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Abstract 
Primary Health Care Services Sector (PHCSS) of Dubai Health Authority 
(DHA) provides many services dedicated to seniors. However, there have 
been no studies to date that consulted the seniors themselves regarding these 
services. Thus, this study was conducted to investigate the age-friendliness of 
outpatient clinic’s services provided in PHCSS from perspective of elderly 
service recipients. Methods: Three focus groups were designed. The focus 
groups included receivers of care (senior patients and caregivers for senior 
patients) and healthcare providers (physicians, nurses, administrators and 
medical record officers). The discussed topics in the focus groups were based 
on WHO’s recommended three domains of improvement for an age-friendly 
Primary Health Care (PHC): Information, education and training, commu-
nity-based health care management systems, and the physical environment. 
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1. Introduction 

In 2002, the UN released the Madrid plan of action on aging [1]. In order to 
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achieve one of its three main priorities, namely Advancing health and well-being 
into old age, it set objectives to develop and strengthen primary health-care ser-
vices to meet the needs of older persons, and promote their inclusion in the 
process. Concomitantly, the WHO organized focus groups in five countries be-
tween June and September 2002, involving 300 elder participants in 36 groups, 
and 50 healthcare providers in 8 groups to get the views of care receivers and 
care providers, in order to develop principles that render community health 
centres more age-friendly. Information gained from the focus groups led to the 
development of a set of age-friendly principles that are designed to serve as a 
guide for community-based PHC centres to modify management and clinical 
services, staff training and environments to better fit the needs of their older pa-
tients. The Age-friendly Principles address three major areas [2]: 

1) Information, Education, Communication and Training; 
2) Health Care Management Systems; 
3) The Physical Environment.  

These three major areas of development were used in some researches to as 
domains of assessment of extent of adaptation of healthcare services to needs of 
elderly in PHC [3] [4] [5] and even hospitals [6]. 

The PHC health centers (HCs) of DHA are both JCI [7] and ISO [8] accre-
dited, and the administration is continuously surveying the patients in clinics for 
opinions in services provided. However, to date there has been no comprehen-
sive and structured discussion with elderly in the clinics on their perspective of 
services provided. 

The emirate of Dubai is a member of the federation of seven emirates of 
United Arab Emirates. It’s inhabited by 2,446,675 permanent residents, of whom, 
59,977 [9] aged 60 years or more (2.45%). Majority of population is concentrated 
in the city of Dubai. 

Patient’s Journey Inside Primary Health Care Centers 

Governmental health services provided in the Emirate of Dubai are provided 
through the Ministry Of Health (the federal health authority) and the Dubai 
Health Authority DHA (the local health authority) DHA is the prime provider 
within Dubai. The PHC Service Sector (PHCSS) the division of DHA that pro-
vides the PHC in 12 Health Centers (HCs) across the Emirate of Dubai, each 
serving a geographical catchment area. All HCs has Family Physician (FP) clin-
ics, a laboratory, a pharmacy and basic radiology unit. Some HCs can have an 
additional number of other medical specialty clinics. Patients within the geo-
graphical catchment area of the HC get the services through the FP clinic, who 
can refer these patients to other specialties’ clinics inside the same HC, in other 
HCs or to DHA hospitals. Before any outpatient visit, a nurse performs assess-
ment for the patient and guide the patient to the required steps. Referral to other 
specialty or services outside the HC required additional arrangements by the 
medical record officer, to communicate with the destination service, and the pa-
tients receives a text message by phone. On the other hand, ordering medica-
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tions, and tracking visits history are managed online directly by the treating 
physician through the DHA intra-net. Visit notes were still recorded in patients’ 
paper file until end of 2017, when electronic medical record gradually replaced 
the paper file. 

In the geriatric medicine clinic or any other specialty service, the patient is 
usually scheduled for follow up visit after 3 months, which is primarily used for 
refill of prescription for chronic medications, beside evaluation of health condi-
tion. 

