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1 Introduction 

Public hospitals are the main provider of hospital services in Syria. The vast majority of 

patients have no access to advanced outpatient services or inpatient services of other pro-

viders as charity health care services do hardly exist and private-for-profit providers are 

too expensive for the majority of people.1 Consequently, the efficiency and professional-

ism of public hospitals are crucial for the well-being of the Syrian people. 

However, there are complaints about the quantity and quality of health care services of 

public hospitals. Although this is hardly expressed in writing, it is a matter of fact that the 

majority of Syrians is dissatisfied with their hospital services. The shortcomings of Syr-

ian public hospitals can be partly due to the limited financial, personnel and material re-

sources, partly due to poor management in the institutions. Every attempt to improve the 

service production in public hospitals will be of great value for the entire health care sys-

tem of Syria and for the welfare of the entire nation. 

One attempt that has been frequently discussed during the last few years is the introduc-

tion of a Social Health Insurance (SHI) as a new financing mechanism. A first attempt 

was already made as early as 1979 when an SHI policy was drafted by the Government of 

Syria. However, at that time this policy could not be implemented and was abandoned 

soon.2 After 2003, the scheme was resurrected and a law was passed. Although this law 

was never issued, SHI has become an important issue of the health policy arena of Syria. 

During the last few years, the pros and cons of a SHI have been frequently discussed in 

this country,3 but most opinions and statements focus on the pooling of risks and a possi-

ble positive impact on the Government budget after introducing the insurance scheme.  

However, one might also expect that a SHI should have consequences for the manage-

ment and service provision of public hospitals in Syria. However, this aspect was never 

studied although there is a strong need to improve the management as well as the quantity 

and quality of public hospital services in this country.  

                                                 
1 Al-Rifai, A., Amer, W., & Deeb, S. (2006). P. 217-235. 
2 Schwefel, D. (2008). P. 9. 
3 Schwefel, D., Kaderi, R., Fadda, H., Dashash, M. (2007). P. 1-2. 
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This thesis would like to fill this research gap. The key objective of this dissertation is to 

study the expected impact of the introduction of a SHI on the management of public hos-

pitals. It is obvious that it would be best to make a longitudinal study, i.e., analyse the 

hospital situation before and after the introduction of the insurance scheme and compare 

it. However, for the following reasons the researcher had to go another way and do re-

search on the expected impact of a SHI on the management of public hospitals in Syria. 

Firstly, it is not known when the SHI law will be issued and implemented. When this 

piece of research started, it is expected that SHI would have been reality by 2008. How-

ever, the opposition prolonged the process and until now, it is not known when the new 

health care financing scheme will be implemented. It could be today – or in several years. 

Secondly, even if we see a longitudinal study as the standard, we have to start with a 

baseline. This thesis can be seen as a baseline for an expost-exante comparison study of a 

SHI in Syria. 

Thirdly, it is very important to know the expectations of patients, staff and management 

of public hospitals before implementing the SHI so that recommendations on how to 

adapt this new financing mechanism can be made so that it can contribute to an im-

provement of public hospital management in Syria. Consequently, it is one aim of this 

study to develop recommendations that will improve the implementation process of the 

SHI. 

Fourthly, it is a basic assumption of this study that expectations are not irrelevant for the 

management process. Expectations motivate, but unrealistic and finally unmet expecta-

tions demotivate. This means that the expectations of patients, staff and management of 

public hospitals have to be known in order to safeguard that their assumptions are realis-

tic and that the SHI can satisfy them. It might be necessary to educate these respondents 

groups on what is realistic – but for this, their expectations have to be known. 

Consequently, the core of this dissertation is a survey of the expected impact of the SHI 

on the public hospital management in Syria. In order to understand this, the reader must 

have some background on hospital management, SHI and the health care system of Syria. 
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Thus, chapter 2 describes the concept of hospital management and the concept of SHI as 

a background for this study. Chapter 3 includes tree primary sections. It focuses on the 

health situation and the health care system of Syria in the sections 3.1 and 3.2. A descrip-

tion of the health status of Syria is carried out; it describes the organizational structure of 

health system and health system financing. An analysis of the problems of the health sys-

tem is also carried out. Section 3.3 includes a display and analysis for the SHI project in 

Syria. In chapter 4, the study displays the feasibility study, which includes four primary 

sections. In sections 4.1, the hypotheses are provided. Section 4.2 presents the methodo-

logical perspectives of this research. The strategies adopted in this research are discussed 

in detail. The issues of how to develop the research questionnaire and how to conduct the 

questionnaire survey are described in this chapter. Section 4.3 presents the study results 

about the expected impact of the introduction of Syrian SHI on the surveyed public hos-

pitals management. The results are discussed in the section 4.4. Chapter 5 reflects the 

policy and practical implications of this study. The limitations of the research and issues 

requiring further study are also addressed. After that, the study displays the references 

used and the study's annexes. 
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Figure  1-1: Structure of the Study 
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2 Background 

In this chapter, the theoretical basis for the study is reviewed and explained. Section 2.1 

studies the hospital management, while section 2.2 focuses on the SHI as an instrument to 

finance the health care sector. 

2.1 Hospital Management 

2.1.1 Definition and Types of Hospitals 

The word hospital derives from the Latin “Hospitium”, which meant something quite 

different from the hospital term. A hospitium is a place for the reception of strangers and 

pilgrims. The hospital as a guest home is a place where guests should be comfortable in a 

pleasant atmosphere.4 

According to the WHO, a hospital is defined as “both a medical and social institution 

whose services can be reached in the facility. Furthermore, a hospital is a medical and 

social training and examination centre”. The WHO pointed out, however, that this defini-

tion does not correspond to the practical situation of the hospitals in many developing 

countries. Therefore, it defines a hospital in those countries as an organization where ad-

mitted inpatients receive medical and nursing care.5 

In general, a hospital is “an institution for the care and treatment of ill, injured, infirm, 

mentally abnormal, or deformed persons, with organized facilities for diagnosis and sur-

gery and providing 24-hr nursing service and medical supervision. In addition, the term 

of hospital includes a nursing home, a convalescent facility, nursing facility, rest facility, 

or facility for the aged”.6 

Hospitals can be divided on several dimensions by: ownership, into public and private 

hospitals; educational responsibilities, into nonteaching and teaching hospitals; financial 

                                                 
4 Fleßa, S. (2007a). P. 23; Griffin, D. (2006). P. 3; Willan J.A. (1990). P. 2. 
5 WHO (1980). P. 6-7. 
6 Marcinko, D.E. & Hetico, H.R. (2006). P. 145. 
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objectives, into non-profit and for-profit hospitals, specialization, into primary, secon-

dary, and tertiary hospitals; and locations, into rural and urban hospitals.7 

2.1.2 Hospital System Model 

Since the middle of the 20th century, systems theory has turned out to be a helpful in-

strument for the general representation of research objects in various fields of science. 

Thus, biologists, engineers or business economists use similar models. Today, systems 

theory is generally accepted as an abstract of empirical sciences. It proves useful when 

describing and analyzing systems thoroughly, such as a hospital. The systemic perspec-

tive has the advantage that interdependences between subsystems or rather between the 

system and its surrounding system can be recognized and assessed. A system is an entity 

including number of elements and relations between the elements of the observed entity. 

Each element is a part of the observed entity.8 

Figure 2-1 presents the complete hospital system model. It presents that the hospital's 

system is integrated into a large number of circumstances that do not belong to the sys-

tem itself but exert an immediate influence on it. These circumstances, which include all 

of the culture, religion, meaning and primal ground of the individual and society, legal 

and economic system, demography, epidemiology, competition, and values and objec-

tives of all stakeholders are generally called surrounding system. Inputs include human 

labour, hospital buildings, equipments, materials, patients, and secondary inputs. The 

production is the transformation of inputs into outputs. Only an intelligent combination of 

the production factors and the specific process enable an achievement of the production. 

The transformation process must be controlled. The control of every system starts with a 

related variable. It does not come from the system but has to be "loaded" externally. To 

this end, a normative framework is necessary from which values and visions are deduced 

and then transformed into real and achievable targets through a process of target defini-

tion. Furthermore, in business administration, external specifications are always neces-

sary to produce these reference variables. Outputs include the main hospital services 

(medical and nursing services), presentation, and secondary and unintended outputs. 
                                                 
7 Griffin, D. (2006). P. 9; Liu, X. & Mills, A. (2007a). P. 210-211; Fleßa, S. (2007a). P. 26-28. 
8 Fleßa, S. (2007a). P. 4; Fleßa, S. (2007b). P.98; Fleßa, S. (2006). P. 54. 
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Figure  2-1: Complete Hospital System Model 
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More detail about the elements, which are included in figure 1-1 will be in the following. 

2.1.3 Environmental Analysis 

The hospital system is separated from its environment through a system boundary; on the 

other hand, it is embedded in its environment through the transformation process and the 

surrounding conditions. The hospital is fundamentally intertwined with its demographic 

and epidemiological environment. Its patients reflect the age structure and the morbidity 

of society. The hospital staff is member of a society with a specific age structure and bur-

den of disease. The average age of the staff, the disease figures and staff shortfalls due to 

premature death point form the strong interdependence between the hospital management 

and the demographic and epidemiological system.9 

                                                 
9 Fleßa, S. (2007a). P. 72; Fleßa, S. (2007b). P. 33-44. 
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In addition, hospitals are embedded in economic situation. The resources used by hospi-

tals must be obtained elsewhere. If the economic situation of surrounding environment 

people would change, ceteris paribus, it will also have an impact on the financing of hos-

pital services. The economic system, the level of development, the economic cycle, the 

ratio of government expenditures to the Gross National Product (GNP), and the social 

security rate are therefore extremely important for a hospital within its environment.10 

Furthermore, each hospital is involved in the market of hospital services. It appears as a 

partner and/or business rival of other hospitals. It is therefore important to know the other 

hospitals and to observe the entire hospital sector. This also includes establishing good 

relationships with the organizations of the hospital system.11 

Finally, the hospital is embedded in the social value system on multiple levels. It derives 

its own values, objectives and strategies from this system. It depends on social evaluation 

as society provides the hospital with resources. The culture of society as a foundation of 

its values and the reflection of these values are very important for the enterprise in this 

respect.12 

2.1.4 Values and Objectives System 

According to the model of systems theory, all open systems require objectives and val-

ues. A hospital as an open system has its special objectives and values. Hospitals produce 

services that have an existential dimension. Therefore, they are responsible for the quan-

tity and quality of their services; this responsibility far exceeds the moral commitment of 

other sectors. On the other hand, society attaches much importance to the role of hospi-

tals. It pays more attention to their behaviour, their services and the significance of their 

actions for humans so that their unethical behaviour will be punished more severely than 

that of other enterprises by drawing off resources.13 

                                                 
10 Fleßa, S. (2007a). P. 73. 
11 Fleßa, S. (2007a). P. 73. 
12 Fleßa, S. (2007a). P. 73. 
13 Fleßa, S. (2007a). P. 77. 



 11

As already presented in the figure 1.1, the meaning of the values and objectives was clari-

fied by defining three efficiency measures. On the first level, efficiency in a hospital can 

be measured as the ratio between the output and the input. The consumed resources can 

be easily determined relatively. However, definition and valuation of the output of a hos-

pital directly depend on the objectives of the system. On the second level, it must be ana-

lyzed whether an enterprise fulfils its function in its environment. The objective and func-

tion of not-for-profit hospitals is usually the compliance of the customer's requirements. 

While, the realization of profits is the primary objective of the for-profit-hospitals, which 

can only be preserved in the long term if they fulfil their function from the customer’ 

point of view and at an appropriate level of quality. If the patients are dissatisfied with 

the outcome of the hospital in relation to the input, the organisation will not achieve its 

basic objective, which is profit for these hospitals. Finally, society judges the utility of 

the hospital. Not only the output, but also the outcome for the customer and the impact on 

the whole society must be justified and correspond to the resources in use (Figure 2-1).14 

Public hospitals, which are focused by this study, make a direct contribution to the im-

plementation of health policy objectives that can be derived directly from the social val-

ues. The primary objective of health policy is the maintenance and improvement of the 

health of the population and, consequently, of social security. Fundamental objectives of 

public hospitals are therefore efficiency and quality. These objectives are to be achieved 

not only today, but also in the future. Therefore, sustainability and viability can be added 

as equal objectives.15 

2.1.5 Input Factors 

2.1.5.1 Human Labour 

Human labour in a hospital includes those who work in medical, technical and administra-

tive fields. Management of hospitals focuses on employees as input factors, because their 

satisfaction on the work, their identification with the company and their attention to the 

                                                 
14 Fleßa, S. (2007a). P. 77-78 & 90. 
15 Fleßa, S. (2007a). P. 86. 
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patient decides for better or worse of the hospital. Therefore, personnel policy and per-

sonnel management are important factors at the strategic and operational level. 

Physicians 

Physicians traditionally have been the focus of the healthcare industry and up to now, they 

still play primary roles in healthcare and are the symbolic icons of the industry. In addition 

to primary evaluation and diagnostics of patients’ conditions and prescription of treatment, 

physicians' work includes the visits, which take place in the hospital to follow up, finding, 

control and document the treatment progress. They will study arrangements with the nurs-

ing staff and other professionals, and set out the following procedures. Furthermore, the 

diagnostic test of patients is important. According to the timing and predictability, they 

can distinguish host diagnostic test, including the prominence of background, disease de-

velopment, and the current mental state of a patient, check study, emergency diagnostic 

test, and final examination. Other important tasks of physicians are informative activities, 

such as the preoperative interview with the patient and the communication with relatives. 

Furthermore, they are responsible for blood collection and the bedside diagnosis.16 

Nursing Staff 

Nurses constitute the largest groups of professionals in the hospital.17 They have the most 

frequent direct contact with the patient.18 Their functions in the hospital are summarized 

with aiding and following-up the diagnosis and treatment processes of human responses 

to actual or potential health problems.19 To perform these functions, nursing leaders de-

veloped the following nursing processes to explain the method used to provide nursing 

care. Nurses should gather the data systematically, sort and organize the collected data, 

and document the data in a retrievable fashion. They analyze the collected data to identify 

the client's needs or problems. The following process includes developing a care plan 

through setting priorities, establishing goals, identifying desired client outcomes, and 

determining specific nursing interventions. These actions are documented as the plan of 

                                                 
16 Shi, L. (2007). P. 5; Fleßa, S. (2007a). P. 193. 
17 Shi, L. & Singh, D.A. (2008). P. 140. 
18 Weinberg, D.B. (2003). P. 15. 
19 Doenges, M., Moorhouse, M., & Murr, A. (2006) P. 1. 
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care. This process requires input from the patient/ others to reach agreement regarding the 

plan and the achievement of the desired outcomes and goals. The Implementation of the 

plan occurs when the nurse performs the planned interventions. Individual knowledge 

and expertise and agency routines allow the flexibility that is necessary to adapt to the 

changing needs of the client. Legal and ethical concerns related to interventions have to 

be also considered as well. The evaluation is accomplished by determining the client's 

progress toward attaining the identified outcomes and by monitoring the client's response 

to/effectiveness of the selected nursing interventions for altering the plan as indicated.20 

Other Occupations 

In addition to the medical staff, other occupations usually have different functions in the 

hospital. These occupations include not only the following professions such as psycholo-

gists, social workers, medical technical assistants, computer specialists, administrative 

staff, logo therapists, physiotherapists, but also the crafts such as carpenters. This list is 

certainly not complete, but it gives an insight how difficult it is to set up a group of spe-

cialists working on a highly heterogeneous level. According to this heterogeneity, the 

information needs are very different.21 

The patient-related professions such as social workers, psychologists, physiotherapists 

have a different role than the other professions (administration, artisans). They can also 

provide a competitive advantage on the healthcare market in order to gain patients. The 

other groups (such as technical repair service) have a necessary job in the hospital but 

their role in supporting the provision of health services is hardly visible.22 

2.1.5.2 Hospital Buildings 

Modern hospital buildings have several requirements. They must meet the legal, struc-

tural and architectural requirements and be planned economically efficient in order to 

reach minimum operational costs. In addition, they must be designed to support the pri-

mary functions of the hospital, and to contribute to the success of the treatment. In addi-

                                                 
20 Doenges, M., Moorhouse, M., & Murr, A. (2006) P. 1-4. 
21 Stubenvoll, M. (2007). P. 22. 
22 Stubenvoll, M. (2007). P. 23. 
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tion, they can contribute to the improvement of effectiveness and efficiency of the work. 

Hospital buildings must meet medical and nursing requirements. This includes the assur-

ance of the best possible space for existing equipment.23 

2.1.5.3 Equipment 

Hospital equipment includes many different elements. The most important items are the 

medical equipment, which should be purchased, maintained, used, and disposed in the 

end. The medical equipment spans a wide spectrum from simple blood pressure monitor 

up to positron emission tomography. The basic equipment of a German hospital would 

cost between 50.000 and 100.000 € per bed, depending on the level of care and speciali-

zation and on the life cycle of the hospital.24 

2.1.5.4 Materials 

The list of materials as inputs of the hospital includes all of drugs, food, injections, im-

plants, gloves, X-ray film, laboratory reagents, detergents, etc. They are in common to be 

used one time only; therefore, they do not wear out as equipments.25 

2.1.5.5 Patients 

The patient is the most important input factor. The function of hospital performance is 

measured not in number or quality of services or in the hospital profits, but by the satis-

faction of patients. The patient has three roles in the production process of service. He is 

one of the inputs; he enters the hospital toward a different process according to space and 

time until he is discharged again. He is a customer, because he will take a purchase deci-

sion of the service based on his subjective criteria. Furthermore, he is a co-producer in 

providing services, since he is present and part of the production and the largest part of 

the work happens because of his cooperation, which will significantly influence the per-

formance results. It is necessary and appropriate to deal intensively with the patients as 

                                                 
23 Fleßa, S. (2007a). P. 198-199. 
24 Fleßa, S. (2007a). P. 208. 
25 Fleßa, S. (2007a). P. 218. 
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input factor according to their desires and values and metaphysical beliefs. He alone is 

ultimately the success of a hospital.26 

2.1.5.6 Public Services 

Other factors that could be added to the list of hospitals’ inputs are public services, which 

could be regarded as secondary inputs. Governments impose taxes for obtaining funds, 

which cover the costs of public services. Hospitals use public services, such as infrastruc-

ture, security and national prestige (as a promotional advantage) in international mar-

kets.27 

2.1.6 Hospital Financing 

Generally, hospitals get their revenue by providing medical services and nonmedical ser-

vices, as well as, through donations and grants from individuals, foundations, or the gov-

ernment, and through investments.28 On the other hand, hospitals must spend money to 

function and provide patient care.29 

2.1.6.1 Payment Methods 

There are several different methods of refunding the provider. Each method has several 

advantages and disadvantages. Each type of these methods has variations that may create 

a different set of incentives, and the methods may be used in combination to enhance or 

mitigate the incentives that are created by each method individually.30 They will be de-

scribed in more detail below: 

Fee for services: It is the most common method of payment. Hospitals receive fees for 

each product or medical treatment they provide. For instance, a hospital is financed 

through its medical treatment provided by its physicians and for its inpatient accommoda-

                                                 
26 Fleßa, S. (2007a). P. 222, 224. 
27 Fleßa, S. (2007a). P. 224-225. 
28 Lane, S.G., Longstreth, E., & Nixon, V. (2001). P. 7. 
29 Lane, S.G., Longstreth, E., & Nixon, V. (2001). P. 17. 
30 Langenbrunner, J.C., Cashin, C., & O'Dougherty, S. (2009). P. 4-12; Liu, X. (2003). P. 21-46; Nowicki, 
M. (2001). P. 65-68. 
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tion.31 By using this method, providers are encouraged to improve the quality of the ser-

vices provided as well as to overproduce the health services.32 

A daily payment system (Per Diem): In this system, hospitals receive a daily payment 

from some institutions like SHI Agency to treat their patients for a long period. Only in 

hospitals, this payment system has proven to be extremely practical.33 This system has a 

weak capacity for cost-containment; it leads to an extension of the length of stay of pa-

tients and an increase in numbers of admissions. Moreover, it is inexpensive and easy to 

administer/manage.34 

A case payment system: It is based on a single case rather than on a single medical 

treatment. After each treatment, the physician gets his fee. A case payment system can be 

based either on a single flat rate per case, regardless of diagnosis or on a schedule of di-

agnoses.35 The Diagnosis Related Groups (DRGs) method is an important example of this 

system. It supports cost containment and efficiency improvement, but it also encourages 

increasing the number of admissions. According to DRGs payment method, all illnesses 

are spilt into the DRGs and the cost per case is estimated within each group. Adjustments 

are made for these factors: local wages in the area in which the hospital is located, ex-

tremely long or short stay, hospitals with large teaching programs, and hospitals with a 

large proportion of indigent patients. 

Salaries method: In the salaries method, the provider is an employee of the SHI agency, 

and provides services to its members.36 The providers do not receive their salaries based 

on the quantity of services provided but on a work time.37 

Capitation payment: In the capitation payment method, the providers receive payment 

according to the size of the population served, irrespective of the services provided. It is 

                                                 
31 Liu, X. & Mills, A. (2007b). P. 261. 
32 Normand, C. Weber, A. (2009). P. 87. 
33 Normand, C. Weber, A. (2009). P. 92. 
34 Carrin, G. & James, C. (2004). P. 36. 
35 Normand, C. & Weber, A. (2009). P. 89-90. 
36 Chawla, M. & Berman, P. (1996). P. 30. 
37 Normand, C. & Weber, A. (2009). P. 82. 
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easy to administer and helps to contain costs in case of the payment being adequate, but 

the providers have no incentive to provide excessive health services.38 

The Budget method: It is defined as a payment of a particular sum, which covers the 

total costs of services or products delivered during a given period.39 As the previous 

method, it helps to decrease costs. In this situation, if the budget were not entirely strict, 

the provider would have no incentive to minimize costs. On the other hand, if the budgets 

or the payments were not sufficiently, it would lead the provider to minimize costs to 

provide only the necessary care, as well as to transfer some undesirable cases to other 

providers.40 This method of payment is typical for government and military hospitals.41 In 

Syria, global budgets are the most common form of public hospital payment. 

Grants: They are funds that are donated for a specific purpose, e.g., to conduct cancer 

research. This revenue flows from belief of the donor that the task facing the hospital is 

important and socially valuable, and is not to make profits. In addition, “tax break” is 

considered as a form of grant for non-profit hospitals.42 

Cost Reimbursement: This form of payment is typical for not-for-profit hospitals, which 

can break even by setting charges to cover costs (including costs for treating non-paying 

patients and setting aside money for a prudent reserve).43 

2.1.6.2 Expenses 

Expenses are defined as “an outflow of assets consumed to generate revenue”.44 In the 

past, food and housing took up most of hospital's expenses, but today such "hotel func-

tions" are relatively minor in comparison with wages of the physician care and other 

skilled people. Although, lithotripters, magnetic resonance imaging, and other medical 

technology are expensive, the wages of skilled people required operating each new piece 

                                                 
38 Chawla, M. & Berman, P. (1996) P. 30; Carrin, G. & James, C. (2004). P. 37. 
39 Normand, C. & Weber A. (2009). P. 84. 
40 Carrin, G. & James, C. (2004). P. 37. 
41 Getzen, T. (2010). P. 186. 
42 Getzen, T. (2010). P. 185. 
43 Getzen, T. (2010). P. 186-187. 
44 Jagels, M.G. & Coltman, M.M. (2004). P. 55. 
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of equipment are high.45 In general, wages of the physician care, nurses, skilled people, 

and the other service labours formalize more than 60% of a hospital's costs.46 In addition, 

the for-profit-hospitals pay most imposed types of taxes as the other companies, whereas 

the not-for-profit hospitals are exempted from some taxes. 

Most of hospital's costs are considered as fixed in the short run, independent of patients. 

In the very long run, almost all costs become variable. The director can hire clinical staff, 

rewrite treatment protocols, replace the existing building with a new one, pave some 

grounds for parking, and even move the facility to a more accessible site near a freeway. 

Permanent employees take a while to be trained. This ability to plan and choose the opti-

mal scale and combination of inputs allows management to minimize the costs of produc-

tion for any desired level of output.47 

2.1.7 Production 

Production is the transformation of inputs into outputs. This is done by a recombination 

and space-time realization of the input factors. For instance, in order to treat a wound a 

nurse has to make use of her knowledge and bandages and scissors are used. Neither the 

production of labour factor (Nurse), nor the equipment (Scissors) or material factors 

(Bandage) are per se able to create the output of the patient. Only an intelligent combina-

tion of the production factors and the specific process enable an achievement of the pro-

duction and the outcome.48 

2.1.7.1 Health Care Services Production 

The hospital is an organization that offers health care services for patients being present 

in person. Health care services are considered as immaterial, non-storable, non-capable for 

transporting, and non-transferable goods. The dominant production factor is human opera-

tional labour. The customer who has to be present for procedure engages into establishing 

a close relationship with the physician and the nurse. The behaviour of the staff consid-

                                                 
45 Getzen, T.(2010). P. 190. 
46 Fleßa, S. (2007a). P. 22. 
47 Getzen, T. (2010). P. 205. 
48 Fleßa, S. (2007a). P. 233. 
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erably influences the success of the treatment and exceeds technical expertise by far. 

Through their charisma, choice of words, care, and friendliness they have a significant 

effect on the output. Therefore, health care services are predominantly services provided 

by individuals for individuals and can only be understood from this point of view.49 

Products significantly differ from material goods. Hospital services are services and cre-

dence goods with a predominantly existential dimension, no alternative good that is able 

to substitute all functions will be detected (apart from a low substitution between curative 

and preventive medicine). All human beings are potential customers, even if the probabil-

ity per year that a citizen gets in contact with the hospital is relatively low or rather the 

purchase is unique or rare. The patients are the direct customers of the hospital; indirect 

customers are the health insurance companies, ministries, etc..50 

The transformation process from production factors to products characterizes the hospital 

as a multi-product company (several diagnoses and respectively case groups) with a 

multi-level production process (nursing care, operation, diagnosis, etc.). In the majority 

of cases, the production process will be adjusted individually for every patient. Normally, 

every patient goes through an individual diagnosis and therapy plan, although certain 

standards (Clinical Pathway) should be followed. Apart from some exceptions (e.g. mo-

bile X-ray apparatus in intensive care), it is a matter of job-shop production where the 

patient is brought to the functional sections.51 

2.1.7.2 Quantity of Health Care Services 

After presenting the hospital production, the two basic dimensions of it will be discussed: 

the quantity and quality of health services. First, the performance quantity management 

will be considered, before focusing on the performance Quality Management (QM). 

The production program is used to determine the quantity of production. When the given 

capacities are defined for production volumes of each possible product, the marginal con-

tribution will be maximized. Therefore the production program is a medium-term plan-

                                                 
49 Fleßa, S. (2007a). P. 22 & 234. 
50 Fleßa, S. (2007a). P. 23. 
51 Fleßa, S. (2007a). P. 23. 
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ning. It is assumed that the capacity and investment planning, and the variable costs are 

known. The production program planning, used in industrial concepts, can be para-

phrased with service program planning concepts in a hospital. Specifically, the question is 

answered, how many patients in a particular case class in a particular period should be 

treated so that the hospital maximizes its marginal contribution.52 

The importance of this question depends on the situation and cooperation from the hospi-

tal. In the classic situation, a public hospital had a comprehensive supply contract without 

competition and with a spatial monopoly. Usually, it is assumed that, all possible increase 

of products should be covered by the hospital itself and should be transferred to higher 

levels of care only in extreme emergencies. In this situation, the service program planning 

has no meaning, because the hospital is obliged to reply to the epidemiologically related 

demand.53 

However, private hospitals might be able to be selective. They seek out specific cases, 

where they can earn a high profit margin (Cherry Picking). Within a case class, they can 

select the next patient clientele, whom are for example patients with low medical costs 

(Cream Skimming) or referring the patients with high medical costs to higher levels of 

care (dumping, creative referral). Even a minimal treatment (Skimping) is possible. The 

services program for cherry picking is relevant such as for the chemical industry where it 

has been routine for decades.54 

2.1.7.3 Quality of the Health Care Services 

In addition to the quantity, the quality as a dimension of the operational outputs represents 

an integral part of production management. It reflects the success of the enterprise on the 

long-term, even if the government would decide about hospital services' prices. Therefore, 

the QM is at the core of an organization regardless of legal requirements.55 

                                                 
52 Fleßa, S. (2007a). P. 263. 
53 Fleßa, S. (2007a). P. 263. 
54 Fleßa, S. (2007a). P. 263. 
55 Fleßa, S. (2007a). P. 260. 
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2.1.7.3.1 Concept 

The German Institute for Standardization (DIN) provided the following definition of 

quality equally suitable for processes, material products and services. "Quality is the to-

tality of features of a unit as regards its suitability to fulfil specified and expected re-

quirements".56 Consequently, quality is not absolute but relative to what is acceptable 

from the receiver’s (customer’s) standpoint. It is based upon not only what the customer 

needs but also what the customer expects. 

High quality care is required in all hospitals for the following reasons. First, the hospital 

is related to the patient or the health insurance company under a contract or agreement, 

which includes a qualitative description of the service. Therefore, hospitals are responsi-

ble for providing a good quality by contract. Second, patients can claim compensation for 

damages from the hospital if they suffer harm in the case of the failure to comply with the 

requisite care. Consequently, liability obliges hospitals to perform good quality. Third, 

several other legal bases define the requirements for the quality of equipments and ser-

vices, e.g. the medicines law, the radiation protection law, etc. (safety laws). Fourth, a 

law of medical career obliges physicians to provide the conscientious care with suitable 

methods of diagnosis and treatment as well as to train and quality assurance.57 

The relationship of quantity and cost is obvious. The higher the number of cases, the 

lower is the cost of each single case (economies of scale, lower fixed cost ratio). The cor-

relation between quality and quantity is not intelligible. On the one hand, there are un-

questionable effects of training, but on the other hand, it is an over-routine and thus lead-

ing to carelessness and a decline in quality.58 

The quality of the service alone is not enough to guaranty the survival of a hospital. The 

performance must be successful, as well as the patient must satisfy his needs. In addition, 

this quality has an impact on the society the patient lives. Therefore, it must be distin-

guished between output (service because of the production process, such as surgery, nurs-

                                                 
56 Pfeifer, T., Schmitt, R., & Voight, T. (2005). P. 299.  
57 Fleßa, S. (2007a). P. 260. 
58 Fleßa, S. (2007a). P. 261. 
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ing care), outcome (impact of the service on the patient, such as curing a disease) and 

impact (long-term effects beyond the patients, such as the economic impact of a cure, and 

increase the immunity of society).59 

2.1.7.3.2 Quality Management System 

The concept of the QM system pursuits to achieve the quality of services and produc-

tion's delivery processes with the help of management functions (planning, organizing, 

human-resource allocation, personnel management, control and supervision), inside an 

overall system, that relates the individual elements (e.g. testing incoming goods, person-

nel management, medical audit, etc.) together, and implements and evaluates on the basis 

of written standard rules. The QM system is the result of this systematization.60 It is not 

part of the management system, but it is the management system.61 

QM is more than the control of final products or monitoring of service delivery processes. 

