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Family Physicians' Competency and Satisfaction about Emergency Services in 

Family Practice Centers, Egypt 
 

Abstract: 
Background: Emergency situations are not out of the ordinary in an active family 

practice. Actually, 90% of the cases seen in emergency room can be handled perfectly 

by a qualified family physician. Objectives: This study aimed to evaluate Family 

physicians' perceived competency in emergency skills and satisfaction on emergency 

services in family practice centers. Methods: This study is a cross-sectional analytic 

study; it was conducted between January and November 2017, in family medicine 

department. All family postgraduate physicians (master or medical doctorate) in the 

study period were included. Sample recruited was 35 family physicians. Data were 

collected using a self-administered questionnaire to determine the physicians’ 

perceived competency and satisfaction on dealing with emergency cases.                 

Results: Physicians' age mean (SD) was 31.7 (4.7) years, most of them were females 

(85.7%), only 8.6% were qualified with master degree. Half (51.4%) did not attend 

Basic life support course. Also 80.0% and 77.1% did not attend Advanced Cardiac 

Life Support or Advanced Trauma Life Support course respectively. Males reported 

higher level of competency (mean rank=27.30), p=0.028. Physicians who had master 

degree reported higher competency in performing emergency skills (mean 

rank=32.83), P=0.009. Physicians who had attended ACLS (<1 year) reported highest 

score of perceived level of competency in performing skills (mean rank=31.0), 

P=0.015. Conclusion: There are deficits in perceived competency in performing 

emergency skills among family physicians, and high dissatisfaction with current 

emergency services. Also there is need for more training courses as BLS, ACLS, and 

ATLS for family physicians.  
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Introduction: Primary health care centers provide care to an expansive number of 

medically underserved Egyptians. Primary health care (PHC) is defined by the World 

Health Organization (WHO) as essential health care made universally accessible to 

individuals and families in the community by means acceptable to them through their 

full participation and at a cost the community and the country can afford.  Primary 

Health Care (PHC) encompasses services as ; family planning, maternity care, child 

care, dental care, health educational services, communicable diseases control, 

emergency care and environmental health services.
(1)

 Since 1997, Health Sector 

Reform Program was the main concern of  the  Ministry of Health and 

Population(MOHP) in Egypt.  

      The issue of "quality" figures into all three components of the reform program 

strategy.  1. implementing an integrated family practice care model; 2.developing a 

new social insurance financing mechanism through the establishment of                          

a Family Health Fund (FHF); and 3) strengthening the role of the Ministry of Health  
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and Population in a line with a facility accreditation program. It nullified its previous 

wellbeing offices maternal and child health centers and dispensaries and combined 

these services into PHC centers (PHCCs), which provide both curative and preventive 

aspect.
(2) 

 Primary healthcare centers (PHCCs) as often as possible are reached for 

emergency reasons and are relied upon to give basic and advanced life support during 

emergency circumstances.
(3)

 

         An emergency in the workplace setting can be tricky without satisfactory staff, 

support, tools, and protocols.  In spite of the fact that numerous emergencies are not 

immediately life threatening, one risks the 'worst case scenario' happening if not 

sufficiently arranged.
(4) 

Several studies have demonstrated that emergency situations 

are not out of the ordinary in an active family practice/primary health care office.
(3-4)

 

An emergency is “a sudden incident that necessitates urgent and appropriate 

management to treat its outcomes and evade its sequelae”.
(5)

 

      Strengthening family practice centers to cover emergency public health needs can 

be made by applying the “revitalization of PHC approach” through (1) universal 

coverage, and equity; (2) participation of the community; (3) inter-sectoral 

collaboration; and (4) appropriate use of technology.
(6)

  Recent studies estimated some 

of factors that affect the provision of high quality emergency services at the primary 

care level. These are; good governance and collaboration among other health sector 

partners, sufficient health sector financing which would in turn result in adequate 

health infrastructure, availability of equipment, basic medicines and motivated 

efficient services.
(7-8)