Geriatric medicine services in DHA: Elderly receive care from geriatric medi-
cine physicians through; 
1) Elderly care unit provides a team of specialists that covers outpatient specia-

lized geriatric clinic (clinics for geriatric medicine, memory, osteoporosis, 
and falls and rehabilitation), conducts home visits and formulates guidelines 
for clinical care relevant to health of elderly. 

2) Long Term Care and rehabilitation at seniors’ happiness center. 
3) A hospital-based team for consultation and treatment of admitted elderly pa-

tients in Rashid hospital. 
All healthcare services for citizens of UAE are covered by government insur-

ance, and elderly receive them for free. 

2. Subjects and Methods 

Two convenience samples of seniors attending the HCs and caregivers for 
home-bound elderly were selected. A third purposive sample of health care staff 
working in HCs was selected. Each of these three groups participated in one of 
three focus groups; one for male senior patients (and their caregivers), one for 
female senior patients (and their caregivers), and the last group for health care 
professionals. Caregivers were invited into the focus groups to express the expe-
rience of home bound and demented older patients. 

2.1. Inclusion Criteria for Participant in Patients and Caregivers  
Focus Groups 

Seniors had to be 60 years of age or more, mentally competent, attended their 
respective health center’s clinic from 1 August 2015 to 1 August 2016, had at 
least 3 years of follow up in HCs (to accumulate enough experience with the ser-
vices provided), and were willing to participate in focus group. 

Caregivers had to be the principal caregivers of dependent seniors, and were 
personally in contact with health care system. 

Participants had to be Arabic-speaking, as it is the communication language 
in the focus groups, and they are vast majority of seniors in PHC. 

2.2. Inclusion Criteria for Participant Healthcare Staff Focus  
Groups 

Participants had to be Arabic-speaking, as it is the communication language in 
the focus group. 
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2.3. Conducting Focus Groups 

Three focus groups (males, females and healthcare staff) were carried out on 
three successive days, (25, 26 and 27 October 2016) during working hours in a 
health centers; patient focus groups were held in Nadd Al-Hamar HC, while 
healthcare staff were interviewed in Al-Mizhar HC.  

All meetings were moderated by director Elderly Care Unit, in PHCSS of 
DHA. During the meetings, the participants’ experiences with services in HCs 
were discussed. The discussion content was based on the three major areas of ac-
tion for an Age-friendly PHC, as suggested by the WHO’s guide [10]: 1) infor-
mation, education and training, 2) community-based health care management 
systems, 3) the physical environment. Discussion of each of these three topics 
was covered in a 45 minutes session. The moderator in each session raised a 
question about issues relevant to the domain, and encouraged the participants to 
elaborate their opinions and experiences. Sessions were video-recorded and res-
ponses were transcribed to maintain descriptive validity of results. To ensure in-
terpretative validity, themes were supported by participants’ own words. Tran-
scripts were reviewed and analyzed by two members of the research team. Re-
curring themes within and among groups were identified. 

2.4. Limitations 

1) Restriction of participation to Arabic-speaking patients. 
2) Non-probability sample. 

3. Ethical Approval 

Study was approved by the Health Affairs Department of the PHCSS. 

4. Results 

Convenient samples of 10 participants; 3 male seniors (aged 62, 66, and 82), one 
care giver (daughter) for a male senior (aged 82). Two had a high school educa-
tion and the other two finished college. The participants in female group were 4 
female seniors (aged 63, 65, 71, and 76), and two caregivers (daughters) for fe-
male seniors (aged 76 and 80). One of them was illiterate, two had a high school 
education and two had finished college 

The focus group of health care professionals was formed of 10 members; two 
HC administrators, one medical records officer, two geriatricians, four family 
physicians, and an outpatient clinic nurse. 

Participants comments were covered under the following themes: 
1) Inadequate clinic interview 
2) Communication barriers 
3) Clinical geriatric skills 
4) Waiting time and priority for seniors 
5) Referral procedure 
6) Physical environment of health center (HC) 
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7) Social services 
8) Escort in clinic 
9) Signage; value and readability 

4.1. Inadequate Clinic Interview 

Seniors were frustrated over the frequent missing of their paper files, and the 
lack of review of their past medical history from the file. Some of them had to 
repeat the medical history in many visits. 