It is a concept of corporate governance. It fully includes all parts of the company; this is 

called Total Quality Management (TQM). Under this conception, all operational activities 

are directed towards the quality requirements. Therefore, TQM implies that the quality 

will be considered in all operational decisions. For instance, the choice of drugs was not 

only taken for cost or acceptability matters, but on its impact on patient care.62 

TQM involves the complete management cycle with quality planning, quality implementa-

tion, quality control, quality of presentation (documentation) and quality improvement as 

feedback for future quality measures.63 

QM has a main role in securing the hospital's livelihood. First, the increasing competition 

means that a hospital needs to develop a comparative advantage, to differ from the com-

petition. Second, risk management and QM can be well integrated. Risk management is 

the systematic prevention of hazards (malpractice, exposure to radiation, fire, etc.), as well 

as the learning evaluation from occurring risks. Therefore, risk management is an element 
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of QM. A successful risk management reduces the operating failures and allows for af-

fording lower insurance premiums. Finally, the management of a hospital should also in-

troduce a quality beyond the statutory obligation, because the acquired transparency for 

patients and staff is important. Patients demand the possibility to assess the quality and to 

choose the hospital that gives them that opportunity. In addition, employees need meth-

ods, meeting their ethical responsibilities. Currently, an aging society with multi-morbid 

patients requires a focus on quality, so that the employees can meet the increasing de-

mands on health services and their professional motivation remains true.64 

2.1.7.3.3 Total Quality Management Models 

2.1.7.3.3.1 International Organization for Standardization 

The International Organisation for Standardization (ISO) created ISO 9000 to provide a 

non-prescriptive quality standard of management system for nontechnical business func-

tions. It started with manufacturers. It expanded to include their suppliers, then white-

collar service industries such as legal firms and insurance companies. The last expansion 

included government departments, state agencies, and public organisations.65 

The term ISO 9000 has two different meanings: it refers to a single standard (ISO 9000) 

and it refers to a set of three standards (ISO 9000, ISO 9001, and ISO 9004). All three are 

referred to as QM system standards. ISO 9000 discusses definitions and terminology and 

is used to clarify the concepts used by the ISO 9001 and ISO 9004 standards. ISO 9001 

contains requirements and is to be used for all contractual agreements while ISO 9004 

presents a set of guidelines for performance improvements and is to be used to design the 

QM system that go beyond ISO 9001.66 ISO 9000 was improved many times. The most 

recent improved version of ISO 9000 is ISO 9001:2008, where some important clarifica-

tions and modifications were made on the last previous version.67 
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ISO 9000 standard requires the identification of processes and interactions and process 

monitoring. The construction of the systematic management system is based on four core 

requirements: (1) responsibility of management, (2) management of resources, (3) pro-

duction and service realization, and (4) measurement analysis and improvements.68 

If the organization has a functioning QM system and has decided to develop to the ISO 

9000, it is suggested to carry out an analysis to identify the gaps that exist between the 

ISO 9000 standard and the organization's processes. Once it is known where the gaps are, 

the organization can take steps to fill the gaps. However, if the organization does not 

have a QM system, it is suggested to use an ISO 9000 process-based QM system devel-

opment plan to develop the QM system. Once QM system has been fully developed and 

implemented, an internal compliance audit can be carried out.69 

2.1.7.3.3.2 European Foundation of Quality Management 

The European Foundation for Quality Management (EFQM) is a non-profit organization, 

created in 1988 by 14 leading European businesses. Providing an internationally recog-

nised framework for quality improvement, it is focusing on all aspects of an organisa-

tion’s business. It is enabling an institution to take a holistic view of how well they are 

doing while making an improvement of planning possible. EFQM does not only examine 

QM as a subsystem of the operation system, but the whole company with all internal and 

external relations. Consequently, it is a systematic assessment procedure of the whole 

company, based on clearly defined criteria. Throughout Europe EFQM is used as an in-

strument for the improvement of businesses and its’ appliance is principally possible for 

all types of businesses and industries. Accordingly, there are no defined standards, but 

only the criteria, which must be carefully compiled.70 

EFQM assumes that a company can achieve the excellence only, if the company is work-

ing outstandingly as a whole and in all related parts. It allows organisations to evaluate 
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themselves according to criteria, which are shown in the figure 2-2. The criteria as lead-

ership, people, policy and strategy, partners and resources, and processes are known as 

enablers. The criteria as satisfaction of providers, satisfaction of patients, social responsi-

bility, and key performance results, which are defined as medical, nursing and adminis-

trative earnings quality, are known as results. It is noticeable that, these criteria represent 

50% of the overall evaluation, i.e., EFQM is strongly interested in the output and out-

come, in some cases (social responsibility) on the impact of the operational process.71 

Figure  2-2: EFQM Excellence Model 

 

Source: Ogg (2006) 

Each of these criteria is split in two to five sub-criteria to be individually assessed. Thus, 

for instance, the criterion "Partnerships and Resources" is rated based on five sub-criteria: 

a). External partnerships are managed; b). Finances are managed; c). Buildings, equip-

ment and materials are managed; d). Technology is managed; e). Information and knowl-

edge are managed.72 
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2.1.7.3.4 Results from Total Quality Management models 

Both TQM models provide a universal framework for evaluating aspects of TQM prac-

tices, which can be implemented in hospitals. In addition, they provide a framework for 

identifying a range of intangible and tangible processes that influence the organisation’s 

TQM implementation and the results. Although each award has its own unique categories 

and emphasis, there are some common areas. For instance, the both models emphasize 

the importance of leadership, human resources management, employee participation, em-

ployee education and training, process management, strategy and policy, information, 

supplier QM, and customer focus. They provide organisations with tools to measure their 

position against a set of universal criteria, and to identify their strengths and weaknesses 

in the areas of QM practices and business results. These models provide an insight into 

the practical way of applying or measuring the implementation of TQM; as well, they 

present a solid foundation for this study, and give the researcher a better understanding of 

the concept of TQM.73 Consequently, it can be assumed that the measurement of the ex-

tension of implementation of any of these QM Systems leads to knowledge about the 

implementation of TQM in a hospital. 

2.1.8 Output Factors 

2.1.8.1 Main Output 

The main output of a hospital's activity is the provision of health care service for patients. 

One of the major tasks of the different types of hospitals is the determination of heath care 

services they offer. Small hospitals cannot provide the same number or types of services 

as the large hospitals. However, for-profit hospitals will seek to provide the profit services 

at variance of public or not-for-profit hospitals. It is common to provide the following 

services in general hospitals: 

Emergency services include the following: 24-hour physician staffing, 24-hour emer-

gency department, and trauma system. 
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Surgical services include the following: outpatient surgery, surgery suites, recovery 

room, 24-hour anaesthesia coverage, outpatient care unit, laparoscopy, endoscopy lab, 

and Arthroscopic surgery. 

Diagnostic imaging services include the following: clinical diagnostic radiology, mam-

mography, fluoroscopy, ultrasound, nuclear medicine, computed tomography, magnetic 

resonance Imaging, bone densitometer, and X-ray. 

Women’s services include the following: obstetrics, gynaecology, women’s centre, la-

bour-delivery-recovery-postpartum-rooms rooms, antenatal observation room, level I 

nursery, childbirth classes, and stereotactic breast biopsy. 

Cardiopulmonary services include the following: electrocardiography, electroencepha-

lography, pulmonary function testing, cardiac stress testing, cardiac rehabilitation, stress 

echocardiography, vascular studies, venous, and carotid and lower arterial studies. 

Medical specialties include the following: allergy, anaesthesiology, cardiology, derma-

tology, emergency medicine, family practice, gastroenterology, general surgery, gynae-

cology, internal medicine, obstetrics, oncology, ophthalmology, orthopaedics, orthopae-

dic surgery, otolaryngology, palliative care, pathology, paediatrics, podiatry, radiology, 

sleep medicine, and urology. 

Rehabilitative services include the following: therapeutic exercise and massage, electri-

cal stimulation, hydrotherapy, heat therapy, whirlpool, ergonomic evaluation/training, 

occupational therapy, physical therapy, speech therapy, and safety In-services. 

Acute care services, which include the following: med/surgery beds, telemetry monitor-

ing capabilities, wound care program, airborne infection isolation rooms, and telemetry 

unit 

Intensive care includes the intensive care unit. 

Support services include the following: community education programs, nutritional 

counselling, case management/utilization review, social services, volunteer services, sup-

port groups, pastoral care program, and bereavement care. 
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In addition, there are some other services including the following: pharmacy, labora-

tory service, cytology lab, lithotripsy, hospice, home health agency, skilled nursing facil-

ity, medical office building, sleep studies, and senior programs. 

2.1.8.2 Satisfaction of Patient 

The production of health services for the patients alone might not suffice to generate 

higher levels of satisfaction among patients, good capacity utilization, and full income. In 

competitive markets, there are many examples of companies, which have produced excel-

lent products with high quality and nevertheless they declared bankruptcy, because their 

services were too expensive, and/or suited more to the designers' ideas than the needs of 

customers. Therefore, the product of these companies was not competitive enough in a 

comparison with the other competing products from the consumers’ perspective. There-

fore, there is not only the need to create hospital services, but also the necessity to present 

the outcomes to the patients in order to be able to make the products.74 

The benefits of patient satisfaction can be summarized as follows: increase of patient re-

ferrals, long-term stay of improved patients, who are more compliant and require less 

time, more productive staff, reduced staff turn-over, greater efficiency, greater profitabil-

ity, and pay the bills on time.75 

Hospital marketing is a philosophy of consistent patient orientation in all areas. The hos-

pital construction, equipment planning, the selection and training of employees, the 

choice of surgical techniques, the design of patient information and all possible activities 

of the hospital should always be pursued with the aim of satisfaction of the patient. It is 

necessary to consider that the patient is under the impact of alternative options through-

out the procedure of his decision-making. Keeping this fact in mind, decisions within the 

hospital should be judged according to the patient’s needs, as well. The most important 

person in the hospital is not the medical director or the head of administration, but it is 
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the patient with his needs. The conversion of the latter concept to a practice is the objec-

tive of hospital marketing.76 

2.1.8.3 Secondary Outputs 

In addition to the main output, hospitals provide the education and training of physi-

cians.77 In general, physicians graduate in medical schools, but only residencies can pre-

pare them for practice. Nowadays, many of the features that made the hospital the prime 

location for physicians' residency appear to be eroding under the pressures of technologi-

cal advances and the demands to improve the efficiency in healthcare systems. Neverthe-

less, hospital-based training will remain the location critical to the creation of superior 

physicians.78 

2.1.8.4 Unintended Outputs 

In addition to the desirable outputs, there are some of the unintended outputs, which in-

clude waste, medical errors, death and dying. Hospitals’ waste includes discarded sharps 

(such as objects that can cut or puncture the skin); infectious waste that is expected to 

contain pathogens (such as bacteria, viruses, parasites, or fungi); pathological waste (such 

as human tissues, fluids, and body parts); and chemical wastes (such as drugs, vaccines, 

cleaning chemicals, radioactive materials, and pharmaceuticals no longer required).79 

In Germany, for instance, each hospital has to develop a waste management concept and 

publish it. Furthermore, an agent of waste must be designated. Waste must be recycled or 

environmentally disposed of. The waste management concept should provide information 

on the size type and location of the waste, which should be disposed. It should provide 

prevention and recovery strategies, identify and demonstrate the safe disposal.80 

Other unintended outputs are the medical errors, which occur because of a planned se-

quence of mental or physical activities that fails to achieve its intended outcome. Errors 
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are caused by execution failure (something was done wrongly) and planning failure, 

(something wrong was done). Execution errors are usually skill-based errors. Planning 

failures can be rule-based errors as well as knowledge-based errors (errors in problem 

solving). Medical errors adversely affect the safety margin and satisfaction of a patient, 

therefore hospital management should have a strategy that ensures failure reduction and 

the treatment their effects.81 

Furthermore, death and dying are considered as unintended outputs, where the relief of 

pain and suffering that accompany death is considered as one of the hospital's functions. 

The importance of death and dying as one of hospital's outputs has increased due to the 

rise in average ageing. Dying people are relocated from domesticity into institution like 

the hospital more often. However, death as the final part of the process of treatment is 

considered the last event in a process of raising awareness by the hospital management.82 

2.2 Social Health Insurance 

After independence, the health care system in most developing countries was financed by 

the government budget, which is based on general public revenues. Free treatment was 

provided to all citizens, but the financing of health care systems was confronted with a 

severe crisis. Poor economic development, severe deficits of public households, and high 

population growth led to difficulties concerning the financing of the health care system 

and deterioration of quality in health care services. All these parameters required a 

change of the health care financing system and to create a new system based on health 

insurance schemes.83 

                                                 
81 St.Pierre, M., Hofinger, G., & Buerschaper, C. (2008). P. 37-38. 
82 Fleßa, S. (2007a). P. 311. 
83 Greiner, W., Schulenburg, J.M., Graf v.d., & Fleßa, S. (2001). P. 261. 



 31

2.2.1 Health Care Financing Alternatives 

Health care can generally be financed by four different ways. These four various financ-

ing ways include: private direct payments (out of pocket), tax revenues and other public 

resources, Private Health Insurance (PHI) and SHI.84 

Private direct payments (out-of-pocket) were often implemented to improve service qual-

ity and to cover the health expenditure, which could not be covered by public finance. 

This system has negative effects on the equity and ability to pay for health care utiliza-

tion, especially among the poorest.85 Therefore, to make this method more equitable, it 

requires exempting the poor people from charges.86 Private direct payments reach around 

30% of total health expenditure in most of the low-income countries.87 

In this context, health care systems can be financed by the governmental budget, which is 

based on general public revenues. To achieve these revenues, the government depends on 

the taxes of individual and business incomes, as well on the levies such as import duties, 

license fees, property taxes, sales and market taxes.88 This system is prevalent in many 

industrial countries such as Great Britain and Spain.89 It can ensure access to free health 

care for the whole population, even for the poorest groups; and therefore it is the most 

equitable system.90 However, it causes many problems when it is implemented in devel-

oping countries. They are characterized by a limited tax base and a low organizational 

capacity to enforce tax compliance or to avoid extensive tax evasion.91 

Health care can also be financed by PHI. In most developing countries, PHI plays a mar-

ginal role in risk sharing and coverage rates do not reach even 10% of the population. 

The differences in risk between the populations reflect into differences in premiums.92 On 
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the one hand, the financing role of PHI began to be more important. The growing dissat-

isfaction with public health care and the liberalization of markets led to a growing de-

mand for PHI.93 Due to the fact that it is well managed and adapted to local needs and 

preferences, the PHI might be a necessary addendum to the health care system, especially 

for individuals who earn over a certain threshold and want to have more benefits than 

those provided by the SHI system such as in the German healthcare system.94 On the 

other hand, PHI might have a negative impact on the aim of total coverage and the equal 

access to health care for everyone.95 

The fourth method of financing health care is the SHI system, which is called National 

Health Insurance (NHI).96 It was implemented in many of the world’s countries. Its role 

in health care financing differs according to many issues. The high number of workers in 

the formal and informal sectors in some countries and their high proportion of salaries 

have contributed to implementing or expanding SHI schemes. In addition, the countries 

that utilize general tax revenue to provide free health care might consider using alterna-

tive means such as SHI to finance health care. In this situation, SHI helps to ensure ac-

cess to health services, especially from private providers. Besides collecting sources to 

finance health care through SHI, governments should continue their responsibility to pro-

vide primary care and public health functions.97 

Health care finance systems differ from one country to another. Each country has its own 

system, which may include many sub-systems. Health care finance systems are the result 

of complex national, historical and political path-dependent evolutions. They reflect in-

herent norms and values of the societies that have shaped them, and consequently the 

systems are not identical.98 
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2.2.2 Social Health Insurance System 

2.2.2.1 Historical Evolution 

In the early nineteenth century, a very early development of voluntary community health 

insurance schemes existed, constituting the basis of SHI. In 1835, poverty and the fluctu-

ating farmer income in Japan’s rural villages had resulted in a low effective demand for 

health care. This situation led to the formation of “Jyorei”, the oldest prototype of com-

munity health care, to ensure the continued demand by poor farmers for health service.99 

Germany was the first country, which established the SHI system. The German chancel-

lor Otto von Bismarck received approval for a compulsory sickness-insurance law in 

1883.100 Currently, SHI systems are established in more than 60 countries, twenty-seven 

have reached total coverage via SHI.101 It is established in the Organization for Economic 

Co-operation and Development (OECD) countries, as well as in developing countries, 

especially in Latin America (e.g., Argentina, Bolivia, and Brazil) and to a lesser extent in 

other parts of the world (Algeria, and Lebanon). Currently, many low and middle-income 

countries have started to establish SHI systems (e.g., China, Croatia, Estonia, Ghana, 

Indonesia, Macedonia, Nigeria, the Philippines, Poland, Syria, Tanzania, and Viet-

nam).102 Syria is currently working on a project of SHI. It will be described in the section 

(3.3). 

2.2.2.2 Concept and Aims 

SHI can be described as a mechanism for financing and managing health care via pooling 

of health risks of its members on the one hand and the financial contributions of enter-

prises, households and the government on the other hand. Generally, SHI schemes cover 

a group of the health risks, which include at the minimum those risks that in absence of 
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insurance would entail a catastrophic financial burden on households because of the high 

costs of treatment.103 

Despite differences in implementing SHI in international experiments, its major struc-

tures can be summed up in the following. In general, under SHI, every one of people in 

the contributory regime group must enrol and pay the specified premium or contribution. 

This compulsory character differentiates SHI from voluntary private insurance. The con-

tribution is most often specified by the percentage of wages or payroll. For all the other 

categories of the population, who are not able to pay, the government may pay the premi-

ums on their behalf.104 

Although a relatively small number of individuals suffer from serious illnesses and dis-

abilities every year, these medical problems can cause a huge rise in medical expenses, 

which could bankrupt patients and their families, especially when these illnesses are as-

sociated with life and death issues. Therefore, the existence of a health insurance is nec-

essary. On the other hand, the insurance may be unwanted by those who expect that they 

will not need intensive health care in the near future. They also do not want to share their 

low health risk with high-risk people such as the elderly and the chronically ill people, 

who are not able to afford the insurance premiums and thus have to be subsidized. Con-

sequently, many nations have implemented SHI and many others tend to implement it.105 

Many countries have aimed of the implementation of SHI to the attainment of equity in 

the health care, via attracting addition funding to the health sector and focusing the lim-

ited resources of the governments on the needs of the poorest and least served sectors of 

the population.106 SHI Systems aims to ensure that everyone has a financial accessibility 

to health services solely based on need and not on ability to pay. 

SHI contributes to improving the health status of the population through its ability to re-

move the barriers for adequate utilization of quality health care facilities,107 as well as by 
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ensuring that everyone has a financial accessibility to health services solely based on 

need and not on ability to pay.108 

2.2.2.3 Design 

Concerning benefits, the designing of SHI should be adequately comprehensive and it 

needs to be affordable and sustainable over time. In addition, the designing of SHI should 

not exceed the capacity of health systems to assure quality.109 

The designing of SHI includes many issues, which should be considered before SHI is 

implemented. The first two issues to consider are the revenue collecting and the determi-

nation of the population coverage as well as the method of finance. The next two issues 

deal with risk pooling which explains the level of fragmentation and composition of risk 

pools. Further issues to consider are the location of the SHI as well as the purchasing 

processes, which determine the benefit package and the provider’s payment mechanisms. 

2.2.2.3.1 Population Coverage 

SHI schemes aim to increase the percentage of population covered by SHI in order to 

achieve the total coverage.110 This share of coverage depends on many issues. The eco-

nomic structure also affects the level of population coverage and the speed of implemen-

tation. Collecting contributions from people who are working in the formal sector is often 

easier than from people working in the informal sector.111 

When SHI is designed, the population is separated according to the premium and benefits 

package into three groups: compulsory enrolment and payment, voluntary enrolment and 

payment as well as fully or partially subsidized.112 

The design of SHI must ensure a relatively easy enrolment and a premium collection 

from workers and their families in the formal sector by convincing their employers to 
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enrol and pay a proportion of the premiums instead of them. SHI has also to provide in-

centives to ensure the enrolment of workers and their employers in it.113 

The non-poor self-employed (such as farmers) and informal sector workers (such as 

house cleaners) may have to be treated differently. Compared to workers in the formal 

sector these groups are less able to pay for SHI because on average their incomes are low, 

although they are not poor. Therefore, the SHI designing should offer this group of peo-

ple a voluntary enrolment.114 The increase of the share coverage by the SHI scheme is a 

realistic performance indicator about the development of SHI. On the other hand, the 

increase of the percentage of population is one of the greatest challenges of SHI.115 SHI 

should also be designed in such a way that a covering of these groups is ensured by sub-

sidizing them and providing incentives for those people to enrol and to pay the premium 

in subsequent stages.116 

The poor and near poor often cannot afford to pay the premiums. The government has to 

subsidize these groups by giving the poor full support and partially supporting the near 

poor. In this context problems arise in terms of defining who could be considered as poor 

and who is close to poverty. To resolve this problem the countries, which have a SHI 

system usually do an income, test or subsidize some groups, which are known as poor 

groups. For instance, the poor includes farmers and inhibitions of poor areas, orphans, the 

elderly and the disabled. A problem occurs thought the approval of subsidies when local 

officials use their power to bestow subsidies to their relatives, friends, or political sup-

porters. Therefore, the designing of SHI has to ensure that every person in need of health 

care receives these subsidies.117 
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2.2.2.3.2 Financing 

SHI is financed using various methods. These methods have to be defined during the 

process of designing SHI. These methods include contributions, government subsidies, 

consumer taxes and other sources of income. 

There are many methods of calculating contributions. The calculation of contributions 

depends on wage, income or region. Each method has some advantages and disadvantage 

compared with other methods. Insured persons pay for contributions themselves or their 

employer pays part of these costs.118 

Most of the countries with SHI calculate the contributions as a percentage of the wage. 

This method is easy in the implementation, flexible to the individual's ability to pay, and 

ensures an increase of the contributions. A disadvantage of this method is that each indi-

vidual pays a different amount of contribution, which differs considerably. Therefore, it 

is preferred to put an upper limit to the contribution from the wage for instance, Ger-

many. Calculation contributions include not only the wage but also other sources of in-

comes of the insured, whilst contributions according to regions depend on the available 

infrastructure in those regions.119 

Government subsidies are another source of financing SHI. There are two types of gov-

ernment subsidies: The direct subsidies and indirect subsidies. These subsidies exist in 

different kind of ways.  To increase the population coverage, subsidies cover the costs of 

certain groups, which are not able to afford the premiums of SHI. Subsidies might cover 

certain investment costs via the construction of hospitals. In addition, subsidies may 

cover the cost of certain services provided by SHI. For instance, the government may 

cover some or all-primary health care cost. Furthermore, in some SHI countries the gov-

ernment grants subsidies. It may collect the contributions from pre-tax income, as well; 

each of non-profit-making hospitals, health technology import, pharmaceuticals might be 

exempted from the taxes.120 
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On the other hand, the governmental subsidies, which are considered very important to 

SHI, are preferred to be without any limit. Otherwise, in the case of subsidies being of 

high percentage of the sources of SHI, the government will try to control the SHI agency, 

which in this case will lose its independence.121 

Co-payments as a method to finance SHI are additional payments, which are made by 

patients when receiving health care services.122 They are necessary to limit the demand 

for health care services and to encourage a certain type of healthy behaviour such as teeth 

cleaning or to discourage unhealthy behaviour such as alcohol abuse. In addition, co-

payments are an additional source of financing. Co-payment might be a part of a percent-

age of the cost for medical treatment, or a lump sum per prescription within a certain pe-

riod.123 On the other hand, co-payments can be repaid/ are refundable if people pay more 

than a certain limit during a certain period. According to this method, chronically ill pa-

tients do not have to make large payments. Furthermore, some countries grant certain 

exception of co-payments for various groups such as students and the unemployed or 

even diseases and certain circumstances such as maternity leave.124 

SHI can also be financed by consumer taxes. There are some human activities, which are 

considered hazardous to health. Such activities are, for instance, hazardous sports, to-

bacco, and alcohol consumption. In this case, the costs for a medical treatment would be 

very high. Many countries excise on these hazardous activities or behaviours in order to 

discouraging people to stop these hazardous activities or behaviours, as well to provide 

an additional source of financing.125  

Moreover, SHI can be financed by additional sources of income. These sources are, for 

instance, interest on reserves, payments for services provided on behalf of other authori-
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ties, indemnities from other insurance organizations as indemnities of cars insurance or-

ganizations on victims of traffic accidents.126 

2.2.2.3.3 Single Pool Fund or Multiple Risk Pools Funds 

Another important issue concerning the design of SHI is the determination of the risk 

pool fund. This fund can be either multiple risk pool funds or a single risk pool fund. In a 

single risk pool fund system, all financial operations go through one fund. This is con-

trary to a multiple fund system, where each risk pool has its own financial fund.127 

To achieve a necessary connection between pools, it is preferred to adopt one benefit 

package for all the insured. In this situation, the subsidies could be given to high-risk 

individuals via establishing a so called "solidarity fund".128 

In terms of efficiency, the financial responsibility may differ between the single and the 

multiple fund system. In a multiple fund system, there may be a positive incentive for 

each fund to be efficient, when it retains the revenues it receives from its various con-

tributors minus the contributions to a solidarity fund. In contrast, in a single fund system 

branch offices have no incentive to contain costs if they have no financial responsibility 

and if all their expenditures are financed through the central fund. In this situation, the 

single fund system can be improved by giving financial incentives to branch offices in 

order to administer the work as efficiently as possible and/or to engage in contracts with 

efficient providers.129 

2.2.2.3.4 Composition of Risk Pools 

When designing risk pools, SHI (scheme) policy makers should take some aspects in 

consideration. An important issue is the compulsory membership. Many of the countries 

with SHI prefer the compulsory membership by pooling citizens with different risks to-

gether regardless of what kind of differences in risk they have and whether they are able 

to pay. If membership is optional, the people with low risks might not want to pool their 
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risks with the other groups. The rich people might also want to pay more and want to 

receive a bigger benefit package in SHI schemes. In this case, the health care system in 

many SHI countries allowed PHI to provide these services according to the size of in-

come above a specific level.130 

Another issue to consider is the registration unit. Many of the countries with SHI depend 

on the household level, which is used as a registration unit more than on the individual 

level. The household level reduces the total risk by adding many healthy young members 

to the scheme and by increasing the proportion of coverage. Because family members 

have to pay less, individuals often prefer to enrol as a member of a family even when 

they are not a member. In order to avoid this risk one should clearly define the individual 

and the family during the design phase of a SHI.131 

2.2.2.3.5 Determining the Benefits Package 

Another important issue of designing the SHI system is to determine the benefits pack-

age. The benefit package should include the following issues: First, the benefits of SHI 

should be defined clearly. The designing of SHI should include monitoring mechanisms 

to ensure that health care is provided to all patients without over-production. In addition, 

it must establish mechanisms to inform the insured about all their rights and responsibili-

ties. Furthermore, a benefit package should be made available for all those people who 

are entitled to the benefits according to the level of the required efficiency and equity 

criteria.132 

When designing SHI, decision-makers should choose between extensive benefits where 

fewer people are covered or less comprehensive benefits where more people are covered. 

This issue arises due to the distinction of population groups, because some of them are 

unable to pay for insurance payments.133 The benefits package may include preventive 

                                                 
130 Carrin, G. & James, C. (2004). P. 32-33. 
131 Carrin, G. & James, C. (2004). P. 32-33. 
132 Carrin, G. & James, C. (2004). P. 34-35. 
133 Hsaio, W.C. (2007). P. 25. 



 41

and curative care, immunization and vaccination, dentistry, drugs, tests, family planning 

needs and ambulance services.134 

2.2.2.3.6 Supervision 

Another issue of SHI designing deals with the supervision on the SHI agency. In this con-

text, policies makers can choose between several options. In early stages of SHI it might 

be a good decision for the agency to be under the supervision of the Ministry of Health 

(MoH) or the Ministry of Social Affairs and Labour (MoSAL), but viewed on a long-

term basis, it is not a good choice because it undermines the independence of the gov-

ernment. The SHI agency can also be initiated as an autonomous governmental agency. 

Although the agency is free of political control from ministries, it is very difficult to po-

litically control. It could also be set up as a semi-autonomous governmental agency: In 

this structure, the agency is able to manage its affairs separate from interference from 

others. On the other hand, the head of the agency is appointed either by the Prime Minis-

ter or by the Minister of Health. 

2.2.2.4 Implementation 

Passing a SHI law is considered more difficult than to implement it. The implementation 

of SHI often faces many challenges. The SHI law promises to achieve many high aims, 

but the resources needed to achieve these aims might be unavailable.135 On the other 

hand, there are many factors, which help to improve the implementation of SHI so that a 

total coverage of the population can be achieved.  

An important factor, which helps to improve the implementation, is the general level of 

income available to the country. A greater amount of income per capita and more tax 

revenue are necessary to increase SHI system resources. In addition, a steady economic 

growth ensures the capacity to prepay. Another factor is the structure of the economy, 

which depends on the size of the formal and informal sector. Countries, which have a big 

informal sector, are likely to face administrative difficulties in the implementation of SHI 
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and therefore the coverage is not provided on time. The Distribution of the population 

between urban and rural areas is the next factor: The implementation of SHI in rural areas 

requires a better quality of infrastructure and communication. The implementation of a 

SHI system creates administrative difficulties to meet the need for a new sufficiently 

skilled worker force with capacities in bookkeeping, banking and information processing 

as well as many other jobs. 

2.2.2.5 Role of Government 

SHI is concerned with the whole nation: Society would have to pronounce its choice and 

consensus, usually through parliamentary consultations and/or constitutional provi-

sions.136 

The government has an important role in the implementation of SHI. It opens the political 

debate about the SHI and its implementation and prepares the related policies and expan-

sion of SHI.137 Generally, one can distinguish between two stages: The designing of SHI 

and the implementation of SHI. While designing SHI, the government should clarify 

some points. It should clarify a timeline for the total coverage of the population, and de-

fine the contributors and beneficiaries, financing sources for the SHI contributions, the 

allocation of these revenues and provider payment methods as well as an organizational 

and administrative framework. These points need to be attached by a draft SHI law, 

which contains the broad principles of total coverage via SHI. The basic design features 

and regulations provide details about these design features. A timetable for the imple-

mentation of SHI should be set up, specifying when the SHI law will be passed and when 

the implementation will start.138 The government has different tasks to fulfil. During the 

process of implementation, the government should supervise the commencement of the 

scheme. It should ensure that health services of the benefit package are provided and that 

the development of the scheme is monitored and evaluated.139 

                                                 
136 Carrin G., Desmet M., & Basaza R. (2000). P. 13. 
137 WHO (2000). P. 129. 
138 Carrin, G. & James, C. (2004). P. 39-40. 
139 Carrin, G. & James, C. (2004). P. 40. 



 43

2.2.2.6 Risks 

2.2.2.6.1 Moral Hazard 

In the health sector, moral hazard results from the excessive increase of supply and de-

mand for health care services. It takes place as a result of the decrease of health care ser-

vices price for patients, after the implementation of health insurance.140 It also appears as 

a result of payment of health care expenditures through a third party.141 Because of moral 

hazard, the insurers have to pay more than they expected.142 

There are many sorts of moral hazard which are caused by health service providers and 

receivers. The health insurance encourages insured people to demand health services 

even if it is not necessary. On the other hand, Health service providers depend on the 

health insurance to achieve a higher patient satisfaction by providing the health services 

more than it is required. In addition, moral hazard is caused when insurance companies 

are not able to observe the activities of insured individuals completely.143 Therefore, in-

surance organizations and health insurance providers should ensure that they are working 

together efficiently to increase efficiency and the quality of data exchange. Furthermore, 

insurance organizations should determine benefits packages, the price structure and re-

strictions.144 

Moral hazard is not always a negative concept because the supplemental health expendi-

tures, which are provided by health insurance, often allow ill individuals to acquire health 

care they really need. Therefore, these supplemental expenditures are good for society. In 

addition, these supplemental health expenditures from SHI help to increase the welfare of 

society. It helps to redistribute the income from those who are healthy to those who are 

ill, because people prefer to receive an additional income from insurance when they be-
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come ill more than they prefer the paid income as premiums when they remain healthy. 

In fact, the chance of becoming ill is theoretically equal.145 

2.2.2.6.2 Adverse Selection 

Another form of health insurance market failure is Adverse Selection.146 It occurs when 

the insured think they have more information about their situation than the insurer has or 

when insurance's premiums do not reflect the insurer's situation.147 There are many prob-

lems connected to adverse selection. One of them is free-riding which occurs when indi-

viduals enjoy risk-sharing arrangements without reciprocity.148 Another problem is 

“cream-skimming”, which occurs when insurer companies select customers with low 

risks and do not insure the ones who are really in need of insurance.149 Adverse selection 

can be avoided by requesting some initial tests to figure out the facts about the health of 

the enrolee and special risk pools will be created for people with a high health risk as 

well as for people with a lower health risk. Incentives could be used to encourage people 

enrolling as a family member. Waiting periods can be imposed to prevent people from 

joining right after the onset of an illness or to prevent people dropping out after insurance 

benefits are drawn up.150 Adverse selection phenomenon occurs when health insurance is 

voluntary.151 Therefore, an adverse selection is not possible if the membership is compul-

sory and is based on a one-fund system.152 Adverse selection only applies if the member-

ship is completely or partial voluntary.153 

2.2.2.6.3 Administrative Costs 

Administrative costs are the result of planning, management, regulation and the collec-

tion of contributions and administration of claims payout of the delivery system,154 which 

are necessary to ensure a better performance and administrative efficiency. Despite their 
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importance, it is preferred to save these costs within a determinant percentage of total 

SHI expenditures, to ensure that more money is provided to health care for a bigger per-

centage of the population. Therefore, SHI design should achieve the best performance 

with lower administrative costs.155 

With this background on Hospital Management and SHI, an analysing the health care 

system in Syria can be started.  
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3 Health Care in Syria 

3.1 Health Situation 

3.1.1 Geography 

Syrian Arab Republic (SAR) is located in south-western Asia, at the eastern end of the 

Mediterranean Sea, adjoining to Turkey to the north, Iraq to the east, Palestine and Jordan 

from south and by Lebanon and Mediterranean Sea, to the west. The total area of Syria is 

18,180 square kilometre.156 A map of Syria is presented in the figure 3-1. 

Figure  3-1: Map of Syria 

 
Source: Encyclopaedia Britannica (2009). P. 441. 

                                                 
156 World Almanac Books (2007). P. 832; Encyclopaedia Britannica (2009). P. 441-442. 
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3.1.2 Demographic and Socioeconomic Situation 

3.1.2.1 Demographic Trends 

3.1.2.1.1 Population 

According to the World Population Prospects, the world population reached 6.7 billion 

on, July 1st, 2007. It is projected to reach 9.2 billion people by 2050 that is 2.5 billion 

more than in 2007. The population of Syria is estimated to be 19.929 million in 2005 and 

is projected to increase to 34.887 million until the year 2050.157 The average annual 

growth rate of population in Syria was estimated to be 3.3% during the period 1980-1994, 

and was estimated to be 2.46% during the period 2001-2005.158 

Syria is one of the most densely populated countries in the Middle East (363 inhabitants 

per square kilometre in 2004), but there are significant regional variations. The main 

population is concentrated along the coastline in the west, in the south around Damascus 

(Capital of Syria), and in the Euphrates river valley in the northeast. 

The sex rate is defined as the number of females per 1000 males.159 For the last decade, 

according to Syrian Statistical Abstract 2006, the proportion of males and females in 

Syria is almost equal, and this ratio was estimated at 104.7 males per 100 females by 

1994, and 104.5 males per 100 females by 2004.160  

The Total Dependency Ratio, which is defined as “the ratio of the population between 0 

and 14 years and the population of 65 years and above compared to the population aged 

15-64 years”, declined from 95% to 68 % between 1993 and 2003 in Syria.161 The rela-

tive growth in the working-age group compared to the older and younger groups can be 

viewed as a “demographic bonus” and this continues the need to take advantage of this 

bonus. 
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Figure 3-2 shows the change in the age structure of the population through the population 

pyramids constructed for the years 1981, and 2004. The age structure of the population in 

Syria shows a declining trend in the younger age group (0-14 years) and an increase in 

the adult age group (15-64). The population of young people declined from 48.4% in 

1981 to 39.5% in 2004. The proportion of the adult age group, increased from 48.3 % to 

57.2% during the same period. The pronounced change results in the young age group 

and a less marked change in the elderly group in a shape, which shows a prominent bulge 

in the adult age group.162 

Figure  3-2: Population Pyramids Constructed in 1981 and 2004 

 

Source: Central Bureau of Statistics (2006) 

3.1.2.1.2 Life Expectancy at Birth 

The Life Expectancy at Birth (LEB) is defined as “the number of years a newborn infant 

would live if prevailing patterns of mortality at the time of its birth were to stay the same 

throughout its life”.163 Globally, LEB increased from 59.9 years during 1970-1975 to 

67.0 years during 2000-2005, an increase of 7.1 years in the life span of over a 25-year 

period. In Syria, LEB has increased by more than 15 years since 1970. The average num-

ber of years a person was expected to live from birth was 57.4 years during 1970-1975. It 
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has increased to 73.2 years during 2000-2005.164 Figure 3-3 shows the trends in life ex-

pectancy in Syria comparison with the Arab States, Developing Countries and the World 

during 1970-1975 and 2000-2005. It shows that the life expectancy is better in Syria than 

in an average Arab state, average developing country or average world.165 

Figure  3-3: Trends in Life Expectancy at Birth (1970-2005) 

 

Source: UNDP (2006) 

3.1.2.1.3 Urbanization and Migration 

The last quarter of the twentieth century has witnessed a big growth in urban population 

in Syria. There has been a continuous migration of people to the urban areas. In 1975, 

only 45.1% of the population in Syria lived in urban areas; by 2004, this proportion had 

risen to 50.5% and is expected to reach 53.4% in 2015.166 A major reason for the rapid 

urban growth is the development of the cities and the self-perceived opportunities for 

improved employment.  