  

        Some of the emergencies can be managed completely at a family practice while 

others should be referred to hospital after initial management. The degree to which a 

patient ought to be overseen might be controlled by the level of seriousness of the 

condition, experience of the doctor and distance to the nearest hospital.
(9)

  Otherwise, 

absence of proper referral at PHC level could be the reason for health risk and 

imminent danger to life. The triage system must be adjusted to allow channeling of 

PHC patients to the appropriate level of care. It would be useful to create a standard 

letter that can be used when referring a patient to the appropriate level of care.
(10)

  

      Emergency medicine lies in the field of practice of family medicine because it is 

the integral part of all the medical, surgical, psychiatric, pediatric and other 

specialties. Emergency medicine is not, properly speaking, a discipline in its own 
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right. In order to clarity its contents, we must dip into each and all of the known 

medical specialties, as well as into family medicine, which already unifies them all.
(11)

  

       Actually, 90% of the cases seen in emergency room can be handled perfectly by a 

well-trained qualified family physician using a well-organized training program 

including basic life support (BLS), Advanced Trauma Life support (ATLS), 

Advanced Cardiac Life support (ACLS) and so on.
(11)

 Data regarding Family 

physicians' satisfaction about emergency services, competency, and training in 

emergency skills in family practice centers, Suez Canal University, Egypt aren’t 

available. Relevant information from health service providers, especially family 

physicians training and acquired skills, are very important to health care policy-

makers for improvement quality of patient care and providing effective and optimal 

management of the current services.  

      This study aimed to evaluate Family physicians' perceived competency regarding 

emergency skills and satisfaction about emergency services at the level of family 

practice centers.  

Methods: 

      This study is a cross-sectional analytic study, it was conducted   between January 

and November 2017, in the family medicine department; faculty of medicine; Suez 

Canal University in Ismailia city, Egypt. Target population: all family physicians in 

postgraduate studies of master or medical doctorate degrees during the study period, 

in the family medicine department, faculty of medicine, Suez Canal University, who 

fulfilled the inclusion criteria (work as family physician and recruited in postgraduate 

studies of family medicine) and agreed to take part in the study, we recruited them. 

Those who refused to participate in the study, not family physician, or not recruited to 

postgraduate studies were excluded from the study. 

       The study group was participated in the study; sample recruited all postgraduate 

family physicians (35 Physicians), data were collected during the scientific day of 

master and medical doctorate in the family medicine department by convenience 

sampling. Family physicians are working in nine family practice centers, which 

affiliated to Family medicine department, which are distributed in three geographical 

sectors. There are three centers in Ismailia city, two centers in Port Saied city and four 

centers in Suez city. 
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Tools of the study: 

       The invited physicians filled a self-administered questionnaire which consisted of 

three parts:  

Part (1): It contained personal data about physicians: age, gender, and 

qualification degree. Part (2): It was training level, previous experience, and courses. 

Part (3): It formed of three sections: A- perceived level of competence in performing 

emergency skills (12 skills), with scoring system from 1-4. 1= I don’t know where to 

start skills (fail to start), 2= I will do only if no one else is available (acceptable), 3= I 

will attempt in most cases (very good), and 4= I will attempt in all cases (excellent). 

B- How many emergency cases seen in last 12 months (12 conditions): zero, 1-2, and 

3 or more cases.  

C- Satisfaction of the PHC physicians with the emergency services provided at PHC 

center (12 conditions) with scoring on likert scale from 1 to 5. 

        The scale 1: means I am satisfied with the facilities, equipment, trained health 

care personnel and medications available to deal with such cases (totally satisfied). 2: 

means I am satisfied with the facilities, equipment and medications but we need more 

training for health care personnel (physicians and nurses) when dealing with such 

cases (unsatisfied with training). 3: means I am satisfied with the facilities, equipment 

and trained health care personnel but medications are deficient when dealing with 

such cases (unsatisfied with medication). 4: means I am satisfied with the medications 

and trained personnel but facilities and equipment are deficient when dealing with 

such cases (unsatisfied with equipment and facilities). Finally; 5: means I am overall 

unsatisfied about the services provided at our PHC center when dealing with such 

cases (totally unsatisfied). The questionnaire faced validity in previous research at 

Jeddah, Saudi Arabia, with acceptable reliability 
(12).