Seniors and administrative officers reported that only geriatricians compre-
hensively review the medical condition and medication interactions. 

“No body directs us to solve our problems except the geriatricians; they were 
explaining to us and directed us to the available resources”. (both patients 
groups) 

Treatment plan was preserved across different clinics, although the paper file 
was sometimes missing (especially if attending at HC other than their home 
HC). 

Pharmacists are kind, but list of medications for geriatricians and their dura-
tion are restricted by system regulations, which burdens home-bound seniors as 
they need to referrals to multiple specialties to get their regular medicines. (an 
elder lady) 

Seniors receive health education in specialty clinics rather than FP clinics. The 
given duration for interviewing any patient in the family medicine clinic was set 
at 12 minutes for any patient regardless of age. FPs found it too restricted for the 
multiple comorbidities of elderly, beside tracking the usual online and paper 
forms. Seniors and physicians understood that there was a lack of proper health 
education to the patients due to limited time slot, 

“We explain the therapeutic options to them, but not what is happening (dis-
ease details)”. (a family physician) 

Staff members suggested that a dedicated health educator for seniors should 
carry this mission. 

4.2. Communication Barriers 

Patients—particularly females—expressed that many of the medical staff in the 
HCs—particularly nurses—are non-Arabic speaking, while the majority of se-
niors are Arabic-speaking. Language barrier was most evident with nurses while 
handling clinical history and complaint. 

We understand what the non-Arabic nurses say, because they know basic 
words. (all patients) 

But language barrier was more a problem for other Arabic-speaking health 
center members when they dealt with non-Arabic speaking seniors. 

“We frequently request interpreters (for non-Arabic speaking patients) from 
the working staff in HC” 

(a family physician).  
Actually, overcoming the language barrier was one the main reasons that se-
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niors were accompanied by an escort in their visits to the HC. 
“I need an interpreter, and I call my daughter, who escorts me.” (an elder lady). 
Orientation was needed on culturally sensitive issues and cognitive and psy-

chological changes with aging, and ageism; one family physicians stated that 
some staff members still stereotype seniors as cognitively impaired and discuss 
medical condition with family or escort despite their mental competency. 

“It’s not common for physicians or nurses to introduce themselves to seniors.” 
(an elder lady) 

“Doctors don’t identify themselves, but I get their names from the reception”. 
(one male patient) 

Caregivers complained that phones of reception desks at some centers have 
long queues, and patients or their family members failed to inquire about ap-
pointments. 

Seniors don’t know many of the services they can use, aside from the ones 
they are used to, though they know that they are printed, partially because many 
of them can’t read. In addition, for the same reason, they didn’t know many of 
the operational information of the HCs such as presence of 24 hour services or 
available specialty clinics in the HCs. The receptionists thought that they were at 
the best position to orient seniors on their rights and available services, but they 
didn’t have a guide for all services provided in each specialty clinic. Seniors had 
never been consulted regarding the design of services relevant to them, and they 
appreciated so much the chance given in the focus group. 

4.3. Clinical Geriatric Skills 

Both seniors and HC professional (including non-medical members) reported 
the need for further training on clinical geriatric skills, and that only geriatricians 
consolidated the clinical picture, and assessed seniors’ condition comprehen-
sively, while other discipline tended to be restricted within their scope. 

“Geriatricians are the ones that consolidate the medical condition and the 
treatment plan for the elderly, other disciplines only offer treatment in a limited 
scope”. (a medical records officer) 

The multiple comorbidities and atypical presentations of disease in the elderly 
were the major challenges that faced family physicians. 

“Some physicians expect elderly not to understand treatment instructions, 
while they offer all instructions to younger patients”. (a family physician) 

Therefore, orientation of FPs was needed on clinical topics such as geriatric 
syndromes and theoretical topics such as ageism and age-related changes in 
body systems. 

