailed presentation about the objectives of the study, its
importance, any ethical considerations, and the progress of the research was given to
the participants. Academic medical leaders received an email includes the link of the
online questionnaire and contains a consent form. The participants were asked to read
the consent form and sign it electronically.
The researcher also explained to participants about the voluntary nature of the
study and that they could withdraw at any time. Although there was no obvious risk
or harm in participating in the study, the researcher ensured data and identifiable
records were de-identified and stored in a secured way.

3.3 Research Questions and Hypotheses
Research Question 1: What Saudi Arabian academic medical leaders' perceptions of an
association between the presence of a specific 'health care system' course (formal
education) and the knowledge of medical students/residents about how to address the
current challenges in the Saudi Arabian health care system?
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Hypothesis 1: The presence of a specific course on 'health care systems' in medical

colleges/ residency programs will be positively correlated with perceptions that medical
students/residents have sufficient knowledge to address current challenges in the Saudi
Arabian health care system.
Research Question 2: What Saudi Arabian academic medical leaders' perceptions of an
association between specific type of curriculum and the quality of health care education
on a well-functioning health care system's key components?
Hypothesis 2: There is a positive correlation between a specific type of curriculum

(community-based curriculum) and the quality of health care education on a wellfunctioning health care system's key components.
Research Question 3: What Saudi Arabian academic medical leaders' perceptions of a
correlation between the time devoted to education specific to the health care system
related to the degree of satisfaction with the knowledge of medical students/ residents on
a well-functioning health care system's key components?
Hypothesis 3: Increases in time devoted to health care system instruction will be

positively correlated with academic medical leaders' degree of satisfaction with the
knowledge of medical students/residents on a the major components of a well-functioning
health care system.
Research Question 4: What Saudi Arabian academic medical leaders' perceptions of a
correlation between the presence of a specific 'health care systems' course within the
curriculum and its effect on the medical students/residents' plans to practice in
underserved areas after graduation?
Hypothesis 4: The presence of a specific 'health care systems' course within the

curriculum will be positively correlated with the academic medical leaders' perceptions
of plans of medical students/residents to practice in underserved areas after graduation.
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The study will also answer other descriptive and qualitative research questions. These
questions are: what percentages of academic medical leaders have intentions to introduce
a 'health care systems' education into their programs? What are the barriers to teaching
students/residents about the health care system? What are the suggestions about steps and
initiatives that medical colleges or residency programs can take in order to introduce and
improve the teaching of health care systems?
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CHAPTER 4: METHODS AND MATERIALS
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4.1 Conceptual Framework:
Figure 2 represents the study framework that explains the changes in knowledge
of future physicians that will be a key factor in the process of strengthening health
systems. By improving the content and quality of health care system education in
medical programs, it is assumed that the efficiency and effectiveness of health
services provision will improve.

Figure 2: Conceptual framework for health care system education in medical

programs
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Figure 2: Conceptual framework of determinants of health care system curriculum in medical education
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Interventions to strengthen health systems education by way of specific curricula
in medical colleges and residency programs will vary in both medical colleges and
residency programs. By measuring the academic medical leaders' perceptions about each
component of the health care system curricula in their medical programs and relating it to
outcomes, it is possible to distinguish between the direct and indirect association, as well
as determine the overall magnitude of the association created by both components and
their specific activities.
The most fundamental determinant of health systems knowledge is the existence
of the topic within the curricula of the medical colleges and residency programs. This
will be addressed within the study context by asking the academic medical leaders
whether or not their academic curricula includes formal health system education as a
specific course or training activities, or if it is incorporated within other classes and
activities. Potential confounds such as the age of medical colleges and residency
programs; size of programs, type of curriculum; and extra-curricular activities in health
care system, were measured and controlled by measuring the known confounders and
including them as covariates in multivariate analyses (ordinal logistics regression
analysis).
Other factors may influence leaders' perceptions about the quality, satisfaction
and importance of the health care system education such as the presence of a formal
health system education, more resources and the more time devoted to health care system
instruction. The expected outcomes of this are: an increased understanding about how to
better deliver improved health services, strengthening the Saudi health system, and
subsequently improving the health status of the population in Saudi Arabia.
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4.2 Study Design and Inclusion Criteria:
This study conducted a census of all academic medical leaders (96 medical deans,
associate deans, and curricula leaders) in undergraduate medical education in 27 public
and private medical colleges within Saudi Arabia. Participants in the graduate medical
education sector (medical residency programs) included 113 directors and members of
scientific cmmcils, or "boards", for medical residency programs in the country. The
primary method of data collection was via online questionnaires that were emailed to 209
academic medical leaders.
The two inclusion criteria for this survey mandated that the participant:
1) Be an academic medical leader in a medical college (medical deans, associate
deans and curricula leaders) in Saudi Arabia, or
2) Be an academic medical leader of or be on a scientific council "board" of a
residency program (directors and members) in Saudi Arabia.

4. 3 Data Collection
The survey tool used was an online questionnaire developed using multiple Likert
scales (four- and five-point). This web-based survey provides national estimates of the
academic medical leaders' perceptions of health care education and training in medical
colleges and residency programs.
Online surveys have several strengths and potential weaknesses. According to
Archer (2003), the advantages of using online surveys include the elimination of paper,
postage, and related mailing activities. Online surveys are cost-effective in terms of data
entry costs, implementation time, and surveying costs. Another major strength is the
feasibility to send reminders to non-respondents, and simplicity of importing data into
data analysis programs (Evans J. and Mathur A., 2005). Based on these characteristics,
38

this type of survey is a suitable approach for reaching the targeted population. Potential
disadvantages include lack oflnternet connection for some participants. Limited literacy
of computer's applications among some respondents is considered to be another weakness
of this type of survey. Many of the disadvantages of using an online survey, however, do
not apply to the participants in this study.
The survey included six components, which all aimed to capture characteristics about
health care system curricula and teaching. These components include: demographic
characteristics, formal health care system education, quality of health care system
education, addressing the Saudi health care system in medical education, satisfaction with
the health care system education, and the importance of health care system education in
medical education.

A) Academic medical leaders' perceptions of quality of health care system education:
The academic medical leaders responded to 8 items about the quality of health care
system education at their medical colleges and residency programs by using a five-point
Likert scale (1 ="Strongly disagree", 2= "Disagree", 3= "Neutral", 4= "Agree" or 5=
"Strongly agree"). The participant's perceptions ofhigh quality-education were obtained
by identifying the 33rd and 66th percentile as cut-off points of the combined expected
possible values ofthe following dimensions:

•

Comprehensiveness of health care

•

Access to health care

•

Coverage of health care

•

Continuity of health care

•

Quality of health care

•

Patient-centeredness

•

Coordination ofhealth care

•

Accountability and efficiency
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B) Academic medica/leaders' perceptions of knowledge ofmedical
students/residents to address Saudi health care system in medical education:
Participants responded to 14 items inquiring about the knowledge of medical
students/residents to address Saudi health care at their medical colleges and residency
programs by using a five-point Likert scale (1 ="Strongly disagree", 2= "Disagree",
3= "Neutral", 4= "Agree" or 5= "Strongly agree"). Leaders' perceptions of medical
students/residents' knowledge about addressing the Saudi health care system were
obtained by designating the 33rd and 66th percentile as cut-off points of the combined
expected possible values of the following dimensions:
•

Shortage of Saudi health professionals

•

Changing patterns of disease from communicable to non-communicable (e.g.
Obesity, Diabetes, Hypertension, Heart diseases, etc.)