  

Ethical considerations:  

       Informed consent was obtained from the participants after explaining the 

objectives of the research. The questionnaires were anonymous but had code 

numbers. Confidentiality of data was maintained and the physicians were free to 

accept or not to participate in the research.  

Statistical methods: 

       The collected data were analyzed using Statistical Package for Social Sciences 

(SPSS 24.0). Descriptive statistics: qualitative data were presented in frequencies and 

percentages and quantitative data were presented in median (interquartile range), 
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mean (SD), and mean ranks. Data were tested for normality using Shapiro Wilk test, 

and suitable non-parametric tests (Mann Whitney test and Kruskal Wallis tests) were 

used to test the relationship between physicians' factors with perceived level of 

competency in emergency skills. Tests were two tailed and P value was considered 

significant if <0.05. 

Results: 

      This study was conducted on 35 family physicians, working in family practice 

centers, the physicians' age ranged from 25-46 years, median (IQR) was 31(28-35) 

years; most of them were females (85.7%), and only 8.6 % qualified with master 

degree. About training in emergency 51.4% of them did not attend basic life support 

course, while 80.0% and 77.1% did not attend ACLS or ATLS course respectively. 

Majority of the sample have experience in emergency services (74.3%), and 51.4 

%worked for more than 5 years in primary health care (Table - 1). 

        Table (2) shows perceived level of competency in performing emergency skills, 

regarding cardiac compression and mouth-to- mouth resuscitation about half (45.7 %) 

will do it only if no one else is available, while bag and mask resuscitation, and 

inserting IV cannula only 37.1 % of physicians will do if no one else is available. 

Most of the sample 74.3% and 82.9% do not know where to start regarding intubation 

or defibrillation respectively. About one third (34.3%) of the sample will attempt 

reading ECG, nebulizing or oxygen therapy in most cases. Also 34.3% of the sample 

will attempt simple suture in all cases. About half of participants (54.3, and 48.6%) 

don't know where to start regarding naso-gastric tube or urinary catheter insertion. 

Finally; 37.1% of physicians will attempt to use IV fluids and medications in most of 

cases (Table - 2).  

       Table (3) shows the prevalence of emergency cases seen in last 12 months; about 

60% of physicians had seen 3 or more cases of acute asthma, while only 20% of 

physicians had seen 3 or more cases of myocardial infarction. More than one third of 

the sample (40%) has seen 1 or 2 cases of angina, while majority of them (80%) have 

not seen cardiac arrest, about more than half (60%) have not seen severe dehydration, 

while 8.6% have seen 3 or more cases. About half of physicians (51.4%) have seen 3 

or more cases of renal colic, while 51.4% have not seen a case of acute GIT bleeding. 

About 42.9% of physicians have seen 1 or 2 cases of hypoglycemia, while 14.3% of 

them have seen 3 or more cases of diabetic ketoacidosis. About two thirds 68.6% 
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didn't see a case of convulsions, and 71.4 didn't see a case of anaphylaxis; however 

48.6 % of physicians have seen 3 or more cases of vaginal bleeding. 

       Table (4) shows the highest rate of satisfaction with all emergency services 

provided at family practice centers (facilities, equipment, trained personnel and 

medications) as reported in dealing with hypoglycemia cases by third of physicians 

(28.6%), followed by renal colic by one quarter of physicians (25.7%) then acute 

vaginal bleeding by (20.0%) of physicians, whereas the lowest rates were reported in 

dealing with cases of cardiac arrest and diabetic ketoacidosis in (2.9%) of study 

sample.  