Despite believing that family physicians needed further training on clinical 
geriatric skills, seniors trust the DHA physicians’ care more than private phy-
sicians’ care, as the patients noticed that the management of government tar-
geted their health improvement not a financial gain. In addition, patients 
viewed the professional competency of both government and private physi-
cians as equally high. 
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4.4. Waiting Time and Priority for Seniors 

Seniors confirmed that the administrative staff showed respect to them but com-
plained that they didn’t give them their due priority in queues. 

“The healthcare team (especially the medical records officers) don’t give me 
my due priority over others”. (an elder lady) 

“We didn’t know that there is a mechanism to advance the ticket for elderly 
on top of queue for clinic appointment booking” (an elder lady). 

All seniors complained of the waiting time inside the HCs; it was too long, 
and it was partially due to incoordination of file handling. There was a wide var-
iations in estimations for the cause of long waiting time that covered the whole 
patient journey inside the outpatient clinic of health center. The paper file was 
missing in many occasions, with the need to issue a new one with no previous 
notes. 

Seniors considered priority as an integral part of respecting them, and it’s part 
of the tradition. 

“Respecting priority for elderly is a local tradition that the local citizens re-
spect, but not most of the expats.” (one male patient) 

4.5. Referral Procedures 

Seniors find the procedures of referral too challenging, because they were varia-
ble depending on the intended service, and they were not clear. 

“Many online referral requests are not executed, and the most frequent cause 
is errors during filling online forms by referring physician”. A medical records 
officer 

“Sometimes I am not clearly told the reason for referral or the expected out-
come of the interview in the destination clinic”. (an elder lady) 

Seniors find internal referrals to hospitals’ clinics from within the hospital 
easier than referral from HCs, as all it needs is referral slip, without complex 
communications and lengthy steps. 

4.6. Physical Environment of Health Center (HC) 

The route to HC is unobstructed and easy for repeated visitors, but unknown 
and difficult to first time visitors due to lack of guide signs. This is encountered 
when they are referred to another HC for the first time. Seniors in general don’t 
use public transportation because they have their private cars. But those come by 
bus suffer the long distance between HC and nearest bus stops. 

In general, the inside physical environment of most HCs is well accepted by 
seniors. They are clean, well-ventilated, well-lit and designed to serve most of 
seniors’ needs. Nevertheless, waiting area is the most annoying to seniors; some 
HCs has metal chairs that are too rigid for those suffering back problems and too 
cold. Also, waiting area become full sometimes and seniors may need to sit 
somewhere else until a seat becomes available. Waiting areas are not well de-
signed to accommodate wheel chairs, which leaves seniors on wheel chairs 
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parked outside them, or in the corridors. Safety and fall prevention is taken in 
consideration and pieces of furniture are numbered, inspected and organized 
daily.  

4.7. Social Services 

“Thokhr” cards entitles seniors for priorities and discounts in some governmen-
tal offices. It’s not useful in HC. 

“I knew about available social services only when the social worker phoned 
me”. (an elder lady) 

Seniors find physicians in HCs cost-sensitive when it comes to prescribing 
therapies that are not covered by insurance, and always explain about domici-
liary devices, but nobody lists social and home care available for seniors. 

4.8. Escort in Clinic 

Many seniors rely on their escort inside HC to plays many important roles, 
starting from transportation, assistance with mobility, translation, and organiz-
ing all subsequent steps of the clinical visit inside the HC and referral to other 
OPCs. All focus groups—especially ladies—supported implementation of a 
“concierge” service inside HCs.  

4.9. Signage: Value, Readability 

Staff identification; it’s not common for physicians to introduce themselves to 
seniors, and there are no name boards for the physicians. The seniors had to ask 
the receptionist or the registration officers about the name of the physician! 

Seniors disregard the signs in the HC, and ask the attending staff for direction 
and procedures because it’s easier for them, and some of them cannot read. 

“When I travel to Germany I follow the signs (in the Health Centers). The 
sings in the local HCs are not inferior, but asking staff is easier”. (one male pa-
tient). 

However, the signs were important to the non-Arabic speaking visitors to HC. 