The Syrian governments have not planned for this population increase in the big cities, as 

well as they were ill prepared to provide the necessary basic amenities like water, sanita-

tion and garbage disposal etc.. As a consequence squatter settlements and cycles of pov-

erty where diseases and illness are not controlled have surrounded the major cities in 
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Syria.167 These slums are hotbeds for drug, prostitution, and other anti-social activities. 

These problems are bound to exacerbate as the trend in urbanization continues.168 

Another phenomenon observed in addition to internal migration is external migration 

from Syria. External migrants, often with little skill, venture out in search of better em-

ployment opportunities and higher income. The economies of the countries of origin of 

the migrants are bolstered largely by funds remitted by them. 

Syria had a negative external migration balance during long periods of the last century. 

The closer migration was to the Arab oil countries, principally Kuwait and Saudi Ara-

bia.169 On the other hand, more than 400,000 Palestinian refugees are estimated to reside 

in Syria, as well as, Syria had been "overwhelmed" by the influx of more than 1.2 million 

of Iraqi refugees since the U.S.-led invasion of Iraq in 2003.170 

3.1.2.1.4 Crude Birth (Death) Rate 

Crude Death Rate (CDR) and Crude Birth Rate (CBR) are the number of deaths and the 

number of live births occurring during the year, per 1,000 population, estimated at mid-

year. Subtracting the CDR from the CBR provides the rate of natural increase, which is 

equal to the population growth rate in absence of migration.171 

According to World Development Indicators 2006, Syria had a CBR below the world 

average. The CBR in 2004 was estimated at 28 births per 1,000, when the world average 

was estimated at 20 births per 1,000. Globally, CDR declined from 19.7 in the 1950-1955 

period to 9.0 in the 2004. In Syria, it was estimated in 2004 at 3 deaths per 1,000 peo-

ple.172 
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3.1.2.2 Socioeconomic Trends 

3.1.2.2.1 Economy 

In the past five years, Syria has undergone an economic transformation, shifting away 

from central planning towards a true market economy and reducing dependence on oil. 

Processes of liberalisation has allowed for the private sector appears increasingly capa-

ble to support the Syria’s integration into the global economy.173 

Gross Domestic Product (GDP) is defined as “the sum of value added by all resident pro-

ducers and any product taxes (fewer subsidies) not included in the valuation of output, 

when GDP per capita is GDP divided by midyear population”.174 In 2007, the GDP and 

GDP per capita in Syria were estimated to be 37.7 billion US$, and 4,511 US$ respec-

tively.175 Syria recorded an average annual GDP growth rate of 5.1% during the period 

1990 and 2000 and of 4.5% during the period 2000-2007.176 

Syria is one of the Medial East countries that have been comparatively less affected by 

the global financial crisis. While advanced economies are estimated to achieve a negative 

growth rate of 0.3% in 2009, and the global economy is estimated with a growth rate of 

2.2% in the same year, Syria should witness solid economic growth at about 5% per an-

num over the next five years.177 

Economic growth alone does not give a true picture of human development in a country. 

The UNDP defines human development as “the process of enlarging peoples’ choices”. 

The Human Development Index (HDI) is a composite index of achievements in basic 

capabilities in three fundamental dimensions: life expectancy, literacy and GDP per cap-

ita Purchasing Power Parity (PPP). Syria was ranked 107 out of 177 countries in the Me-
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dium Human Development group with an index of 0.716 (the minimum value of the in-

dex is 0 and the maximum 1).178 

Poverty spread is the world’s greatest challenge. It is not only low income and consump-

tion but also low achievement in education, health, nutrition, and other areas of human 

development.179 A quite new research has studied the poverty in Syria in 2003-2004.180 It 

showed that, the poverty in Syria rose to 30.1 per cent, representing almost 5.3 million 

individuals. Almost 2 million individuals in Syria (11.4 per cent of the population) could 

not obtain their basic food and non-food needs. Poverty decreased between 1996-1997 

and 2003-2004 in Syria as a whole. At the national level, non-poor individuals propor-

tionally benefited more than the poor individuals did from economic growth. Between the 

years 1997-2004, the bottom 20 per cent of the population consumed only 7 per cent of 

all expenditure in Syria, and the richest 20 per cent consumed 45 per cent. 58.1 per cent 

of the poor in Syria live just in the north-eastern region, which has 44.8% of the total 

population. In this region, 35.8 per cent of the rural individuals are poor. 

3.1.2.2.2 Lifestyle 

Lifestyle-related diseases and conditions are responsible for 70-80 % of deaths in the 

developed countries and about 40% of deaths in the developing part of the world. The 

promotion of healthy lifestyle should stimulate health awareness and responsibility and 

should be directed to both the individual and the community. Healthy lifestyles should be 

promoted in the community and the whole population while focusing on high-risk 

groups.181 

Changes of lifestyles in Syria, which have resulted in sedentary habits, poor physical ac-

tivity, change in dietary habits from low fat, low salt, fibre-rich diets to high salt, low-

fibre food, and smoking, have all contributed to cardiovascular diseases becoming one of 

the main reasons of morbidity and mortality. A study about the life style and related dis-

eases has been conducted in Syria. The study sample involved 9,184 household represen-
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tatives between 51 to 64 years of age in Syrian governorates in the years 2003 and 2004. 

A population-based survey showed that 22.9% of males and 18.9% of females have a 

high sugar level, 85% of them check their sugar on a regular basis and 15% do not check 

their sugar or follow-up on their diabetes. Just 74.9% of people who were diagnosed with 

hypertension said that they take medication for it. Prevalence of heart disease increased 

with age from 0.7% below the age of 19 up to 17.5% by the age of 60 and above. The 

daily smoking rate among men was 48% and among women, 8.9%. About 11% of males 

and only 3.25% of females quoted that they were drinking alcohol during the last year.182 

Consequently, the rapid change of lifestyle coupled with the increased average age of the 

Syrian population will increase the burden of cancer and other chronic diseases and the 

demand for health care services in Syria.  

3.1.3 Trends in Health Status 

3.1.3.1  Infant Mortality 

The Infant Mortality Rate (IMR) is defined as “the number of infants dying before reach-

ing one year of age, per 1,000 live births in a given year”. The infant mortality rate is 

considered a key indicator of measuring the overall health status when comparing differ-

ent countries.183 High infant mortality rates may indicate poor maternal health, inade-

quate prenatal care, infant malnutrition and/or limited access to adequate health care.184 

Figure 3-4 shows that Syria has shown a remarkable decline in the IMR between 1970 

and 2004, the IMR declined from 90 to 15 deaths per 1,000 live births during 1970-2004. 

Globally IMR declined from 97 deaths per 1,000 live births in 1970 to 51 deaths in 2004. 

In the Arab States and developing countries, the IMR decreased from 132 and 109 deaths 

per 1,000 live births in 1970 to 38 and 57 deaths per 1,000 live births in 2004. The figure 

shows that the decline in the IMR is higher in Syria than in an average Arab state, aver-

age developing country, or on average worldwide.185 This decline reflects the increase of 
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the rates of coverage with immunization in Syria, which will be analyzed in the section 

(3.2.5.1.). 

Figure  3-4: Trends in the Infant Mortality Rates (1970

Source: UNDP (2006) 

3.1.3.2  Under-Five Mortality Rate

The Under-Five Mortality Rate (U5MR) is defined as “the probability that a newborn 

baby will die before reaching age of f

The probability is expressed as a rate per 1,000”

Figure 3-5 shows the trends in U5MR in Syria, Arab States, developing countries and the 

world in the years 1970 and 2004. It shows that globally, t

U5MR during the last half of the previous century, the U5MR declined from 146 to 75 

deaths per 1,000 live births during the same period. In Syria, the risk of a child dying 

before reaching the age of five years has declined from

births during 1970-2004. Additionally, 

higher in Syria than on average in the Arab states, average developing countries, or on 

                                                
186 World Bank (2006). P. 37. 

0

20

40

60

80

100

120

140

SyriaD
e
a
th

s
 p

e
r 

1
,0

0
0
 l
iv

e
 b

ir
th

s

the rates of coverage with immunization in Syria, which will be analyzed in the section 

: Trends in the Infant Mortality Rates (1970-2004) 

Five Mortality Rate 

Five Mortality Rate (U5MR) is defined as “the probability that a newborn 

baby will die before reaching age of five, if subject to current age-specific mortality rates. 

The probability is expressed as a rate per 1,000”.186 

5 shows the trends in U5MR in Syria, Arab States, developing countries and the 

world in the years 1970 and 2004. It shows that globally, there is a downward trend in 

U5MR during the last half of the previous century, the U5MR declined from 146 to 75 

deaths per 1,000 live births during the same period. In Syria, the risk of a child dying 

before reaching the age of five years has declined from 128 to 16 deaths per 1,000 live 

2004. Additionally, the figure 3-5 shows that the decline in U5MR is 

higher in Syria than on average in the Arab states, average developing countries, or on 
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average worldwide. This decline reflects the improvement of the maternal health in Syria, 

adequate prenatal care and improvements in access to health care service.187 

Figure  3-5: Trends in Under-Five Mortality Rate (1970-2004) 

 

Source: UNDP (2006) 

3.1.3.3 Maternal Mortality 

Maternal mortality Rate (MMR) is difficult to measure, especially in the developing 

countries where the system of recording vital events, including maternal deaths, is defi-

cient. The MMR is “the number of women who die from pregnancy and childbirth, per 

100,000 live births”.188 Globally, it was estimated that 410 maternal deaths per 100,000 

live births occurred in the year 2000. In comparison with neighbouring countries, MMR 

in Syria, with estimated 160 maternal deaths per 100,000 live births, is higher than the 

death rates of Jordan (41) Lebanon (150) and Egypt (84).189 The high rate of the maternal 

mortality was confirmed in a study aimed to describe the biomedical and other causes of 

maternal death in Syria. The results showed that the poor clinical skills and competency 

were main reasons of 54% of maternal deaths, as well as, 91% of maternal deaths were 
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preventable.190 Based on this study, the high rate of maternal death in Syria reflects seri-

ous defects in the quality of maternal care. 

3.1.3.4 Fertility 

Fertility Rate (total) is defined as “the number of children born, on average, to each 

woman if she were to live to the end other childbearing years and bear children at each 

age in accordance with prevailing age-specific fertility rates”.191 

Figure 3-6 shows the trends in Fertility Rate in Syria in comparison with Arab states, 

developing countries and the world during 1970-1975 and 2000-2005. It shows that a 

remarkable decline in fertility rate has been observed in Syria, from 7.5 births per woman 

during 1970-1975 to 3.5 births per woman during 2000-2005. Globally, the fertility rate 

declined from 4.5 births per woman during 1970-1975 to 2.7 births per woman during 

2000-2005.192 

Figure  3-6: Total Fertility Rate 

Source: UNDP (2006)  

3.1.3.5 Leading Causes of Morbidity and Mortality 

The Global Burden of Disease (GBD) studied, assessed and ranked the individual dis-

eases into three groups of diseases and conditions. The first group included the communi-

                                                 
190 Bashour, H., Abdulsalam, A., Jabr, A., Cheikha, S., Tabbaa, M., Lahham, M., Dihman, R., Khadra M., 
& Campbell O.M.R. (2009). P. 1122–1127. 
191 UNDP (2006). P. 406. 
192 UNDP (2006). P. 299-300. 
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cable diseases, maternal conditions and nutritional deficiencies, while the Non-

communicable conditions, such as ischemic heart diseases, unipolar major depression and 

cerebrovascular diseases were categorized in the second group. The third group included 

international and unintentional injuries.193 

Communicable Diseases 

Communicable diseases are “a group of diseases caused by specific infective agents (or-

ganisms or microorganisms) and the signs and symptoms (clinical image) are structure of 

the particular disease”.194 Although the number of cases of some communicable diseases 

has decreased a lot, some still play a dominant role in the disease spectrum of Syria. 

Parasitic diseases are still the leading cause of morbidity, brucellosis, coetaneous 

leishmaniasis, and diarrhoeal diseases continue to be major disease conditions in this 

group. In 2005, there were 26739 cases of brucellosis, 21950 cases of coetaneous 

leishmaniasis, and 160545 cases of diarrheal. The successful implementation of the ex-

panded programme on immunization in the past few decades in Syria has been instru-

mental in the impressive reduction in incidences of childhood diseases. In 2005, there 

were no cases of poliomyelitis- the most crippling childhood diseases, no cases of chol-

era, malaria, or diphtheria. The incidence of German measles is less than 1 case per 

200,000 of population. There were 4382 of reported cases of tuberculosis, no cases of 

adult tetanus, 5 cases of neonatal tetanus, 559 cases of bacterial meningitis, and 624 cases 

of measles (Table 3-1).195 

                                                 
193 WHO (2008). P. 8. 
194 Van den Berg, R.H. & Viljoen, M.J. (1999). P. 3.  
195 MoH-Syria (2005a). P. 110. 
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Table  3-1: Communicable Diseases in Syria (2000-2005) 

Disease (2005) 
 

Number 
of Cases 

Disease (2005) 
 

Number 
of Cases 

Poliomyelitis 0 German Measles 31 
Acute Flaccid Paralysis 156 Mumps  441 
Neonatal tetanus 5 Adult Tetanus 0 
Bacterial meningitis 559 Coetaneous Leishmaniasis 21950 
Summery Epidemic Diarrheal 0 Visceral Leishmaniasis 17 
Malaria 0 Schistosomiasis 5 
Tuberculosis 4382 Brucellosis 26739 
Measles 624 Typhoid Fever 4789 
Pertusis 262 Rabies 5 
Diphtheria 0 Non-bloody Diarrheal 146907 
Viral Hepatitis 3315 Bloody Diarrheal 13638 

Source: MoH Syria, (2005) 

Human Immunodeficiency Virus/ Acquired Immunodeficiency Syndrome: The Ac-

quired Immunodeficiency Syndrome (AIDS), which is caused by the Human Immunode-

ficiency Virus (HIV), is also a communicable disease that is hard to catch. It is more 

common in adults than in children. According to the Joint United Nations Programme on 

HIV/AIDS (UNAIDS), in 2007, less than 0.2% of Syrian adults population aged in be-

tween 15 up to 49 years were HIV positive and a proportion of 9% of sufferers were re-

ceiving anti-retroviral treatment.196 

Non-communicable Diseases 

Non-communicable diseases are considered some of the most important health problems, 

which the world faces today. These include malignant neoplasm, cardiovascular diseases, 

chronic respiratory diseases, digestive, musculoskeletal and genitourinary conditions, as 

well as mental disorders and neurological conditions.197 These diseases require long-term 

care and more health care. The burden of chronic non-communicable disease is rising 

rapidly and has become a major challenge to global development. Non-communicable 

diseases mortality in developing countries accounted for almost 47% in 1990 and it is 

                                                 
196 UNAIDS (2008). P. 230. 
197 Lopez, A.D., Mathers, C.D., Ezzati, M., Jamison, D.T., Murray, C.J.L. (2006). P. 466. 
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estimated to be 69% in 2020.198 In Syria, the burden of disease has shifted towards non-

communicable diseases.199 The incidence of cardiovascular disease, cancer, and diabetes 

are increasing. In 2005, 55% of the causes of deaths in Syria were caused by two of non-

communicable diseases, cardiovascular diseases, and cancer.200 

Injuries 

Injuries are categorized into two groups, the unintentional injuries, which include such as 

road traffic accidents, poisonings, fall, and fires, and the intentional injuries, which in-

cluded self-inflicted injuries, violence and war.201 Estimates suggest that road traffic inju-

ries, in particular cost low and middle-income countries 1% to 1.5% of their GNP annu-

ally. Further, these estimates do not include the hidden costs for effected families and 

neighbourhoods.202 

Currently, Injury became the leading cause of death of young people in Syria, and is re-

sponsible for 10.1% of the ten most frequent diseases in 2005.203 A study about the inju-

ries that required medical attention in Aleppo city in Syria has been carried out in 2004. 

The results showed that the total rate of injuries among adults was 77.3‰; around 30% of 

all injuries are common among adults in Syria. Main types of injuries identified were 

traffic, falls, and food poisoning. Among men, traffic injuries were most common 30.6‰, 

followed by poisoning (food) 28.2‰, and falls 24.2‰, whereas in women poisoning 

(food) was most prevalent 24.2‰, followed by falls 20.2‰, and traffic injuries 19.2‰.204 

3.2 Health Care System 

This section provides an analytical description of the health care system in Syria. It seeks 

to provide information in detail about different approaches of the organization, financing 

and delivery of health services; and to describe the process, content and implementation 

of health care reform programmes. 

                                                 
198 WHO (2008). P. 47. 
199 UNCT in Syria (2005). 
200 MoH-Syria (2005a). P. 106. 
201 Jacobsen, K.H. (2008). P. 24-25; WHO (2002b). P. 2. 
202 Nantulya, V.M. & Reich, M.R. (2003). P.10.13-20. 
203 MoH-Syria (2005a). P.109. 
204 Maziak, W., Ward, K.D., & Rastam. S. (2006). P. 5. 
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3.2.1 Structure 

The health care system is characterized as a centralized and fragmented system simulta-

neously. Therefore, decision-making and implementation bodies vary in structure, objec-

tives, and achievements. Table 3-2 shows the agencies directly and indirectly involved in 

health care according to whether they formulate policy, have administrative jurisdiction 

over the delivery of health care, provide it or finance it. It shows that, the health policies 

formulation is one of the functions of the Syrian Parliament, State Planning Commission, 

MoH and Ministry of Higher Education (MoHE). The health care is provided by public 

and private providers. Public providers include hospitals which are run by MoH, MoHE, 

Ministry of Local Administration (MoLA), Ministry of Defence (MoD), Ministry of Inte-

rior (MoI), and MoSAL. Private providers include private hospitals, clinic, pharmacists, 

& others. In addition, health care is provided by philanthropic organizations such as Syr-

ian Arab Red Crescent (SARC). In addition, the table shows that the government, donors, 

household out-of-pocket payments and others finance the health care system in Syria. 

Table  3-2: Organizations Involved in the Health Care System 

Role  Organization 
Policy formulation Syrian parliament, State planning commission, MoH & MoHE 
Public Providers Hospitals and health care centres belong to MoH, MoHE, 

MoLA, MoD, MoI, MoSAL, & Others 
Private providers Private hospitals, clinics, pharmacists, & Others  
Philanthropic providers SARC, Associations, & others Organization  
Health care financing General government budget, Households, Health insurance or 

Benefit schemes, & External sources of financing 
Source: Own 

3.2.2 Management 

Health policy-making in Syria is fragmented and unevenly distributed among different 

official institutions. The overall responsibility for planning, coordinating, financially sup-

porting and developing health institutions is divided among the MoH, State Planning 

Commission, MoHE, parliamentary commissions and others. 
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The Syrian Parliament is the country’s ultimate legislative body and regulates the policy 

of the health care sector as well as all other aspects of governmental policies. It is respon-

sible for approving the five-year development plans submitted by the State Planning 

commission, which, in turn, reports directly to the office of the Prime Minister. The 

health strategies are included in the five-year development plans. The MoH has some 

responsibility for setting policy objectives for the health sector or for planning the deliv-

ery of health care; it is primarily concerned with administering the health services pro-

vided under its auspices. 

The MoH administers the public health programme. In 1990, the governorates' health 

system was introduced in order to decentralize health care delivery. The public health 

centres belonging to each of the country’s 14 governorates report to a main governorate 

health centre. Each governorate is allocating its own budget, and each director of health is 

given enough authority and flexibility to implement programmes within the present de-

velopment strategy.205 The MoHE is responsible for university hospitals, which do not 

belong to MoH or MoLA. 

3.2.2.1 Government Involvement 

According to the European Media Research Organisations (EMRO) the main involve-

ment of the Syrian government in the health care sector comes from the MoH, although 

the other ministries, which run some public hospitals, have important functions.206 Figure 

3-7 shows the different governmental bodies, which involve in managing and financing 

the Syrian health care system. 

                                                 
205 Galdo, A. (2004). P. 7. 
206 EMRO (2006). P. 18. 
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Figure  3-7: Government Involvement in the Health Care System 

 
Source: EMRO. (2006). 

Ministry of Health: It is the major provider of primary and secondary health care and 

the only provider of preventive health services in Syria.207 It is headed by the minister of 

health, supported by a group of offices such as the office of complaints and the office of 

public relations. Three vice-ministers supported by the vice minister for administrative 

affairs, vice minister for food and drugs affairs, and vice minister for financial affairs. 

Every vice minister heads a group of directorates, which report to him directly. Some 

directorates directly relate to the minister, for instance, the planning directorate.208 The 

minister of health heads the health care commission, which studies all the new develop-

ments and changes and oversees the health situation in the country in times of crisis. It 

comprises five directorates: the directorate of primary health care, the directorate of 

communicable diseases, the directorate of planning, the directorate of laboratories and the 

directorate of training.209 

The general directorates are responsible for many functions. They are in charge of the 

strategic and operational management of health centres, health posts. They are also re-

sponsible for controlling communicable diseases, for instance through immunization pro-

                                                 
207 MoH-Syria (2005a). P. 25-27. 
208 EMRO. (2006). P. 16. 
209 Galdo A. (2004). P. 7. 
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grammes and in charge of MoH hospitals and for the development of programmes for 

non-communicable diseases and for the implementation of programmes for maternity, 

family planning and childhood problems. They are responsible for regulating drugs and 

the department of administrative and financial affairs. 

The provincial health directorates administer the health services provided by the MoH at 

the provincial level. Each of the 14 governorates has a health directorate led by a director 

who is responsible to the governor of the governorate and to the MoH. The MoH appoints 

provincial health directorate personnel with the approval of the provincial governor. The 

facilities that provide health care at the provincial level consist of hospitals, health cen-

tres, medical points, specialization centres, and comprehensive clinics.210 While all of 

these facilities are affiliated to the MoH, their budgets remain outside the ministry, they 

finance through governorate budget, which is budgeted from the budget of the MoLA. 

Ministry of Higher Education: The MoHE is responsible for university hospitals. In 

Syria, there are four public universities having medical, dental and nursing faculties. 

These universities have 12 teaching hospitals (3888 beds).211 They are financed by the 

MoHE via the universities. 

Ministry of Local Administration: The health care in governorates is administrated by 

the health directorates, which report to the MoLA and are responsible for health care to-

wards the MoH. The health care facilities in each governorate are financed from a share 

of health directorates in the governorates budgets from the MoLA budget.212 

Ministry of Finance (MoF): The general state budget administered by the MoF is the 

main source of financing for health care services provided by the ministries and the pub-

lic institutions in Syria.213 

Police Health Care: The MoD has its own health care facilities: 5 hospitals. One of these 

hospitals is the Military Hospital the biggest and best hospital in Syria. The number of 

                                                 
210 Galdo A. (2004). P. 6. 
211 MoH-Syria (2005a). P. 64. 
212 Al-Mahayni, M.Kh. (2005). P. 32. 
213 Al-Mahayni, M.Kh. (2005). P. 33. 
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beds in the MoD and MoI hospitals is unknown and there is no available information 

about them.214 

Ministry of Social Affairs and Labour: The MoSAL runs the institution of Social In-

surance, which provides some health services to workers in the public and private sec-

tors.215 In addition to that, in 2003, the MoH established one general hospital with 526 

beds under the authority of MoSAL, which also provides some health care services at 

rural community development centres throughout Syria. Furthermore, it manages other 

programmes for adults and those with disability.216 

Others: Most ministries and public companies provide health benefits to their employees 

with or without their families. The Ministry of Education (MoE) runs a preventive medi-

cal and dentistry programme (School health programme) for pupils and students.217 

3.2.2.2 Private Providers 

The private sector covers an important part of the provision of health services through 

private hospitals, clinics, and pharmacies. Most private hospitals in Syria are small and 

located in big cities. They suffer from the weakness of proper control from the MoH. The 

number of private hospitals has clearly increased in recent years. In 2000, there were 

about 325 private hospitals (with 5852 beds), whereas in 2005 there were about 373 hos-

pitals (with 7396 beds).218 Some of these hospitals are very small with a minimum num-

ber of beds, not more than 10 beds as in the “Soued Hospital” in Lattakia. Some hospitals 

are relatively big with more than 100 beds as the St. Louis Hospital in Damascus. Many 

of these new hospitals offer integrated diagnostic and outpatient services and luxurious 

inpatient hotel facilities to attract self-paying, fee-for-service patients.219 A recent devel-

opment in the last years has been the establishment of private universities and private 

medical schools. They have been allowed to have their own private hospitals.220 For in-

                                                 
214 Schwefel, D. (2003a). P. 9. 
215 Government of Syria (2001a). 
216 Schwefel, D. (2003a). P. 9. 
217 Galdo A. (2004). P. 6. 
218 Office of Prime Minister-Syria (2006). P. 442. 
219 MoH-Syria (2005a). P. 125-128. 
220 Government of Syria (2001b). 
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stance, Al-Andalus University for medical sciences has been established and started to 

build a teaching hospital in order to educate university students.221 

In addition to the private hospitals, there are the private clinics, which are founded by 

physicians, dentists or midwives, whose must be licensed in order to have acceptation of 

profession, be registered in the MoH, and be members of the appropriate syndicate or 

union.222 Private clinic spread all over Syria, due to the decree of practicing the medical 

professions, which stipulated physicians and pharmacists to work for a period in the 

countryside before moving to work in city centres.223 On the other hand, specialist clinics 

are rarely found outside of city centres. Patients visiting private practitioners have to pay 

for services out of pocket. One phenomenon can be noted in the Syrian health sector is 

that most physicians are working in their own private clinics as well as in the public hos-

pitals. Some of them work in both public and private hospitals, in addition to possessing 

special clinics, which is due to the reason that the public sector salaries are low and pa-

tients think that they can obtain better service from private practitioners.224 

Drugs, which are distributed in Syria through pharmacies, which can be found in cities 

and large villages. The pharmacists usually dispense the drugs depending on physician’s 

prescription and without physician’s prescription in certain cases when it is allowed and 

safe. Public and private hospitals’ pharmacies provide inpatient drugs. Health centres also 

provide drugs for specific programmes and for areas without private pharmacies. 

Furthermore, there are many other private institutes, which provide health services such 

as centres of medical image, outpatient clinics and medical and diagnostic centres and 

laboratories. 

3.2.2.3 Philanthropic Providers 

Syrian Arab Red Crescent: The SARC was founded in 1946. The head quarter is in 

Damascus and there are 14 local branches all over the country. The branches are finan-

                                                 
221 Government of Syria (2001c). 
222 MoH-Syria (1981). 
223 Government of Syria (1970). 
224 Syrian Medical Association (2006). 
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cially and administratively independent, and are entitled to establish health centres. The 

main function of SARC is to provide Health services to citizens through its clinics, medi-

cal cadres, and volunteers. It runs the children's hospital in Aleppo, and provides mother-

and-child care services and launches vaccination campaigns in cooperation with the MoH 

and the United Nations Children's Fund (UNICEF). It participates with other governmen-

tal and nongovernmental sources to raise the healthy awareness on mother-and-child care 

and family planning through its distributed lectures all over the country. It also provides 

health care through its dispensaries. Certain branches operate mobile clinics to serve scat-

tered residential groups in the edges of Syrian Desert. SARC devoted to activities such as 

financial donations, disaster relief, international action and first aid.225  

Associations: Associations are traditional entities and exist in Syria since many years 

ago. New laws and the lack of the social role of government encouraged establishing 

many more associations of nongovernmental organizations to provide social services, 

including health care associations. Some of the health care associations in Syria deal with 

public health problems, particularly health care issues related to the poor. There is also a 

number of independent private foundations, which work on specific diseases such as the 

autism association in Lattakia. Statistically, in 2005 there were 42 social health associa-

tions as well as 6 associations for the blind, 6 for the deaf and dumb and 17 for the eld-

erly and disabled.226 

Other Organizations: There are many medical associations, which organize many con-

ferences and invite physicians from other countries to participate, for instance, Syrian 

Cardiovascular Association and Syrian American Medical Association. They aim to de-

velop medical services in Syria and to access those who are new in this medical side, 

through the implementation of many new surgical operations in the conference, which are 

usually free of duty. 

                                                 
225 SARC (2003). 
226 Office of Prime Minister-Syria (2006). P. 473. 
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3.2.3 Financing 

Syria has many sources of health care financing. They include all of the general govern-

ment budget, Out-of-pocket payments, public and PHI or benefit schemes, and external 

sources of financing. 

3.2.3.1  General Government Budget 

The general government budget is funded by government revenues and prepared by the 

cabinet. It is discussed and amended by the Syrian Parliament and administered by the 

MoF. It is the main source of financing for the health services provided by the MoH, 

MoLA through the provincial health directorates, MoHE, MoSAL, MoD, and MoI.227 

The share of the MoLA is the biggest part of funds, which are allocated by the MoF for 

health care with 9,547,000 US$.228 The MoH directly funded five hospitals, which are 

Ibn-Kaldoun psychiatric hospital in the Governorate of Aleppo (500 beds), Damascus 

General Hospital (350 beds), Albassel Centre for heart diseases and surgery (170 beds), 

Ibn-Sina in the Governorate of Idlep (123 beds), and Mamdoh-Abasa in the Governorate 

of Quneitra (120 beds). The other hospitals of the MoH and the health directorates in 14 

Governorates are financed out of the budget of the MoLA (Table 3-3). 229 

Table  3-3: Public Spending for Health Care (2003) 

Ministries 
 

Estimated values in 
Million US$ 

% of all public spending 
for health care 

MoH (Central Administration) 137.72 25.71 
MoLA 192.86 36 
MoHE (for 11 teaching hospitals) 103.84 19.39 
MoSAL (1 general Hospital) 5.03 0.94 
Ministry of Defence (5 hospitals) 18.89 3.53 
MoI (police health care) 11.11 2.07 
Other public institutions 66.16 12.35 
Totals 535.61 100 
Source: Dashash, Kaderi, Fadda, & Schwefel (2003a) 

                                                 
227 Al-Mahayni, M.Kh. (2005). P. 77. 
228 Dashash, M., Kaderi R., Fadda M. H., & Schwefel D. (2006). P. 1. 
229 Dashash, M., Kaderi R., Fadda M. H., & Schwefel D. (2006). P. 2. 
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The original data is in Syrian Pounds (SYP): (1U.S. $=49.5 SYP in 2003) 

3.2.3.2  Households 

Out-of-pocket payments might be the same amount as direct payments in private hospi-

tals, premiums paid for PHI, or co-payments for drugs and services. In Syria, the Out-of-

pocket payment is estimated to be almost 51% of total expenditure on health care in 

2003.230  Syrian citizens prefer private to public health care, regardless of their income, 

due to a lack of confidence in public health services and a belief that private health care is 

of better quality.231 

3.2.3.3 Public and Private Health Benefit Plans 

Many ministries and public institutions have plans to provide special health benefits to 

those working in the public sector (ministries and public institutions) and private sector in 

Syria. These plans cover about 15% of the total population.232 They are quite diverse in 

terms of coverage, cost structure, management and benefits; for instance, the public elec-

tricity company in Damascus provides an insurance plan for about 2.700 workers.233 The 

general institution for social insurance is an integrated institution that insures and pro-

vides health services for the private and public sector employees. Its different branches 

cover risks of old age, pensions, disability, death, occupational diseases and injuries. The 

work injuries related benefits estimated at 15639180 US$ in the year 2001. There are 

additional health benefits in other branches of this insurance, which estimate an overall 

value of about 20 US$ million per year. 234 

There is a teachers’ syndicate of Syria with a mutual fund for health for 280.000 teachers. 

They run health units in schools and pharmacies owned by the syndicate and contract 

physicians. In addition to that, there are PHI schemes for certain professions like physi-

                                                 
230 World Bank (2006). P. 102. 
231 Galdo A. (2004). P.7. 
232 Schwefel, D. (2003a). P. 11. 
233 Schwefel, D. (2003a). P. 11. 
234 Schwefel, D. (2003a). P. 11. 
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cians, lawyers and engineers. One example is the health insurance scheme of the Syrian 

Medical Association with its 20.000 members.235 

3.2.3.4 Voluntary Health Insurance 

Private insurance companies provide all voluntary health insurance schemes in Syria. 

They were not well developed until the last years, as a result to a legislative decree in 

2005 about arranging insurance in Syria, which allowed private companies to work in the 

Syrian insurance market, including health insurance companies.236 Health insurance 

schemes in Syria will be discussed in detail the section (3.3).  