        Regarding acute GIT bleeding, anaphylaxis, or convulsions only (5.7%) of 

physicians were satisfied, about severe dehydration only (8.6%) of physicians were 

satisfied, acute asthma and angina pectoris (11.4%), while myocardial infarction 

service satisfied only (14.3%). On contrary, the highest rate of dissatisfaction with all 

emergency services provided at centers were reported in dealing with cardiac arrest 

(77.1%), followed by acute GIT bleeding (51.4%), then myocardial infarction, angina, 

severe dehydration, and anaphylaxis (40.0%).  

        Dissatisfaction with trained personnel (physicians and nurses), the highest rates 

reported in dealing with cases of acute asthma (42.9%), convulsions (31.4%), renal 

colic, and acute vaginal bleeding (28.6%), severe dehydration (25.7%), followed by 

angina, and hypoglycemia (20.0%). Dissatisfaction with availability of medications, 

the highest rates were reported in cases of acute asthma (25.7%), renal colic, 

hypoglycemia, and anaphylaxis (22.9%), then angina 20.0%, myocardial infarction, 

diabetic ketoacidosis, and convulsions (17.1%). Concerning the dissatisfaction with 

facilities and equipment, the highest rates were reported in cases of diabetic 

ketoacidosis (28.6%), convulsions (20%), acute GIT or vaginal bleeding (17.1%).  

       Table (5) shows that males reported higher score of perceived level of 

competence in performing emergency skills scale (mean rank=27.30), than females 

(mean rank=16.45), and the difference was statistically significant, p=0.028. 

Physicians hold a master degree reported higher score of perceived level of 

competence in performing emergency skills scale (mean rank=32.83) whereas those 

with Medical bachelors and bachelors of surgery (MBBS) reported lower score (mean 

rank=16.61), and the difference was statistically significant, P=0.009. Physicians 

attended ACLS (<1 year) reported highest score of perceived level of competence in 

performing emergency skills scale (mean rank=31.0), followed by 1-2 years (mean 
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rank=28.0), then >2 years (mean rank=27.0), and finally who not attend at all (mean 

rank=16.0), and the difference was statistically significant, P=0.015. 

Discussion: 

       This study showed deficits in training of emergency skills to family physicians, as 

only 48.6% attended basic life support course, from them 5.7% attended in less than 

1year, while 80.0% and 77.1% did not attend ACLS or ATLS course respectively. 

Only 5.7% and 8.6% attended ACLS and ATLS respectively in last year. In contrary 

another study in Saudi Arabia, authors reported that primary health care physicians 

who attended basic life support (BLS) courses (97.1%) which is higher than our study 

may be due to the cost of the courses and deficits of workshops in this domain. 

Similarly (83.5%) had not attended ATLS courses, with 60.7% never attending ACLS 

course relatively similar to this study. It might be attended by specialists of 

emergency department and other specialties other than family medicine.
(12)

 Also, 

46.1% attended BLS in the last year, whereas 6.8% and 5.3% had attended ACLS and 

ATLS last year, respectively, which is similar to this study.
(12)

 So, there is deficit in 

training area of emergency and there is  a need for training. 

Majority of the sample have experience in emergency services (74.3%), 

similarly in another study 72.3% of physicians had previous experience in hospitals 

emergency departments.
(12)

 This could be explained by exposure to emergency cases 

in the year of training after graduation to all medical students, which plays an 

important role in their experience. 

Another previous study in Egypt reported that 52.9% of physicians are in great 

need for knowledge in emergency care and 76.5% of physicians in high need for 

training in emergency care.
(13)

 Regarding perceived level of competency in 

performing emergency skills less than one third of physicians will attempt to do skills 

in all emergency cases. In our study only 25.7% will perform nebulization and oxygen 

therapy in all cases, in contrary similar studies reported 50.5% will perform 

nebulization and oxygen therapy in all cases, while the study showed that 34.3% will 

perform simple suture in all cases, in contrary 44.2% will perform simple suture in all 

cases in comparable study. This could be explained by lack of training in these skills, 

besides deficiency of exposure to such cases.  