5. Discussion 

The participation rate was relatively lower than expected, this may be ex-
plained—even partially—by the participants. Note that it is was the first time 
they were invited for discussion of services provided in HC. As it is a new expe-
rience, the invited elderly had no background about the benefits, the plan, the 
proceedings, the privacy and other issues that may represent burden to them. 

During the focus groups sessions, there were differences in the relative priori-
ties of discussion among different groups. Healthcare professionals concentrated 
more on the need for training on geriatric medicine skills, while patients focused 
on waiting area in the health center, under estimation of their social status as se-
nior members of the society, and the value of their escorts to their tour in the 
health center. Ladies valued the discussion of their medical condition more than 
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men did. One issue was universally present across all groups, and this was the 
language and communication barrier. 

There was an anonymous agreement between the three separate groups on  
1) Inadequacies in clinic interview due to administrative load. 
2) Ambiguity of referral procedures. 
3) Need for training on management of chronic comorbidities in seniors 

So, many issues were not as relevant to elderly as had originally been expected; 
including the signage design, accessibility of health center to public transporta-
tion, language barrier,  

5.1. Inadequacies in Clinic Interview 

The three separate focus groups agreed on the impact of procedural process in 
experience of elderly attending the health centers, both during the clinical visit 
and in the referral after the visit.  

This seems to be due to the structure of the system rather than training of 
physicians or limited facilities in the health centers, since seniors expressed that 
they trust the professional level of physicians in health centers, and viewed them 
on a par to their counterparts in private clinics, and the need for training on ge-
riatric medicine skills was actually expressed more among healthcare team ra-
ther than patients themselves. 

The DHA has shifted towards a fully electronic medical file management sys-
tem, which terminated the use of paper file. This was completed in the fourth 
quarter of 2017. Starting from January 2018, no paper files are need to be trans-
ported to the clinic at which the patient is attending to review notes from pre-
vious visits, as the latter are included in the electronic medical record. This is 
expected to improve the efficiency in clinical interview, by decreasing time con-
sumed for documentation, among other benefits as well. 

In a survey of perceived barriers to care for elderly on Medicare in US [11], 
the most reported barrier (by 32.9% of respondents) was lack of response by 
their doctor. Lack of satisfaction with care has also been found to be associated 
with more symptoms and lower medication compliance in patients [12] whereas 
greater satisfaction has been associated with better outcomes [13]. 

5.2. Communication Barriers 

Arabic-speaking healthcare worker was found to be one of top three factors en-
couraging patients to utilize PHC in Riyadh, Saudi Arabia [14], a culturally and 
economically comparable city to Dubai. Despite the fact that nurses in DHA are 
able to communicate basic Arabic language, this might have not been sufficient 
to handle the complex needs of the multiple chronic comorbidity of elderly dis-
eases. This high proportion of non-Arabic speaking nurse in Arab gulf countries 
is common; in a study at Eastern Provenience of Saudi Arabia, 61.5% of nurses 
in PHC were non-Arabic [15], and patient participants in the study expressed 
insufficient language competency and cultural knowledge as well. 
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Language barrier is essentially present in healthcare system in any mul-
ti-ethnicity society as USA [16]. Informal (Ad hoc) interpreters, such as family 
members or untrained members of the support staff, are commonly called in to 
help communicating with the patient. The DHA has implemented a system for 
solving language barrier that relies on medical staff members that are familiar 
with medical terms. This is called the “privilege list”. The health center enrolled 
its staff members that are native speakers of the commonly spoken languages in 
Dubai on the list, to act as a interpreters when needed. Nevertheless, elderly re-
sorted to their escort, who is usually bilingual. These escorts are commonly a 
family member, a professional caregiver or a private nurse. 

The DHA has been moving towards intelligent software solutions [17], that 
include dynamic webpage, health status monitoring applications, electronic health 
reminder. All these customizable solutions can help relieving phone queues and 
language barriers. Similar smart phone applications and online services are be-
ing used on daily basis in all Dubai government transactions such as managing 
bills, issuing licenses, booking appointment. The newly introduced electronic 
medical record management system SALAMA [18] (from EIPIC), allowed se-
cure patient access to his/her data—including appointments—without the need 
for contacting the receptionist in HCs.  