•

High demand for health services

•

Improving quality of services provided

•

Poor accessibility to health care services

•

Poor family/primary care medicine system

•

Patient safety and medical errors

•

Cooperative health insurance system

•

Lack of a national health information system

•

Underutilization of the electronic health strategies

•

Absence of a national crisis management policy

•

Religious gathering seasons (Hajj and Umra)

•

Increasing motor vehicle accidents

•

Drug abuse and drug-related problems
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C) Academic medica/leaders' perceptions of satisfaction of health care system
education:
Participant's reports of high satisfaction ofhealth care system education were
obtained by averaging their responses to the following questions:

a) Satisfaction of the curricula:

•

Very Dissatisfied

•

Dissatisfied

•

Neutral

•

Satisfied

• Very Satisfied
b) Satisfaction of the students and residents' tmining to address the Saudi health
care system needs:
•

Not well trained at all

•

Neutral

•

Very well trained

c) Satisfaction of the students and residents' knowledge in the health care system
topics:
•

Not knowledgeable

•

Somewhat knowledgeable

•

Knowledgeable

•

Very knowledgeable

The final section of the questiom1aire contained two open-end questions. The first
asked academic medical leaders to explain the obstacles to adopting health care system
curricular activities. The second question prompted academic medical leaders to provide
suggestions and recommendations about steps and initiatives that can be taken to improve
health care system education.
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Figure 3: Study Flow Diagram
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Study Flow Diagram

According to the "study flow diagram" (Figure 3), all academic medical leaders in
medical colleges and scientific councils for residency programs in Saudi Arabia were
identified by obtaining comprehensive lists of the academic medical leaders of all medical
colleges and residency programs from the Saudi Committee of Medical Deans and the
Saudi Council for Health Specialties, respectively. In summary, a total of209
questionnaires were sent to academic medical leaders of these institutions, and a total of
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103 questionnaires were analyzed. As detailed in Figure 3, some medical leaders were
not included in the participant pool due to a lack of interest, response, or incomplete
questionnaires.
Online questionnaires were sent to all academic medical leaders in the first week of
November 2012. Two weeks later, the researcher identified the non-respondents and sent
them the first electronic reminder with the link of the online questionnaire. The
researcher then waited for another two weeks and sent the second reminder email to deans
of medical colleges and directors of residency programs' boards to encourage
participation. Finally, after waiting for another two weeks, a third reminder email was
sent to those who did not respond in the first or second stage of recruitment.
A total of 202 academic medical leaders were successfully reached with a contact rate
of96.6% (202/209). A total of 135 leaders participated in the study at a rate of 66.8%
(135/202). The researcher excluded 32 uncompleted questionnaires. The response rate,
therefore, was 51.0% (103/202). Fifty-four (54) academic medical leaders from the
medical colleges participated, while forty-nine (49) leaders from the residency programs
participated. Therefore, 52.4% of the sample represented leaders from medical colleges,
and 47.6% represented leaders from residency programs.
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4.4 Dependent variables for Health Care Systems Education
A summary of independent, control, and dependent variables by research question are
presented below in Table 1.

Table 1: Summary of independent, control and dependent variables by research

questions:
.:

Research
Question l

:R,esearcb {.
QJie~tion:Z
.

Research
Question 3·

Dependent
variables

Independent
Presence of
Variables
formal education

Control
variables

-Age of programs
- Size of programs
- Extracurricular
activities

Quality ofhealth
care education on
a well-functioning
health care
system's key
components

.··

:Research
Question
4.
.

...

'

Knowledge of
medical
students/residents
to address the
current challenges
in our health care
system

:.·.

Degree of
satisfaction about the
knowledge of
Plans to practice
medical
in underserved
students/residents on
areas
a well-functioning
health care system's
key components

Type of Medical
curriculum

Time devoted
to instruction

-Age of
programs
- Size of
programs
- Extracurricular
activities

- Age of programs
- Size of programs
- Type of Medical
curriculum

Presence of
formal
education
-Age of
programs
-Type of
Medical
curriculum

Individual-level demographic characteristics were selected based on the fmdings from
the literature review, and they included type of programs, age ofmedical programs, size
of medical programs and existing formal education of health care system. Academic
medical leaders were classified based on specific characteristics. These characteristics
were chosen as a starting point for investigation and include:
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•

The historical period in which the program developed (old medical programs
from the year of 1976 to 1996, middle aged programs from 1997 to 2005 and
new aged programs from 2006 to 2012).

•

Size of medical programs (small sized programs had less than or equal to 100
medical residents or more than 250 students; middle sized programs had 100
to less than 150 residents or 250 to less than 500 students); and large sized
programs had more than 150 residents or more than 500 students).

•

Formal education (e.g., if the medical college or residency program has a
specific course to teach health care systems; if the medical college or
residency program teaches the topics of health care systems within other
courses; and whether or not medical students or residents participate in extracurricular activities related to health care systems.

There were four dependent variables for each education's dimensions, and they
were examined separately with each of the independent variables (formal education,
quality of education and type of curriculum and training).
1. The level ofknowledge medical students/residents had to address the current
challenges in our health care system, with a category coded as 3 if high, 2 if
medium and 1 iflow.
2. The quality of health care education on a well-functioning health care
system's key components, with a category coded as 3 if high, 2 if medium
and 1 iflow.
3. The degree of satisfaction with the knowledge of medical students/residents
on a well-functioning health care system's key components, with a categoty
coded as 3 if high, 2 if medium and 1 iflow.
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4. The plans of medical students/residents to practice in underserved areas after
their graduation were reported as a percentage of students or residents.

4.5 Data Processing
Online questionnaires were entered, managed and analyzed using IBM SPSS
Statistics for Windows, Version 21.0, (2012, Armonk, NY: IBM Corp). All data were
deidentified at the time of data entry. Open-ended qualitative questions were analyzed
through content analysis after constructing themes extracted from the literature review of
similar educational questions.

4. 6 Data Analysis
The unit of analysis was academic medical leaders in Saudi Arabia. For each
outcome variable, a separate model was built to investigate the relationship with
dependents variables. The construction ofthe three ordinal categories (Low= "1",
Medium= "2" and High= "3") of each outcome variable is discussed below.
For each hypothesis being tested, the multiple dimensions of academic medical
leaders' perceptions responses, (1 ="Strongly disagree", 2= "Disagree", 3= "Neutral", 4=
"Agree" or 5= "Strongly agree"), about the health system in Saudi Arabia were combined
to create each ordinal dependent variable. The 33rd and 66th percentile cut-off points of
the combined expected possible values of the dimensions were used to create the three
categories of each dependent outcome. A descriptive statistical analysis was also
performed to summarize leaders' survey data by all characteristics. Chi-square analysis
was used to test for the differences in the bivariate outcomes.
An ordinal logistic regression was used to determine the direction ofthe
relationship between each predictor and the ordinal nature of the categorical outcomes.
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The validity of each model was assessed using the parallel lines test. The p-values were
greater than 0.50 for the three research questions, indicating that the assumption of the
ordinal logistic model were not violated and, therefore, suitable. Furthermore, the
goodness of fit test for each of the three models showed that the model adequately fit the
data (p < 0.05).
First, bivariate analyses were used to test for associations between independent
variables and the outcome. Independent variables that were significantly related in the
bivariate analyses were included in the fmal multivariate logistic regression model. Odds
ratios were generated to see the magnitude of associations for each independent variable.
Associated 95% confidence intervals were calculated to determine the statistical
significance at different levels.
The variable "type of program" was excluded from the regression analysis in the
first two models due to collinearlity with type of curriculum and training. The probability
of committing a type- I error (alpha) was set at 0.05. Wald statistics and log-likelihood
ratios were used to identify variable significance and model fit.
Multivariate and bivariate analyses were conducted only among those leaders who
responded to all choices of the dimensions ofhealth care system education. For leaders
who did not answer a single question, their answers were treated as missing variables,
which were ultimately excluded. The final number of academic medical leaders was n =
51 for medical colleges and n= 43 for residency programs.
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CHAPTER 5: RESULTS
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5.1 Demographic characteristics of respondents
The study produced usable responses from a total of 103 subjects from a pool of
209, a response rate of 51. 0%, with relatively even representation of academic medical
leaders at both medical colleges and residency programs (54 (n) of96 (N) or 52.4% for
medical colleges and 49 (n) of 113 (N) or 47.6% for residency programs).
Table 2 provides a detailed breakdown of characteristics of all medical colleges
and residency programs (N) and the characteristics of the medical colleges and residency
programs represented by the respondents (n). The respondents were representative of all
total academic medical leaders in the target population of the medical colleges and
residency programs in Saudi Arabia. Referring to the niN column, academic medical
leaders in medical colleges represented more than 50.0% of the total academic medical
leaders' population prop011ionally according to the age and size of medical colleges (with
only middle sized schools slipping below this level at 48.5%). In residency programs, the
leaders' representation of the total population does not vary widely, ranging from 38.2%
to 50.7% based on the age and size of residency programs (again with middle sized
programs underrepresented at 16.7%).