 Also 22.9% of physicians will attempt cardiac compression versus 38.8% in 

comparable study, bag and mask resuscitation only 20% of physicians will perform, 

versus 37.9% in comparable study, and physicians using intravenous (IV) fluid & 
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medications in 28.6% versus 36.4% in all cases. Also 31% will read ECG for all cases 

versus 67% in another study.
(12)

 This could be explained by deficient training in these 

skills, besides lack of exposure to such cases, most of emergency cases go directly to 

hospital, instead of family practice centers availability. 

However, another study in Egypt showed that only 5.9% of physicians felt that 

they were not competent to deal with emergency cases, and 76.5% were more 

competent, this may be due to general survey that was done regarding self-confidence 

not for each item as in this study.
(13)

  

Regarding emergency cases seen in last 12 months, the most common cases 

were acute asthma, renal colic, and vaginal bleeding, These results were similar to 

study in Saudi Arabia but fewer cases than our study.
(12)

 This could reflect nature of 

cases seen in emergency care in primary health care to be targeted in training courses. 

The highest rate of satisfaction with all emergency services provided at family 

practice centers were reported in dealing with hypoglycemia, followed by renal colic. 

This could be explained by feasibility and affordability of management of such health 

problems at the level of family practice. Also, the family physician can afford such 

service with the acquired skill during his/her training. Acute vaginal bleeding came at 

a lower rank of satisfaction. It is a common practice and physicians are competent in 

handling it to a great extent. Training in women health is mandatory in postgraduate 

programs ( master and medical doctorate). The lowest rates of satisfaction were 

reported in dealing with cases of cardiac arrest and diabetic ketoacidosis, acute GIT 

bleeding, anaphylaxis, convulsions, severe dehydration, acute asthma and angina 

pectoris, and myocardial infarction. In another study, satisfaction was higher than our 

study especially in cases of acute asthma, renal colic, and severe dehydration.
(12)

 This 

reflects deficiency in training of physicians on guidelines, deficiency of instruments, 

and drugs which needed in emergency cases to improve satisfaction of physicians 

regarding emergency services. This may be lower socioeconomic status in Egypt and 

cost of these services that make them not available in centers, so physicians are 

unsatisfied. 

In a comparable study acute asthma was the highest rate of satisfaction with 

all emergency services, followed by renal colic, and hypoglycemia
(14)

 also due to few 

skills needed and availability of low cost treatment to these cases. Another study in 

Egypt about satisfaction of patients in emergency services, 35.7% was satisfied with 

the emergency services provided by the PHC facilities. However, 64.3% were 
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dissatisfied
(13)

, also due to scarce resources in primary health care and lack of training 

of PHC physicians as most of them unqualified by postgraduate studies or courses, as 

most of them newly graduated doctors without previous experience.  

In this study; males reported higher score of perceived level of competency in 

performing emergency skills scale; it was insignificant in another study,
(12)

 this may 

be due to more interest of males in emergency training and practicing more than 

females. Physicians hold a master degree reported higher score of perceived level of 

competency, similar to another study showed that qualification is related to perceived 

competency.
(12)

 Physicians who had attended ACLS (<1 year) reported highest score 

of perceived level of competency in performing emergency skills, in another study it 

is not significant.
(12)

  As it is easy to remember training if taken from less than one 

year, this reflects the importance of continues medical education and evaluation. 

Study limitations: 

      Limitations of the study were in the form of small sample, sampling technique 

which is convenience without randomization, and scarcity of comparable studies. 

Conclusions:  

      There is a deficit in perceived competency in performing emergency skills among 

family physicians, and high dissatisfaction with current emergency services due to 

lack of training, scarce resources as instruments and drugs in family practice centers. 