3.2.3.5  External Sources of Financing 

Many governmental and international agencies provide funds to develop the health care 

sector in Syria. Some international organizations are active in Syria, such as the WHO, 

UNDP, UNICEF, United Nations Fund for Population Activities (UNFPA) and Nations’ 

High Commission for Refugees. The European Community supports considerably the 

Health Sector Modernization Programme (HSMP) with up to 30 Million Euro for a pe-

riod of 5 years. In addition, The European Investment Bank gave 100 million Euros as a 

soft-loan for medical equipment. Many countries support the Syrian health sector. Japan 

contributes to hospital buildings and equipments. Spain supports equipment for several 

hospitals. Canada supports Syrian cancer registry. Non-governmental international or-

ganizations are also active, like the Physicians without Frontiers. This external sources of 

financing the health sector is estimated at least 10 Million US$ per year.237 

3.2.4 Health Care Expenditure 

3.2.4.1 Total Health Care Expenditure 

The total health care expenditure is the sum of public and private health expenditure. It 

covers the provision of health services; family planning activities, nutrition, and emer-

gency aid designated for health, but they do not include provision of water and sanita-

                                                 
235 Schwefel, D. (2003a). P. 11. 
236 Government of Syria (2005). 
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tion.238 In 2004 the total health care was estimated at 4.7 % of GDP about 1.128 US$ 

billion (4.7%* 24 US$ billion)239, while the global average was estimated at 8.7 %. In 

comparison with some neighbouring Arab countries, the total health expenditure in Syria 

was projected lower than Lebanon (11.6 %), Jordan (7.8%) and Egypt (6.1% of GDP) 

(figure 3-8).240 

Figure  3-8: Total Health Care Expenditure as a Percentage of Gross Domestic 

Products for Selected Countries (2004) 

 

Source: WHO (2005) 

3.2.4.2 Health Care Expenditure Per Capita 

Health expenditure per capita is total health expenditure divided by the population in the 

country.241 According to the World Development Indicators 2006, the health care expen-

diture per capita in Syria was estimated at 59 US$, while the global average was esti-

mated at 588 US$ in 2003. In comparison with some neighbouring Arab countries, the 

health expenditure per capita in Syria was projected lower than Lebanon (573 US$), Jor-

dan (177 US$) and Egypt (64 US$ in the same year) (figure 3-9).242 

                                                 
238 World Bank, (2006). P. 102. 
239 UNDP (2006). P. 333. 
240 WHO (2007). P. 64-72. 
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Figure  3-9: Health Care Expenditure per Capita for Selected Countries (2000) 

Source: World Bank (2006) 

3.2.4.3 Health Care Expenditure Resources 

Figure 3-10 shows that, the public and private health care expenditure in 2004 are esti-

mated at 47.4 % and 52.2 % of the total health care expenditure in Syria, respectively. 

Globally, the public and private health care expenditure are estimated at 55.9% and 

44.1% of total health care expenditure, respectively. In comparison with some neighbour-

ing Arab countries, the private health care expenditure in Syria is projected lower than 

Lebanon 72.6% and Egypt 61.80 %, nearly as Jordan 52 % of total health care expendi-

ture. These high percentages of sharing of private health care in the health expenditure in 

the neighbouring Arab countries compared with Syria could be interpreted due existence 

the SHI in these countries at different rates.243 
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Figure  3-10: Health Care Expenditure Resources in Selected Countries (2004) 

 

Source: WHO (2007) 

3.2.4.4 Ministry of Health and Health Directorates Budgets 

The budget of the MoH and health directorates represents an indicator of the volume of 

expenditure on health, since they are the main provider of health care in Syria. Table 3-4 

shows that, the budget of the MoH and health directorates in 2005 was 392 Mio US$, 

which forms about 4% of the total state budget. It shows although, that in 2003 the total 

of the budget of the MoH and health directorates had increased approximately by 28% in 

2003 compared to 2002. On the other hand, it is worth mentioning that although the 

budget of the MoH and health directorates had annually increased as an amount com-

pared to the previous year, but the percentage related to the total state budget had been 

remained relatively constant. It ranged between 3.21% and 4.32% in 1999 and 2002 re-

spectively.244 
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Table  3-4: Ministry of Health and Health Directorates’ Budgets (1996-2005) 

Year Total budget of the MoH and health 
directorates, in thousands US$ 

% of annual 
change 

% of the total state 
budget 

1997 141,830 -3.12 3.33 

1998 154,823 9.16 3.23 

1999 165,351 6.80 3.21 

2000 180,218 8.99 3.24 

2001 231,283 28.33 3.56 

2002 246,023 6.37 3.42 

2003 321,099 30.51 4.32 

2004 338,089 5.29 3.72 

2005 392,096 15.97 4.22 

Source: MoH (2005) 

3.2.5 Health Care Delivery System 

3.2.5.1 Primary Health Care 

Primary health care services are provided through a network of more than 1,546 health 

centres in 2005.245 The health centres provide preventative and curative health services to 

no more than 3000 people". This depends on the concept of primary health care, and its 

programmes approved in the country according to the actual needs of the population and 

cooperation with the communities and within the health sector and as well as outside of 

it. Each health centre has a number of sub-health centres, and medical points. 

At the governorates level, health centres are staffed with specialized physicians, dentists 

and nurses; while at village level, there are rural health centres and health units. The rural 

health centres have dentists and pharmacists who do have own university degrees and do 

not intend to specialize, for at least two years. The governorate’s director of health care 

was provided with authority and flexibility to implement programmes within the devel-

opment strategy.246 

                                                 
245 Office of Prime Minister-Syria (2006). P. 444. 
246 Galdo A. (2004). P. 6. 
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The primary health care services in Syria include for example: vaccination, family plan-

ning, care for mother and baby, treatment of communicable and endemic diseases, oral 

hygiene and treatment, environmental prevention, and health education.247 The number of 

services provided by the health centres has reached 16,585,855 services in 2005, while it 

was 722,210 in 1970. Family planning methods have increased from 30% in 1993 to 46% 

in 2002. The prenatal care rate has increased from 50% in 1993 to 70.9 % in 2001. The 

childbirth under trained supervision has increased from 45% in 1993 to 73% in 2001. In 

addition, the rate of childbirth at home has decreased from 65% in 1993 to 45% in 

2001.248 

In the same context, Syria has achieved high rates in the coverage with immunization. 

According to the MoH, the coverage with immunization in 2005 was 100% of Tuberculo-

ses, 98% of Measles Vaccine, 98% of pregnant women given Tetanus, 99% of Paralysis, 

and 99% of Triple immunization (Diphtheria, Pertussis and Tetanus).249 

3.2.5.2 Secondary and Tertiary Health Care 

Public and private hospitals, which are spread throughout the country, provide the secon-

dary and tertiary health care. Table 3-5 shows that the number of hospitals in Syria was 

458 hospitals with 23,789 beds in 2005. 373 hospitals were private with 7,396 beds and 

85 public hospitals with 16,402 beds. The majority of private hospitals are small with an 

average of 19.83 beds per hospital. This is due to a lack of big corporations and the hos-

pitals being owned by one or a few doctors only. On the other hand, the public hospitals 

have an average of 192.96 beds per hospital. The Syrian population in the same year was 

estimated to be  18,269 Million.250  

                                                 
247 MoH-Syria (2005b). 
248 MoH-Syria (2005b). 
249 MoH-Syria (2005a). P. 32. 
250 Office of Prime Minister-Syria (2006). P. 442. 
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Table  3-5: Number of Hospitals and Hospital Beds (2000–2005) 

Years 
 
 

Public Hos-
pitals 

Private 
Hospitals 

Total 
 

Total popula-
tion in Syria 
In Mio 

Hospitals beds 
per 10000 of 
population No. Beds No. Beds No. Beds 

2000 65 12518 325 5852 390 18370 16320 11.3 
2001 67 12418 336 6003 403 18421 16720 11 
2002 66 14311 343 6343 409 20654 17130 12 
2003 76 15227 364 6590 440 21817 17550 12.4 
2004 78 15487 376 6795 454 22282 17921 12.4 
2005 85 16402 373 7396 458 23789 18269 13 
Source: SAR, Office of Prime Minister (2006) 

According to WHO (2007), globally, the average number of hospital beds per population 

is estimated to be 26 beds per 10,000 population in 2005. In Syria, it is estimated to be 13 

beds per 10,000 population, which is low compared to other neighbouring Arab coun-

tries. The number of beds in Syria is lower than in the Lebanon (36 beds), Egypt (3-11 

beds), and Jordan (17 beds per 10,000 population).251  

Figure  3-11: Average Number of Hospital Beds per 10,000 Population for Selected 

Countries (2005) 

Source: WHO (2007) 

3.2.5.3 Human Resources 

Human resources for health care are a vital component of health services. Figure 3-12 

shows the numbers of physicians and health workers per 1000 population in Syria and 

                                                 
251 WHO (2007). P. 64-73. 
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some of the selected countries in 2004. The health workers include all of the physicians, 

nurses, and midwives. 

Figure  3-12: Number of Physicians and Health Workers per 1000 Population in Se-

lected Countries (2004) 

 

Source: World Bank (2006) 

The figure 3-12 shows that the number of physicians was estimated at 1.4 physicians per 

1,000 people in Syria. These are relatively few physicians compared to other neighbour-

ing Arab countries: it is lower than Lebanon (3.3), Jordan (2.0), and more than Egypt 

(0.5), but similar to the world average (1.5 physicians per 1,000 people). On the other 

hand, the number of health worker density was estimated to be 3.3 per 1,000 people. This 

is lower than Egypt (4.9), Jordan (4.8), and Lebanon (4.4 per 1,000 people).252 

The geographical distribution of physicians in Syria is very unequal. The number of phy-

sicians in Damascus is estimated to be 3.5 physicians per 1,000 people, and it is lower in 

Lattakia (2.5), Aleppo (1.3), and Al-Raqqa governorate (0.9 physicians per 1,000 peo-

ple).253 

Medical training in Syria is not good enough due to many reasons. The study curricula 

are relatively old. The quality of training is weak. The trainees' salary is comparably low. 

                                                 
252 World Bank (2006) P. 102. 
253 Office of Prime Minister-Syria (2006). P. 439. 
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The education policy focuses more on the increase of the number of graduates than on the 

quality.254 

3.2.5.4 Pharmaceuticals 

Syria obtains pharmaceuticals through domestic production and through importing them. 

In 2005, the need of Syria’s market for drugs was estimated to be between 550 and 600 

million US$, 90% of drugs were manufactured locally and 10% were imported including 

raw materials. In the Syrian pharmaceutical industry, 54 local medicine drug producers 

work to produce 5218 different kinds of drugs covering all specialties, and export medi-

cine to 44 different countries. However, two main groups of medication are still not 

manufactured locally and these are the insulin group and the chemotherapy group.255 

3.3 Social Health Insurance Project 

3.3.1 Law Project 

On November 2003, the MoH approved a new SHI law.256 This law aims to change the 

situation of people paying for health care out-of-pocket in case of illness. The population 

is asked to carry out small regular pre-payments in order to cover the whole population 

with health care according to one‘s need and not according to his/her ability to pay.257 

Based on this law, a general organization with its own branches in all governorates will 

be established. It will have the financial and managerial autonomy. It will buy or provide 

the diagnostic health care, the health care treatment and the preventive individual service 

for the Syrian citizens. The organization can make contracts with the healthcare provid-

ers, build, or buy or rent the hospitals and clinics, which will lead to achieve the aim of 

the SHI according to essential elements, which are determined by the management coun-

cil of the organization. The financing sources of the organization consist of the regular 

monthly subscriptions of the subscribers, who work in either public or private sector or 

who are retirees. These subscriptions should not exceed 3% of the salary. In addition, it 

                                                 
254 Al-Khatib, B. (2006). P. 33. 
255 MoH-Syria (2005a). P. 89. 
256 Schwefel, D. (2003b). P. 5. 
257 Schwefel, D. (2003b). P. 5. 
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consists of a parallel share, which is paid by the government or employers with a volume 

of 6% of the salary. Subscriptions of individuals, employers or unemployed people are 

defined according to the management council of the organization. The government will 

support the health insurance budget in case of any deficit. Annex 1 presents the Syrian 

SHI law project.258 

3.3.2 Health Sector Modernization Programme 

The government of Syria has adopted the Health Sector Modernization Programme 

(HSMP) to improve the health sector. HSMP is financed by the European Union (EU) 

and executed in cooperation with the MoH and the European commission in Syria. It has 

started in 2004 and is still going on. The HSMP is aiming to improve the health status of 

the Syrian population. In addition, it seeks to ensure that more coherent health services 

are accessible to Syrians and to improve the performance at hospitals as well as the man-

agement of health care facilities. Furthermore, it aims to study and manage the imple-

mentation of SHI as a new framework to finance the health sector. The HSMP is coordi-

nated by the MoH, which is supported by a team of technical experts. This is set up in a 

contract between the representatives of the European commission in Syria and a consor-

tium of the German Development Cooperation (GTZ), EPOS and OPTIONS, which pro-

vide professional services.259 

3.3.3 Expected Costs of the Social Health Insurance System 

According to the law project of SHI, the HSMP provided a corresponding figure as a 

roadmap in order to clarify and summarise the most important steps towards a SHI sys-

tem in Syria. Figure 3-13 shows this roadmap. It shows that it needed some studies and 

dialogs before knitting the SHI project. In addition, a centre for health insurance compe-

tence (CHIC) will be established in Damascus. It will support all activities towards de-

signing and implementing the SHI in Syria. The centre shall be expanded into an inde-

pendent and professional SHI organization later. It will support the teachers association 

and the already existing health benefits and insurance schemes in the public sector in or-

                                                 
258 The law project is published in. Schwefel, D. (2008). P. 115. 
259 Syrian Consultation Bureau (2006). P. 37. 



 80

der to expand health benefits and health insurance schemes as well as to join the SHI sys-

tem. The figure 3-13 presents a framework for the SHI system in Syria. It shows, the SHI 

system will include the protection of the poor, networking of existing health benefits and 

insurance schemes in the public sector. In addition, the project will add about half a mil-

lion persons who are employed in the security sector. This figure presents an option of 

expected revenues, which are needed for the implementation of the SHI system in Syria. 

This option could start with some employee groups in the formal public and the private 

sectors.260 

                                                 
260 Schwefel, D. (2007a). P. 18-19; Schwefel, D., Holst, J. (2007). P. 9. 
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Figure  3-13: Framework Table for Social Health Insurance System 

 
Interagency secretariat for health insurance  

 
Studies 

Creation of a CHIC: intensive training, networking & design of 
options & strategies as a first mission 

 
Dialogues 

 Expansion of the centre into an independent &  
professional SHI Authority 

 

 
Networking, harmonization 
& expansion of already ex-
isting health benefits & in-
surance schemes in the pub-

lic sector 

 Establishment & expan-
sion of sector-wide 

schemes, e.g. educational 
sector (Ministry & Teach-

ers’ Syndicate) 
 

 Development of a non-
stigmatizing scheme for 
protecting the poor & a 
fair financing of catastro-
phic diseases & expendi-

tures 

Stepwise options 

Optional components of a SHI system in Syria 
By households’ 
main employment  
sector 

Workforce 
Payroll 

contribution 
insurance 

Insurance 
for self-
employed 

Community 
participation 
schemes 

Tax-based 
health 
insurance 

Government & 
public companies 

1.000.000 
 

64 % 
 

 
 
 
 
 

↑↑↑↑↑↑ 

 
Public security 500.000 
Formal private 
companies 

2.000.000 

Better-off self-
employed 

500.000 

 

9 % 

Poor self-
employed 

500.000 

 

9 % 
 

27 % Unemployed  
& poor 

1.000.000 
↓↓↓↓↓↓ 
Expansion 
strategy 

Households 5.500.000 64 % 9 % (~9 %) 27 % 
Population 18.000.000 64 % 9 % (~9 %) 27 % 

 

Source: Schwefel & Holst (2007) 

Table 3-6 shows the expected total contributions per year of the formal employed work-

force in public and private sectors. It shows that the total number of formal employed 

workforce in the public and private sectors and in the public security sector is about 3.5 

millions employees, who form about 64% of the total number of employed workforce in 

Syria. According to the project of a SHI law, the contribution shares of the employers 

shall be 6% of the salary and 3% for the employees. 529.2 million US$ could be gener-
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ated by a payroll tax according to the following simplified calculation. If SHI would not 

only cover the employee but also their families, more than 11.5 million Syrians could 

benefit from the SHI project.261 

Table  3-6: Expected Contributions of the Formal Employed Workforce per Year 

 
Insured 

Average 
salary per 
month 
(SYP) 

Employer 
share 6% 
per month 
(SYP) 

Employee’s 
share 3% 
per month 
(SYP) 

Total con-
tribution per 
month 
(SYP) 

Total con-
tribution per 

year 
(SYP) 

Total con-
tribution 
per year 
(US$) 

1 only 7.000 420 210 630 7.560 150 
Mio  7 Billion 420 Mio 210 Mio 630 Mio 7.6 Billion 150 Mio 
3.5Mio 24.5 

Billion 
1.47 
Billion 

735 
Mio 

2205 
Mio 

26.460 
Billion 

529.2 
Mio 

Source: Schwefel & Holst (2007). 

Table 3-7 shows the expected total contributions of the whole workforce and the poor in 

Syria per year. With about 5.5 million Syrian citizens who form the total number of em-

ployed workforce in public and private sectors and the poor, it is estimated that the total 

revenue adds up to about 525 million US$ per year. It is assumed that the private smaller 

formal sector will need a subsidy of 50% by the government. With the employees and 

their families, SHI will cover the completely Syrian citizens.262 

Table  3-7: Expected Contributions of the Whole Workforce and Poor per Year 

Employment category Insured 
in Mio. 

Revenue 
assumption 

Billion  
SYP 

Million  
US$ 

Public civilian sector 1 100 % 7.6 150 
Public security sector 0.5 100 % 3.8 75 
Private larger formal sector 1 100 % 7.6 150 
Private smaller formal sector 1 50 % 3.8 75 
Better-off self-employed 0.5 100 % 3.8 75 
Poor self-employed 0.5 0 % 0 0 
Unemployed and poor 1 0 % 0 0 
Totals 5.5 - 26.6 525 

Source: Schwefel (2006) 

                                                 
261 Schwefel, D., & Holst, J. (2007). P. 9. 
262 Schwefel, D. (2006). P. 33. 
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3.3.4 Multiple Health Insurance Fund 

The Syrian SHI system will depend on a multiple fund system where each risk pool has 

its own financial fund and the financial operations for each risk pool flow through its 

fund. The following figure shows this fund, which includes the following funds. The na-

tional fund pays for basic services (such as environmental control, vaccinations, epidem-

ics control, health education etc.), emergencies and catastrophic cases. Social funds pay 

for all non-basic services for the poor, which made up around 30% of the Syrian popula-

tion. SHI funds will use the contributions, which are paid by the insured, to pay for the 

non-basic services. In addition, PHI institutes will be a part of the multiple fund system to 

pay for supplementary services.263 

Figure  3-14: Multiple Health Insurance Fund System 

 

Source: Schwefel (2007b) 

3.3.5 Work Plan 

The HSMP has set up a tentative work plan for the implementation of the SHI system in 

Syria. In the plan, showed in the following figure, many various target groups have been 

distinguished among themselves according to the feasibility to be included into this sys-

tem. Distinction has been also done inside the government sector among governmental 

companies, teachers' syndicate, and the rest of the government sector. Inside the private 

sector, distinction has been done among the following target groups, large, medium, 

small, informal private sector, as well as among the well-off-self-employed. In addition, 

the SHI system is assumed to address the poor people. Therefore, distinctions have been 

comprised between the poor that are living below a certain subsistence level and those 

                                                 
263 Schwefel, D. (2007b). P. 583-585; Government of Syria (2006). P. 752. 
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who might become poor due to catastrophic expenditure illness episodes, e.g., heart op-

erations and continuous intake of expensive drugs.264 

Figure  3-15: Prospective Development of Social Health Insurance System 

 

Source: Schwefel (2007) 

Figure 3-15 shows the prospective development of the SHI system in Syria within the 

next twenty years. It shows that the implementation of SHI has started in August 2007, as 

a pilot project for SHI in Al-Raqqa, Dara’a and Lattakia governorates. The pilot project 

will be evaluated before expanding the implementation to cover the other Syrian gover-

norates.265 The implementation will start with the covering of catastrophic disease cases 

and catastrophic drugs affected. In addition, the CHIC will support the teachers’ syndi-

cate, the workers union and other governmental companies in expanding their health 

benefits and health insurance schemes as well as in joining the SHI system. In the follow-

ing stages of the implementation, the SHI system will cover the private sector and the 

poor people in different ratios. At the beginning of the year 2020, it is expected that 

                                                 
264 Schwefel, D. (2007a). P. 23. 
265 Schwefel, D. (2008). P. 214. 

0%

20%

40%

60%

80%

100%

120%

R
at
io
 o
f 
sh
ar
e 
(%
)

Years

catastrophic disease cases

catastrophic drugs affected

Means-tested poor

Gov.&public companies

Teachers (new benefits)

Rest of government sector

Large scale private sector

Medium size private sector

Small private sector

Informal private sector

Well-off-self-employed



 85

100% of the public sector target groups, the catastrophic disease cases and catastrophic 

drugs affected, as well as the poor people will be covered by the SHI system. In addition, 

80% of the large-scale private sector and about 40% of the other private sector target 

groups will be covered by the SHI system.266 The work plan will be presented in more 

details in the Annex 2. 

3.3.6 Legal Framework of Proposed Insurance Plans 

The Syrian SHI will possibly start the implementation with the help of the best prepared 

and selected government sectors, for instance, with the educational sector in Lattakia and 

Daraa’ governorates. This is going to be the first step before the implementation is wid-

ened to cover all Syrian governorates. A legal framework has been developed to imple-

ment the proposed insurance plans. It includes the following points. SHI shall make con-

tracts with accredited public and private health hospitals. Services shall be provided by a 

full-time state-run medical staff, which is not allowed to work elsewhere. Patients are not 

entitled to choose their doctors. In case they want to be treated by a specific doctor, they 

will have to pay an additional 20% of total treatment costs if they are insured and 50%, if 

they do not (are not). If public sector services are temporarily unavailable, the patient will 

be sent to a private hospital. In this case, the Heath Insurance Fund will cover the costs 

according to special agreements. If the service is not available at all, annual contracts 

shall be made to rent beds at private hospitals providing these services. Medicine costs 

shall be covered at tender prices plus 20% to the sum, which should not exceed 16 US$. 

According to an incentive law passed by the MoH, 20% of fees collected from insured 

patients and 80% collected from uninsured patients shall be distributed as incentives to 

health sector workers. 60% of the total amount of the incentives will be distributed to 

doctors, 20% to technicians and nurses, 10% to quality unit staff and 10% to others. The 

government will bear the monthly subscription fees for poor patients in addition to the 

parallel sum. Patients are commonly defined as being in poverty when having a monthly 

salary of less than 60 US$. The SHI could make contracts with private clinics in remote 

                                                 
266 Schwefel, D. (2007a). P. 23. 
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areas where no public health care centres are available. The MoH is going to set up a list 

of the critical conditions in which uninsured patients shall be exempted from paying.267 

3.3.7 Performance Improvement of Public Hospitals  

Currently, each public hospital receives an annual balanced budget from the Syrian gov-

ernment. These hospitals are not getting any income from co-payments. According to 

HSMP, public hospitals will receive co-payments as well as national and social funds 

after the implementation of the SHI system in Syria. One third of the income from co-

payments will be used to finance the improvement of services. Another third will be used 

to subsidize services for emergencies, catastrophic cases and for the poor. The remaining 

third of the income will be used to improve the performance by providing incentives to 

staff.268 

3.3.8 Organization Location 

There are many options to choose from where to house the SHI organization. The first 

option is the MoH. At the beginning of the implementation of the SHI project, it is 

probably acceptable for the organization to be housed in the MoH because of its vast ex-

perience in providing health care, although, it has no experience in managing insurance 

funds. Another option could be the MoSAL. It has a huge database including information 

on the entire workers in Syria and has a long experience in managing social insurances 

provided by some public institutions. The SHI organization could also be kept under su-

pervision of the prime minister. In this situation, the SHI will be under control of the 

government and the political authority. Nevertheless, it is very difficult to achieve a sys-

tematic control on the SHI. Another choice would be an independent SHI organization. It 

ensures avoidance of rivalries among ministries and other stakeholders, as well as it 

achieves the independency from lobbyists and powerful stakeholders. Despite all these 

advantages, the implementation of an independent SHI organization requires an estab-

lishment of a completely new infrastructure and organization.269 

                                                 
267 Schwefel, D. (2008). P. 311. 
268 Schwefel, D. (2007b). P. 586. 
269 Schwefel, D., Holst, J. (2007). P. 5. 
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With this analysing for the health care system in Syria, the feasibility study can be 

started. 
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4 Feasibility Study 

The feasibility Study Chapter includes four primary sections. In sections 4.1, the hy-

potheses are provided. Section 4.2 presents the methodological perspectives of this re-

search. The strategies adopted in this research are discussed in detail. The issues of how 

to develop the research questionnaire and how to conduct the questionnaire survey are 

described in this chapter. Section 4.3 presents the study results about the expected impact 

of the introduction of Syrian SHI on the surveyed public hospitals management. The re-

sults are discussed in the section 4.4. 

4.1 Hypothesis 

Public hospitals management could be improved by creating proper incentives with the 

payment method. The payment methods create the incentive structure that affects health 

services, their quality and quantity, and the production process.270 If the public hospital is 

paid a fixed-budget and is responsible for hospital services, an increase of the quantity of 

services provided means an increase in loss. If the hospital is being switched to be reim-

bursed based on case payment or fee for services, an increase of the quantity of services 

provided means higher funds in the hospital and possibly an increase in profitability.271 

Many developing countries, which implemented the SHI into their health care system, 

switched to other payment methods, such as fee-for-service in the Philippines, a mix of 

capitation and fee-for-service methods in Colombia, and a capitation payment method in 

Thailand. They were able to improve the efficiency of their health care delivery sys-

tem.272 

On the other hand, the higher funds lead to increase the quantity of hospital services and 

to improve the quality of management.273 This fact can be interpreted depending on that 

the highest funding because of increased demand will encourage health care providers to 

increase the production and the reducing the long of stay in the hospitals. In addition, the 

                                                 
270 Hsaio, W.C, (2007). P. 38. 
271 Liu, X. & Mills, A. (2007a). P. 214. 
272 Hsaio, W.C, (2007). P. 38. 
273 Fleßa, S. (2007b). P. 147-149. 
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higher funds help to increase the salaries of hospital staff, which in turn would help to 

increase the quantity of services provided and improve the QM. Furthermore, hospitals 

are related to the health insurance companies/ agency or patients under a contract or 

agreement, which includes a qualitative description of the service. Therefore, hospitals 

must be committed to an acceptable level of the QM.274 QM can be improved by an in-

crease of the level of independence and autonomy of the hospital from Government, 

which help the administration to improve all of the leadership, processes, policy & strat-

egy, staff, patients’ satisfaction and society results. 

The improvement of the QM increases the production and is reducing the length of stay 

that could affect the patients' satisfaction positively. A better level of patient’s satisfac-

tion coupled with a sufficient purchasing power and the possibility of the increase of 

quantity of services will increase the demand for hospital services.275 The increase of the 

demand for public hospitals services coupled with the switch to a case payment or Fee-

for-Service system will in turn lead to higher funds of hospitals and increase the quantity 

of hospitals services.276 Consequently, improvement in the financing of public hospitals 

and on an increase of the level of independence of the management will help to improve 

each of the quantity of services provided, QM, patients' satisfaction, and the demand for 

hospital management. 

The SHI as a system to finance the health care can effectively lead to an improvement of 

the financing of the Syrian public hospital via a flow of higher funds for the services pro-

vided and a switch of the public hospitals from providing free services to the Fee-for-

Services system. In addition, it contributes to an achievement of greater independence of 

hospitals from Government. The following figure shows the expected impact of the in-

troduction of SHI on the public hospitals in Syria. 

                                                 
274 Fleßa, S. (2007a). P. 260. 
275 Flessa, S. (2009). P. 19. 
276 Cohn., S.M. (2007). P. 171. 



 91

Figure  4-1: Expected impact of the SHI on the public hospitals in Syria 

 

Source: Own. 

Based on the previous analysis, four basic hypotheses and nine assistant hypotheses were 
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Hypothesis 2-3: According to the respondents' answers, the quality of management of 

people in public hospitals would be improved after the introduction of SHI compared 

with the current situation. 

Hypothesis 2-4: According to the respondents' answers, the quality of management of 

partnerships and resources in public hospitals would be improved after the introduction of 

SHI compared with the current situation. 

Hypothesis 2-5: According to the respondents' answers, the quality of management of 

processes in public hospitals would be improved after the introduction of SHI compared 

with the current situation. 

Hypothesis 2-6: According to the respondents' answers, the quality of management of 

patients' results in public hospitals would be improved after the introduction of SHI com-

pared with the current situation. 

Hypothesis 2-7: According to the respondents' answers, the quality of management of 

staff results in public hospitals would be improved after the introduction of SHI com-

pared with the current situation. 

Hypothesis 2-8: According to the respondents' answers, the quality of management of 

society results in public hospitals would be improved after the introduction of SHI com-

pared with the current situation. 

Hypothesis 2-9: According to the respondents' answers, the quality of management of 

key performance results in public hospitals would be improved after the introduction of 

SHI compared with the current situation. 

Hypothesis 3: According to the respondents’ answers, patients’ satisfaction with the pub-

lic hospitals services would be improved after the introduction of SHI compared with the 

current situation. 

Hypothesis 4: According to the respondents’ answers, the demand for public hospitals 

services would be increased after the introduction of SHI compared with the current 

situation. 
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4.2 Data Collection and Methods of Research 

This section discusses the methods of data collection and analysis that was used in this 

study. The method refers to procedures or techniques for collecting data.277 This section 

begins with a selection of an appropriate research strategy. Having established the com-

parative survey as a feasible strategy, the following section will discuss issues such as the 

population and the sample of the survey. In this context, a questionnaire is used as a re-

search instrument. The section will conclude with an introduction of the scheme of analy-

ses, which is necessary for the testing of hypotheses. 

4.2.1  Study Methods and Research Strategy 

For conducting an empirical research, there are two methods of data collection: qualita-

tive and quantitative.278 These two methods have advantages and disadvantages. The 

qualitative method enables researchers to study selected issues in greater depth and in 

more detail. Approaching fieldwork without being constrained by predetermined catego-

ries of analysis contributes to the depth, openness and detail of the qualitative inquiry. It 

aims to processing and interpreting for verbal and non-numeric data. The quantitative 

method, on the other hand, requires the use of standardized instruments so that the vary-

ing perspectives and experiences of people can fit into a limited number of predetermined 

response categories to which numbers are assigned. The advantage of a quantitative 

method is that it is possible to measure the reactions of a large number of people to a lim-

ited set of questions, thus it facilitates the comparison and the statistical aggregation/ ac-

cumulation of the data. By contrast, a qualitative method typically produces a great 

amount of detailed information about a much smaller number of people and cases. This 

increases the understanding of the cases studied but reduces generalization.279 Ultimately, 

despite the difference between the qualitative and quantitative approaches, the results of 

qualitative and quantitative researches are often combined and complemented each 

other.280 

                                                 
277 Nilsen, A. (2008). P. 82. 
278 Nilsen, A. (2008). P.82; Strauss, A.L. (1994). P. 26. 
279 Bortz, J. & Döring, N. (2002). P. 298-299; Mayring, P. (2003). P. 16-19. 
280 Flick, U. (2007). P. 40. 
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In this study, the quantitative methods are used mainly. The method selection was based 

on the following considerations. The study of the different expectations from a variety of 

the respondents who are working in public hospitals, as well as to a sample of patients 

would be difficult through qualitative methods. The quantitative methods are advanta-

geous in standardization of data collection. The standardization makes the comparing of 

the data to each other possible in an economical way.281 On the other hand, it is a com-

mon practice in social science to use the quantitative research method. Researchers use 

different approaches in quantitative research studies. They may collect data by observing 

and counting overt acts of behaviour, or they may use questionnaires, which are the most 

popular instrument to gather primary data, to generate responses to specific questions, 

including questions about opinions, knowledge, demographic, and many more categories 

of data.282 Therefore, the quantitative research method is used. 

There are many advantages of using questionnaires, which is an appropriate instrument 

when the needed sample sizes and geographic areas are large. Data from questionnaires 

are easy to enter, tabulate and analyze by many computer software packages. In addition, 

questionnaires reduce bias, where the researcher's own opinion will not influence the re-

spondent to answer in a certain manner. On the other hand, there are also some disadvan-

tages of using questionnaire-based surveys. Sometimes questionnaires are not designed 

very well; in this case, the results will be unreliable. In addition, the questionnaires need 

an adequate number of respondents. If this specific number is not given, the results will 

be unreliable. Furthermore, the questionnaires require a lot of time and money, and they 

are not useful for obtaining qualitative information.283 

In this study, a questionnaire survey was used to examine the respondents' opinions about 

the expected impact of the introduction of SHI on the management of Syrian hospitals. 

                                                 
281 Witt, H. (2001). P. 2. 
282 Mcnabb, D.E. (2004). P. 149-150. 
283 Koshy, V. (2010). P. 84; Sittig, D.F. (1993). P. 176. 
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4.2.2 Study Samples 

The study intends to examine the expected impact of the introduction of SHI on public 

hospitals in Syria. This implies that respondents belong to the people who work or re-

ceive treatment in public hospitals, since the other groups have not sufficient knowledge 

about public hospitals management. 

The study includes three samples: members of the top management, patients, and hospi-

tals’ staff. The first sample includes members of the top management in the public hospi-

tals. This sample should have sufficient knowledge and experience with all the details of 

public hospital management. It is supposed, that it can answer the entire questionnaire. In 

the second study sample, there are physicians, nurses, and management staff. This sample 

will answer all the questions except that shall relate the expected impact of the SHI on the 

quality management. The third sample includes patients who receive a treatment in public 

hospitals. It shared with the other samples in answering the questions about the patients’ 

satisfaction. The other parts should be answered by other samples, which have more 

knowledge. 

The samples were randomly drawn from public hospitals in the Lattakia Governorate. 

The public hospitals in the Lattakia Governorate were selected for investigation due to 

the province's position as one of the most important districts in Syria, as well as for rea-

sons of practicality and convenience perceived by the researcher. Several years ago, the 

researcher was living in the Lattakia Governorate and has a good contact with people 

who are living in that governorate. It was relatively easy for the researcher to obtain suf-

ficient information, which can be used for this study. 