In medical colleges, almost half (48.1%) of leaders were from the new colleges,
with the remainder (51.9%) from middle and old aged colleges. Conversely, about onequarter (24.5%) ofleaders in residency programs worked in new programs, with the rest
(75.5 %) from the middle and old aged programs.
More than one-half(53.7%) ofleaders were from large-sized medical colleges and
almost seventy percent (69.4%) of leaders worked in small-sized residency programs. In
terms offonnal education, respondents were classified based on having a specific course
to teach about the health care system in their medical program. The existence of health
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care topics within other courses and whether or not students and trainees attend extracurricular activities involving teaching about the health care system were also considered.
Nearly fifty-two percent (51.9%) ofleaders in medical colleges reported that the
curricula included a specific course about the health care system, versus forty-eight
percent (48.1 %) reporting no such course. Over three-quarters (75.5%) ofleaders in
residency programs reported no specific course for health care systems education, leaving
only one-quarter (24.5%) which such a course. In terms ofthe inclusion ofhealth care
topics within other courses in medical programs, more than a half of the leaders in
medical colleges (53. 7%) reported these topics were incorporated within other courses,
compared to only (20.4%) in the residency programs. Similar findings resulted when
leaders were asked if their medical students/residents attend extra-curricular activities
addressing the health system. Students/residents attending such activities were
affirmatively reported by 55.6% and 26.5% of the leaders, respectively.
Leaders of both medical colleges and residency programs agreed that more than
90% of education addressing the health care system is conducted by way of low-intensity
instruction. These reports also elucidated that the time devoted to this teaching was
usually less than 40 hours during the whole period of the medical education.
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Table 2: Demographic characteristics of academic medica/leaders in medical colleges

and residency programs, Saudi Arabia

Medical Colleges
Characteristics

(n= 54)
No.(%)

(N=96)
No.(%)

13 (24.1%)

Residency Programs
( n/N)
(%)

(n=49)
No. ( %)

(N=113)
No.(%)

( n/N)
(%)

20 (20.8%)

(65.0%) 19 (38.8%)

47 (41.6%)

(40.4%)

15 (27.8%)

27 (28.1%)

(55.6%) 18 (36.7%)

38 (33.6%)

(47.4%)

26 (48.1%)

49 (51.1%)

(53.1%) 12 (24.5%)

28 (24.8%)

(42.9%)

9 (16.7%)

11 (11.5%)

(81.8%)

34 (69.4%)

67 (59.3%)

(50.7%)

16 (29.6%)

33 (34.4%)

(48.5%)

2 (4.1%)

12 (10.6%)

(16.7%)

29 (53.7%)

52 (54.1%)

(55.8%)

13 (26.5%)

34 (30.1%)

(38.2%)

28 (51.9%)

--

--

12 (24.5%)

--

--

26 (48.1%)

--

--

37 (75.5%)

--

--

29 (53.7%)

--

--

--

--

25 (46.3%)

--

--

--

--

--

--

--

--

Age of Program
- Old aged programs
(1967-1996)
- Middle aged programs
(1997-2005)
- New aged programs
(2006-2012)
Size of Program

- Small sized programs
(<100 residents/<250 students)

- Middle sized programs
(I 00-<150 residents/250- <500
students)

- Large sized programs
(> 150 residents/>500 students)

Formal Education
Specific course
- Yes
-No
HCS topics included
within other courses
- Yes
-No
Extra-curricular activities
- Yes
-No

30 (55.6%)
24 (44.4%)

10 (20.4%)
39 (79.6%)

--

--

13 (26.5%)

--

--

49 (90.7%

--

--

47 (95.9%)

--

--

5 (9.3%)

--

--

2 (4.1%)

--

--

36 (73.5%)

Intensity of Instruction
- Low intensity
(::S 40 Hours)
- High intensity
(>40 Hours)
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Bivariate analysis offactors related to health care system education
The researcher conducted bivariate analyses ofthe academic leaders' perceived
level of knowledge belonging to medical students/residents to better understand the
dynamics of health care system education in the medical colleges and residency programs
in Saudi Arabia. Dependent variables included the leaders' perceptions about students'
knowledge specific to:
•

Current challenges in the Saudi health care system

•

Quality of education on a well-functioning health care system's key components

•

Satisfaction about the knowledge of students and residents on a well-functioning
health care system's key components.

The independent variables included:
•

Type ofprogram

•

Age of program

•

Size ofprogram

•

Type of curriculum (traditional, problem-based, integrated systems based,
community based and traditional residency program training)

•

Formal education of health care systems (having a specific course about health
care systems, including health care system education within other courses and
attending of medical students/residents to other extra-curricular activities

•

Level of instruction (e.g. time devoted to instruction)

A Chi-square (/) test for independence was used to explore the relationship between
the predictor and outcome variables. Given small sample size for some categories,
Fisher's exact (F) test was used to indicate significant associations between the variables
of interest.
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5.2 Factors significantly associated with the three outcomes for leaders' perceptions of
health care system education based on bivariate analysis in medical colleges.

Bivariate results indicated significant differences in leaders' perceived knowledge
of medical students/residents to address the current challenges in the Saudi health care
system (i.e., high perceived knowledge) within 4 of the 6 demographic variables for
respondents. All demographic variables were significant except size of program and
intensity of instruction. These results are presented below in Table 3.
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Table 3: Bivariate analysis of factors associated with the three outcomes for leaders'
/

perceptions of health care system education (medical colleges)

%Perceived Knowledge
Characteristics

%Perceived Quality

High

Low

Middle

High

50.0%

33.3%

33.3%

41.7%

25.0%

0.0%

31.3%

68.8%

25.0%

25.0%

4.2%

8.3%

87.5%*

4.0%

12.5%

87.5%

18.8%
32.1%

Low

Middle

16.7%

%Perceived Satisfaction
Low

Middle

High

66.7*

25.0%

8.3%

50.0%

31.3%

31.3%

37.5%

28.0%

68.0%

24.0%

52.0%

24.0%

0.0%

50.0%

50.0%

25.0%

62.5%

12.5%

75.0%

17.6%

23.5%

58.8%

17.6%

47.1%

35.3%

60.7%

21.4%

28.6%

50.0%

50.0%

28.6%

21.4%

30.0%

Age of Program
- Old aged programs
(1967-1996)
- Middle aged programs
(1997-2005)
-New aged programs
(2006-2012)
Size of Program
- Small sized programs
0.0%
(<100 R./<250 S.)
- Middle sized programs
6.3%
(100- <150 R./250<500 S)
7.1%
- Large sized programs
(>150 R. />500 S.)
Type of Curriculum
- Traditional
- Problem-based
- Integrated Systemsbased
- Community-based

10.0%

40.0%

50.0%

50.0%

20.0%

50.0%

40.0%

10.0%

0.0%

8.3%

91.7%** 0.0%

20.8%

79.2%**.