There is need for more training courses as BLS, ACLS, and ATLS for family 

physicians. 
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Table (1): Personal characteristics, training and previous experience of the study 

sample (n=35) 

Physicians
,
 factors Frequency % 

Age (Years) 

 20- <30  

 30- <40 

 40- 

      Mean (SD) 

 

12 

22 

1 

31.7 (4.7) 

 

34.3 

62.9 

2.9 

Gender 

 Male 

 Female 

 

5 

30 

 

14.3 

85.7 

Qualification 

 MBBS
1
 (in master) 

 Master degree (in MD) 

 

32 

3 

 

91.4 

8.6 

BLS
2
     

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

2 

1 

14 

18 

 

5.7 

2.9 

40.0 

51.4 

ACLS
3 

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

1 

2 

4 

28 

 

5.7 

2.9 

11.4 

80.0 

ATLS
4 

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

3 

2 

3 

27 

 

8.6 

5.7 

8.6 

77.1 

Experience  

 Yes 

 No 

 

26 

9 

 

74.3 

25.7 

Years of working in PHC
5
  

 < 1 year  

 1-5 years 

 >5 years 

 

3 

14 

18 

 

8.6 

40 

51.4 
1
 Bachelor of Medicine/ Bachelor of Surgery

 2
 Basic Life Support

 3 
Advanced Cardiac Life Support 

4
 

Advanced Trauma Life Support
 5
 Primary Health Care. MD: Medical Doctorate 
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Table (2): Perceived level of competency in performing skills (n=35) 

 

Skills 

Fail to start Acceptable Very good excellent 

N % N % N % N % 

 Cardiac compression 5 14.3 16 45.7 6 17.1 8 22.9 

 Mouth to mouth 

resuscitation 

8 22.9 16 45.7 5 14.3 6 17.1 

 Bag and Mask 

Resuscitation 

10 28.6 13 37.1 5 14.3 7 20.0 

 Inserting IV cannula 5 14.3 13 37.1 13 37.1 4 11.4 

 Intubation 26 74.3 7 20.0 1 2.9 1 2.9 

 Defibrillation 29 82.9 5 14.3 0 0 1 2.9 

 Reading ECG* 2 5.7 10 28.6 12 34.3 11 31.4 

 Nebulization and 

Oxygen Therapy 

5 14.3 9 25.7 12 34.3 9 25.7 

 Simple Suture 5 14.3 8 22.9 10 28.6 12 34.3 

 NGT** Insertion 19 54.3 8 22.9 6 17.1 2 5.7 

 Urinary Catheter 

insertion 

17 48.6 12 34.3 2 5.7 4 11.4 

 Using IV Fluids and 

medications 

7 20.0 5 14.3 13 37.1 10 28.6 

*Electrocardiogram                                                                                                   **Naso-gastric Tube 

 

Table (3): Cases seen in last 12 months by study sample (n=35) 

Type of emergency case 0 1-2 ≥ 3 

N % N % N % 

 Acute asthma  3 8.6 11 31.4 21 60.0 

 Myocardial infarction 14 40.0 14 40.0 7 20.0 

 Angina pectoris 13 37.1 14 40.0 8 22.9 

 Cardiac arrest 28 80.0 4 11.4 3 8.6 

 Severe  dehydration 21 60.0 11 31.4 3 8.6 

 Renal colic 2 5.7 15 42.9 18 51.4 

 Acute GIT Bleeding 18 51.4 15 42.9 2 5.7 

 Hypoglycemia 11 31.4 15 42.9 9 25.7 

 Diabetic ketoacidosis 17 48.6 13 37.1 5 14.3 

 Convulsions 24 68.6 10 28.6 1 2.9 

 Anaphylaxis 25 71.4 9 25.7 1 2.9 

 Acute vaginal bleeding 7 20.0 11 31.4 17 48.6 
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Table (4): Satisfaction of family physicians with the emergency services provided 

at Family Practice centers (FPCs) (n=35) 

Emergency condition Satisfaction with the emergency services provided at FPCs 

Totally 

satisfied        

N (%) 

Unsatisfied 

with 

training 

 N (%) 

Unsatisfied 

with 

medication   

N (%) 