4.2.3 Questionnaire Survey 

4.2.3.1 Questionnaire Development 

A questionnaire was designed so that is able to study the expected impact of the introduc-

tion of SHI on public hospitals management in Syria. A good design is often structured 

by adjectives like appropriate, flexible, efficient, and economical. It should yield maxi-

mal information, maximise the reliability and minimise bias of the data collected and 
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analysed.284 Therefore, the researcher tried to be fair with these issues. In the following, 

there is a description for the main methodological steps to design the questionnaire and 

for its substantive components. 

The relevant questions in the questionnaire were classified into five sections. To enable a 

good atmosphere in interviews, the questionnaire was designed to be placed at the begin-

ning of so-called "Ice-breaker Questions", which can be simply answered by the respon-

dents and without thinking long.285 Therefore, the first section of the questionnaire in-

cluded the following questions "What is your position?" and "Hospital name?". 

In the second section, questionnaire was designed to include questions about the current 

situation of the quantity of hospital services and the expected impact of the introduction 

of SHI on it. These questions were designed to be answered by members of the top man-

agement, physicians, nurses, and management staff. The patients were excluded, because 

this group of questions could only be answered by specialists. The third section included 

questions about the current situation of the hospital's QM and the expected impact of the 

introduction of SHI on it. These questions were designed to be answered only by mem-

bers of the top management in the surveyed public hospitals. They were based on the 

EFQM model, which has been adopted to assess QM in the surveyed public hospitals as 

shown in the chapter two. The fourth section, which was designed to be answered by all 

the study samples, included questions about the current situation of patient's satisfaction 

with hospital services and the expected impact of the introduction of SHI on it. The fifth 

section included questions about the current situation of the demand for hospital services 

and the expected impact of the introduction of SHI on it. It was designed to be answered 

by members of the top management, physicians, nurses, and management staff. The pa-

tients were excluded, because the questions should be answer by specialists. Furthermore, 

the questionnaire had the possibility to allow the respondents, especially members of the 

top management to write down their opinions about the expected impact of the introduc-

tion of SHI and to add some comments and suggestions. 

                                                 
284 Kothari, C.R. (2004). P. 33. 
285 Raithel, J. (2006). P. 72. 
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The questionnaire was actually used for collecting information in Syria, although, it was 

written in English first. Therefore, the English version was translated into Arabic (the 

native language in Syria). Translating the questionnaire was specifically carried out to 

increase both the quality and quantity of responses.286 This translation might have biased 

the original design of the questionnaire. A number of questionnaire terms could not be 

precisely translated into Arabic terms. Various measures were taken in order to minimize 

these potential problems. The English version was translated into Arabic by the re-

searcher himself. Some English items were translated into Arabic by providing additional 

explanations so that respondents could understand them better. 

After the translation, the Arabic version of the questionnaire was mailed to two of the 

professors who are working in the departments of statistics and management in Tishreen 

University (the state university in Lattakia Governorate). They were asked whether: (1) 

The items were precise and unambiguous, (2) there were biased wordings, and (3) they 

could answer these questions. They returned the questionnaires with some comments and 

some alterations were carried out according to their suggestions. 

In the next step after achieving the draft questionnaire, the literature recommends to pre-

test the questionnaire.287 According to this test, the clarity of the questions, the average 

needed time, and any alternative formulations of questions should be reviewed.288 There-

fore, the Arabic version of the questionnaire was formally tested on a small sample of 15 

persons out of the given questionnaire's sample (i.e. some of each group of physicians, 

nurses, management staff and patients). The researcher interviewed these people and 

asked them to give a feedback about the comprehensibility of the questionnaire and the 

specific items as well as to give suggestions for a possible change and additional items, 

etc. Their suggestions were carefully evaluated by the researcher and the Arabic version 

of the questionnaire was modified. 

                                                 
286 Pickel, S., Pickel, G., Lauth, H.J., & Jahn D. (2009). P. 509. 
287 Atteslander, P., Cromm, J., Grabow, B., Maurer, A., & Siegert, G. (2008). P. 277. 
288 Kühn, R., Kreuzer, M. (2006). P. 154. 
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Finally, the questionnaire should be back-translated into the original language of the 

study.289 The researcher retranslated the Arabic version into English according to the last 

changes. The Annexes 3 and 4 show the English and the Arabic version of the question-

naire. 

4.2.3.2 Evaluation of the Questionnaire 

The relevant questions in the questionnaire were classified into five sections as discussed 

above. In the first part, the researcher asked about general descriptive structures of the 

respondents. 

In the second and fifth parts (questions 3 to7 and questions 56 to 66) participants have the 

choice to give their opinion about the current situation by giving answers according to a 

five-point Likert scale as semantic differential scale, where 1 = Very small, 2 = Small, 3 

= Neither small nor large, 4 = Great, and 5 = Very great. Semantic differential scales pre-

sume that the respondents' understanding of a specific entity lies in a multi-dimensional 

space. A given entity can be measured by scaling a number of dimensions.290 In addition, 

they analyzed the status after the introduction of SHI by using the same statements and 

scales. 

In the third part (questions 8 to 39) participants have the choice to give their opinion 

about the current situation by giving answers according to a five-point Likert scale, where 

1 = Strongly disagree, 2 = Disagree, 3 = Somewhat agree, 4 = Agree, and 5 = Strongly 

agree. In addition to that, they reported the expected situation by using the same state-

ments and scale. 

In the fourth part (questions 40 to 55) participants have the choice to give their opinion 

about the current situation by giving answers according to a five-point Likert scale, where 

1 = Very bad, 2 = Bad, 3 = Neither bad nor good, 4 = Good and 5 = Very good. In addi-

tion to that, they reported the expected situation by using the same statements and scale. 

                                                 
289 Brace, I. (2008): P. 217. 
290 Osgood, C., Suci, G. J., & Tannenbaum, P.H. (1957). P. 78-79. 
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4.2.3.3 Ensuring the Cooperation 

Before leaving for Syria, the researcher had sent letters to the ministries of health and the 

higher education via the Syrian Embassy in Berlin to allow him to conduct the survey and 

the field visit in public hospitals in Syria (Annex 5). In this situation, it is appreciated that 

relevant Syrian hospitals could cooperate with him. 

4.2.3.4 Procedure 

The questionnaire was distributed in public hospitals in Lattakia Governorate in the pe-

riod between the middle of April and the end of June. Five public hospitals are existed in 

Lattakia Governorate. One of these hospitals belonged to the MoD where it was not al-

lowed to distribute the questionnaire. Three of the other hospitals belonged to the MoH 

and one to the MoHE. One of the hospitals of the MoH had a reconstruction and redevel-

oped its devices. Therefore, the questionnaire was distributed in three hospitals. 

375 questionnaires were distributed at different locations in all three hospitals of Lattakia 

Governorate. 246 respondents returned a completed questionnaire (65.6% of all distrib-

uted questionnaires). 107 were patients, 55 physicians, 36 nurses, 14 administration staff 

and 34 members of the top management. With regard to the questionnaires that were dis-

tributed to patients, it was sometimes very difficult to make them fill out the question-

naire. To resolve this problem the questionnaire could also be filled out by the accompa-

nying person. 

4.2.3.5 Statistical Methods 

Several statistical methods were used in this study to analyze data. All analyses were per-

formed using the statistical package for the social sciences (SPSS) version 16.0 for Win-

dows. For testing the theoretical model, the measurement instruments should be reli-

able.291 Thus, they should be evaluated for reliability. When evaluating measurement 

instruments, reliability analysis should be. 

                                                 
291 Hall, R. (2008). P. 173. 
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Analyzing the data is started with the application of descriptive procedures.292 In addi-

tion, the descriptive statistics require quantifiable measurements or observations. There-

fore, the raw data of different survey participants is presented in the form of tables and 

graphics at the beginning of the analysis section. 

24 variables were concluded by measuring the average of the respondents’ answers on 

each of the questionnaire’s parts. 12 variables reflect the current situation of the hospital 

management and the other 12 variables reflect the expected situation of the hospital man-

agement after the introduction of SHI. 

Analyses of variance and multiple comparisons of the groups were used to compare the 

subgroups and the differences in opinions of the individuals according to their different 

functional positions. These included the Two Related Samples Test (Non-parametric 

Wilcoxon signed ranks test), and a one-way repeated measure analysis of variance 

(ANOVA test). Wilcoxon's signed ranks test ranks the absolute value of the differences 

and then calculates the sum of the ranks within the group of pairs that originally pre-

sented positive or negative differences.293 In this study, the samples sizes were at least 30; 

therefore, Z-test is used.294 Box-plots graphics was used to show the differences of the 

respondents. The objective of using box-plots is to portray not only the information of the 

statistical tests, but also other descriptive information that explain more the group differ-

ences.295 A significance level of 0.01 was predefined in all cases. A value of P≤0.01 (2-

sided) was used as the nominal level of statistical significance. 

4.3 Results 

In this section, the results of the study are presented. They are the outcomes of the ques-

tionnaire, where the data have been collected as indicated in the section (4.2). These re-

sults are used to answer the study's hypotheses.  

                                                 
292 Raithel, Y. (2006). P. 29. 
293 Landau, S. & Everitt, B.S. (2004). P. 49. 
294 Clark-Carter, D. (2010). P. 430. 
295 Hair, J.F., Black, W.C., Babin, B.J., Anderson, R.E., & Tatham, R.L. (2008). P. 124. 



 101

4.3.1 Reliability 

Reliability is “the reproducibility of results or the consistency of measurements”.296 It 

refers to the possibility of getting the same answer by using the same measuring instru-

ment more than once.297 Reliability is “a statistical measure of how reproducible the sur-

vey instrument’s data are”.298 There are four methods commonly used for assessing reli-

ability, namely, (1) the test-retest method, (2) the alternate-form method, (3) the split-

halves method, and (4) the internal consistency method.299 

The internal consistency method was used in evaluating the reliability of the survey in-

struments in this thesis, because the other methods have some limitations, particularly for 

field studies. These limitations include, for example, requiring two alternate forms of the 

measuring instrument. In contrast, the internal consistency method does not require either 

the splitting or repeating of items. Instead, it requires only a single test administration and 

provides a unique estimation of reliability for the given test administration. It is the most 

general form of reliability estimation.300 The most commonly used statistic to measure 

the internal consistency reliability is Cronbach's coefficient Alpha, which its values range 

from 0 to 1, with lower values indicating lesser reliability.301 Generally, a value greater 

than 0.50 is considered acceptable, a value greater than 0.7 indicates good reliability.302 

After all data were entered into a computer, the SPSS 16.0 reliability program was per-

formed separately for the items of each scale. Table 4-1 lists Cronbach’s Alpha for dif-

ferent scales in this instrument. This table shows that the reliability coefficients ranged 

from 0.52 to 0.909, indicating that some scales were more reliable than others. Accord-

ingly, the instrument developed for measuring the constructs of the different parts of the 

questionnaire was judged reliable. 

                                                 
296 Le, T. & Halvorson, E.E. (2010). P. 120. 
297 Bernard, H.R. (2006). P. 54. 
298 Litwin M.S. (1995). P. 6. 
299 Carmines, E.G. & Zeller, R.A. (1979). P. 37. 
300 Carmines, E.G. & Zeller, R.A. (1979). P. 44. 
301 Pallant, J. (2007). P. 6. 
302 Hair, J.F., Black, W.C., Babin, B.J., Anderson, R.E., & Tatham, R.L. (2008). P. 137. 
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Table  4-1 Internal Consistency Analysis for Study Scales 

 
Scale 

Current situation Expected situation after 
the introduction of SHI 

Number 
of items 

Cronbach’s 
Alpha 

Number of 
items 

Cronbach’s 
Alpha 

Quantity of hospital services 5 0.565 5 0.520 

Q
u
al
it
y 
of
 m
an
-

ag
em
en
t 

Leadership 5 0.680 5 0.859 
Policies& strategies 4 0.886 4 0.909 
Staff  5 0.670 5 0.745 
Partnerships & resources  5 0.610 5 0.631 
Processes  5 0.649 5 0.694 
Patients results 2 0.596 2 0.749 
Staff results 2 0.542 2 0.693 
Society results 2 0.732 2 0.613 
Key performance results 2 0.560 2 0.752 

Satisfaction with hospital services 16 0.851 16 0.859 
Demand for hospital services 11 0.832 11 0.792 
Source: Own 

4.3.2 Respondents’ Structures 

After the general questions in the first part of the questionnaire, the second and fifth sec-

tions included questions about the current situation of the quantity of- and the demand for 

hospital services. 139 people responded in these parts, 40.6% of them were physicians, 

25.9% nurses, 10.1% were administration staff, and about 24.5% were members of the 

top management. The Figure 4-2 shows the respondents structures on the quantity and the 

demand parts. 

Figure  4-2: Respondents’ Structure on the Quantity and Demand Parts 

  

Source: Own 
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The third part, which included questions about the quality of management, was answered 

by only 34 members of the top management of the hospital. 

The fourth part of the questionnaire included questions about the patients' satisfaction 

with the hospital services and the expected impact of the introduction of SHI. 246 people 

responded in this section. 43.5% of them were patients, 22.4% were physicians, 14.3% 

were nurses, 5.7% were administration staff, and about 13.8% were members of the top 

management. The Figure 4-3 shows the respondent structure on the patients' satisfaction 

part of the questionnaire. 

Figure  4-3: Respondents’ Structure on the Patients’ Satisfaction Part 

 

Source: Own 

4.3.3 Quantity of Hospital Services 

This part presents the results of respondents’ answers on the current situation of the quan-

tity of hospital services and the expected impact of the introduction of SHI on it. The 

descriptive statistics of the average of 139 respondents’ answers in the current situation 

and the situation after the introduction of SHI are presented in the Annex 6. The statistics 

presented that the minimum value was 1.8, the maximum value was 3.8, and the mean 

value was 2.9, which is nearly “neither small nor large” in the current situation. The sta-

tistics show that the respondents expected that the quantity of hospital services would be 

improved after the introduction of SHI. Where the minimum value was 3, the maximum 

value was 4.8, and the mean value was 3.8, which is nearly to the “large”. 
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Wilcoxon test was used to test the differences between the respondents’ answers on the 

quantity of hospital services in the current situation and after the introduction of SHI. The 

test results show that of 139 respondents, only one expected that the quantity of hospital 

services would be worse after the introduction of SHI. In addition, 2 respondents ex-

pected that the quantity would not change, whilst, the majority of respondents (136 of 

139) expected that the quantity would be improved after the introduction of SHI. Conse-

quently, the positive differences form most mean ranks from the 246 respondents. Con-

sistent with the paired-samples the Z-test shows that the (Z) value was (-10.176), while p-

value asymptotic significance (2-tailed) was (0.000), which is less than the significance 

level (0.01). Therefore, the results confirm the hypothesis that the respondents expected 

that the quantity of hospital services would be increased after the introduction of SHI 

compared with the current situation. 

Respondent’s Differences 

Figure 4-4 shows the differences of the respondents’ answers on the quantity of hospital 

services. This type of graphic, which is called Box-plot, represents statistical values by 

presenting the median, quartiles, and extreme values for the category or variable. The 

boundary of the box closest from bottom indicates the 25th percentile, the line within the 

box marks the median, and the boundary of the box farthest from bottom of the figure 

indicates the 75th percentile. The ends above and below the box indicate the 90th and 

10th percentiles respectively. Box plots can be done with a single box plot for each vari-

able or with many plots on the variables axis.303 

The figure shows that four groups of respondents answered this section, which included 

members of the top management, physicians, nurses/pharmacists, and management staff 

groups. In addition, it shows that the levels of the respondents’ answers on the quality of 

leadership were higher in the situation after the introduction of SHI than the current situa-

tion. On the other hand, it shows that the physicians group has more dispersion of the 

answers than the other groups in the current situation. In addition, the small circles be-

yond the higher and lower whiskers are called outliers. They indicate to outside values 
                                                 
303 Leech, N.L., Barrett, K., & Morgan, G.A. (2005). P. 189; Hair, J.F., Black, W.C., Babin, B.J., Anderson, 
R.E., & Tatham, R.L. (2008). P. 124. 
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with unusually answers. The levels of the answers ranged within 1 as strongly disagree 

and 5 as strongly agree. 

Figure  4-4: Respondents’ Differences about the Quantity of Hospital Services 

 

 
Source: Own 

A one-way ANOVA test was used to find the differences between the respondents ac-

cording to their position. The results present that P-value = asymptotic significance was 

(0.02) in the current situation and (0.024) in the situation after the introduction of SHI, 

which they are bigger than the significance level (0.01). Therefore, the results confirm 

that there are similarities between the means of respondents’ answers about the quantity 

of hospital services.  

4.3.4 Quality of Management 

4.3.4.1 Leadership 

This part presents the results of respondents’ answers on the current situation of the qual-

ity of leadership in the management of the hospital and the expected impact of the intro-

duction of SHI on the quality of leadership. The descriptive statistics of the average of 34 

respondents’ answers of members of the top management in the current situation and the 

situation after the introduction of SHI are presented in the Annex 6. The statistics pre-

sented that the minimum, maximum, and mean values were 1.6, 3.4, and 2.42 in the cur-
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rent situation respectively. The statistics presented that the respondents expected that the 

quality of leadership would be improved after the introduction of SHI, where the mini-

mum, maximum, and mean values were 1.8, 4.6 and 2.9 respectively. 

Figure 4-5 shows that the levels of the respondents’ answers on the quality of leadership 

were higher in the situation after the introduction of SHI than the current situation, where 

the 90th, 75th, 25th and 10th percentiles, and the median were lower in the current situa-

tion compared with the situation after the introduction of SHI. It shows that respondents’ 

answers on the current situation have substantially less dispersion, which presents its dif-

ference from the situation after the introduction of SHI. In addition, there is an outlier in 

the situation after the introduction of SHI. It indicates to an outside value with unusually 

high answer. The levels of the answers ranged within 1 as strongly disagree and 5 as 

strongly agree. 

Figure  4-5: Respondents’ Answers on the Quality of Leadership  

 
Source: Own 

The results of the Wilcoxon test demonstrate that 6 respondents from 34 in total expected 

that the quality of leadership will not change after the introduction of SHI compared with 

the current situation. In addition, 28 respondents expected that the quality of leadership 

would be improved after the introduction of SHI. No respondent expected that the quality 

of leadership would become worse. The results of the Z-test show that the (Z) value was 

(-4.661), while the p-value asymptotic significance (2-tailed) was (0.000), which is less 

than the significance level 0.01. Therefore, the results confirm the study’s hypothesis that 
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the respondents expected that the quality of leadership in the management of the hospitals 

would be better after the introduction of SHI compared with the current situation. 

4.3.4.2 Policies and Strategies 

This part presents the results of respondents’ answers on the quality of policies and 

strategies in the management of hospitals in the current situation and after the introduc-

tion of SHI. The descriptive statistics of the average of 34 respondents’ answers of mem-

bers of the top management in the current situation and the situation after the introduction 

of SHI are presented in the Annex 6. The statistics presented that the minimum, maxi-

mum, and mean values were 1, 3.5, and 2.39 in the current situation respectively. The 

statistics presented that the respondents expected that the quality of policies and strategies 

would be improved after the introduction of SHI, where the minimum, maximum, and 

mean values were 1.5, 4.75, and 2.95 respectively. 

Figure 4-6 shows the respondents’ answers on the current situation of quality of policies 

and strategies in the management of hospitals and the expected impact of the introduction 

of SHI on it. It shows that the 90th, 75th, 25th and 10th percentiles, and the median were 

higher in the situation after the introduction of SHI compared with the current situation. 

In addition, it shows that the median line is close to the 75th percentile in the situation 

after the introduction of SHI, which indicate to skewness in the curve of answers to the 

higher values. 
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Figure  4-6: Respondents’ Answers on the Quality of Policies and Strategies 

 
Source: Own. 

The results of the Wilcoxon test indicate that 5 respondents of 34 expected that the qual-

ity of policies and strategies would not change after the introduction of SHI. 29 respon-

dents expected that the quality of policies and strategies would be improved after the in-

troduction of SHI. No respondent expected that the situation would become worse. Con-

sequently, the positive differences form most mean ranks of these 34 respondents. The 

results of the Z-test show that the (Z) value was (-4.747), while the p-value Asymptotic 

significance (2-tailed) was (0.000), which is less than the significance, level 0.01. There-

fore, the results confirm the study’s hypothesis that the respondents expected that the 

quality of policies and strategies in the management of hospitals would be better after the 

introduction of SHI compared with the current situation. 

4.3.4.3 People 

This part presents the results of respondents’ answers of the quality of staff in the hospi-

tals and the expected impact of the introduction of SHI. The descriptive statistics of the 

average of 34 respondents’ answers of members of the top management in the current 

situation and the situation after the introduction of SHI are presented in the Annex 6. The 

statistics presented that the minimum, maximum, and mean values of the quality of staff 

were 1, 3.8, and 2.59 in the current situation respectively. The results show that the re-

spondents expected that the quality of staff would be improved after the introduction of 
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SHI, where the minimum, maximum, and mean values of their answers were 3, 5, and 4 

respectively. 

Figure 4-7 clearly shows that the respondents’ answers about the quality of people were 

higher in the situation after the introduction of SHI than in the current situation. In addi-

tion, the dispersion of the respondents’ answers in current situation after the introduction 

of SHI is higher. 

Figure  4-7: Respondents’ Answers on the Quality of Staff 

 
Source: Own. 

The results of the Wilcoxon test indicate that all the 34 respondents expected that the 

quality of staff would be improved after the introduction of SHI compared with the cur-

rent situation. Consequently, the positive differences form all mean ranks from these 34 

respondents. The results of the Z-test show that the (Z) value was (-5.103), while the p-

value asymptotic significance (2-tailed) was (0.000), which is less than the significance 

level 0.01. Therefore, the results confirm the study’s hypothesis that the respondents ex-

pected that the quality of staff in hospitals would be better after the introduction of SHI 

compared with the current situation. 

4.3.4.4 Partnerships 

This part presents the results of respondents’ answers about the current situation of the 

quality of partnerships in the management of hospitals and the expected impact of the 
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introduction of SHI. The descriptive statistics of the average of 34 respondents’ answers 

of members of the top management in the current situation and the situation after the in-

troduction of SHI are presented in the Annex 6. The statistics presented that the mini-

mum, maximum, and mean values were 1, 3.2, and 2.4 in the current situation respec-

tively. The statistics presented that the respondents expected that the quality of leadership 

would be improved after the introduction of SHI, where the minimum, maximum, and 

mean values were 3, 4.6 and 3.88 respectively. 

Figure 4-8 clearly shows that the respondents’ answers on the quality of partnerships 

were higher in the situation after the introduction of SHI than in the current situation. 

Figure  4-8: Respondents’ Answers on the Quality of Partnerships 

 
Source: Own 

Wilcoxon test results indicate that all the 34 respondents expected that the quality of 

partnerships of the hospitals would be improved after the introduction of SHI compared 

with the current situation. The results of the Z-test show that the (Z) value was (-5.097), 

while the p-value Asymptotic significance (2-tailed) was (0.000), which is less than the 

significance level 0.01. Therefore, the results confirm the study’s hypothesis that the re-

spondents expected that the quality of partnerships in hospitals would be improved after 

the introduction of SHI compared with the current situation. 
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4.3.4.5 Processes 

This part presents the results of respondents’ answers on the current situation of the qual-

ity of processes in the management of hospitals and the expected impact of the introduc-

tion of SHI. The descriptive statistics of the average of 34 respondents’ answers of mem-

bers of the top management in the current situation and the situation after the introduction 

of SHI are presented in the Annex 6. The statistics presented that the minimum, maxi-

mum, and mean values were 2, 3.4, and 2.68 in the current situation respectively. The 

statistics show that the respondents expected that the quality of processes would be im-

proved after the introduction of SHI, where the minimum, maximum, and mean values 

were 3, 5 and 4 respectively. 

Figure 4-9 clearly shows that the respondents’ answers about the quality of processes 

were higher in the situation after the introduction of SHI than in the current situation. 

Figure  4-9: Respondents’ Answers on the Quality of Processes 

 
Source: Own 

The results of the Wilcoxon test indicate that all of the 34 respondents expected that the 

situation of the quality of processes would be improved after the introduction of SHI 

compared with the current situation. Consequently, all mean ranks from these 34 respon-

dents were positive differences. The results of the Z-test show that the (Z) value was (-

5.096), while the p-value Asymptotic significance (2-tailed) was (0.000), which is less 

than the significance level 0.01. Therefore, the results confirm the study’s hypothesis that 
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the respondents expected that the quality of processes in the hospitals would be improved 

after the introduction of SHI compared with the current situation. 

4.3.4.6 Patients’ Results 

This part presents the results of respondents’ answers on the current situation of quality 

of patient’s results in the management of hospital and the expected impact of the intro-

duction of SHI on the quality of patient’s results. The descriptive statistics of the average 

of 34 respondents’ answers of members of the top management in the current situation 

and the situation after the introduction of SHI are presented in the Annex 6. The statistics 

presented that the minimum, maximum, and mean values were 2, 3.5, and 2.26 in the 

current situation respectively. The statistics presented that the respondents expected that 

the quality of patients’ results would be improved after the introduction of SHI, where the 

minimum, maximum, and mean values were 2, 5, and 3.96 respectively. 

Figure 4-10 shows that the respondents expected that the quality of patients' results would 

be improved after the introduction of SHI compared with the current situation. In addi-

tion, it shows that the median line conforms to the 25th percentile in both situations, 

which indicate to skewness in the curve of answers to the lower values. 

Figure  4-10: Respondents’ Answers on the Quality of Patients Results 

 
Source: Own 

The results of the Wilcoxon test indicate that 2 respondents from 34 in total expected that 

the quality of patient results would not change after the introduction of SHI compared 
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with the current situation. 32 respondents expected that the quality of patients’ results 

would be improved after the introduction of SHI. No respondents expected that the situa-

tion would become worse. The results of the Z-test show that the (Z) value was (-4.996), 

while the p-value asymptotic significance (2-tailed) was (0.000), which is less than the 

significance level 0.01. Therefore, the results confirm the study’s hypothesis that the re-

spondents expected that the quality of patient’s results in the hospitals would be im-

proved after the introduction of SHI compared with the current situation. 

4.3.4.7 Staff Results 

This part presents the results of respondents’ answers on the current situation of the qual-

ity of staff results in the management of hospital and the expected impact of the introduc-

tion of SHI on the quality of staff results. The descriptive statistics of the average of 34 

respondents’ answers of members of the top management in the current situation and the 

situation after the introduction of SHI are presented in the Annex 6. The statistics pre-

sented that the minimum, maximum, and mean values were 2, 4, and 2.47 respectively in 

the current situation. The descriptive statistics presented that the respondents expected 

that the quality of staff results would be improved after the introduction of SHI, where 

the minimum, maximum, and mean values were 2, 4.5, and 3 respectively. 

Figure 4-6 reflects the improvement in the respondents’ answers on the quality of staff's 

results in the management of hospitals after the introduction of SHI, where the 90th, 75th, 

25th and 10th percentiles, and the median were higher in the situation after the introduc-

tion of SHI compared with the current situation. 
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Figure  4-11: Respondents’ Answers on the Quality of Staff Results 

 
Source: Own 

The results of the Wilcoxon test indicate that 2 respondents from 34 in total expected that 

the quality of staff results would be worse after the introduction of SHI compared with 

the current situation. 12 respondents expected that the situation would not change. 20 

respondents expected that the quality of staff result would be improved after the introduc-

tion of SHI compared with the current situation. The results of the Z-test show that the 

(Z) value was (-3.247), while the p-value asymptotic significance (2-tailed) was (0.01), 

which is equal to the significance level 0.01. Therefore, the results confirm the study’s 

hypothesis that the respondents expected that the quality of staff’s results in the hospitals 

would be improved after the introduction of SHI compared with the current situation. 

4.3.4.8 Society Results 

This part presents the results of respondents’ answers on the current situation of the qual-

ity of society results in the management of hospital and the expected impact of the intro-

duction of SHI on the quality of society results. The descriptive statistics of the average 

of 34 respondents’ answers of members of the top management in the current situation 

and the situation after the introduction of SHI are presented in the Annex 6. The statistics 

presented that the minimum, maximum, and mean values were 2, 3.5, and 2.4 in the cur-

rent situation respectively. The statistics presented that the respondents expected that the 

quality of society results would be improved after the introduction of SHI, where the 

minimum, maximum, and mean values were 2, 4.5, and 3.5 respectively. 
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Figure 4-13 shows that the respondents’ answers on the quality of society results are 

higher in the situation after the introduction of SHI compared with the current situation. 

In addition, the situation after introduction of SHI has more dispersion. 

Figure  4-12: Respondents’ Answers on the Quality of Society 

 
Source: Own 

The results of the Wilcoxon test indicate that no respondent expected that the situation 

would become worse after the introduction of SHI compared with the current situation. 3 

respondents expected that the quality of society results would not change after the intro-

duction of SHI. 31 respondents expected that the quality of society results would be im-

proved after the introduction of SHI. The results of the Z-test show that the (Z) value was 

(-4.913), while the p-value asymptotic significance (2-tailed) was (0.000), which is less 

than the significance level 0.01. Therefore, the results confirm the study’s hypothesis that 

the respondents expected that the quality of society results would be improved after the 

introduction of SHI compared with the current situation. 

4.3.4.9 Key Performance Results 

This part presents the results of respondents’ answers on the current situation of the qual-

ity of key performance results in the management of hospital and the expected impact of 

the introduction of SHI on the quality of key performance results. The descriptive statis-

tics of the average of 34 respondents’ answers of members of the top management in the 

current situation and the situation after the introduction of SHI are presented in the Annex 
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6. The statistics presented that the minimum, maximum, and mean values were 2, 3, and 

2.4 in the current situation respectively. The statistics presented that the respondents ex-

pected that the quality of key performance results would be improved after the introduc-

tion of SHI, where the minimum, maximum, and mean values were 2, 4, and 3 respec-

tively. 

Figure 4-13 shows that the respondents’ answers on the quality of key performance re-

sults were higher in the situation after the introduction of SHI than in the current situa-

tion. 

Figure  4-13: Respondents’ Answers on the Quality of Key Performance Results 

 
Source: Own 

The results of the Wilcoxon test indicate that 10 respondents from 34 in total expected 

that the quality of key performance results would not change after the introduction of SHI 

compared with the current situation. 24 respondents expected that the quality of key per-

formance results would be improved after the introduction of SHI. No respondent ex-

pected that the situation would become worse. The results of the Z-test show that the (Z) 

value was (-4.445), while the p-value asymptotic significance (2-tailed) was (0.000), 

which is less than the significance level 0.01. Therefore, the results confirm the study’s 

hypothesis that the respondents expected that the quality of key performance results 

would be improved after the introduction of SHI compared with the current situation. 
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4.3.5 Patients’ Satisfaction with Hospital’s Services 

This part presents the results of respondents’ answers on the current situation of the pa-

tients’ satisfaction with the hospital services and the expected impact of the introduction 

of SHI on the patients’ satisfaction. The descriptive statistics of the average of 246 re-

spondents’ answers in the current situation and the situation after the introduction of SHI 

are presented in the Annex 6. The statistics presented that the minimum, maximum, and 

mean values were 1.6, 3.5, and 2.73 in the current situation respectively. They present 

that the respondents expected that the patient’ satisfaction with the hospital services 

would be higher after the introduction of SHI, where the minimum, maximum, and mean 

values were 3, 5, and 4.13 respectively in the situation after the introduction of SHI. 

The results of the Wilcoxon test appears that all the 246 respondents expected that the 

patients’ satisfaction would be improved after the introduction of SHI compared with the 

current situation. The Z-test results show that the (Z) value was (-13.602), while the p-

value asymptotic significance (2-tailed) was (0.000), which is less than the significance 

level 0.01. Therefore, the results confirm the study’s hypothesis that the respondents ex-

pected that the patient’s satisfaction with the hospital services would be improved after 

the introduction of SHI compared with the current situation. 

Respondent’s Differences 

Figure 4-14 shows that four groups of respondents answered on this section, which in-

cluded members of the top management, physicians, nurses/pharmacists, and manage-

ment staff groups. The figure shows that the respondents’ answers on the patient's satis-

faction with the hospital services of all the surveyed groups were higher in the situation 

after the introduction of SHI than in the current situation. In addition, it shows that in 

both study situations the patients and physicians' answers have substantially more disper-

sion than the other groups, while, the management staff's answers have the less disper-

sion. The levels of the respondents' answers ranged within 1 as very bad and 5 as very 

good. 
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Figure  4-14: Respondents’ Differences about the Patient’s Satisfaction 

 
Source: Own 

A one-way ANOVA test was used to find the differences between the respondents ac-

cording to their position. The results present that p-value = asymptotic significance in the 

current situation was (0.127) which is higher than the significance level (0.01). Therefore, 

the results confirm that all the data are sampled from respondents with the same mean in 

the current situation. On the other hand, P-value = asymptotic significance in the situation 

after the introduction of SHI was (0.00) which is smaller than the significance level 

(0.01). Therefore, the results confirm that there are differences between the respondents 

in the situation after the introduction of SHI. 

4.3.6 Demand 

This part presents the results of respondents’ answers on the current situation of the de-

mand for hospital services and the expected impact of the introduction of SHI on the de-

mand. The descriptive statistics of the average of 139 respondents’ answers of members 

of the top management in the current situation and the situation after the introduction of 

SHI are presented in the Annex 6. The statistics presented that the minimum, maximum, 

and mean values were 2.6, 5, and 4.12 in the current situation respectively. The statistics 

presented that the respondents expected that the demand for hospital services would be 
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improved after the introduction of SHI, where the minimum, maximum, and mean values 

were 3.4, 5 and 4.53 respectively. 

The results of the Wilcoxon test indicate that 7 respondents of 139 in total expected that 

the demand for hospital services would be worse after the introduction of SHI compared 

with the current situation. In addition, 11 respondents expected that the demand for hos-

pital services would not change, while, 121 respondents expected that the demand would 

be improved after the introduction of SHI compared with the current situation. Conse-

quently, the positive differences form most mean ranks from the 246 respondents. The 

results of the Z-test shows that (Z) value was (-9.424), while the p-value asymptotic sig-

nificance (2-tailed) was (0.000), which is less than the significance level 0.01. Therefore, 

the results confirm the study’s hypothesis that the respondents expected that the demand 

for hospital services would be increased after the introduction of SHI compared with the 

size in the current situation. 