8.3%

58.3%

33.3%

20.0%

60.0%

20.0%

54.5%

36.4%

9.1%

90.9%**

9.1%

0.0%

0.0%

14.3%

85.7%*

0.0%

28.6%

71.4%

28.6%

28.6%

42.9%

0.0%

20.7%

79.3%

6.9%

34.5%

58.6%

17.2%*

51.7%

31.0%

3.4%

31.0%

65.5%

24.1%

31.0%

44.8%

37.9%

37.9%

24.1%

3.3%

13.3%

83.3%*

6.7%

26.7%

66.7%*

20.0%*

50.0%

30.0%

6.5%

28.3%

65.2%

17.0%

34.0%

48.9%

42.6%

36.2%

21.3%

0.0%

0.0%

100.0%

0.0%

20.0%

80.0%

0.0%

60.0%

40.0%

Formal Education
- Specific course
- HCS topics included
within courses
- Extra-curricular
activities
Intensity of Instruction
- Low intensity
(::S 40 hours)
- High intensity
(>40 hours)

** = p <0.001

* =p <0.05
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The most significant differences were observed among academic medical leaders
who use problem-based curriculum in medical colleges [(F= l9.3,p < 0.001)].
Participants using community based curriculum reported high 'perceived knowledge' of
their students (p < 0.05).
The results indicated a significant association between the age of program and the
level of knowledge of medical students. Participants from new colleges showed high
perceived levels (F= l2.2,p < 0.05), compared to their counterparts in the middle and old
medical colleges. The results in Table 3 revealed that only (33.3%) of the respondents
from the old aged medical colleges reported a high-perceived knowledge of their students
in regard to addressing the challenges facing the Saudi health care system. This
percentage is striking when compared to (68.8%) in the middle-aged colleges group, and
(87.5%) ofthe medical leaders in the new aged colleges.
The analysis indicated a significant association between the type of program
(medical colleges vs. residency programs) and leaders' high-perceived knowledge of
medical students/residents in regard to addressing the challenges facing the Saudi health
care system (F= lO.l,p < 0.05). Examination ofthe cell frequencies showed that about
(69.8%) of the academic medical leaders in medical colleges demonstrated a high
perceived knowledge of medical students in regard to addressing the current challenges in
the Saudi healthcare system, compared to (40.8%) of medical leaders in residency
programs.
The Fisher exact test was performed to test the null hypothesis of no association
between extra-curricular activities in the healthcare system and leaders' perceived
knowledge of medical students in regard to addressing the challenges facing the Saudi
health care system. An association was found (F= 5.9,p < 0.05), with (83.3%) of
medical leaders reporting a high perceived knowledge of medical students in regard to

55

Saudi health care system challenges with attendance of their medical students to extracurricular activities, compared to those who do not attend extra-curricular activities
(52.2%).
Bivariate results indicated significant differences in leaders' perceived quality of
education on a well-functioning health care system's key components (i.e. high perceived
quality) for leaders in medical colleges, depending on the demographic variable, such as
type of curriculum [Problem-based curriculum (F= 26.0,p < 0.001)]. Examination of the
cell frequencies showed that medical leaders demonstrated high perceived quality of
healthcare system education with two types of curricula: Problem-based (79.2%) and
commtmity-oriented (71.4%) curricula. Medical leaders expressed perception of a low
quality in regard to traditional and integrated-systems curriculum (20.0% and 9.1%
respectively).
A Fisher exact test was performed to test the null hypothesis of no association
between extra-curricular activities in the healthcare system and leaders' perceived quality
of education on a well-functioning health care system's key components. An association
was found (F= 7.2,p < 0.05), with (66.7%) of the medical leaders reporting a high
attendance of their medical students to extra-curriculum activities in the area of healthcare
system education, compared to those who reported that medical students do not attend
extra-curricular activities (33.3%).
There were significant differences in participants' perceived satisfaction about the
knowledge of students (i.e., low perceived satisfaction) on a well-functioning health care
system's key components, however this difference was statistically significant only
within the type of curriculum [Integrated systems-based (F = 24.0,p < 0.001)].
An examination ofthe cell frequencies indicates that medical leaders demonstrated low
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perceived satisfaction with this one type of curriculum [Integrated systems based
(90.9%)].
Results also indicated significant differences in leaders' perceived satisfaction
about the knowledge of students (i.e. low perceived satisfaction) on a well-functioning
health care system's key components, depending on the presence of a formal health
systems education (i.e., having a specific course to teach health care system)

rl = 10.4, p

<0.05]. Sixty percent (60.0%) of the medical leaders who do not have a specific course to
teach health care system in their medical colleges reported a low satisfaction about the
knowledge of students on a well-functioning health care system's key components,
compared to only (17.2%) of leaders whose programs do have formal education.
A chi-square test was performed to test the null hypothesis of no association
between leaders' perceived satisfaction about the knowledge of students on a wellfunctioning health care system's key components with medical student attendance of
extra-curriculum activities in the area of healthcare system education. A significant
difference was found between leaders' low perceivedsatisfaction, [x2 = 8.4,p <0.05] with
students' education, depending on attendance of extra-curricular activities. About
(58.3%) ofthe medical leaders reported low satisfaction about the knowledge of students
on a well-functioning health care system's key components when also reporting that their
medical students do not attend extra-curricular activities in the area ofhealthcare system
education. Only 20.0% ofleaders reported that medical students do attend extracurricular activities also reported low satisfaction with knowledge of students on a wellfunctioning health care system's key components.
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5.3 Factors significantly associated with the three outcomes for leaders' perceptions of
health care system education based on bivariate analysis in residency programs.

Bivariate results indicated no significant differences among academic medical
leaders' high perceived knowledge of medical students/residents to address the current
challenges in Saudi health care system, quality of education on a well-functioning health
care system's key components, and satisfaction about the knowledge of students and
residents on a well-functioning health care system's key components, within all
demographic variables for respondents in residency programs. These results are detailed
below in Table 4.
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Table 4: Factors significantly associated with the three outcomes for leaders'

perceptions of health care system education based on bivariate analysis (residency
programs)
%Perceived Knowledge
Characteristics

Low

Middle

High

%Perceived Quality
Low

Middle

High

%Perceived Satisfaction
Low

Middle

High

Age of Program
- Old aged programs
(1967 -1996)
- Middle aged programs
(1997-2005)
-New aged programs
(2006-2012)

0.0%

50.0%

50.0%

23.5% 47.1%

29.4%

37.5% 56.3%

6.3%

5.0%

50.0%

45.0%

40.0% 30.0%

30.0%

35.0% 60.0%

5.0%

8.3%

66.7%

25.0%

25.0% 25.0%

50.0%

33.3% 58.3%

8.3%

48.4%

26.7% 30.0%

43.3%

38.7% 51.6%

9.7%

50.0%

50.0% 50.0%

0.0%

50.0% 50.0%

0.0%

21.4%

33.3% 40.0%

26.7%

21.4% 78.6%

0.0%

Size of Program
- Small sized programs
3.2% 48.4%
(<100 R./<250 S.)
- Middle sized programs
50.0% 0.0%
(100- <150 R./250<500 S)
0.0%
78.6%*
- Large sized programs
(> 150 R./ >500 S.)
Type of Training
- Traditional Training

4.1%

55.1%

40.8%

30.6% 34.7%

34.7% 34.7%

59.2%

6.1%

0.0%

53.8%

46.2%

15.4% 30.8%

53.8% 30.8%

53.8%

15.4%

0.0%

33.3%

66.7%

22.2% 33.3%

44.4% 33.3%

66.7%

0.0%

0.0%

60.0%

40.0%

18.8% 50.0%

31.3% 33.3%

60.0%

6.7%

4.4%

55.6%

40.0%1

31.0% 37.8%

31.0% 35.6%

57.8%

6.7%

0.0%

0.0%

0.0%

50.0% 0.0%

50.3% 50.0%

50.0%

0.0%

Formal Education
- Specific course
- HCS topics included
within courses
- Extra-curricular
activities
Intensity of Instruction
- Low intensity
(:S 40 hours)
- High intensity
(>40 hours)

** =p <0.001

* =p <0.05
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5.4 Factors significantly associated with the three outcomes for leaders' perceptions of
health care system education based on multivariate analysis