Unsatisfied 

with 

equipment 

and 

facilities     

N (%) 

Totally 

unsatisfied 

 N (%) 

 Acute asthma  4 (11.4) 15 (42.9) 9 (25.7) 2 (5.7) 5 (14.3) 

 Myocardial infarction 5 (14.3) 6 (17.1) 6 (17.1) 4 (11.4) 14 (40.0) 

 Angina pectoris 4 (11.4) 7 (20.0) 7 (20.0) 3 (8.6) 14 (40.0) 

 Cardiac arrest 1 (2.9) 2 (5.7) 3 (8.6) 2(5.7) 27 (77.1) 

 Severe dehydration 3 (8.6) 9 (25.7) 4(11.4) 5 (14.3) 14 (40.0) 

 Renal colic 9 (25.7) 10 (28.6) 8(22.9) 5 (14.3) 3 (8.6) 

 Acute GIT Bleeding 2 (5.7) 5 (14.3) 4 (11.4) 6 (17.1) 18 (51.4) 

 Hypoglycemia 10 (28.6) 7(20.0) 8 (22.9) 3 (8.6) 7 (20.0) 

 DKA 1 (2.9) 6 (17.1) 6 (17.1) 10 (28.6) 12 (34.3) 

 Convulsions 2 (5.7) 11 (31.4) 6 (17.1) 7 (20.0) 9 (25.7) 

 Anaphylaxis 2 (5.7) 6 (17.1) 8(22.9) 5 (14.3) 14 (40.0) 

 Acute vaginal bleeding 7 (20.0) 10 (28.6) 4 (11.4) 6 (17.1) 8 (22.9) 
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Table (5): Relation between physicians' factors and perceived level of 

competency of skills (score 12-48) 

Physicians factors Median (IQR) Mean rank P value 

Age (Years) 

 < 30  

 30 -  

 

27 (23.0-34.5) 

27 (19.0-33.0) 

 

19.25 

17.35 

 

0.601* 

Gender 

 Male 

 Female 

 

34 (27.5-41.0) 

23.5 (19.75-32.25) 

 

27.30 

16.45 

 

.028* 

Qualification 

 MBBS
1 

 Master degree 

 

25.5 (20.0-31.50) 

37.0 (36.0-42.0) 

 

16.61 

32.83 

 

.009* 

BLS
2 

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

32.0 (28.0-36.0) 

35.0 (35.0-35.0) 

29.5 (23.0-34.75) 

22.5 (19.0-27.75) 

 

26.0 

29.5 

21.50 

13.75 

 

 

0.065** 

ACLS
3 

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

36.0 (36.0-36.0) 

34.0 (33.0-35.0) 

33.0 (27.5-40.75) 

23.0 (19.25-30.0) 

 

31.0 

28.0 

27.0 

15.54 

 

 

0.015** 

ATLS
4 

 <1 year  

 1-2   years   

 >2 years       

 Don’t attend at all   

 

33.0 (28.0-36.0) 

29.0 (23.0-35.0) 

29.0 (27.0-42.0) 

23.0 (19.0-32.0) 

 

26.17 

21.50 

25.17 

16.04 

 

 

0.208** 

Experience  

 Yes 

 No 

 

27.0 (19.75-33.25) 

30.0(21.5-34.0) 

 

17.42 

19.67 

 

.570* 

Years working in PHC
5
  

 < 1 year  

 1-5 years 

 >5 years 

 

29.0 (23.0-35.0) 

25.0 (18.5-33.5) 

27.0 (20.75-33.25) 

 

21.67 

16.32 

18.69 

 

 

0.655** 

*Mann Whitney                                                               ** kruskal Wallis 
1
 Bachelor of Medicine/ Bachelor of Surgery

 2
 Basic Life Support

 3 
Advanced Cardiac Life Support 

4
 

Advanced Trauma Life Support
 5
 Primary Health Care 
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 الملخص العربي