Respondent’s Differences 

Figure 4-15 shows that five groups of respondents answered this section, which included 

members of the top management, physicians, nurses/pharmacists, management staff, and 

patients groups. The figure shows that the levels of surveyed groups' answers about the 

demand for hospital services were high in both study situations, although they were 

higher in the situation after the introduction of SHI. In addition, it shows that all the 

groups have a little dispersion of answers in the situation after the introduction of SHI, 

where the levels of their answers about the demand for hospital services ranged between 

4 as a good and 5 as a very good. On the other hand, the answers of the nurse/ pharmacist 

and the members of the top management groups have more dispersion than the other 

groups in the current situation. The levels of the respondents' answers ranged within 1 as 

very small and 5 as very large. 
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Figure  4-15: Respondents’ Differences about the Demand for Hospital Services 

 
Source: Own 

A one-way ANOVA test was used to find the differences between the respondent accord-

ing to their position. The results present that P-values = asymptotic significance were 

(0.001) in the current situation and (0.01) in the situation after the introduction of SHI, 

which they are smaller than- and equal to the significance level (0.01) respectively. 

Therefore, the results confirm that there are differences between the respondents about 

the demand for hospital services. 

4.4 Discussion 

The results of this study show that the participants expect that the current situation of 

hospital management would be improved after the introduction of SHI. Furthermore, the 

participants show some difference in their evaluation of the current situation. In this sec-

tion, these results are discussed, and relevant studies based on extensive research of data-

bases are identified, covering published articles in medical, health services research, and 

social sciences journals and related researches. 

4.4.1 Quantity of Provided Services 

According to the results of this research, participants expect that the quantity of services 

would be increased in the surveyed public hospitals after the introduction of SHI in Syria. 
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The quantity of public hospitals' services is not large enough to meet the needs of patients 

in Syria. Based on interviews with senior management members and the comments of 

some other participants, the surveyed public hospitals suffer from many problems that 

affect their ability to increase the quantity of their production. Many of these problems 

could be attributed to financial reasons. Public hospitals depend largely on the state 

budget to finance their expenditures, which are usually static, and do not have the re-

quired sensitivity to meet the health sector needs and the flexibility to allow for the man-

agement of the hospital to take important decisions. 

In addition, employees face many challenges and problems in public hospitals as their 

salaries are low compared to the salaries in private hospitals. Therefore, many of them 

(especially the physicians) choose to work for private hospitals or abroad. This phenome-

non affects the medical staff's efficiency, and that in turn is reflected in the quantity and 

quality of production achieved in the hospital. Medical equipment is old and operates at 

maximum capacity due to their low number compared to the number of patients. The 

administration does not have the financial means or the ability to make a decision for the 

investment or development. Furthermore, most public hospitals' buildings were buildings 

for other government departments and were transformed to become hospitals' buildings; 

therefore, they need a lot of modernization and renovation to meet the legal, structural 

and architectural requirements, as well as to support the primary functions of a hospital. 

This inefficient situation of public hospitals has affected their ability to increase the quan-

tity of services. 

A few studies have highlighted the current situation of public hospitals in Syria and they 

all agreed on the fact that the current situation is inefficient. Al-Rifai, Amer and Deeb 

(2006) have carried out a study on the progress of the health service indicators in Syria.304 

They found that public hospitals are providing poor health care services in comparison 

with private hospitals, which receive a high tariff for their health services. There are no 

motivating financial and material incentives for medical staff or a good control policy, 

which makes many medical staff in public hospitals opt to work for the private sector. 

                                                 
304 Al-Rifai, A., Amer, W., & Deeb, S. (2006). P. 217-235. 
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Dayoub and Atieh (2005) analyzed in their study some of the indicators that could be 

associated with the results of this study.305 They carried out their study in two of the big 

public hospitals in Syria. The studied hospitals provide free of charge services for their 

patients. The occupancy rates of the hospitals reached to approximately 65% in the first 

hospital and 98% in the second hospital in the studied period. Many services are not 

available in these hospitals. The budgets of the studied hospitals were limited to opera-

tional matters. The investment decision is not of the direct functions of the management 

team, which makes them unable to buy and develop the medical equipment in the hospi-

tal. 

Two other studies have considered the current situation of public hospitals in Syria. The 

first study focused on the quantity of public hospitals services in three Syrian gover-

norates.306 The results showed that hospitals are unable to provide acceptable level of 

health services due to many reasons. There are high rates of wasted hospital resources 

because the services are free of charge. Clear management and financial structures as 

well as maintenance workshops did not exist in the studied hospitals. In addition, there 

are not computerized nets at hospitals. The second study aimed at comparing private and 

public hospitals in Al-Raqqa governorate.307 The associated results showed that the num-

ber of patients per room in the internal section of public hospitals was rather high (7 in 

the intensive care department, 10 in the cardiology department, 6 in the “dialysis" de-

partment), but the numbers did not exceed two patients per room in private hospitals. 

Some sections are nonexistent in the both private and public hospitals, such as heart sur-

gery. Some are existent only in the public hospitals such as dialysis. Public hospitals' 

capacity and number of rooms is much larger than that of private hospitals especially 

when it comes to the internal and surgery departments. The highest salary in the adminis-

trative department in private hospitals has reached about US$ 1,500 whereas it is about 

US$ 450 in public hospitals. This difference explains the gap in the level of administra-

tion of public hospitals. Salaries of doctors have reached nearly US$ 400 in public hospi-

                                                 
305 Dayoub, M.A., & Atieh, H. (2005). P. 109-130. 
306 Nasco. (2006). P. 3-35. 
307 Sukkar, R. (2006). P. 209-254. 
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tals and about US$ 1.200 in private hospitals. Physicians in private hospitals are more 

experienced and have higher academic credentials than physicians in public hospitals. 

The positive anticipated impact of the introduction of SHI on the ability of public hospi-

tals to increase their services will depend on how hospitals respond to changes after the 

introduction of SHI. Theoretically, not all the increased demand caused by insurance 

would be accommodated. In addition, in the face of capacity constraints, more time and 

investments are required in order to improve the quantity of the provided services. 

In the case of Syria, after the introduction of SHI, the free or minimum fees for public 

hospitals services will change to become paid services. It is supposed that transition will 

lead to increased demand for paid hospital services and will eliminate the hospital's fi-

nancial restrictions. In addition, it will create financial incentives for hospitals to increase 

the quantity of the health services and to incur the fixed costs of adopting new practice 

styles or of entering the market of some new services. For instance, if the administrative 

system in public hospitals could be able to improve staff wages and salaries in compari-

son with private hospitals and to offer attractive incentives, the satisfaction of medical 

staff would be improved and they may choose to stay. This new situation would increase 

the numbers of medical staff with high expertise and efficiency, something that would 

improve their productivity and have a positive impact on the quantity of the health ser-

vices provided. 

The expected impact of health insurance on the quantity of hospital services is consistent 

with many studies, which found that financial incentives under health insurance schemes 

based on fee-for-service or out-of-pocket systems encourage health care providers to ad-

mit and provide more services to insured patients. Al-Khatib (2006) explained in his 

study about the health profile of Syria that, if the SHI system is implemented in Syria, 

hospitals will care for more patients, receive more income and expand to provide more 

services.308 

                                                 
308 Al-Khatib, B. (2007). P.30. 
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Card, Dobkin and Maestas (2005) focused on admissions to Accident and Emergency 

(A&E) for patients aged 65 who have serious medical conditions.309 A&E have similar 

weekend and weekday admission rates. In addition, the decision to present at A&E for 

these patients with serious medical conditions is unlikely to depend on health insurance 

status. In addition, the number of procedures performed in hospital and total list charges 

increase at age 65. Their analysis showed that insurance coverage has a significant causal 

effect on treatment intensity, case disposition, and health outcomes. By examining three 

measures of treatment intensity: length of stay, number of procedures performed, and 

hospital list charges, they found that uninsured patients received less intensive treatment 

and are more likely to be discharged home in an unhealthy condition rather than trans-

ferred to another hospital or unit within the same hospital for continued care. They con-

cluded that healthcare providers increase their services for patients when their insurance 

coverage is available, and that these additional hospital services appear to produce better 

health outcomes. 

Another study that attempts to measure the causal effects of health insurance on in-

hospital treatment intensity is Doyle (2005).310 This study was based on the random na-

ture of severe automobile accident victims who were hospitalized because of their inju-

ries; therefore, it eliminates many of the biases in conventional observational studies of 

health insurance effects on the provided health care. Doyle (2005) found that crash vic-

tims without health insurance have about 15% shorter hospital stays and facility charges, 

and 40% higher mortality rates than those with private insurance. According to these re-

sults, health insurance causes very large increases in the intensity and quality of care. 

Sepehri, Simpson, and Sarma (2006) assessed the influence of the SHI in Vietnam on the 

length of stay in hospitals.311 They found that compulsory health insurance and health 

insurance for the poor has increased the expected length of stay, while voluntary health 

insurance had minimal effect on the length of stay. In addition, the positive influence of 

the compulsory health insurance scheme on the length of stay was larger for middle-

income individuals than the highest income individuals. 

                                                 
309 Card, D., Dobkin, C., & Maestas, N. (2005). P. 2. 
310 Doyle, J. (2005). P. 256–270. 
311 Sepehri, A., Simpson, W., & Sarma, S. (2006). P. 1767. 
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Mawajdeh, Hayajneh, and Al-Qutob (1997) examined the effects of the type of hospital 

and health insurance status on hospital length of stay in Irbid, the largest city in North 

Jordan, where 65% have comprehensive insurance coverage. They found that insured 

patients had significantly longer hospital length of stay than the uninsured patients (3.3 

versus 3.0 days).312 

Other studies have focused on the impact of the public health insurance schemes (Medi-

caid and Medicare) on the health care providers in USA. Currie and Gruber (2001) used 

vital statistics data on every birth in the USA over the period 1987–1992 to study the ef-

fect of Medicaid eligibility on caesarean sections and other childbirth-related procedures. 

They found that Medicaid coverage might increase treatment intensity for previously 

uninsured women but reduce intensity for women who dropped private coverage to enrol 

in Medicaid.313 

Buchmueller, Grumbach, Kronick, and Kahn (2005) reviewed the literature associated 

with extending health insurance coverage and its impact on the utilization of medical 

care.314 They concluded that extending insurance coverage to currently uninsured Ameri-

cans would result in significant increases in all types of providing the health care. 

Finkelstein (2007) studied the impact of Medicare on the hospital sector.315 He focused 

on six hospital outcomes: total expenditures, payroll expenditures, employment, beds, 

admissions, and patient days. He investigated the differences in the hospital sector before 

and after the introduction of Medicare in 1965 by using 26 years of data from the annual 

surveys of the American Hospital Association, which covered the years from 1948 to 

1975 (with the exception of 1954). Medicare provided universal public health insurance 

coverage for the elderly. It covered hospital and physician expenses: the services covered 

and the reimbursement rates were very generous for the time. The data showed that the 

real hospital expenditures grew by 63 percent between 1965 and 1970, compared to only 

41 percent over the previous five years. He hypothesised that the effect of the increase in 

the demand for health care service after the introduction of Medicare has created the in-
                                                 
312 Mawajdeh, S., Hayajneh, Y., & Al-Qutob, R. (1997). P. 166-172. 
313 Currie, J., & Gruber, J. (2001). P. 63-89. 
314 Buchmueller, T.C., Grumbach, K., Kronick, R., & Kahn, J.G. (2005). P. 3-30. 
315 Finkelstein, A. (2007). P. 1-37. 
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centives for hospitals to incur the fixed costs of entering the market or of adopting new 

practice styles. Therefore, he investigated the impact of Medicare on the adoption of new 

cardiac technologies: the open-heart surgery facility and the cardiac intensive care unit. 

He found that Medicare had an important impact on cardiac technology adoption. He 

concluded that the introduction of Medicare was associated with a 37 percent increase in 

real hospital expenditures (for all ages) between 1965 and 1970. About half of the impact 

of Medicare on spending appears due to growth in existing hospitals, while the rest is due 

to the induced entry of new hospitals. 

4.4.2 Quality of Management 

4.4.2.1 Leadership 

According to the EFQM Model, “excellent leaders develop and facilitate the achievement 

of the mission and vision, develop values required for long-term success and implement 

these via appropriate actions and behaviours, and are personally involved in ensuring that 

the organisation's management system is developed and implemented. Such leaders are 

able to change the direction of the organisation and inspire others to follow.”316 

The results showed that the respondents perceived that the current situation of the quality 

of leadership in the public hospital was not good enough. According to the senior mem-

bers of the management team who had responded to the questionnaire, the current situa-

tion of the hospital leadership faces many problems and constraints, which are incom-

patible with the leadership quality requirements and have a negative impact on the ability 

of leaders to take appropriate decisions.  

The surveyed public hospitals have the same mission, vision, values and ethics, which 

were developed by the MoH without any role of the senior management or leaders in 

these hospitals. All senior members in management did not practice or conduct any train-

ing in the management of the hospitals or in the TQM before or after they had these posi-

tions, and they did not have any previous experiences in the management process. Most 

management decisions are not based on quantitative methods in management and deci-

                                                 
316 Hakes, C. (2007). P. 18. 
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sion support systems. The needed resources and investments to support change and many 

activities, which are encouraged by leaders, are not available. The staff appraisal system, 

which is adopted in all public sector institutions and companies is not effective enough 

and is unable to recognize staff in public hospitals. In addition, it is not possible to 

change it according to the opinions of the senior management to fit the requirements of 

the appraisal in public hospitals. Leaders could not actively stimulate and encourage col-

laboration and partnership working within the hospital, due to financial constraints and 

lack of management authority to grant incentives and sanctions. Senior management sala-

ries in public hospitals are not high compared with private hospitals, therefore most phy-

sicians in senior management carry out some operations in private hospitals or have pri-

vate clinics. 

The relation between the poor level of administration and the low salaries in public hos-

pitals was confirmed by Sukkar (2006) in his study.317 He found that the highest salary in 

the administrations of public hospitals is only about 400 US$, whereas it is about 1,500$ 

in private hospitals. The difference explains the gap in the level of administration of pub-

lic hospitals. 

The results showed the respondents expected that the situation of the quality of leadership 

in the hospital would be improved after the introduction of SHI compared with the insuf-

ficient current situation. 

This improvement of the quality of the leadership in public hospitals could be attributed 

to the additional earned income generated by providing more health services. This in-

come will encourage those who are in charge of the health sector in Syria to improve sal-

aries for senior managers and to contract with expert leaders and administrative staff, 

who are able to focus on managing the hospital and achieving its objectives and mission 

in providing the best health service for patients in terms of quantity and quality. The 

needed financial resources will be available to support the many changes and activities 

that aim to improve the environment and the hospital contribution to the local community 

and the wider society, which are encouraged by leaders. In addition, these resources will 
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be available to stimulate and encourage collaboration and partnership working within the 

hospital. However, the administrative constraints, routine, difficulties of delegation of 

authority and empowerment of the senior management require additional governmental 

decisions. 

4.4.2.2 Policy and Strategy 

The second enabler criterion concerns “excellent hospitals implement their mission and 

vision by developing a stakeholder- focused strategy that takes account of the market and 

sector in which it operates. Policies, plans, objectives and processes are developed and 

deployed to deliver strategy.”318 

The results showed that the current situation of the policy and strategy in the surveyed 

hospitals is inadequate. This unsatisfactory current situation of the policy and strategy in 

public hospitals was reflected in the opinions of the members of the top management and 

their comments in the interviews. In addition, they provided logical reasons for this nega-

tive assessment. Their evaluation for the unsatisfactory current situation could be summa-

rized in the following points. The surveyed public hospitals had an annual planning initia-

tive, which started with an annual budget, but there are many financial constraints, which 

have had a major role in the deadlock of the budget from year to year. Plans of hospitals 

addressed some expected risks limitedly, via the increase of the primary health care ser-

vices. The management of surveyed hospitals realize some present and future opportuni-

ties for development in many working conditions, but they do not have the power to fi-

nance these improvements. Public hospitals depend in their policies and strategies sig-

nificantly on the guidance of MoH, rather than on the following points: annual regional 

epidemiological survey; patient and staff satisfaction surveys; needs and expectations of 

patients, staff and the local community; economic and demographic indicators and infor-

mation; and the effectiveness of products and services through their life cycle. In addi-

tion, the hospitals did not have marketing management, strategies and competitor analy-

sis, as well as there are not any innovation strategy to encourage and stimulate the re-

search, understanding and utilisation of new technologies and/or new ideas. 
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Dayoub and Atieh (2005) confirm the previous analysis in their study.319 They found that 

the marketing management, whose important functions are knowledge of the needs of 

patients and the supply of necessary information for management, is not in the adminis-

trative structure of the surveyed public hospitals. In addition, the surveyed public hospi-

tals are suffering from the financing of their plans and processes, due to the free services, 

which they provide, and the lack of hospital’s budget to meet necessary policies and 

strategies of the hospitals. 

The results showed the respondents expected that the situation of the quality of the policy 

and strategy in the public hospital would improve after the introduction of SHI in com-

parison with the current situation. 

This result for the expected impact of the introduction of SHI on the quality of the policy 

and strategy in public hospital can be explained by the following points. After the intro-

duction of SHI, public hospitals could be in a good financial position, which affect the 

hospital's plans and strategies positively, but the impact of SHI will be relatively limited 

regarding the required funding to finance the hospital's new plans and strategies. The de-

velopment of the quality of the planning and strategies in public hospitals requires many 

administrative changes more than a new funding system. It requires development of the 

department of statistics and planning, and adding a marketing department to the adminis-

trative structure at public hospitals. Administrative staff need to have training and re-

training. In addition, hospital management requires more independence and authorization 

from the related ministry to provide new medical services and/or to stop providing some 

services, as well as to take the investment decisions and carrying out surveys about pa-

tients and staff satisfaction. 

4.4.2.3 People 

According to the EFQM model, “excellent hospitals manage, develop and release the full 

potential of their staff at an individual, team-based and hospital-wide level”.320 
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The results showed that the current situation of the personal management in the surveyed 

hospitals is poor. In addition, participants expected that the situation of the quality of the 

personal management in public hospitals would be improved after the introduction of 

SHI. 

The current situation of the personal management in public hospitals was reflected in the 

opinions of the members of senior management and their comments in the interviews. 

Their evaluation of the insufficient current situation could be summarized in the follow-

ing points: interchanges of ideas among physicians in different hospitals are rare and of-

ten occur in the case of a patient who requires services that are not available in the hospi-

tal. There is a high level of bureaucracy that negatively affects the decision-making proc-

ess and delegation of responsibilities.  

The surveyed public hospitals provide the learning services to large numbers of students 

from the Faculty of Medicine at the University of Tishreen, but the assistant physicians, 

who are training in the hospital, receive very low salaries and face a lot of the pressure 

and the prejudice exercised by senior doctors. On the other hand, there are few medical 

conferences, which could improve the medical skills of physicians in Syria. There is no 

clear policy to maintain highly qualified physicians. There is a plan for internal commu-

nication and dialogue, particularly with the medical staff and among them, but does not 

elevate to the importance and the need of dialogue in the work of hospital. Notice board 

is used, but no regular internal newsletters are produced about the hospital. Access to the 

internet is limited to senior management in hospitals. There is no intranet - hospital-wide 

staff site, and E-mail is not used in communications. External involvement to ensure staff 

rights are maintained is in the form of the general union of Syrian workers and doctors 

syndicates. The salaries are low in the public hospitals. The bonus scheme is not equita-

ble, and it is beyond the powers of management. According to the common workers' law, 

which regulates the conditions of workers in all the public sector, workers gets their bo-

nuses once every two years regardless of any other considerations such as efficiency at 

work. Long service is recognized, but the decision of the timing or the award itself of this 

long service is beyond the powers of management. The hospital building is old and not 

satisfactory to ensure the staff safety, as well as there are not training programs for health 
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and safety for staff. There is a policy to prevent smoking in public hospitals, but few peo-

ple comply with this rule (the researcher noted that situation, when he was distributing 

the questionnaire, especially in the rooms of the nurses and doctors). There are no finan-

cial potentials to provide sports and leisure facilities (internal or external) for staff. 

This current situation of the personal management in the surveyed public hospitals is in 

line with a study that has been carried out by Barhoom, Zaher, and Alsoliman, (2007) on 

University public hospitals in Syria.321 They have studied the effect of training on im-

proving the quality of health services in university's hospital. They found that the training 

process faces many problems. Mainly, the number of trainees is very large compared to 

the number of trainers who in many cases lack sufficient experience. The training process 

was not characterized by continuity, as the evaluation of its results is incomplete. The 

hospital lacked many of the necessary medical specialties. There is a lack of scientific 

conditions, necessary equipment and rules of occupational safety in places of training. In 

addition, they found there is a lack of innovation and development in activities and meth-

ods of training. 

On the other hand, the current situation of the quality of the people in public hospitals 

could lead to an increase in medical errors. Al-Khatib (2006) focused in his study on the 

health sector in Syria and found an increase in medical errors and malpractices in public 

hospitals.322 He attributed that increase to the following factors: lack of experience of 

some physicians or those who practice beyond their scope. The majority of doctors have 

to treat patients with the minimum investigations required, or by none, due to costs or 

unavailability. There is almost no existence of malpractice litigation. In addition to the 

lack of education of the general population as almost 15% of the population is illiterate. 

Hassan (2007) evaluated the reality and application of the TQM in a public hospital in 

Syria.323 She found that encouraging innovation and collaborative culture do not exist in 

the surveyed hospital. The current training does not measure up to the training require-

ments in the case of implementation of the TQM. 
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The anticipated positive impact of the introduction of SHI on the quality of staff can be 

explained due to the following points. After the introduction of SHI, the expected im-

provement of the public hospital income will help the administrative system to increase 

salaries in the hospital, which in turn will help to keep highly qualified physicians as well 

as support the assistant physicians and reduce the prejudice of the older doctors with 

them. There will be an opportunity to improve the training and to finance medical confer-

ences and occupational safety programs. The financial potential to provide sports and 

leisure facilities (internal or external) for staff will be largely available. On the other 

hand, it is supposed that the insurance agency will not allow an increase in medical er-

rors, especially those errors that are caused by physicians who practice beyond their 

scope or because of carrying out minimum or no investigations when treating patients 

due to costs or unavailability. In addition to the availability of the financial resources, 

some improvements in the quality of staff in public hospitals require reducing the high 

level of bureaucracy and improving the decision-making process and delegation of au-

thority in public hospital. 

4.4.2.4 Partnerships and Resources 

According to the EFQM Model, “excellent hospitals plan and manage internal and exter-

nal partnerships, suppliers and internal resources in order to support their policy and 

strategy and the effective operation of their processes. During planning and whilst man-

aging partnerships and resources, they balance the current and future needs of the hospi-

tal, the community and the environment.”324 

The results showed that the current situation of the quality of partnerships and resources 

in the surveyed hospitals is not sufficient. Actually, public hospitals have many problems 

regarding their partnerships and resources. A public hospital in Syria is generally "a pub-

lic body with legal personality. Financially, it is an accounting unit that has financial and 

administrative autonomy, directly linked with the Syrian general budget according to the 

value of the difference between its whole income and expenditure".325 Therefore, public 

hospitals depend largely on the state budget to finance their expenditures, which are usu-
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ally static and do not have the required sensitivity to meet the needs of the health sector 

and the flexibility and financial means to allow hospital management to take important 

decisions. In addition, planning for investment or development is outside of the admini-

stration's power. 

Based on interviews with members of the senior management and their comments, qual-

ity of partnership and resources management in public hospitals face many problems. 

Medical equipment is old and operates at maximum capacity due to their low number 

compared to the number of patients, e.g. equipment of the dialysis departments. Public 

hospitals' buildings are old and do not guarantee the safety requirements adequately. 

They also need a lot of modernization and renovation to meet the legal, structural and 

architectural requirements and to support the primary functions of a hospital. There are 

no measures or procedures to manage adverse effects of the hospital's assets on staff, pa-

tients, community etc. The surveyed hospitals did not adopt any system for energy sav-

ing, e.g., lighting, water etc. 

On the other hand, the surveyed public hospital has good partnership relationships with 

other public hospitals, particularly with hospitals of the same governorate. It exchanges 

physicians and some resources with other public hospitals and transfers patients to or 

from them. In this context, medical conferences, which were carried out in the surveyed 

hospitals, were very rare. 

Hospital-wide management information systems and database/intranet sites to store, re-

trieve and interrogate data do not exist. Electronic record management systems for inter-

nally and externally generated data/information are not available. E-mail system is not 

accessible by all and used to transfer information in a timely way. 

The previous analysis of the current situation of the quality of managing the partnerships 

and resources in the surveyed public hospitals is in line with the related findings of Bar-

hoom, Zaher, and Alsoliman (2007) in their study in Syria.326 They found that there is a 

lack of new medical equipment. There is noise and difficulty in accessing the surveyed 
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hospitals due to their location in the centre of the cities. The requirements of occupational 

safety are not fully available in the hospitals. 

In addition to the current situation, the results showed the respondents expected that the 

situation of the quality of the people in the public hospital would be improved after the 

introduction of SHI. The improvement of the quality of partnerships and resources in 

public hospitals could be explained by the following factors: after the introduction of 

SHI, gradually public hospitals will have more financial autonomy from the state budget 

in financing their expenditures, because of receiving fees for provided services. They will 

have more flexibility to meet the medical requirements of the community. The manage-

ment of individual hospitals will be able to adopt programs for energy saving and occupa-

tional safety. The required financial means to develop the medical equipments and to 

renovate the hospital's building will be available, but more independence in decision-

making is required. After the introduction of SHI, public hospitals will be better able to 

fund medical conferences, creating database, Internet and E-mail systems in hospitals. 

4.4.2.5 Processes 

According to the EFQM Model, “excellent hospitals design, manage and improve proc-

esses in order to support its policy and strategy, fully satisfy, and generate increasing 

value for staff, patients and other stakeholders.”327 

The results showed that the participants thought that the surveyed public hospitals did not 

design, manage and improve their processes effectively and efficiently. In addition, they 

considered that the introduction of the SHI would improve the quality of the processes in 

the surveyed hospitals. 

There are many negatives in the quality of the current public hospital's processes. Sys-

tems standards, such as QM are not applied in process management, while standards, 

such as health and safety, environmental and occupational health, are applied in process 

management in a way far from the quality requirements. The effectiveness of the proc-

esses framework was not reviewed in terms of its effectiveness in delivering the hospital's 
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policies and strategies. Most hospital processes are static and are not improved. The im-

provement of hospitals’ processes follow a top-bottom approach as they follow plans of 

the MoH rather than senior management team something which isolates the creative, in-

novative and talented staff and patients from this process.  

There are no studies to discover opportunities of hospitals’ processes although there is a 

possibility of improvement in many aspects of hospital such as adopting a TQM system, 

transition to adoption of electronic patient record and automation of the hospital's proc-

esses, as well as providing new services. On the other hand, medical hospital services are 

not based on patients’ needs and expectations as the case in the Lattakia Governorate 

where many necessary medical services are not available in the surveyed hospitals such 

as treatment of tumours, organs transplantation, open-heart surgery. There has been no 

market research, or any patient surveys or other forms of feedback that can be used to 

determine the needs and expectations of patients both now and in the future, and establish 

their current perceptions. There are no life-cycle studies for the provided medical services 

that can be used as a framework to assess current and future requirements. 

Al-Khatib (2006) found in his study that the economic efficiency is low in public hospi-

tals in Syria, and he attributed that to the following reasons: there is a lack of autonomy 

to run public hospitals. There is a lack of competition among the public and private hos-

pitals or among the public hospitals themselves. New methods of technology and com-

munications are not used to improve hospital processes such as using electronic medical 

records.  

After the introduction of SHI, one of the requirements of the processes of communication 

and transfer of information to SHI agency and to the relevant government agencies will 

be necessary. In their quest to improve its processes, public hospital should automate the 

hospital's processes and move to the electronic patient record systems. The electronic 

patient record system characterize that it can be easily divided, sorted, processed and pre-

sented appropriately with a lesser errors, as well as it can be available to many users at 

the same time and different locations.328 It is helpful for physicians in diagnosis and 
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treatment, reduce the number of errors, and improve the quality of healthcare audit and 

research.329 On the other hand, patients, who pay regular insurance premiums, will de-

mand high quality services within the closest geographical area. Public hospitals will 

seek to increase their services as much as possible in order to receive a larger income. 

This change in the public hospitals' processes will encourage competition between hospi-

tals in the same community, which will in turn have a positive impact on improving the 

quality and quantity of services in public hospitals. In addition, after the introduction of 

SHI, it would be economical to measure the life cycle of provided medical services and 

carry out market research and patient surveys. 

4.4.2.6 Patients’ Results 

The next enabler criterion of the EFQM model concerns patients' results. According to 

the EFQM Model, “excellent hospitals comprehensively measure and achieve out-

standing results with respect to their patients and other commercial customers.”330 

The results showed that participants expected that the introduction of social health service 

would improve the assessment and achievement of outstanding results with respect to 

their patients as compared with the current situation. In addition, the current situation of 

measuring and achieving of patient's results in public hospitals was reflected in the opin-

ions of the members of the senior management and their comments in interviews with 

them. Their evaluation of the current situation could be summarized in the following 

points: hospital staff are not courteous and understanding enough when dealing with pa-

tients. There is pressure on hospital services but hospitals and staff are not flexible and 

responsive enough to meet patient needs. It is not easy to gain information from the hos-

pital and the most practical method is the dial-up to department of information.  

No patient perception surveys have been carried out in the last year. Many participants 

said that patients are not satisfied with the quality of hospital services. They emphasized 

that hospitals tend to provide as many services as possible at the expense of quality. 

There are many medical errors in the surveyed hospitals, mostly due to the inexperience 
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of medical staff or to the low degree of sterilization and hygiene in the hospital. There is 

no department for treatment of cancer in any of the hospitals surveyed, and many patients 

leave the public hospital to have their operations in private hospitals or in public hospitals 

in the capital. The surveyed hospitals do not have database management and they do not 

carry out systematic analysis and evaluations of the numbers of deaths in hospital, medi-

cal errors, and complaints that have been received and handled. 

Hassan (2007) evaluated in her study the reality of the patient satisfaction in public hospi-

tals in Syria.331 She found that patients’ satisfaction and the focus on their need and re-

quirements are not at the centre of attention of the medical and administrative staff at the 

surveyed hospital. In addition, she found that the survived hospital did not carry out any 

field survey or questionnaire to measure patient satisfaction or to identify the deficiencies 

in hospital services from the perspective of the patient. 

The positive anticipated impact of the introduction of SHI on the quality of patient's re-

sults can be explained due to the following points. After the introduction of SHI, it is 

supposed that the situation of the relationship of patients with public hospitals will 

change from receiving free medical services to receiving medical services after paying 

the regular premiums to a third body (SHI Agency). On the other hand, the relationship 

between public hospitals and patients will change also from providing free services to 

paid services, whereas the SHI agency will pay for these services. This change in the re-

lationship between patients and public hospitals will be responsible for the anticipated 

improvement in the quality of patients’ results in public hospitals. After the introduction 

of SHI, public hospitals will try to provide more services in order to receive more in-

come. They will provide higher salaries and additional incentives and improve their 

medical equipments and working conditions, because of the additional income.  

The rise in the public hospital income, the salaries and the improvement in working con-

ditions will enable public hospitals to recruit experienced medical staff and to provide 

better services and treatments for patients. In addition, it will encourage those responsible 

for the health sector in Syria to employ expert leaders and administrative staff who are 
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able to manage the hospital and to achieve its objective and mission in providing the best 

health service for patients in terms of quantity and quality. Based on that, the improve-

ment of the quality of patients' results after the introduction of SHI can be confirmed. 

4.4.2.7 People Satisfaction 

According to the EFQM Model, “excellent hospitals comprehensively measure and 

achieve outstanding results with respect to their people.”332 

The results showed that participants believed that the introduction of SHI would improve 

the current situation of measuring and achieving outstanding results with respect to their 

people. Additionally, the current situation of measuring and achieving of people's satis-

faction in public hospitals was reflected in the opinions of the members of the senior 

management and their comments in interviews with them. They said that the management 

of hospital did not carry out any surveys of staff perception for a long time, although, all 

information about their staff satisfaction is obtained from personal interviews and semi-

regular meetings of doctors syndicates. Their staff were not satisfied with many issues at 

work, which their treatment and mitigation of their consequences larger than the current 

administration authorities. Participants reflected in their comments a low work satisfac-

tion and weak commitment of the majority of the staff. They confirmed that the staff are 

not satisfied with the low salaries in public hospitals as compared with private hospitals. 

The same thing can be applied to medical equipment, which is limited and outdated. Fur-

thermore, there is a lack of satisfaction with the training, retraining and education proc-

esses particularly by physicians, due to the scarcity of the important operations, the large 

number of trainees compared with the trainers in the surveyed hospital, the lack of some 

medical specialties, and the inability of the surveyed public hospitals to cover the high 

costs of training. Barhoom, Zaher, and Alsoliman (2007) have confirmed the dissatisfac-

tion with the training, retraining and education processes in their study on public hospi-

tals in Syria.333 
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A potential benefit of the introduction of SHI is the improvement in the quality of staff's 

results, which can be explained by the following points. After the introduction of SHI, in 

its quest to improve the production and increase the income of a public hospital, the man-

agement should consider its staff and carry out surveys to evaluate staff satisfaction. On 

the other hand, the expected improvement of public hospitals income will help them to 

work with expert leaders, to increase salaries, to improve working conditions, to renew 

medical equipment, and to support training programs in public hospitals. This expected 

change will lead to an improvement in the quality of measuring, assessment and 

achievement of staff satisfaction. 