The multivariate analysis focused on three outcomes for health care system
education. These outcomes included: academic medical leaders' perceived knowledge of
medical students/residents to address the current challenges in Saudi health care system,
perceived quality of education on a well-functioning health care system's key
components, and perceived satisfaction about the knowledge of students/residents on a
well-functioning health care system's key components. In each analysis, we tested the
relationship between the outcome and the six demographic variables. These results are
detailed in Table 5.
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Table 5: Multivariate analysis of factors associated with the three outcomes for
academic medical leaders' perceptions of health care system education

Perceived Knowledge

Perceived Quality

Perceived Satisfaction

N=94
Odds Ratio (95% Cl)

N=96
Odds Ratio (95% Cl)

N=94
Odds Ratio (95% Cl)

Characteristics

Type of Program
- Residency programs
- Medical colleges

Dropped
Dropped

Dropped
Dropped

Reference
0.74 (0.23-2.40)

Reference

Reference

Reference

1.11 (0.30-4.13)

0.68 (0.22-2.14)

0.39 (0.13-1.17)

1.97 (0.52-7.45)

0.45 (0.14-1.41)

1.14 (0.39-3.36)

Reference

Reference

Reference

2.51 (0.70-8.97)

1.66 (0.55-5.01)

0.78 (0.27-2.28)

0.52 (0.11-2.39)

0.97 (0.27-3.47)

1.87 (0.55-6.29)

Age of Program
-New aged programs
(2006-20 12)
- Old aged programs
(1967-1996)
- Middle aged programs
(1997-2005)

Size of Program
- Large sized programs
(> 150 R./>500 S.)
- Small sized programs
(<100 R./<250 S.)
-Middle Sized programs
(100- <150 R/250<500 S)

Type of Curriculum/Training
-Problem-based
- Traditional
- Integrated Systems-based
- Community-based
- Traditional Training

Reference
0.05 (0.01-0.43)
O.Ql (0.00-0.15)
0.34 (0.02-5.16)
0.04 (0.00-0.31)

*
**
*

Reference
0.10 (0.02-0.54)
0.05 (0.01-0.29)
0.90 (0.12-7.03)
0.11 (0.02-0.55)

*
**
*

Dropped
Dropped
Dropped
Dropped
Dropped

Formal Education
Specific Course
-No
-Yes
HCS topics included
within courses
-No
-Yes

Reference
1.02 (0.24-4.31)

Reference
0.98 (0.29-3.40)

Reference
5.72 (1.76-18.62)

Reference
1.80 (0.43-7.46)

Reference
0.96 (0.29-3.15)

Reference
0.40 (0.13-1.23)

*
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Extra-curricular activities
-No
- Yes

Reference
1.47 (0.46-4.73)

Reference
1.56 (0.58-4.20)

Reference
1.05 (0.39-2.82)

Dropped

Reference

Reference

Dropped

0.84 (0.14-5.21)

0.32 (0.07-1.56)

Intensity oflnstruction

- High intensity
(>40 hours)
- Low intensity
(::S 40 hours)

** = p <0.001

* = p <0.05

Table 5 presents the results of multivariate analysis for all academic medical
leaders in medical schools and residency programs with regard to high perceived
knowledge of medical students/residents to address the current challenges in the Saudi
health care system (as the first dependent variable), compared to leaders with low and
medium perceived levels. Type of program was dropped from the final model ofthe first
two research questions due the collinearity.
Out of the six demographic variables tested in this model, only one variable was
significant. The significant variable for academic medical leaders was 'type of
curriculum'. Academic medical leaders from medical programs with specific types of
curriculum (e.g. integrated systems-based curriculum, traditional curriculum and
traditional residency program training) were less likely to perceive high students/residents
knowledge to address the current challenges in Saudi health care system. Odds ratios
were [O.R. 0.01 (CI 0.00 -0.15)], [O.R. 0.05 (CI 0.01-0.43)] and [O.R. 0.04 (CI 0.000.31)] respectively, compared to academic medical leaders in medical programs with
problem-based curriculum.
Academic medical leaders from medical programs with the aforementioned types
of curriculum (integrated systems-based curriculum, traditional curriculum and traditional
residency program training) were also less likely to perceive high quality of education on
a well-functioning health care system's key components.
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Odds ratios were [O.R. 0.05 (CI 0.01 -0.29)], [O.R. 0.10 (CI 0.02 -0.54)] and [O.R. 0.11
(CI 0.02-0.55)] respectively, compared to academic medical leaders in medical programs
with problem-based curriculum.
Academic medical leaders from medical programs with formal education (e.g.,
having a specific course to teach health care system) were more likely to have a high
perceived satisfaction about the knowledge of students and residents on a wellfunctioning health care system's key components, compared to their counterparts who
work in medical programs that do not provide a formal education of health care systems
[O.R. 5.72 (CI1.76-18.62)].
The factor that increased participants' perceptions about students/residents
knowledge to address challenges and quality of education on a well-functioning system's
key components from negative to positive (e.g. high to low) was using a problem based
curriculum in medical colleges. The results also showed that having a formal education
of health care system through teaching a specific course that addresses health care topics
will increase the leaders' reports of high satisfaction about the knowledge of
students/residents on a well-functioning health care system's key components. These
results are shown in Table 6.
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Table 6: Summary offactors significantly associated with the three outcomes for

leaders' perceptions of health care system education based on multivariate.

Variable

Perceived

Perceived
Perceived Quality
Knowledge

Satisfaction

--

Type of Program
Age of Program

--

--

--

Size ofProgram

--

--

--

**

**

--

--

*

HCS topics included

--

--

within courses

--

--

---

--

--

--

Type of Curriculum/
Training
Formal Education

-

Specific Course

- Extra-curricular activities
Intensity Of Instruction

** = p <0.001

* = p <0.05
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5.5 Perceptions of academic medica/leaders of how does having a specific course to

teach the health care system affect their medical students/residents' plans to practice in
underserved areas after graduation.
The researcher performed non-parametric tests to investigate the academic
medical leaders' perception ofhow having a specific course on health care systems
affects their medical students/residents' plans to practice in underserved areas after
graduation due to the violation of the data's assumption of normal distribution. A MannWhitney U Test revealed no significant difference in leaders' perceptions in medical
colleges of their medical students' plans [(Median (Md) =20, Mann-Whitney U Test (U)
=336, p >0.05)] and leaders' perceptions in residency programs of their medical
residents' plans [(Md=15, U=223.5,p >0.05)], to practice in underserved areas after
graduation. This was true regardless of whether or not students were exposed to health
care system education and is further detailed below in Figure 4 and Table 7.

Figure 4: Histogram of the distribution the academic medica/leaders' perception about
medical students/residents' plans to practice in underserved areas.
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Table 7: A Mann-Whitney U Test ofthe academic medical leaders' perceptions about

medical students/residents' plans to practice in underserved areas.
Type of Program

Mann-Whitney U

Medical College

Residency Program

z

P-value
Median
Mann-Whitney U

% Medical students/residents
plan to practice in Underserved areas
336.000
-.466.641
20
223.500

z
P-value
Median

-.241.810
10

5.6 Leaders' perceptions of importance of knowledge about Saudi health care system
for future careers
It was remarkable that the academic medical leaders in both groups have shown

high perceived importance about the knowledge of the health care system for medical
students/residents' future careers. More than (90%) of the leaders in medical colleges and
(83.7%) of leaders in residency programs reported that this topic is extremely important
for future careers. No leader in both groups thought that health care system education is
not important. These fmdings are detailed further in Figure 5.
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5. 7 Future education intentions for addressing health care system in medical programs.
The academic medical leaders exhibited a high intention to adopt health care
system's educational initiatives in the future. Approximately (90%) of the leaders prefer
to increase health care system education within the curricula, while (50%) considered
adding more health care topics in their medical programs. The majority of the leaders
(78%) disagreed when asked if they think that there is no need to increase exposure to
teaching about the Saudi health care system in Saudi medical educational programs.
These results are further demonstrated in Figure 6.
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Qualitative Analysis
Content analysis elicited the construction of themes related to the perception of
the leaders regarding the barriers and solutions to teaching the health care system in
medical programs.