5.3. Waiting Time and Priority for Seniors  

Seniors viewed their seniority as an integral part of Emirati culture and values, 
and this seniority entails giving them priority. Thus, elders expected their re-
quests to receive priority over other age groups, and this entails immediate at-
tention and should result in minimal delay till service is delivered. 

Part of feeling disrespected was due the perception of loss of the seniority 
rights because the priority booking for elderly was done automatically, and it 
was not visible to them, except that their fast track numbering was different 
from the serials of the normal track. Therefore, it may be satisfying to them to 
expose the steps of advancing their requests at the beginning of the queue to af-
firm their priority. 

5.4. Clinical Geriatric Skills 

The reports of need of training of family physicians on geriatric medicine skills 
met a report of family physicians in an another study on the three major do-
mains of difficulty that they encounter when managing elderly in the outpatient: 
1) medical complexity and chronicity, 2) personal and interpersonal challenges, 
and 3) administrative burden [19]. 

Causes for deficient geriatric clinical skills among non-geriatricians; 
Despite the rapid expansion of percentage of elderly in population worldwide, 

this is not properly reflected in the exposure in undergraduate medical training 
or the number of post-graduate programs in geriatrics. Lack of national curricu-
la and objectives for geriatric training. In the TeGeMe-II Study of WHO for un-
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dergraduate exposure to geriatric education, about half of all countries assessed 
(53%) have national regulations for medical school curricula, and only 41% of 
the curricula mentioned geriatrics in some way [20]. This is one reason for 
shortage of geriatricians world wide; for example, even in USA, while there were 
estimated 20,053 geriatricians needed in 2016 [21] only 6874 (34.28%) geriatri-
cians were licensed [22] excluding osteopathic geriatricians [23], with a shortage 
of 13,176 geriatrician (65.71%). 

5.5. Referral Procedures 

The referral process in the old “SAM” electronic system was challenging to el-
derly; due the diversity of services that they were referred to, and the variations 
of some steps depending on the service. With the introduction of the new 
“SALAMA electronic system, the referral process became unified, streamlined 
and paperless. 

5.6. Physical Environment of Health Center (HC) 

Despite the fact that the design of the HC was age-friendly [5], the elderly could 
not tolerate waiting due to several reasons; discomfort because of there skeletal 
problems, their need to visit the rest room more often, intolerance to cold 
weather inside the HC, and their expectation for a faster service as a part of the 
cultural respect they enjoy. This long waiting time was the main reason for them 
to seek private clinics or drop the follow up visits. In a study for satisfaction of 
elderly attendants of HC clinics in Asir [24], Saudi Arabia, despite they were 
generally satisfied with the services, the second most frequent cause for their 
dissatisfaction was long waiting in HC (46.4% of elderly surveyed). 

5.7. Escort in Clinic 

The escort to the elderly in HC played a pivotal role. This escort could be a fam-
ily member, a professional caregiver or the driver. The escort could handle al-
most all HC visit activities on behalf of the patient, besides transferring wheel-
chair-bound patients. In such sense, the escort played a positive role as the dep-
uty of the patient, and had a positive impact on patient’s healthcare. However, 
the escort may have some drawbacks; as the patients relied on him/her, they dis-
regard the sings and educational materials in the center, because they trusted the 
escort for solving the problems. Also, in many occasions, the escort is registered 
his/her phone to receive reminder SMS(s) for the patient appointment, and dis-
regard the reminder SMS later on it since it was not pertinent for him/her. Thus, 
the elderly patients may eventually became shielded from outreach of the HC 
that had been designed to orient them to the services available in the HC, health 
promotion programs, their rights, or the use of the fast track system in booking 
for elderly. This fueled their frustration due to the belief that they were not given 
the due respect and attention. The escort may also disregarded preventive ser-
vices as he/she focused more on active problems. 
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