4.4.2.8 Society Satisfaction 

According to the EFQM Model, “excellent hospitals comprehensively measure and 

achieve outstanding results with respect to local, national and international society.”334 

The results showed that participants believed that SHI would enable hospitals to improve 

their ability to achieve and measure outstanding results with respect to local, national and 

international society in comparison with the current situation. In addition, the current 

situation of society satisfaction with public hospitals reflects the current relationship be-

tween the hospital and the local community. According to the opinions of the members of 

senior management and their comments in interviews with them, there has not been any 

society survey for many years to establish the impression of society's appreciation of the 

hospitals' achievements. The surveyed hospitals use data and statistics supplied by gov-

ernment about the local community that receives their services, and they do not have any 

private databases. Two of the hospitals surveyed are located in the centre of the city, 

which raises the issue of traffic congestion especially in rush hour and restricts the 

movement of ambulances, which also causes a lot of noise due to location of hospitals. 

Furthermore, air ambulance service is not provided in any of the hospitals.  

There is not any assessment of the environmental and ecological impact for activities of 

the hospitals, and the respondents said that there are many complaints received from the 

local community about the hospital waste. The surveyed hospitals do not have a periodi-
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cal newsletter to encourage information flow about them to the community, but there are 

non-periodical publications of some non- and communicable diseases and methods of 

prevention. On the other hand, the surveyed hospitals provide free services or close to 

free to the community and its relationships with local authorities are very strong, as well 

as most human labour in these hospitals is from Lattakia Governorate. 

Abasi and Wahbi (2007) have studied the medical waste management at public hospitals 

in Syria.335 The results confirm that the public are not satisfied with quality in public hos-

pitals in Syria. They found that there are many problems in the medical waste manage-

ment process in the surveyed hospitals. There are no special places for storage of hazard-

ous medical waste in hospitals, pending their deportation and processing. There is a level 

of pollution caused by the old hospitals' incinerators and their location within the hospital 

campus, whereas they burn some waste with a relatively low temperature and a high 

amount of untreated emitted smoke. 

The introduction of SHI will enable hospitals to carry out regular assessment of the envi-

ronmental and ecological impact of their activities. It would be unacceptable and illogical 

that the SHI pays for treatments of some diseases caused by the mismanagement of hos-

pital waste and disposal methods. It would also be expected that communication methods 

and ambulance services would be improved, as the required funding will be provided, 

something, which will help increase the public satisfaction, which will in turn increase 

hospitals’ income.  

4.4.2.9 Key Performance Results 

According to the EFQM Model for QM, “excellent hospitals comprehensively measure 

and achieve outstanding results with respect to the key elements of their policy and strat-

egy and planned performance.”336 

The results showed that the quality of the key performance results is insufficient in the 

current situation of the surveyed hospitals. Actually, the current situation of quality of 
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key performance results in the surveyed public hospitals is poor. Many of the require-

ments of quality of key performance results were not present in the current situation. 

Based on the opinions of the members of senior management and their comments in the 

interviews with them, public hospitals are far from meeting the requirements of the qual-

ity of key performance results. The surveyed public hospitals do not carry out any self-

assessment excellence. They do not measure the efficiency of their staff and medical 

equipment, their patients and staff satisfaction, mean length of waiting time of patients 

for each service, success rates of operations, death and medical errors rates in the hospi-

tal, number of patients’ enquiries and complaints, and the hospital share of the total de-

mand size of medical services market. The surveyed public hospitals do not have key 

indicators of the performance of their entire main and sub-processes, maintenance costs, 

asset management, assessment of depreciation of capital and services, adoption or stop-

ping providing some services, supplier performance, and information technology im-

provements in productivity and efficiency. Furthermore, they do not have electronic pa-

tient records and databases as necessary conditions to facilitate measuring results and 

adoption the indicators. 

These results confirm the findings of Barhoom, Zaher, and Alsoliman (2007) and Dayoub 

and Atieh (2005) in their studies on public hospitals in Syria.337 They confirmed that the 

surveyed hospital in their studies did not carry out any self-assessment excellence and did 

not measure efficiency of their staff and medical equipments. Barhoom, Zaher, and Also-

liman (2007) concluded that the surveyed hospitals did not have key performance indica-

tors in their training processes, which in themselves lack good and valid evaluation. 

The results also showed that participants expected that the quality of key performance 

results in the surveyed public hospitals would be improved after the introduction of SHI 

comparing with the current situation. Actually, some of the required changes to improve 

the quality of key performance results might become very necessary after the introduction 

of SHI such as the transition to electronic patient record to achieve the process of com-

munication with the SHI agency. Nevertheless, the improvement of the quality of key 
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performance results requires more than the introduction of SHI, which will not have 

much effect on measuring the efficiency of hospitals, adoption of key performance indi-

cators, and adoption of the TQM Model. In addition to the funding process which could 

be improved by the introduction of the SHI, these changes need administration decisions, 

experienced staff, compliance with rules and laws, possession of a database and many 

other requirements. 

4.4.3 Satisfaction 

According to the results section, participants expected that the satisfaction of patients 

with the provided services in public hospitals would be good compared with the current 

situation, which could be attributed to many reasons. Many medicines are not available in 

public hospitals, which mean that patients will need to buy them from sources outside the 

hospital to complete the treatment. Waiting times to receive the treatment or to make an 

operation are relatively long, specifically for advanced technologies. The number of pa-

tients per room in the internal section is very high up to a level unsatisfactory (e.g. 7 in 

the intensive care department, 10 in the cardiology department).338 Public hospitals are 

not clean enough and there is a lot of noise. 

The negative evaluation of the respondents about the current situation of patients’ satis-

faction with public hospital is fully consistent with the findings of Sukkar (2006).339 Suk-

kar (2006) has evaluated the satisfaction of patients in the Syrian hospitals in Al-Raqqa 

governorate. The results showed that one of the most common complaints, which have 

dissatisfied patients in public hospitals, were treatments of nurses, lack of trained doctors, 

the length of waiting time to receive treatment, the level of hygiene at the reception and 

inpatient rooms and the presence of insects and the quality of food served. He concluded 

that the reasons for these results were the low income of public hospital and the free ser-

vices, the lack of training programs, low salaries of staff and the inability of the hospital 

administration to motivate their staff. 
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Combined with the negative evaluation of the current situation, the results showed that 

the respondents expected the satisfaction of patients would improve after the introduction 

of SHI. After the introduction of SHI, the management of public hospitals will have to 

some extent an adequate financial means, which will enable it to motivate medical staff 

and to provide more services. On the other hand, it is supposed that the SHI agency, 

which will be established in the early stage after the introduction of SHI, will monitor the 

delivery of health services. 

There are not studies turning to the relationship between the SHI and the satisfaction of 

patient with the supplied services. Thompson, Knapp, Saliba, Giunta, Shenkman, and 

Nackashi (2009) had results about the close relation between the improvement of the sat-

isfaction and the health insurance.340 They examined the satisfaction of children with 

special health care needs with the provided health care in USA. Their results showed that 

those with insurance have higher satisfaction than those without. Findings from this study 

add that even for those with insurance, there are differences in satisfaction between them, 

because having private insurance also predicted incrementally higher levels of care than 

other types of insurance. In addition, they found that satisfaction increased by 20% in 

states with higher public insurance (Medicaid) spending per child and decreased in states 

with lesser Medicaid spending per child. On the other hand, this study is carried out in the 

United States, which has a rather unique set of health care institutions; a generalization of 

its findings to Syria must be done with great caution. 

4.4.4 Demand 

The results showed that respondents expected that the introduction of SHI will increase 

the demand for hospital services compared to the current situation although they point out 

the demand is already at preset. This is a logical result of the fact that public hospitals 

provide free services taking into consideration the low GDP per capita and poverty in 

Syria compared with the costs of the treatment in private hospitals. 

                                                 
340 Thompson, L.A., Knapp, C.A., Saliba, H., Giunta, N., Shenkman, E.A., & Nackashi, J. (2009). P. 420-
427. 
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According to the UNDP (2009), the GDP per capita is estimated to be 4,511 US$ in 2007 

which is less than the Arab States average (8,202 US$) and the global average (9.972 

US$).341 On the other hand, the ratio of poverty in Syria rose to 30.1 % of the population 

in 2003-2004, representing almost 5.3 million individuals.342 The low GDP per capita and 

the high incidence of poverty encourage citizens to seek free health care services in pub-

lic hospitals instead of private hospitals and that explains why participants pointed out the 

large demand for services in public hospitals.  

Although medical services are free or very low in cost in public hospitals, there are some 

additional payments associated with receiving those services by patients as, for example, 

in the case of organ transplants where they need to buy some medication, which is not 

available in the hospital. In addition, the cost of transportation to reach a hospital is rela-

tively high because public hospitals are located in the centres of cities and in big gover-

norates. This situation makes many poor people find it is difficult to access medical 

treatment. A study on households' expenditure has been carried out in the Syrian gover-

norate "Al-Raqqa".343 This study shows that 8% of the surveyed families suffer from 

chronic diseases or have disabilities, 12% suffer from sudden diseases, whereas 69% of 

families had diagnosed their diseases themselves. The ratio of medical centres and hospi-

tal beds to the population in that area is very low. 81% of the surveyed families had diffi-

culties in getting the money for a medical treatment. In addition, the study shows that 

because of the high treatment cost, more than 38% of the families were unable to pay for 

a treatment of a family member within the last year. Only 30% of the families were able 

to pay for the treatment of their family members. These facts could support and explain 

the result that the SHI could contribute to an increase in the demand for medical services 

in public hospitals, although the current demand for medical services in public hospitals 

is high. 

The increase of the demand for services public hospitals after the introduction of SHI 

could be explained based on the following reasons. After the introduction of SHI, public 

hospitals will start to transit from providing the free or close of free services to paid ser-

                                                 
341 UNDP (2009). P. 172, 174. 
342 El-Laithy, H. & Abu-Ismail, K. (2005). P. 1-2. 
343 HSMP (2006). P. 107-130. 
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vices. It is supposed that this transition will eliminate the hospital's financial restrictions. 

In addition, it will create financial incentives for hospitals to increase the quantity and 

quality of the health services. This new situation will lead to improve patients’ satisfac-

tion on the provided services, which in turn will lead to increase of demand for public 

hospitals services.344 At the same time, the insured patients who do not have to pay for 

the services might demand more services than necessary (moral hazard).345 

This result of the expected impact of the SHI is consistent with several studies, which 

have investigated the impact of the SHI on demand for hospital services. For the most 

part, no large differences were found across studies using different methods. 

Chen, Yip, Chang, Lin, Lee, Chiu, and Lin (2007) evaluated the impact of Taiwan's NHI 

program on improving the access to health care.346 Before 1995, about 57% of the popu-

lation was insured through three separate programs. In 1995, Taiwan introduced the NHI 

program and extended insurance coverage to all its citizens with an equal and compre-

hensive benefits package. By the end of 1995, 97% of the population had enrolled in the 

NHI, and the coverage rate reached almost 99% in 1997. The authors compared differ-

ences in health care utilization before the introduction of the NHI, in 1996, and in 1999, 

for the previously insured and uninsured samples.  

Their results showed that Taiwan's NHI has significantly increased the demand for both 

outpatient and in-patient care among the elderly, and such effects were more salient for 

people in the low- or middle-income groups. The introduction of the NHI caused a 

14.18% increase and an 8.52% increase in use of outpatient services in 1996 and 1999, 

respectively. The increases in use of in-patient services due to the NHI were 9.05 and 

7.88% for 1996 and 1999, respectively. In addition to that, after the introduction of NHI, 

the rate of outpatient care utilization increased among the high-income group by 8.87% in 

1996 and only 0.44% in 1999, but the increases for the low-income group were much 

higher, at 16.28% in 1996 and 16.40% in 1999. For in-patient care use, the NHI increased 

                                                 
344 Fleßa, S. (2009). P. 18-22. 
345 Scheil-Adlung, X., Carrin, G., Jütting, J., & Xu, K. (2006). P. 132-146. 
346 Chen, L., Yip, W., Chang, M.C., Lin, H.S., Lee, S.D., Chiu Y.L., & Lin, Y.H. (2007). P. 223-242. 
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use by 6.05% in 1996 and 8.07% in 1999 for the high-income group, and 10.69% in 1996 

and 7.80% in 1999 for the low-income group. 

Hidayat, Thabrany, Dong, and Sauerborn (2004) examined the effects of mandatory 

health insurance on access to public and private outpatient care in Indonesia. They found 

that the mandatory insurance scheme for civil servants and private employees had a posi-

tive impact on the demand for public outpatient care. The greatest effects of the manda-

tory insurance scheme were observed among individuals in the lowest income groups. An 

important policy implication of this study is that expanding health insurance would in-

crease access to health care.347 

Another study that attempted to measure the causal effects of health insurance on the de-

mand for health care is Trujillo (2003).348 Trujillo (2003) studied the empirical relation-

ship between SHI and medical use. He found a positive and statistically significant rela-

tionship between enforcing participation in the SHI and increase in medical care use. 

Thus, participating in the SHI increases the likelihood of using outpatient care, preventive 

care, and hospital use. In addition, enforcing universal coverage of the SHI would have a 

large effect on the average medical care use, especially, for the use of outpatient care and 

hospital services. 

An increase in the demand for medical services by those who will have health insurance 

coverage will happen due to the moral hazard problems in the health insurance market. 

Trujillo (2003) discussed the increase of medical care consumption of the individuals 

who are in the Colombian SHI schemes compared with those in the safety net. Medical 

services are free or at very low cost in the safety net (similar to the current situation of the 

free or low cost in medical services in Syrian public hospitals). He explained that accord-

ing to the following reasons: waiting time in the safety net might be very high; the quality 

of services in SHI is usually higher than the quality in the safety net; and public providers 

in the safety net charge some user fees.349 

                                                 
347 Hidayat, B., Thabrany, H., Dong, H., & Sauerborn, R. (2004). P. 332-233. 
348 Trujillo, A.J. (2003). P. 231-246. 
349 Trujillo, A.J. (2003). P. 231-246. 
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Scheil-Adlung, Carrin, Jütting, and Xu (2006) measured in three African countries, 

namely Kenya, Senegal and South Africa the impact of membership in a health insurance 

scheme. They found that the insured are more likely to get health care in cases of need 

than the non-insured, and less likely to forego seeking care due to health care costs. In 

addition, they expected that the demand for health care services would probably increase 

after extending the introduction of social protection schemes. At the same time, the in-

sured might use more services than necessary after the introduction of SHI (moral haz-

ard).350 

The impact of SHI is in line with a study that has been carried out by Yip and Berman 

(2001) in Egypt, a similar socioeconomic situation as in Syria. They found that the ex-

pansion of health insurance system to cover schoolchildren in Egypt has significantly 

improved access for those enrolled under the programme by increasing the probability of 

visit and reducing the financial burden of use.351 

Jowett, Deolalikar, and Martinsson (2004) studied the different impact of the Vietnamese 

health insurance according to the finance situation of the individuals. They found that the 

poorer insured people had greater demand for inpatient facilities and public providers 

more than poorer uninsured people do. In addition, at higher income levels, there was no 

discernable difference in the pattern of treatment seeking behaviour of insured and unin-

sured individuals. They explained this finding according to the fact that the price elastic-

ity of demand is greater at lower income levels, so that the reduction in the price of health 

services due to insurance coverage increases utilization to a greater extent among poorer 

than among richer individuals.352 

The result of the impact of SHI on increasing the demand for hospital services is not in 

line with a study in Taiwan by Yip and Berman (1998).353 They found that there is no 

statistically significant difference in the size of the demand for emergency department 

services, which was found before the introduction of NHI and after the introduction of 

the NHI in Taiwan. They suggested that the copayment could explain and contribute to 
                                                 
350 Scheil-Adlung, X., Carrin, G., Jütting, J., & Xu, K. (2006). P. 132-146. 
351 Yip, W., & Berman, P. (2001). P. 207-220. 
352 Jowett, M., Deolalikar, A. & Martinsson, P. (2004). P. 855. 
353 Lin, Y.L., Hsiao, C.K., Ma, H.M., Hsu, H.Y., Wang, S.M., & Tseng, Y.Z. (1998). P. 92-94. 
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this result. With the copayment system in the NHI in Taiwan, each patient has to pay an 

amount of up to 15 US$ for an emergency department visit. They analysed many studies 

and concluded that a big amount of copayment has a clearly negative effect on the use of 

all medical services. Based on this study, it can be concluded that, if the co-payment 

would be high in the SHI project in Syria, it would have a negative impact on increasing 

the demand for- and the quantity of the public hospitals services provided after the intro-

duction of SHI. 
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5 Conclusion 

In this chapter, the conclusions and implications of the study are explained. Section 6.1 

provides policy and practical implications. Section 6.2 focuses on a research evaluation, 

such as research limitations and avenues for future research. Section 6.3 concludes with 

final thoughts. 

5.1 Implications 

This study contributes to increasing the existing empirical and theoretical knowledge on 

the expected effects of SHI on hospitals management.  

Policy Implications 

The main theoretical objective of the thesis was to study the expected impact of the intro-

duction of SHI on public hospital management by measuring expectations about the de-

mand for services, quantity of services provided, quality of management, and patient sat-

isfaction. This included three important issues. First, it intended to shed light on the cur-

rent situation of public hospital management. Second, it was important to measure the 

respondents' expectation compared to the current situation. Third, it used the interviews 

and additional comments to discuss the study results. In general terms, this study contrib-

utes to the existing literature by expanding the whole notion of the effects of the SHI to-

wards its possible role in improving the public hospitals management in Syria and devel-

oping countries. 

Another addition is the fact that this study pays special attention to the managerial re-

quirements by which it explains how the expected impact of the introduction of SHI 

could happen. In this way, this research shows how practical studies are expanded with 

new points, which could enrich the theoretical basis. In addition, this research widens the 

geographical focus of the impact, since the effects of SHI were studied in developed 

countries more than the developing countries. 

In addition, this study reveals the interaction between the organizational change at the 

macro level and institutional change and gives the opportunity to strengthen the under-
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standing of the interaction between public hospitals and their environment. Combining 

the SHI theory and hospital management theory, it generates a more dynamic approach to 

institutional change by taking into account the potential for change. Thus, it advances our 

understanding of institutional influences on other research. 

Practical Implications  

More practical contributions of this study target decision makers in the health care sector 

and public hospitals in Syria. To decision makers in the health care sector, this study 

showed how important it is to give more autonomy to public hospitals for managing their 

processes. On the other hand, the principal recommendation to control the potential im-

pact of the health insurance programs on the demand for public hospital services, which 

derived from this study's results and the experiments in others countries, is that co-

payment should be controlled. A big co-payment will have a negative impact on the de-

mand for hospital services. Therefore, it is suggested that in the early stages of the intro-

duction of SHI, the co-payment should be flexible until increase of the numbers of health 

care providers and the total number population per bed, to avoid pressure on health care 

providers. 

To public hospitals, these study’s results give a strong and deep understanding about the 

weaknesses in the current situation of public hospital management. Moreover, these re-

sults can help the managers working within public hospitals in understanding the poten-

tial impact of the introduction of SHI. It can also help managers in developing appropri-

ate business and training strategies to carry out the required steps to achieve benefits of 

the introduction of SHI. On the other hand, the practicability study reveals that the ques-

tionnaire developed in this study is applicable in practice. This questionnaire can be used 

by the managements of the Syrian public hospitals to self-assess their current situation 

and to meet the requirements of the introduction of SHI in order to achieve the expected 

results, and measure their progress over time. Through using this model, hospitals can 

quickly identify which areas urgently need improvement. Thus, the financial resources 

resulting from the introduction of SHI can be allocated more wisely and more effective 

improvement plans can be formulated. 
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5.2 Study Limitations and Avenues for Further Research 

Limitations of the study can be described in relation to four main issues. First, concerning 

the introduction of SHI, the SHI still unimplemented in Syria. Therefore, it would be im-

portant if future studies would examine the impact of the SHI on the public hospital man-

agement after its implementation. 

Second, concerning generalizability, the samples were drawn from one governorate in 

Syria "Lattakia", and cannot therefore speak of the potential impact on all Syrian hospi-

tals. Therefore, it would be wise, if future studies would draw the samples from many of 

the Syrian governorates. 

The third constraint to this study concerns the quantitative method in this study. The 

small and medium sizes of the study's samples may have affected the generalization of 

the results. The thesis's questionnaire and statistical analysis could also be a target of ob-

jection. These limitations may encourage future research to be based more on the qualita-

tive method via achieving qualitative questionnaires with decision-makers in the MoH, 

and administrations of hospitals and health insurance companies. 

The fourth constraint to this study, which is more difficult to address, concerns the data 

and information systems in Syria. The lack of health management information systems 

posed a great limitation to verification of data and accuracy of information. Most data 

from Syria is unpublished and/or undated and up to two years old. In addition, there is a 

lack of published studies on the health care management in Syria. 

On the other hand, the results showed that there is a positive impact of the introduction of 

SHI on public hospitals management. Nevertheless, it is not clear if this is because people 

who responded to the questionnaire might suffer more than others might from the current 

poor situation of public hospitals or because the introduction of SHI would really im-

prove the hospital management and increase the demand. Dealing with endogeneity in the 

context of health care management is an important topic for future research. 

Another venue for future research that would be an addition for the work of this thesis 

concerns private hospitals. It would be interesting to study the potential impact of the 
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introduction of SHI on private hospitals management in Syria. The current poor situation 

of public hospitals might create the appropriate environment to achieve the improvement 

after the introduction of SHI, but the current situation of private hospital management is 

completely different from that in public hospitals. 

5.3 Final Thoughts 

The results of this study show that patients, staff and management of public hospitals in 

Syria are strongly dissatisfied with the current situation of the public hospital manage-

ment. Management is perceived as a problem. However, all respondents answering the 

questionnaire strongly indicate that they would expect that almost everything would be 

better after the introducing of the SHI. The expectations are tremendously high. In addi-

tion, it is very likely that the introduction of the SHI cannot fulfil these expectations. 

Thus, disappointment is due to come unless precautions are taken today. Firstly, the 

population and in particular hospital managers and other staff must be educated on the 

concepts, perspectives, chances and risks of a SHI. It must be made clear to them that a 

SHI is not a "silver bullet" which will solve all hospital problems. Consequently, the in-

troduction of the SHI must be accompanied by broad awareness-building. 

Secondly, an insurance scheme is primarily a financing instrument, so that positive con-

sequences for the management, quantity and quality of a hospital are not "natural". In-

stead, managers must have the adequate training and work hard to take advantage of the 

potential chances of the SHI. Consequently, it must be stressed again that the staff and 

managers of public hospitals have to be trained now. 

Thirdly, even with a broad awareness-building process and good hospital management 

training, some of the expectations will not be met and some people will be disappointed 

as in some health care facilities the scarcity of resources is so severe that even an increase 

of funds from a SHI will ease the situation only marginally. Consequently, the Govern-

ment of Syria must provide budgets for buildings, equipment and staffing. 

The key respondents of the public hospitals of Syria expect much from the potential in-

troduction of the SHI. Although it might still take some time until this insurance becomes 
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a reality in Syria, it could be already now prepared so that its implementation becomes a 

success. Knowing the expectations is a good starting point! 
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7 Annexes 

7.1 Annex 1: Project of the Syrian Health Insurance Law 

Syrian Arab Republic   Law NO/      / 
Republic president 
Based on the constitution decisions 

Issues the following 
Article /1/: 
In implementing this law, each expression has its own definition next to it: 
Minister:   Minister of Health 
Organization:   General organization of health insurance. 
Council:   Management council of the general health insurance organization. 
General Director:  The general director of the health insurance organization. 
Branch:   The branch of the general health insurance organization. 
Subscriber:  The contracted party or person in the health insurance system and 

the family member whom he/she supports legally. 
Article /2/:  
A-A general organization to be created, called the general organization of health insur-
ance, its location is Damascus, it has the legal personality, the financial and managerial 
autonomy and it is linked with the minister. 
B-Branches to be created in the governorates by a decision from the minister 
Article /3/: 
The organization aims to achieve the health insurance for the Syrian Arab Republic citi-
zens, and those who are considered Syrians, or the residents who wish, according to the 
plan, which is suggested by the council and approved by the prime minister. 
Article /4/: 
The health insurance, which is stated in the law, means the diagnostic health care cura-
tive, surgical health care and the preventive individual services for the subscriber. 
Article /5/: 
The organization has the following authorities in order to achieve its tasks: 
A-Making contract with the diagnosis, curative and rehabilitation establishments, the 
general physicians, dentists, the specialists and others, which will lead to achieve the goal 
of the health insurance according to the essentials (basics), which are determined by 
management council. 
B-Building or buying or renting the hospitals and clinics, according to the council’s sug-
gestion and the agreement of the prime minister. 
C-Awarding incentives for the workers and contractors in the light of the actual incom-
ings from the subscribers, according to basics set up by the council and issued by a deci-
sion from the prime minister. 
Article /6/: 
A-The organization management is operated by management council and general direc-
tor. 
B-The management council is formed as follows: 
1. Minister of health –president. 
2. The specialized deputy minister. 
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3. General Director of the organization. 
4. General Director of the social insurances. 
5. A representative from the general union of the workers ‘syndicates, nominated by the 
executive bureau. 

6. A representative from the teachers’ syndicate, nominated by the executive bureau. 
7. Director of the secondary and third health care. 
8. Two members nominated by the prime minister, based on a suggestion from the min-
ister of health according to standards set up in the executive list. 

Article /7/ 
The general director is nominated by a decree based on the minister of health suggestion; 
he/she should have an academic degree in one of the following fields (Medical, Admini-
stration, Economic or law), graduated since ten years at least and have a managerial ex-
perience for five years at least. 
Article /8/: 
The organization management council is the responsible authority for its affairs, and 
managing its matters, it has the authority to take the suitable decisions, in order to 
achieve the goals, for which the organization was established, and that should be within 
the limits of the decided plan and it has particularly the following: 
A- 
1. Suggesting the work plan of the organization. 
2. Adopting the required decisions for executing the health insurance plan. 
3. Suggesting the systems related to the organization, specially the projects of the bylaw, 
the employment law, the incentives, the awards, the financial and accounting system 
and the contracts in the organization, it should be issued according to the valid laws 
and regulations. 

4. Suggesting the “Malakat” of the organization and its branches, it should be issued 
according to the valid regulations. 

5. Laying out the detailed plan and the executive programmes, for enabling the organi-
zation to carry out its tasks and develop its work. 

6. Suggesting the required token coast rates, which are paid by the subscribers, for the 
offered services by the health insurance. A decision for that should be issued by the 
prime minister. 

7. Discussing the organization budget project and presenting it to the authorized parties 
to approve it. 

B-The council has the right to form, from among its members, committees that can carry 
out some of its specializations or specified works. 

C-The council has the right to seek the help of the suitable experts and specialists. 
Article /9/: 
The general director of the organization has the following authorities: 
1. Executing the council decisions. 
2. Practicing the authorities and specialties, which he acquired by law. 
3. Supervising the works of the organization branches. 
4. Nominating the workers in the organization, as well as promoting, transferring and 
sending (delegating) them within the limits of the determined allocations in the 
budget, and imposing the behavioural (occupational) penalties within the limits of the 
given authorities to him /her. 
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5. Granting the compensations and the awards to the nominated workers according to 
the decided system, which is approved by the prime minister 

6. Authorizing the branches’ directors of some of his/her specialties after getting the 
council approval. 

7. Representing the organization in its relations with others, and before the courts. 
8. Preparing the budget project and presenting it before the council 
Article /10/: 
The branch management is carried out by a management director, nominated by the min-
ister according to the laws and regulations and six members they are: 
1. Health director. 
2. Representative from the secondary governorate labour union. 
3. Representative from the secondary branch of the teachers’ syndicate. 
4. The head of the secondary and third care department. 
5. Social insurance director. 
6. The 6th member is nominated by the minister himself with a reference to the mayor 
suggestion. 

Article /11/: 
The incomings of the organization consist of: 
1. The regular monthly subscriptions of the subscribers, who work in the public, or pri-
vate, or joint sector, or popular organizations, or occupational syndicates or retirees, 
according to the decided rates, in the executed list and it shouldn’t exceed (3%) of the 
salary or the fixed salary or the pension or the identified transferred salary according 
to the valid laws and regulations. 

2. Subscriptions of individuals or employers or residents in Syrian Arab Republic, or 
unemployed people according to the basics and decided rates in the executive list and 
which is adopted by the management council, and they should be approved by the 
cabinet. 

3. The parallel share: 
A-The parallel share, which is paid by the government or employers with a volume of 
(6%) from the salary or the identified fixed salary according to the valid laws and regula-
tions; 
B-The parallel share of the beneficiaries of those who have pensions, transferred salary, 
salary of natural disability and the disability of injury, according to the valid laws and 
regulations, especially the social insurance law NO/92/ of the year 1959, and its amend-
ments, all of that is according to the revenue principle. 
4. Aids, donations, gifts, offers and testaments which the council decides its acceptance. 
5. Fees and services’ charges, which are defined in the executive list, paid by the sub-
scribers in return to the medical services, offered to them. 

6. The government supports any deficit of the health insurance budget. 
Article /12/: 
1. The movables and immovable of the organization are not subject to any taxes or fees, 
as well as its imported tools and equipment are exempted from the customs duties. 

1. The projects and works which are carried by the organization, are considered of pub-
lic interest, in the field of appropriation. 

2. The organization funds are considered public funds, in the fields of implementing the 
valid laws and regulations. 
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Article /13/: 
The treatment of the sick subscribers is performed at the organization expense, according 
to the executive list system. 
Article /14/: 
A. The social insurances establishment is considered one of the channels, to execute the 
health insurance in Syria, especially what is related to its subscribers and retirees, in-
cluding the occupational diseases. It coordinates with the insurance and salaries estab-
lishment for what is related to the former subscribers and retirees, since the social in-
surances law is the only reference, after it was amended by the law NO/78/for the 
year 2001. 

B. The social insurances establishment has the right to contract with the organization, in 
order to treat work injuries, occupational diseases and the regular tests. 

C. The social insurances establishment and according to the valid laws and regulations in 
the establishment has the authority to take the decision for all legal causes and com-
pensations which came out as a result of work injuries and occupational diseases. 

Article /15/: 
With maintaining the most effective penalties, which are stated in the valid laws, every 
one misbehave in implementing the executive instructions for a materialistic interest 
would be punished with a fine (from 5000 S.P up to 25000 S.P). 
Article/16/: 
The collection of incomings and subscriptions, which is stated in the article /11/ starts 
from the effective determined date for each contract. 
Article /17/: 
The organization will offer everything contracted for, to all groups of health insurance 
subscribers according to the article /11/, which fulfilled all financial and administrational 
obligations that are clearly stated in the executive list.  
Article/18/: 
The law NO /1/ for the year 1979 is to be cancelled. 
Article /19/: 
The minister will issue the required instructions to execute the decisions of this law. 
Article /20/: 
 
This law is to be published in the official paper. 
 
Damascus in  / /1424 H AND  / /2003 A.C 

         
Republic President 
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7.2 Annex 2: Coverage and Main Work Plan 

Coverage and main work plan towards the SHI in Syria (Draft 08.02.2007) 

 



 

7.3 Annex 3: English Version of the Questionnaire

Questionnaire of 
Health Insu
 
Dear Madam/ Sir,
 

The healthcare reform in Syria, which includes the introduction of social health insurance 
(SHI), will bring significant cha
semi-free medical care in the public hospitals to be paid care by SHI project. In addition, 
the project will receive regular payments from the citizens. These payments are dete
mined by agreement between representatives of each of the government, the hospitals and 
SHI Project.  
Based on this, the researcher (
swald, school of law and economics
health care management under the supervision of the Prof. Dr. Steffen Fleßa) carry out a 
questionnaire at public hospitals in Lattakia 
The purpose of this questionnaire is to study the expected impact of the introduction of 
SHI on the management of the public hospitals. The survey comprises the whole hospital 
sector and this questionnaire should be filled by samples from each of the members of the 
top management, the physicians, the nurses, the management staff and the patients.
Your experience and opinions are very important for us to know the expected impact of 
the introduction of SHI and to make suggestions for further policy changes. Therefore, 
the researcher asks for some of your precious time to answer the questions below and 
return the questionnaire back to us at the earliest opportunity. 
The interview is voluntary and anonymous and the organizer of this survey will ensure 
the protection and confidentiality of the data. The gathered data and results from the 
study will be used only in depersonal
tion to single forms. You have the right not to participate in the survey. In such case, we 
would like you to return the questionnaire unanswered with the remark.
Please read the questions carefully and if p
sure what to choose, please mark only the most suitable answer per question. For marking 
the preferred answer tick (�
take do not worry, simply cross it ou
 
 
 
Part 1: Background Information
1. What is your position?  
Member of the top management
Nurse / Pharmacist 
Patient 
 
2. Hospital name:_______________________________________________
 
 

Annex 3: English Version of the Questionnaire 

Questionnaire of the Expected Impact of the Introduction of Social 
Health Insurance on Management of the Public Hospital in Syria

Dear Madam/ Sir, 

The healthcare reform in Syria, which includes the introduction of social health insurance 
(SHI), will bring significant changes to the health system. SHI will change the current 

free medical care in the public hospitals to be paid care by SHI project. In addition, 
the project will receive regular payments from the citizens. These payments are dete

en representatives of each of the government, the hospitals and 

Based on this, the researcher (Rawan Hatem, a PhD student at the University of Grei
swald, school of law and economics; doing his doctorate programme in the department of 

care management under the supervision of the Prof. Dr. Steffen Fleßa) carry out a 
at public hospitals in Lattakia governorate. 

The purpose of this questionnaire is to study the expected impact of the introduction of 
he public hospitals. The survey comprises the whole hospital 

sector and this questionnaire should be filled by samples from each of the members of the 
top management, the physicians, the nurses, the management staff and the patients.

inions are very important for us to know the expected impact of 
the introduction of SHI and to make suggestions for further policy changes. Therefore, 

for some of your precious time to answer the questions below and 
aire back to us at the earliest opportunity.  