5.8 Perceptions of academic medica/leaders of barriers to teaching health care system
at Saudi medical colleges and residency programs.
There are many challenges to the adoption of health care system education by
Saudi academic medical leaders. Reports ofthese challenges include: multiple health
care system barriers (32%); lack of faculty expertise (20%); weak educational leadership
and governance (13%); health care system education not being a priority (13%);
resistance to changing and adopting new educational strategies (9%); lack of teaching
materials ( 6%); difficult regulatory system accreditation, certification and licensure (4%);
and no room for new topics (3%). These fmdings are summarized in Table 8 below.
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Table 8: Perceptions of academic medical leaders of barriers to teaching health care

system at Saudi medical colleges and residency programs

Barriers

n (%)

Lack of a well-functioning health care system

37 (32%)

Lack of faculty expertise

23 (20%)

Weak educational leadership and governance

15 (13%)

Health care system education is not a priority

15 (13%)

Lack of interest and resistance to adopt new technologies and models

10 (9%)

Lack of teaching materials

7 (6%)

Difficult regulatory system; accreditation, certification and licensure

4 (4%)

No room for new topics

3 (3%)

5.9 Perceptions of academic medica/leaders of solutions to teaching health care system
at Saudi medical colleges and residency programs
The leaders suggested many solutions to teaching the health care system in
medical education. Most ofthe respondents (42%) emphasized the need to refonn
medical education with emphasis on health care system and community needs. Other
solutions included: introducing mandatory primary care service rotation in rural areas
(12%); providing faculty development programs in order to enhance knowledge of the
faculty members in health care system (12%); maintaining open channels of
communication between medical educational institutions and health authorities (10%);
increasing community outreach initiatives and volunteer programs (8%); identifying best
practices and building international collaborations in the field of health care system
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education (6%); providing teaching incentive programs (6%), and involving medical
graduates in health planning and decision making process (4%). These findings are
summarized in Table 9.

Table 9: Perceptions ofAcademic Medical Leaders ofSolutions to Teaching Health
Care System at Saudi Medical Colleges and Residency Programs
Solutions

n (%)

Reform Medical education with emphasis on health care system
and community needs
Introduce mandatory primary care service rotation in rural areas
Develop faculty development and enhance knowledge in health

29 (42%)

8 (12%)

8 (12%)

care system
Maintain open Channels of communication between medical
educational institutions and health authorities
Increase community outreach initiatives and volunteer programs
Identify best practices and build international collaborations in the

7 (10%)

6 (8%)

4 (6%)

field of health care system education in medical programs
Develop Teaching Incentive Programs
Involve medical graduates in health planning and decision making

4 (6%)

3 (4%)

process
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CHAPTER 6: DISCUSSION
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6.1 Limitations
There were several limitations to this study. The data was collected based on a
census, thus a causal relationship between variables cannot be determined. Moreover, the
information collected from the respondents was self-reported, which is subject to errors
and bias. The survey tool used was an online questionnaire which is limited in reliability
and validity because they are subjective and prone to rater biases. Furthermore, the
study's scoring system (e.g. the evaluation system oflevels of perceptions) has not been
validated, however, the system was adapted from similar assessment tools used in
previous research on medical colleges and residency programs. While this approach is
subjective, the decisions were based largely on extensive discussion, reasonable
assessment, and consensus (since a census was used to study the population). Finally,
another limitation to this study is that it was based on a small, targeted population
(academic medical leaders in Saudi Arabia).
In this study, the researcher used an online survey to investigate the perceptions of
academic leaders oriented to the quality of health policy education in medical colleges
and residency programs in Saudi Arabia. The analysis focused on four outcomes:
leaders' perceptions of knowledge of medical students/residents about the current
challenges of the Saudi Arabian health care system, the quality of health care education,
satisfaction regarding the quality of knowledge of medical students/residents in the field
ofhealth care systems, and the effect offonnal education on the medical
students/residents' plans to practice in underserved area.
Based on the perceptions of academic medical leaders, this study has documented
several aspects about health care system education in Saudi Arabia:
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1. Medical leaders perceived that students had high (sufficient) knowledge
regarding the ability to address the current challenges in the Saudi health
care system when the medical institution's curriculum was problem-based.
Leaders within medical institutions that used integrated systems-based
curriculum or traditional curriculum expressed a belief that students had
low knowledge of this topic.
2. Leaders from medical institutions using a problem-based curriculum
expressed a high/positive perception of the quality of education on a wellfunctioning health care system's key components. Again, low perceptions
were reported by leaders whose programs used the integrated systembased curriculum or the traditional curriculum
3. Leaders from medical institutions with a formal health systems education
reported high satisfaction with the knowledge of students on a wellfunctioning health care system's key component, compared to their
counterparts who work in medical colleges that do not provide a formal
education of the health care system.
Results from other studies have found that type of curriculum (i.e., Problem- Based
Learning "PBL") is an important predictor for leaders' high/positive perception levels
toward the health care system education.
In bivariate analysis, it was found that academic medical leaders in new medical
colleges have high/positive perceived knowledge of medical students to address the
current challenges in Saudi health care system (87.5%). Further analysis revealed 74.1%
of academic medical leaders in new medical colleges are using the PBL as a method of
learning to teach medical students. These findings may explain the academic medical
leaders' high perceived knowledge of medical students to address the current challenges
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in Saudi health care system compared to their colleagues in middle-aged and old medical
colleges.
Need a transition from last paragraph to this one- you should be focusing more
on discussing the implications of your results rather than defining and discussing PBL
PBL originated at McMaster University in Hamilton, Ontario more than forty
years ago and has been implemented in many medical schools on a global level
(Christopher DF et al., 2002; Kinkade S., 2005). PBL is defined as both a method and
philosophy involving problem-first learning via work in small groups and independent
study (Maudsley, 1999). The major strength of this type of instruction is that the student
contact hours are 3-4 times greater for educators in a problem-based learning curriculum
than for educators in a traditional curriculum. Moreover, past reviews ofPBL focused on
student and educator preferences and indicated that medical students and educators
generally prefer PBL to traditional teaching methods (Colliver JA, 2000). The positive
effect of using a problem-based curriculum in medical schools on improving physician
competency is evidence-based corroborates the adoption of such initiatives (Mellon AF
and Mellon J, 2006).
Koh and colleagues (2008) compared graduates of traditional curricula with
graduates of problem ~ased learning curricula by conducting a systematic review of 13
articles to investigate the evidence of the effects that problem-based learning during
medical school had on physician competencies after graduation. The results of the study
revealed that the students of problem based learning curricula had better skills in
diagnostic, communication, interpersonal, and teamwork. Moreover, they had a greater
appreciation for the cultural, legal, and ethical aspects of health care, demonstrated
greater responsibility and were better able to cope with uncertainty. They are superior to
their colleagues of other traditional learning methods in the use of computers or
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information resources, and understanding of evidence-based medicine had strong levels
of evidence for PBL. There is also evidence that PBL covers some very important issues
related to health care compared to other methods (Norman G, 2008).
The results of this research are consistent with studies that demonstrate insufficient
knowledge of medical students/residents in understanding the structure, functions and
needs of the health care system. There is thus a real need to reform the health care system
education through high quality health care system education (Nagler et al., 2010).
Although there are some efforts made by the leaders in medical colleges to adopt health
care system education into their curricula, (51.9%) ofleaders in medical colleges report
existing health care system courses and (48.1%) of leaders reported having no such
course. The findings of this study also showed serious issues related to the quality of
education and the insignificant effect of these efforts on the knowledge of medical
students. Participants also report high perceived importance of knowledge about health
care system for future careers of their students and residents with (90%) in medical
colleges and more than (80%) in residency programs. These fmdings are crucial for
determining their awareness, perceptions about this topic, and how it can affect the future
professional choices oftheir graduates.
The majority of participants (90%) expressed exhibited high intentions for future
plans to adopt health care system's educational initiatives into medical school curricula.
They also reported many barriers and solutions to the adoption of health care system
topics in medical education. They emphasized a need to reform medical education in
undergraduate and graduate levels to keep pace with changes in both the overall Saudi
health care system and in community needs ..
Finally, medical colleges and residency programs should take action to develop
new educational initiatives in health policy and health care reform. A failure to do so
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could have negative consequences for Saudi medical colleges and residency program, not
only in allowing them to achieve their greatest possible impact in the academic field but
also the lack of health systems education will extend further and have serious
implications on both physicians and their patients