 مصر – الأسرة طب مراكز في الطىارئ خدمات  عن الأسرة أطباء رضا و كفاءة

سهطبٌ محمد عُبيبث
1
حبيذ محمد يذيحت -

1
سلايّ ييخبئيم ُْذ -

1
* 

 انعبنًيت انصحت يُظًت ٔحعزف  انًٕاغُيٍ. يٍ كبيز نعذد انزعبيت الأٔنيت انصحيت انزعبيت يزاكز  حقذو  الخلفيه:

 في ٔالأسز نلأفزاد  بسٕٓنت إنيٓب انٕصٕل يًكٍ انخي الأسبسيت انصحيت انزعبيت بأَٓب الأٔنيت انصحيت انزعبيت

  اٌ. خحًهٓبح أٌ ٔانبهذ انًحهي نهًجخًع يًكٍ ٔبخكهفت يشبركخٓى خلال يٍ نٓى يقبٕنت ٔسبئم غزيق عٍ انًجخًع

 الأسُبٌ ٔرعبيت انطفم ٔرعبيت الأيٕيت ٔرعبيت الأسزة حُظيى يثم خذيبث حشًم  الأٔنيت انصحيت انزعبيت

 ٔانصحت انطٕارئ حبلاث في انصحيت انزعبيت ٔخذيبث انًعذيت الأيزاض ٔيكبفحت انصحيت انخعهيًيت ٔانخذيبث

 انًؤْهيٍ. الأسزة أغببء قبم يٍ حًبيب يعٓب انخعبيم يًكٍ انطٕارٖء حبلاث يٍ ٪99 َسبّ اٌ انٕاقع في  انبيئيت.

 انطٕارئ خذيبث عٍ بْىٔرظ انطٕارئ يٓبراث في الأسزة أغببء كفبءة حقييى انٗ انذراست ْذِ حٓذف  الأهداف:

 ببسخخذاو الاسزة اغببء يٍ 53 انبحذ فٗ انًشبركيٍ عذد كبٌ البحث: وطرق المنهجيه الأسزة. غب يزاكز في

 يٓبراث فٗ الاغببء كفبءِ ٔ انطٕارئ يٓبراث عهٗ انخذريب ٔ كبنعًز الاغببء فٗ انعٕايم بعط شًم اسخبيبٌ

 الأغببء عًز يخٕسػ ببٌ انذراسّ ظٓزثا : النتائج انطبيت. ببنًزاكز انطٕارئ خذيبث عٍ رظبْى ٔ انطٕارئ

  أٌ حبيٍ كًب انًبجسخيز. درجت عهٗ حبصهيٍ فقػ انًبئت في 6,8 ٔ  (% 7,83) الإَبد يٍ ٔيعظًٓى تسُ 51

 ٔ انًخقذيت الإَعبش دٔرة يحعزٔا نى كبيزة َسبت أٌ حيٍ في الأسبسيت، انحيبة إَعبش دٔرة يحعزٔا نى 4,31٪

 يٍ أعهٗ يسخٕٖ يعطٌٕ انذكٕر  أٌ انُخبئج أٔظحج ٔ انطٕارٖء. غب في  انًخقذيت انذٔراث يٍ غيزْب

 أعهٗ كفبءة عٍ انًبجسخيز درجت هٗع حصهٕا انذيٍ الأغببء أٌ انذراست  يٍ أيعب   حبيٍ ٔ انًٓبراث، في انكفبءة

  انطٕارئ. يٓبراث أداء في

 انزظب ٔعذو الأسزة، أغببء نذٖ انطٕارئ يٓبراث أداء كفبءة في َقص ُْبك أٌ انذراست خهصجالخلاصه:

 انطٕارٖء غب في انًخقذيت انخذريبيت انذٔراث يٍ نًزيذ حبجت ُْبك أيعب انحبنيت. انطٕارئ خذيبث عٍ انشذيذ

 .ببنًزاكز انًسخهزيبث ٔ لادٔيّا حٕفيز ٔ