6.2 Policy Implications
The findings of this study paint a picture of the current state of the health care
system education in Saudi Arabia. The baseline data provided in this study can be used to
guide educational planning both at institutional levels, and also on a national level by
entities such as the Saudi Committee for Medical Deans and Saudi Commission for
Health Specialties.
The results of this study can also be translated into public health policy aims to
guide the reformation of undergraduate and graduate medical education in Saudi Arabia.
This process will occur by disseminating the results to the policy makers in the Ministry
of Higher Education, the Saudi Medical Deans Committee and the Saudi Commissions
for Health Specialties to strengthen and promote the medical colleges and residency
programs' educational system through incorporating the health care system curricula into
their programs. · This study can also provide the evidence necessary to establish a sense of
urgency to initiate change and launch multidisciplinary evidence-based initiatives to
implement the recommendations resulted from this study. This approach will take into
consideration all the activities of the different stakeholders and policy makers in order to
create a sustainable medical educational policy in the field of health care systems.
To date, there have been several different approaches and steps taken to improve
health care system education worldwide. Common elements of effective implications for
policy include:
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1. National accreditation and national standards and guidelines to support health care
system education.
2. A strong commitment to health care system education is needed from institutional
actors and health care system education must be fully integrated into the
curriculum.
3. Change management is needed to support change in education practice by
organizations, trainers and learners.
4. Health care system educational programs must be flexible-in program structure,
module scheduling and study methods.
There are also some implications for practice that should be considered in the field of
health care system education. These include:
a. Skills training in support of health care system education
e.g. skills for trainers: course design, development and delivery of learning
e.g. skills for learners: training needs assessment, study and organization of
learning, methods, Internet searching, critical evaluation
b. Technical and administrative support for trainers; trainer and technical
support for learners.
c. Easy access to reliable information and material for both trainers and
learners
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CHAPTER 7: CONCLUSION AND RECOMMENDATIONS
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"The central mission of medical education is to improve the quality of health care
delivered by doctors ... [with] patients as the recipients of our skills ... what doctors do,
and how and when they do it, depends on the quality ofmedical education. We need to get
it right" (Bligh and Parsell, 2000)
The findings of this suggest that the health care system education in Saudi Arabian
medical programs is associated with a number of demographic factors that policy makers
must take into account in the field of medical education when developing a
comprehensive strategy to improve teaching that addresses our health care system.
These fmdings may constitute relevant and useful information that could empower
and guide different stakeholders (e.g., faculty members in medical colleges, medical
trainers in residency programs, and medical residents and students in Saudi Arabia) when
making evidence based decisions related to the future educational plans and careers.

79

APPENDICES

80

Academic Medical Leaders' Perceptions of How a Health Care System is addressed
in Medical Education: Saudi Arabian Health System Strengthening through
Empowering Future Physicians
Dear Academic Medical Leader,
Because of your leadership role in undergraduate or graduate medical education, it is
requested that you participate in this study of Academic Medical leaders' perceptions of
how we, in Saudi Arabia, are addressing instruction about our health care system in
medical education. This survey is conducted as a doctoral dissertation work.
The main objective ofthis survey is to measure the perceptions of academic medical
leaders in medical colleges and residency programs of the nature of coverage of the health
care system in medical education in Saudi Arabia and how existing curriculum can
improve the knowledge of medical students/residents in the area of health care system.
This well help policy makers like you to develop innovative educational approaches and
policies to better equip future physicians in order to play a leadership role in reforming
the health care system throughout their careers as both caring of their patients and
improving service provision.

Approval
The study was approved by the following organizations:
1.

Saudi Arabian Cultural Mission, Ministry of Higher Education,(Ref. no.

8995 on20/10/1433H.)
2.

Deanship of Scientific Research, Jazan University, (Ref. no. 69/497on

20/7/1433 H.)
3.

Doctoral Committee, Tulane University, (05/30/2012)
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Procedure
This survey is completed via an online administered questionnaire, which typically takes
about 20 minutes or less.

Confidentiality, Risks & Benefits
Your participation is completely voluntary and confidential. No name will ever be
associated with your responses. You may answer only some questions, or you may
choose not to participate in the survey at all. You may benefit by knowing that you have
assisted in providing accurate information regarding health care system education in our
country. Hopefully, the results of this study will be translated into a public health policy
aims to reforming the medical education by disseminating the results to the decision
makers. This will result in strengthening educational system in medical colleges and
residency programs through incorporating the health care system curricula into these
programs.

Questions
If you experience discomfort, need assistance or have any questions about this survey or
how this information will be used please contact: Dr. Anwar Makeen, at
amakeen@jazanu.edu.sa or amakeen@tulane.edu

Thank you for your cooperation

Anwar Makeen, MBBS, DTM&TH, MPH&TM, MMM
Ph.D. candidate, Health Systems Management
' Department of Global health systems and development
School of Public Health and Tropical Medicine
Tulane University.
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A) Demographic Characteristics:

1.

2.

3.

4.

5.

6.

I am an academic D Medical college
medical leader in a:
D Residency program
Year of establishment
of your medical
program
Estimated total number
of medical students/
residents in your
college/program
Your type of medical D Public
D Private
college/training
institution:
1. Undergraduate medical education (Medical College)
D Traditional curricula,
D Problem-based curricula,
medical
of
Type
D Systems-based curricula
curriculum/ residency
D Community-based
program
D Others ........................................................... )
2. Graduate medical education (Residency Program)
D Traditional Training
1. Undergraduate medical education (Medical
College)
D Medical college dean
D Medical college vice dean, academic affairs
D Medical college vice dean, clinical affairs
D Medical college vice dean, graduate studies and
research
D Medical college vice dean, quality affairs
Your position as a
D Head, Medical education
medical leader
D Others( ......................................................... )
2. Graduate medical education (Residency
Program)
D Head, Scientific Council
(Specialty ...................................................... )
D Member, Scientific Council
(Specialty ...................................................... )
D Others( ......................................................... )
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B) Formal Health Care System Education
1. Does your medical college/residency program provide a specific course that

addresses how the Saudi health care system is organized and functions?
DYes
DNo

2. Is the organization and functioning of the Saudi health care system included
within other courses?
DYes (please write the course ............................................................ )
DNo

3. Over the years of your program, the estimated average hours of instruction
about the Saudi health care system is:
D Less than 10 hours
0 11 - 20 hours

D 21-40 hours
D 40 - 60 hours
D More than 60 hours

4. Have your medical students/residents participated in extra-curriculum activities
exploring how the Saudi health care system is organized and functions?
DYes
DNo
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C) Quality of Health Care System Education:
5. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following service delivery dimensions:
Strongly

Strongly.
Dis~gree

Neutral . ·Agn~e

.disagree

<

::

a. Comprehensiveness of care

b. Access to care

c. Coverage of care

d. Continuity of care

e. Quality of care

f.

Patient-centeredness

g. Coordination of care

h. Accountability and Efficiency

agre~

..

.

. :::·

·

I

.:· :

: .:

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

.•
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6. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following health workforce dimensions:
~trongly

disagree

Disagree Neutral Agree

Strongly
agree

a. National health workforce
strategies and plans

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

b. Roles and responsibilities of
physicians
c. Roles and responsibilities of
nursing and midwifery
personnel
d. Roles and responsibilities of
dentistry personnel
e. Roles and responsibilities of
pharmaceutical personnel
f.

Roles and responsibilities of
laboratory health personnel

g. Roles and responsibilities of
public health personnel
h. Roles and responsibilities of
health management personnel
1.

Roles and responsibilities of
other health service providers
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7. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following leadership and governance
dimensions:
· ..

..

.: .....

Strongly
disagree

:

.

....

...

Dis~~ree

Neutral Agree

•:..·

....

....
·.. ·.,

Strongly •.

a~~e~

1. Health policies and frameworks

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

2. Regulatory frameworks

3. Accountability and transparency

4. Generate and interpret
intelligence on health services
and research

5. Build coalitions

6. Work with external partners
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8. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following health information dimensions:
Strongly
Strongly
l)isagree Neutral Agree
disagree
agree
a. Data generation, analysis and
synthesis, and communication
and use of country, regional and

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

global data
b. National health information
systems and registries
c. Reporting systems

d. National surveillance systems

9. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following medical product/technology
dimensions:
':

''

'',',,',,'":':

,,,

'

'",,'

,,,

'

Str()ngly,
Strongly
,Disagr~e Neutral Agree
>agree•,
,'clisagl"ee

a. Equitable access and rational
use 'of essential medicines,

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

commodities and equipment
b. Assure adherence to medicines
to reduce resistance of
medicines (Antibiotics, etc)
c. Assure adherence to clinical
guidelines and strategies to
maximize patient safety and
reduce medical errors
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d. Development, testing and use of
new products, tools, standards
and guidelines to emphasizing
0

health approach to innovation

0

D

0

D

and adapting successful
interventions.

10. I believe that my college/residency program improves the Saudi health care
system through its coverage of the following health financing dimensions:
<

:,

'

•.. , •• <

:.

,"

·········...:.

a. National health financing
policies and system

<

>

.si:rougly
S.tf~ngiy J)isagr.ee
Neutral Agree
):lis agree
agree
..
.'

..

.·.

·.

",

,·

0

0

0

0

D

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

b. Tools and data on health
expenditures
c. Cost and affordability of health
services
d. Health Insurance
e. Health economics
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D) Addressing the Challenges of the Saudi Health Care System:
11. Indicate your level of agreement with the following statements:
I believe that, upon completion of our program, my medical students/residents have
the knowledge they need to address the following challenges facing the Saudi health
care system:
Challenge
•
.
..
·

1. Shortage of Saudi health
professionals
2. Changing patterns of disease
from communicable to noncommunicable diseases e.g.
Obesity, Diabetes, HTN, CHD,
etc ..
3. High demand for health services

Strongly
disag~ee

,: <

"

>

,·

·,

l>is~gree Neutral Agree
;

,•

•

>

>

.:

Strongly
~g~~-~

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

4. Improving quality of services
provided

D

D

D

D

D

5. Poor accessibility to health care
services

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

6. Poor family/primary Care
medicine system
7. Patent safety and medical errors

8. Cooperative health insurance
scheme
9. Lack of a national health
information system
10. Underutilization ofthe
electronic health strategies
11. Absence of a national crisis
management policy
12. Hajj and Umra seasons
13. Increasing motor vehicle
accidents
14. Drug abuse and drug-related
problems
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E) Impact of Health Care System Education on Health System:
12. Approximately, what percentage of your medical students/residents do you think
plan to practice in underserved/well-served areas after completion of their
program? (Please total of choices should be 100%).
Underserved areas

............ %

Well-served areas

............ %

13. Approximately, what percentage of medical students/residents do you think will
specialize in? (Please total ofchoices should be 100%).
Preventive/ Community Medicine ............ %
Family/ Primary Care Medicine

............ %

Clinical (hospital) Medicine

............ %

F) Satisfaction of Health Care System Education:
14. How satisfied are you with how coverage of the Saudi health care system, in your
medical college/residency program, will have a positive effect on the evolution of
the system moving forward?
D Very Dissatisfied
D Dissatisfied
D Neutral
D Satisfied
D Very Satisfied
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15. How well do you feel that your medical students/residents are trained to address
the needs of the Saudi health care system?
D Not well trained at all
D Not well trained
D Moderately well trained
D Well trained
D Very well trained

16. Indicate whether you agree or disagree with the following statements:
I am confident that, upon completion of our program, the level of knowledge of
our medical students/residents in the following areas is:

.u

Not
... .. Some\Vhat .
..
Very
KnOwledgeable
lillowledgeable
knowledgeable ·knowledgeable

1. Service

delivery

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

2. leadership and
governance

3. Health
workforce
4. Health
financing

5. Health
information
6. Medical
products and
technologies
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G) Importance of Health Care System Education:
17. How important is knowledge about the Saudi health care system for the future
careers of students/residents?
D Extremely Important
D Very Important
D Important
D Somewhat Important
D Not Important

18. How important is it that medical curricula/residency training reflect the changes
in and challenges facing the Saudi health care system?
D Extremely Important
D Very Important
D Important
D Somewhat Important
D Not Important
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H) Intentions toward future education changes for addressing the Saudi
health care system
19. Indicate whether you agree or disagree with the following statements:

Strqllgly Disagree· :Neutral Agree Strongly
di~agf~e
::·
agJ::ee .....

1. I think · there is no need to
increase exposure to teaching about
the Saudi health care system m
Saudi

medical

educational

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

D

programs.

2. My college/residency program
has adequate curriculum in place to
inform students/residents about the
Saudi health care system.

3. I prefer to increase exposure to
teaching about the Saudi health care
system.

4.

My

college/program

IS

considering adding specific content
addressing the Saudi health care
system.
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I) Barriers and Recommendations for Better Health Care System Education:
Some have criticized Saudi undergraduate and graduate medical education for not
keeping pace with the increasing complexity of the health care system.

20.

In your opinion, what barriers, if any, exist to increasing the effectiveness of
addressing the complexities of the Saudi health care system in your
curriculum/program?

21.

If an appropriate educational objective is to ensure smooth entry of medical
students/residents into practice and the provision of the highest quality of care to
their patients and community, what would be your comments or suggestions about
steps and initiatives that medical colleges or residency programs could take to
further that objective.

Thank you so much for your effort and valuable time
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Partnership Pentagram
Policy makers

Health
administrators

Health
professionals
Health system based
on people's needs

Communities

Academic
institutions

Source: Canadian Medical Education Statistics, Vol 28. Association of Faculties of Medicine of Canada,. 2006.
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I

2
3
4
5
6
7
8

9
10
ll

12
13
14

15
16
17
18
19
20
21
22
23
24
25
26
27

Unh·ersity

City

Kin<> Saud University*
Kinjl; Saud bin abdulaziz For Health Sciences University*
King Fahad Mc.dical City
AI-Imam Muhammad ibn Saud Islamic University
AI-Faisal Universiw
AI-Marifa College of Medicine
KingAbdulaziz University*
King Saud bin abdulaziz f>or Health Sciences University
Ibn Sina National Colle!!e for Medical Sllldies
The Balterjee Medical College's
University ofDammam*
Kin~ Khalid University*
Umm AI-Qura University*
Qassim University*
Taibah University"'
Kin~ Faisal University'~'
Jazan University*
Taif UniversitV*
AI-Jouf University
Najran University
University o1 Tabuk
AI-Kharj University
KingAbdulaziz University
Northern Borders Uni\<ersity
Baha Universil)'
Ha'il University
AI-Raihi College of Medicine

Riyadh
Riyadh
Riyadh
Riyadh
Riyadh
Riyadh
Jeddah
Jeddah
Jeddah
Jeddah
Dammam
Abba
Mecca
Buraidah
Al-Madinah
Al-Ahsa
Jazan
Taif
Al-Jouf
Najran
Tabuk
Kharj
Rabbeg:
Arrar
Baha
Ha'il
Qassim

Year
established
1967
2004
2004
2008
2008
2009
1975
2009
2004
2006
1975
1982
1996
2000
2001
2001
2005
2006
2007
2007
2007
2008
2008
2009
2009
2009
2009

Sectot·

Government
Government
Government
Government
Private
Private
Government
Government
Private
Private
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Government
Private

* Colle~s that graduated stuclenLs by the end ofacadernic )~llTS 200812009
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