The interview is voluntary and anonymous and the organizer of this survey will ensure 
the protection and confidentiality of the data. The gathered data and results from the 
study will be used only in depersonalized and aggregated form. There will be no indic
tion to single forms. You have the right not to participate in the survey. In such case, we 
would like you to return the questionnaire unanswered with the remark. 
Please read the questions carefully and if possible answer all questions. If you are not 
sure what to choose, please mark only the most suitable answer per question. For marking 

�) on the proper symbol, as well as in case you make a mi
take do not worry, simply cross it out and tick (�) on the symbol. 

Part 1: Background Information 
 

Member of the top management � Physician � 
� Management staffs � 
�  

:_______________________________________________
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the Expected Impact of the Introduction of Social 
ance on Management of the Public Hospital in Syria 

The healthcare reform in Syria, which includes the introduction of social health insurance 
nges to the health system. SHI will change the current 

free medical care in the public hospitals to be paid care by SHI project. In addition, 
the project will receive regular payments from the citizens. These payments are deter-

en representatives of each of the government, the hospitals and 

Rawan Hatem, a PhD student at the University of Greif-
doing his doctorate programme in the department of 

care management under the supervision of the Prof. Dr. Steffen Fleßa) carry out a 

The purpose of this questionnaire is to study the expected impact of the introduction of 
he public hospitals. The survey comprises the whole hospital 

sector and this questionnaire should be filled by samples from each of the members of the 
top management, the physicians, the nurses, the management staff and the patients. 

inions are very important for us to know the expected impact of 
the introduction of SHI and to make suggestions for further policy changes. Therefore, 

for some of your precious time to answer the questions below and 

The interview is voluntary and anonymous and the organizer of this survey will ensure 
the protection and confidentiality of the data. The gathered data and results from the 

ized and aggregated form. There will be no indica-
tion to single forms. You have the right not to participate in the survey. In such case, we 

ossible answer all questions. If you are not 
sure what to choose, please mark only the most suitable answer per question. For marking 

on the proper symbol, as well as in case you make a mis-

:_______________________________________________ 
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Part 2: (Ask all except patients) 
The following statements relate to your opinion about the current situation of the 
quantity of hospital services and the expected impact of the introduction of SHI. 
Please give us your opinion about that according to the following issues: 
 
�: Very small �: Small �: Neither small nor large �: Great �: Very great 
 
• Quantity of the Hospital Services: 

 
Current 
situation 

After the 
SHI 

3. The hospital means of production (Medical devices, Mate-
rial, hospital beds…) are 

����� ����� 

4. The hospital human resources are ����� ����� 
5. Intensive treatment in the hospital is ����� ����� 
6. The length of stay in the hospital is ����� ����� 
7. The length of waiting time to receive the treatment is ����� ����� 
 
Part 3: (Ask a sample of the members of the top management) 
The following statements relate to your opinion about the current situation of the 
quality management of the hospital and the expected impact of the introduction of 
SHI on it. Please give us your opinion about that according to the following issues:  
 
�: Strongly disagree �: Disagree �: Somewhat agree �: Agree �: Strongly agree 
 
• Leadership  Current 

situation 
After the 
SHI 

8. The management develops the hospital’s mission, vision, 
values and ethics. 

����� ����� 

9. The management involves in the review, development, im-
plementation and continuous improvement of the hospital’s 
management systems. 

����� ����� 

10. The management involves with patients, partners and other 
representatives of society. 

����� ����� 

11. The hospital management uses a culture of quality to moti-
vate, support and recognize the staff. 

����� ����� 

12. The hospital management implement, manage and assess 
changes. 

����� ����� 

• Policies and Strategies 
13. The policies and strategies meet the present and future needs 
and expectations of government. 

����� ����� 

14. The policies and strategies are based on information from 
performance measurements, research, and creativity related 
activities. 

����� ����� 

15. The hospital’s policies and strategies are developed, reviewed 
and updated. 

����� ����� 

16. The policies and strategies are communicated and deployed ����� ����� 
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through a framework of key processes. 
• Staff  
17. The human resources are planned, managed and improved. 
This may include, career development and using innovative 
hospital methodologies to improve the way of working. 

����� ����� 

18. The hospital management develops staff’s knowledge and 
competency. 

����� ����� 

19. The hospital management improves the involvement and em-
powerment for the staff. 

����� ����� 

20. There is a continued dialogue between the management and 
the staff. 

����� ����� 

21. The management rewards and recognizes the staff. ����� ����� 
• Partnerships and Resources  
22. External partnerships are well managed. ����� ����� 
23. The hospital’s finances are well managed ����� ����� 
24. Hospital’s buildings, equipments and materials are well man-
aged. 

����� ����� 

25. Technology is well managed. ����� ����� 
26. Information is well managed. ����� ����� 
• Processes  
27. Hospital processes are systematically designed and managed. ����� ����� 
28. Processes are improved, as needed, in order to satisfy patients 
and generate increasing economic value for government. 

����� ����� 

29. Hospital services are designed and developed based on pa-
tients’ needs and expectations. 

����� ����� 

30. Hospital services are well produced and delivered. ����� ����� 
31. The management manages and enhances the patient relation-
ships. This may include using regular surveys, in order to de-
termine and enhance patient satisfaction levels. 

����� ����� 

• Patients Results 
32. The hospital management uses criteria to measure the pa-
tients’ perceptions, e.g., patients’ surveys. 

����� ����� 

33. The management uses indicators to monitor, expect and im-
prove the team performance to achieve patient satisfaction. 
These indicators may include medical errors rate. 

����� ����� 

• Staff Results 
34. The hospital management measures the staff’s perceptions 
(obtained from surveys, interviews...). 

����� ����� 

35. The management uses results of the hospital’s processes to 
improve the staff’s performance. This may include measuring 
physicians’ productivity. 

����� ����� 

• Society Results 
36. The management has a policy for measuring society's percep-
tions of the hospital, obtained from surveys, press articles. 

����� ����� 

37. The hospital has an environmental policy and is able to ����� ����� 
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measure its impact; this may include waste disposal methods. 
• Key Performance Results 
38. The management measures, assess, and improve key out-
comes for its policies and strategies; this may include assess-
ing the new services.  

����� ����� 

39. The management uses key performance indicators to meas-
ure, assess and improve application of the business plan, this 
may include, the number of the hospital admissions. 

����� ����� 

 
Part 4: (Ask all) 
The following statements relate to your opinion about the current situation of pa-
tient’s satisfaction with hospital services and the expected impact of the introduction 
of SHI on it, Please give us your opinion about that according to the following is-
sues: 
 
�: Very bad �: Bad �: Neither bad nor good �: Good �: Very good 
 
Patient’s Satisfaction Current 

situation 
After the 
SHI 

40. The satisfaction of the hospital patients with the physicians’ 
professional treatment is 

����� ����� 

41. The satisfaction of the hospital patients with the physicians’ 
friendly language is 

����� ����� 

42. The satisfaction of patients with the number of the hospital 
physicians is 

����� ����� 

43. The satisfaction of the hospital patients with the nurses' pro-
fessional treatment is 

����� ����� 

44. The satisfaction of the hospital patients with the nurse 
friendly language is 

����� ����� 

45. The satisfaction of patients with the number of the hospital 
nurses is 

����� ����� 

46. The satisfaction of patients with the level of the hospital 
equipments 

����� ����� 

47. The satisfaction of patients with the hospital performance 
level is 

����� ����� 

48. The satisfaction of patients with the hospital radiography 
services is 

����� ����� 

49. The satisfaction of patients with the hospital laboratory ser-
vices is 

����� ����� 

50. The satisfaction of patients with the hospital pharmacy ser-
vices is 

����� ����� 

51. The satisfaction of patients with the hospital services in the 
level of food served is 

����� ����� 

52. The satisfaction of patients with the performance in hospi-
tal’s inpatient rooms is 

����� ����� 

53. The satisfaction of the hospital patients with the regulations ����� ����� 
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in reception is 
54. The satisfaction of patients with the hospital cleanliness in 
reception is 

����� ����� 

55. The satisfaction of patients with the hospital-orienting sys-
tem is 

����� ����� 

 
Part 5: (Ask all except patients) 
The following statements relate to your opinion about the current situation of the 
demand for hospital services and the expected impact of the introduction of SHI. 
Please give us your opinion about that according to the following issues: 
 
�: Very small �: Small �: Neither small nor large �: Great �: Very great 
 

 
• Demand for Hospital Services: 

Current 
situation 

After the 
SHI 

56. The number of the hospital admissions is: ����� ����� 
57. The demand for inpatient care is: ����� ����� 
58. The demand for internal medical services is: ����� ����� 
59. The demand for internal medical services and surgery ser-
vices is: 

����� ����� 

60. The demand for obstetrics, gynecology and pediatrics ser-
vices is: 

����� ����� 

61. The demand for otolaryngology services is ����� ����� 
62. The demand for radiology and laboratory services is ����� ����� 
63. The demand for nursing services is ����� ����� 
64. The demand for pharmacy services is ����� ����� 
65. The demand for outpatient care is ����� ����� 
66. The demand for emergency services is ����� ����� 
 
67. Additional comments and suggestions on the questionnaire: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
_______________________________________________________________ 

Thank you for your assistance in completing this survey 



 

7.4 Annex 4: Arabic Version of the Questionnaire

 qrtْ�َvَ ،xyzَ~ ا�{|}�� ا����� �	ر��، و ا��ي َ�{�ّ�v x� ��yzإن إ��ح ا������ ا�
آ	� أن ����~ ا�{|}�� ا��y�v xyzل ا������ ا����� ا���� 
�{��� ����}� ا�{|}�� 

�{����r� دة�y{ ط دور�� و�~  �ا����ا¤£�ن أ¢�	ا� ¥��� �	£�� , ¦y� §وذ�

{��¥ �. �قآ��r ا¯¢{�zد وا�q��¤ ,®y دآ{�را­ �x ¬�}»� �ªا�©�©���
��yzإدارة ا������ ا� �	�¢ x� ( x� x}��ا� ��اء }�¬��

ه�ا ا�	�� درا�v ا�{|´��ات ا�	{�ّ¢»َ� �{���ِ~ ا�{|}�� ا��r� xyz إدارةِ 
 ،��r«ُأ���ء ا·دارة ا� �ْ{ِ ّ̧ �	�� ¢��ع ا�	�{�©� وه�ا ا¯v{���ن qtِ�َ أَن ُ�ْ	¹rَ �»ّ�£� ِ}ْ� آُ

{�ا��ت ��t�{§ و¿را�§ }¾	� ¬�اً �£� �¼� x	r§ ا�®�رة ����y� �r ا«´�ر ا�	{�¢»� �{���~ ا�{|}�� ا�xyz و�َ»َ	¸ ا¢
��ا�§ �qُr�ْ�َ �y ا�®�r¸ ِ}� و¢ِ{َ§ ا�Ã	�Â� �ِ¬��� �� ا�rÀvÁ ا�{���� و أن ُ��¬¥ ا¯v{���ن إ��£� 

�ْ{ِ �«	ّtَ}َ	ُإن ا������ت وا�َ£{�ِ�� ا�  �ِvا��را
��ون ا· �رة إ�� ا��ÆÇ ا��ي }Å ا¯v{���ن ��·���Ä إ�� 
َ�	{rُ§ أ��� ا�x� ~ّy أَن ¯ ُ���رك �x ا�	�ِ� و�x }Ã¸ ه�­ ا����y؛ �}� �y	�r� �£§ أ��ً� أن 

آ	� أ�� �x ���� ��م ¢�ر�§ �Ê¯ �r{��ر 
ّ̧ Ìvالِ ¯Ê{��ر . ا·¬��� ا���yz }� Ä	� ا���Çرات ا�	��و��، ا��¬�ءً أَّ � �®Î إ�� ا��tابَ اÁآ�Ã ا�{	���� �¼

 ¥Ä �¤���� ،Ï¤�Ê ¸¼�� §}��¬إ ���� x�

� 
� 

x«{�tا� �vÁا �©�}�{  �  
�  

ا��Ç}�ت ا�	®�}� }� ¢�¸ ا�	�{�©� وا�{|´��ات 
 : ر¬�ءً أ��ي رأ�§ ���»��رات ا�{���� وذ�§ و�®ً� �r®���� وا������ت ا�{����

  آ��� ¬�اً �

Annex 4: Arabic Version of the Questionnaire 

 LMNOPQRا LTUVا WXYZPVا [X\]PV ^_`aPOVات اcXdZPVل اaf  
^gرai Lj ^YN_Vت اNXklP  

^YcPTOVة اnXoVا,  

 qrtْ�َvَ ،xyzَ~ ا�{|}�� ا����� �	ر��، و ا��ي َ�{�ّ�v x� ��yzإن إ��ح ا������ ا�
�َyzمِ ا��Ð� ات ه�ّ}� إ�����Ñ� . ل ا������ ا����� ا�����y�v xyzأن ����~ ا�{|}�� ا� �	آ

�{��� ����}� ا�{|}�� , �y¼�}�� إ�� ر���� }|¬�رة}����t ا�	®�}� }� ¢�¸ ا�	�{�©��ت ا
�¾©���¼� ���Ñ� x��	}¬¯ا xyzا� ,�{����r� دة�y{ ط دور�� و�~  �ا����ا¤£�ن أ¢�	ا� ¥��� �	£��

 .  
¤��q دآ{�را­ �x ¬�}»� �ªا�©�©���( روان �����®�م ا����Ò , ا�{	�دا ��r ذ�§

���r� �©�}  ذ ا��آ{�ر�}vÁإ �اف ا ¦y� ا��آ{�را­ �{���� ,��yzإدارة ا������ ا� �	�¢ x�
ه�ا ا�	�� درا�v ا�{|´��ات ا�	{�ّ¢»َ� �{���ِ~ ا�{|}�� ا��r� xyz إدارةِ ا��Ñض }� . }���x }�Ð��y ا��ذ¢�� ا�»�}�

ُ̧ ا. ا�	�{�©��ت ا�»�ّ}ِ� 	�ْ�َ ،��r«ُأ���ء ا·دارة ا� �ْ{ِ ّ̧ �	�� ¢��ع ا�	�{�©� وه�ا ا¯v{���ن qtِ�َ أَن ُ�ْ	¹rَ �»ّ�£� ِ}ْ� آُ
  . اÁ¤��ء، ا�		��Äت، ا�	�Õ©�ن ا·دار��ن وا�	�x� �Ä ا�	�©�

��t�{§ و¿را�§ }¾	� ¬�اً �£� �¼� x	r§ ا�®�رة ����y� �r ا«´�ر ا�	{�¢»� �{���~ ا�{|}�� ا�xyz و�َ»َ	¸ ا¢
����yت ا��v���ا� ���Ñ}� . �£ن إ�����}v¯ا�{���� و أن ُ��¬¥ ا �rÀvÁا �� ���¬Â� �ِ�	Ãو¢ِ{َ§ ا� �{ِ ¸�r®ا� qُr�ْ�َ �y� §ا���
  

إن ا������ت وا�َ£{�ِ�� ا�ُ	َ{tَّ	»� ِ}ْ�. إنّ ا�	®��rَ� ¤���� و}£�Ð ه�ا ا�	�ِ� vََ�ْ�	� ا�y	��َ� و�vّ�َ� ا������ت
��ون ا· �رة إ�� ا��ÆÇ ا��ي }Å ا¯v{���ن ��·���Ä إ�� , �v�{�Ç}�ن �»� إآ	�ل ¬	¥ ا¯v{�����ت ��¼¸ }{¼�}¸

َ�	{rُ§ أ��� ا�x� ~ّy أَن ¯ ُ���رك �x ا�	�ِ� و�x }Ã¸ ه�­ ا����y؛ �}� �y	�r� �£§ أ��ً� أن . ��م ¤qr ذآ� اvÁ	�ء
�r� وب�t{ ��Ñن ا����}v¯ا ��«���r� ت�Ð��	ا� Ö«� ذآ� ¥{ �.  

�rÀvÁآ¸ ا �r� ن�¼{·و ا·¬��� ¢�ر ا ���£«� �rÀvÁر . ¢�اءة ا��}Ê¯ �r� §م ¢�ر��� ���� x� أ�� �	آ
ّ̧ Ìvالِ ا·¬��� ا�Ä �{ ��yz	� ا���Çرات ا�	��و��، ا��¬�ءً أَّ � �®Î إ�� ا��tابَ اÁآ�Ã ا�{	���� �¼

�x ���� إ¬��{§ ��¼¸ �� ،Ï¤�Ê���r� , ¥Ä �¤ ا��¢� ا����Ä·�� ،�ِ�yz إ�� ذ�§)�(�×Ä �r¥ إ �رة 
�r�©	ا·¬��� ا� �}Êا �´ �À¤�Çا·¬��� ا� �r�.  

^XVوqت اNYar_OVا:  
 }�ه� }�¢»§ ا��x� x©�Õ ا�	�{�©�؟

q��¤ � �©�}�	r� ��r«ا·دارة ا�  
 }	�ض � ري}�ÙÕ إدا

 � 
 )أو �{r®� ا�»�ج ��(ا�	�{�©� ا��ي �»	¸ �� 
}�{�©� ا�vÁ ا��t}»x  �  ا�	�{�©� ا��¤£x ����ذ¢��

  )��د(��ª ذ�§   �

stcOVا ^uXM ءNuwPiNx yXOzVا(  
ا��Ç}�ت ا�	®�}� }� ¢�¸ ا�	�{�©� وا�{|´��ات �¼	��  x��yا�	t	��{�� ا�{���{�� }� ا�»��رات َ�{»Ä���� ~rّ¥ ا�

�¾�r� xyz®�}ِ� ا�{|}�� ا�	{�ّ¢»ِ� �	وا������ت ا�{����. ا� ����®r� �ً®ر¬�ءً أ��ي رأ�§ ���»��رات ا�{���� وذ�§ و�

� ¸�r¢  �  ¯¸�r¢ آ��� �  و¯ آ���  
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afل اcXdZPVات اPV ^_`aPOV[\X] اWXYZPV اLTUV اLMNOPQR  اNX\Piن

oOVإدارة ا srM^gرai Lj ^YN_Vت اNXklP
اnXoVة اYcPTOV^/ اnXoV اcPTOVم

  
 qrtْ�َvَ ،xyzَ~ ا�{|}�� ا����� �	ر��، و ا��ي َ�{�ّ�v x� ��yzإن إ��ح ا������ ا�

�َyzمِ ا��Ð� ات ه�ّ}� إ�����Ñ�
}����t ا�	®�}� }� ¢�¸ ا�	�{�©��ت ا
�¾©���¼� ���Ñ� x��	}¬¯ا xyzا�

�{�¼yإ �اف ا� .
ا�{	�دا ��r ذ�§

���r� �©�}  ذ ا��آ{�ر�}vÁإ �اف ا ¦y� ا��آ{�را­ �{����
}����Ð��y{ x ا��ذ¢�� ا�»�}�

ا�	�{�©��ت ا�»�ّ}ِ�
اÁ¤��ء، ا�		��Äت، ا�	�Õ©�ن ا·دار��ن وا�	�x� �Ä ا�	�©�

��t�{§ و¿را�§ }¾	� ¬�اً �£� �¼� x	r§ ا�®�رة ����y� �r ا«´�ر ا�	{�¢»� �{���~ ا�{|}�� ا�xyz و�َ»َ	¸ ا¢
����yت ا��v���ا� ���Ñ}�

  .�x أ¢�ب ����
إنّ ا�	®��rَ� ¤���� و}£�Ð ه�ا ا�	�ِ� vََ�ْ�	� ا�y	��َ� و�vّ�َ� ا������ت

�v�{�Ç}�ن �»� إآ	�ل ¬	¥ ا¯v{�����ت ��¼¸ }{¼�}¸
��م ¤qr ذآ� اvÁ	�ء

�r� وب�t{ ��Ñن ا����}v¯ا ��«�
¢�اءة ا�rÀvÁ �»£��� و ا·¬��� ¢�ر ا·}¼�ن ��r آ¸ ا�rÀvÁ, ا��¬�ء

ّ̧ Ìvالِ ا·¬��� ا�Ä �{ ��yz	� ا���Çرات ا�	��و��، ا��¬�ءً أَّ � �®Î إ�� ا��tابَ اÁآ�Ã ا�{	���� �¼
�×Ä �r¥ إ �رة ا·¬��ِ� ا�ُ	َ©
��r ا·¬��� ا��À¤�Ç ´� اÊ{� ا·¬��� ا�	©��r) �(إ �رة 
 
 

اNYar_OVت اqوXV^: ا�o�V اqول
}�ه� }�¢»§ ا��x� x©�Õ ا�	�{�©�؟ .1

�©�}�	r� ��r«ا·دارة ا�
�Ä�	{ /ض�	{
Ö��{ 

ا�	�{�©� ا��ي �»	¸ ��  .2
ا�	�{�©� ا��¤£x ����ذ¢��

�r�¬ �©�}�{  
 

 �o�Vا L�NwVا: )stcOVا ^uXM ءNuwPiNx yXOzVا
qrا�: ا�� ¥Ä���� ~rّ«}�َ ا�{���{�� }� ا�»��رات ��}��	t	ا�

�¾�r� xyz®�}ِ� ا�{|}�� ا�	{�ّ¢»ِ� �	ا�
 
  ¢�r¸ ¬�اً �
 
 
  



 184

  
• ^XOآ  ^XTUVت اNYn�VاYn�OVا ^sklPoOVا Lj  

¥Äا��  
x��yا�  

 �«� ¥Äا��
xyzا�{|}�� ا�  

ِ̧ ا·�{�ج  .3 ��vو �{�Ç}�	ّ�ة(ا�vِة ا�����، أÛ¾¬Áاد وا�	ا�..(.  ����� ����� 
 ����� �����  ا�	�{�©�¤�ت �x ���ا�	�{�Ç}� ا�	�ارد ا������  .4
5.  �Ä�	ا� �t��«{ ���Ãآ  ����� ����� 
 ����� �����  }{�Îv ¤�ل }�ة إ¢�}� ا�	��x� Ö ا�	�{�©� .6
 ����� �����  ز}� ا¯�{�Ðر �{x®r ا��Ç}� ا�����  .7
  

 �o�Vا �VNwVا) :sklPoOVا Lj NXr_Vدارة ا�  )N�Mq ��jء ا
��	t	ا��  ~rّ«}�َ ®�}ِ� ا�{|}�� �ا�{���� }� ا�»��رات	{�ّ¢»� �	{�©� وا�{|´��ات ا��	إدارة ا� x� دة�tr� x��yا� ¥Ä���

�¾�r� xyzوا������ت ا�{����ر¬�ءً أ��ي رأ. ا� ����®r� �ً®رات ا�{���� وذ�§ و���«��� §� : 
 
  أوا�~ ���ة �  أوا�~ �  ���� }� أو�~ �  ¯ أوا�~ �  ¯ أوا�~ ��r ا·¤�ق �
 
 
	 aQVدةِ دة اNX�Lj sklPoOVا:  

¥Äا��  
x��yا�  

�«� ¥Äا��  
xyzا�{|}�� ا�  

  �����  �����  �Ê¢��ت ا�»	¸ أ	¾�م و¢�� وا���ّ�ر إدارة ا�	�{�©�  .8
َ��{�ك إدارة ا�	�{�©� �x }�ا¬»� و ����� و �y��� أ�Ð	� ا·دارة  .9

�	}�{ ¸¼��  
�����  �����  

10. ¥ِ	}t	ون }� ا��Ê¿ ن�rÃ	{آ�ء و�  ،�Ä�	��� �©�}�	إدارة ا� Î����َ  ����� ����� 
 ����� �����  َ��{»	¸ ا·دارة ´®��َ� ا�£���� �{	��Û و Û�©y�َ و د�� }�x©Õ ا�	�{�©� .11
 ����� �����  دارة وُ���� و�®ّ�� ا�{���Ñات �x ا�	�{�©��£©� ا· .12
	 aQsklPoOVت اNXzXا�cPiت واNiNXi دة  
13.  ��r�®}�	وا� ����yت ا��¬�y{�©� ا��	ت ا���tا���}vت وإ�v��v x�ّr�َ

�{�¼yو��ّ¢»�ت ا�  
����� ����� 

14.  Ýِ���®{ ت ��ل�{�r«	ا� �r� ة�£}�{ �©�}�	ت ا���tا���}vت وإ�v��v ّإن
  وا���yث وا����Á ذات ا�»�¢� اÁداءِ

����� ����� 

 ����� �����  ���ر �v��vت وإv{�ا����tت ا�	�{�©� و��ا¬¥ و�yّ�ث .15
16.  �	Ä xr«� ¸¼�� ~{�©� و����	ت ا���tا���}vت وإ�v��v ¸{�¼}�

  ا�£��¤�ت ا������� 
����� ����� 

	 sklPoOVا Lk�aY إدارة Lj دةazVا  
وه�ا ¢� َ�{�ّ	� ����� ا�	¾�م . �إنّ ا�	�ارد ا������ }�ار­ ��¼¸ ¬� .17

  واv{»	�ل }£¾��tت ا�	�{�©� �َ{y��� ¤�قِ ا�»	¸
����� ����� 

18. ��©Õّ�	ا·دارة إ�� ����� }»��� وآ©�ءةَ ا� �«��  ����� ����� 
19. ��©Õّ�	r� ��r�ا� Ö��©� ا·دارة ��ّy�  ����� ����� 
20. ��©Õّ�	راء ��� ا·دارةِ وا�ß� �	}�{ ه£�ك ��ار و���دل  ����� ����� 
 ����� �����  �{� �	��Û و}¼��|ة ا�	�Õّ©�� }� ¢�¸ إدارة ا�	�{�©�  .21
	  sklPoOrV ^XQرN�Vت اNاآclVارد و اaOVأدارة ا Lj دةazVا  
 ����� �����  إن ��¢�ت و �اآ�ت ا�	�{�©� }�ار­ ��¼¸ ¬�� .22
 ����� �����  إن }�zدر ا�	�{�©� ا�	���� }�ار­ ��¼¸ ¬�� .23
 ����� �����  ا�	�{�©� وأدوات ا�»	¸ }�ار­ ��¼¸ ¬��إن }���x و�Û�¾tات  .24
25. �	}�{ ¸¼�� �{�Ç}�	¸ ا�	دوات ا�»Á ��¬���£¼}ا�£���� ا� ¥��}�  ����� ����� 
 ����� �����  إن ا�	»�r}�ت ا�	�x� �{�Ç} ���ط ا�	�{�©� ُ}َ�ارة ��¼¸ ¬�� .26
	 azVاsklPoOrV ^XQNP��  دة Lj إدارة اNXrO_Vت ا
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27. 	z{ �©�}�	ت ا��¤����Ð£{ ¸¼�� و}�ارة �	  ����� ����� 
 ����� �����  �y�� �	��rت ا�	�{�©� و�~ ا��y¬� و��¼¸ �y®~ }£©»� ا¢{�zد�� أآ��  .28
 ����� �����  �z	� �Ê}�ت ا�	�{�©� و���ر ��r ¢���ة ��¬�ت ا�	��Ä و��¢»��¾�  .29
30.  ��¬ ¸¼�� �r�{�©� و��	ت ا��{�Ê �}£�  ����� ����� 
31. �Ä�	ا� ¥{ �¢�«ا� ��ّyا·دارة و� ����ُ ,�	ّ�}�َ �¢ ا�®��م , وه�­

�Ä�	ا� �Äر ��ّ�yو� ���«	� ،�	Ð}£{ ت����}v��.  
����� ����� 

	 sklPoOVا stcY لaf ��NPuVإدارة ا Lj دةazVا  
 ����� �����  ��{»	¸ ا·دارة }»���� }£���v �®َ��س ¿راء }��Ä ا�	�{�©�  .32
�	�اَ¢َ�� و�¾� و�y��� أداء ا�©��~ �{y®�~ ر�Ä ��{�Çم ا·دارة }Ì �ات  .33

�Ä�	ا� .xا��� |َ�Çا� ���� ���y� ¸	�� �¢ ه�­  
����� ����� 

	 sklPoOVا Lk�aY لaf ��NPuVإدارة ا Lj دةazVا  
َ�ِ®�Ý ا·دارة ¿راء }�x©Õّ ا�	�{�©�، وذ�§ }� �Êل، ا¯v{����ت،  .34

��©Õ�	ت }¥ ا����®{.  
����� ����� 

رة �{��� ���¤�ت ا�	�{�©� �َ{y��� أداءِ ا�	�Õ©��، ه�ا َ¢� َ��{»	¸ ا·دا .35
  .إ�{�¬�� أ¤��ء ا�	�{�©� �{�ّ	� ¢��س

����� ����� 

	 sklPoOVNx �XTOVا yOPzOVل اaf ��NPuVدة اaQ 
�)�ُ �¾�r� ¸zy	r§ ا·دارة ا�����vت �®��س �zّ�رات }t{	ِ¥ ا�	�{�©�  .36

��©y� {����ت، }®�¯تv¯ا �{(...  
����� ����� 

ه�ا ¢� �{�ّ	� , �	r§ ا�	�{�©� ��À�� �v��v وه� ¢�در ��r ¢��س أ´�ر­ .37
  .أq���v ا�{ÆrÇ }� ا�£©���ت ا�����

����� ����� 

 اazVدة c��Y ��NP� Ljات اqداء 	
38. �¾���tا���}vوإ �¾��v��v �{ ���ا���� ���}£ا� ��yا·دارة و�®ّ�� و� Ý�®� .

��tت ا��{�Çا� ¥Äو �vدرا ،�	ّ�}�َ �¢َ ةه�ا�.  
����� ����� 

39.  Î�Ê ~���� ��ّ�y®َ��س و �®ّ�� و�� ���اتَ أداءِ ر��� Ì{ م ا·دارة�Ç}��
  .���v �r¸ ا�	�Ãل ��د ¢��¯ت ا�	�{�©�,ا�»	¸

����� ����� 

 
 �o�Vا yxاcVا) :yXOzrV(  

ا�	®�}� وا�{|´��ات �Ê}�ت ا�	�{�©� ا�	��Ä��  �� �Ä ا�	َ{»Ä���� �®rّ¥ ا�x��y ���»��رات ا�{���� رأ�§ ر¬�ءً أ��ي
�¾�r� xyz®�}ِ� ا�{|}�� ا�	{�ّ¢»ِ� �	وا������ت ا�{����, ا� ����®r� �ً®وذ�§ و� : 

  ¬�� ¬�اً �  ¬�� �  ¯ xvء و¯ ¬�� �  xvء �  xvء ¬�ا �
 
  
 �NYnت اsklPoOV اXiNiq^رst اaPoY WM stcOVى  	

¥Äا��  
x��yا�  

�«� ¥Äا��  
xyzا�{|}�� ا�  

 ����� �����  ء اÁ¤��ءر�Ä ا�	��Ä �� }�{�ى أدا .40
 ����� �����  ر�Ä ا�	��Ä �� أ�rvب ا�{»�}¸ }� ¢�¸ اÁ¤��ء  .41
 ����� �����  ر�Ä ا�	��Ä �� ��د اÁ¤��ء �x ا�	�{�©� .42
 ����� �����  ر�Ä ا�	��Ä �� }�{�ى أداء ا�		��Äت .43
 ����� �����  ر�Ä ا�	��Ä �� أ�rvب ا�{»�}¸ }� ¢�¸ ا�		��Äت .44
 ����� �����  	��Äت �x ا�	�{�©�ر�Ä ا�	��Ä �� ��د ا�	 .45
 ����� �����  ر�Ä ا�	��Ä �� }�{�ى اÛ¾¬Áة �x ا�	�{�©� .46
 ����� �����  ر�Ä ا�	��Ä �� }�{�ى اÁداء �x ا�	�{�©� .47
48. �« Áا ��ت ¢�{�Ê �� �Ä�	ا� �Äر  ����� ����� 
 ����� �����  ر�Ä ا�	��Ê �� �Ä}�ت }��Ç ا�	�{�©� .49
50. ����zت ا��{�Çا� �� �Ä�	ا� �Äر�©�}�	ا� x� �  ����� ����� 
 ����� �����  ر�Ä ا�	��Ä �� }�{�ى ا��»�م ا�	®�م �x ا�	�{�©� .51
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 ����� �����  ر�Ä ا�	��Ä �� }�{�ى �ªف ا�	��Ä ا�	®�	�� .52
 ����� �����  ر�Ä ا�	��r«� �� �Ä	�تِ ¢�� ا¯v{®��ل  .53
 ����� �����  ر�Ä ا�	���Ð� �� �Äِ� ا�	�{�©� .54
 ����� �����  �{�¬�� �x ا�	�{�©�ر�Ä ا�	��Ä �� إر �دات ا .55
 

�o�Vا  �YN�Vا: )stcOVا ^uXM ءNuwPiNx yXOzVا(  
x��yا� ¥Ä���� ~rّ«}�َ ا�{���{�� }� ا�»��رات ��}��	t	{�©� وا�{|´��ات � ا��	®�}� }� ¢�¸ ا�	ت ا��{�Çا� �r� qr�r

�¾�r� xyz®�}ِ� ا�{|}�� ا�	{�ّ¢»ِ� �	وا������ت ا�{����ر¬�ءً أ��ي رأ�§ ���»��رات ا�{�. ا� ����®r� �ً®وذ�§ و� ��� :  
  آ��� ¬�اً �  آ��� �  و¯ آ��� ¢�r¢  � ¸�r¢  �  ¯¸�r¸ ¬�اً �
  
  
• sklPoOVا WY ^Yn�OVا ^XTUVت اNYn�Vا srM �r]Vا  

¥Äا��  
x��yا�  

�«� ¥Äا��  
xyzا�{|}�� ا�  

 ����� �����  ��د ¢��¯تِ ا�	�{�©� .56
 ����� �����  ���Ê �r� qr}�ت ا�	��Ä ا�	®�	��  .57
58. ��rÊت ا����� ا��ا�{�Çا� �r� qrا��  ����� ����� 
 ����� �����  ا���Ê �r� qr}�ت ¢�� ا��tا�� .59
 ����� �����  ا���Ê �r� qr}�ت ¤q اÁ¤©�ل و¢�� ا�£��ء وا�{���� .60
 ����� �����  ا���Ê �r� qr}�تِ ¤qّ اÁذن وا��t£yةِ .61
 ����� �����  ا���Ê �r� qr}�تِ ا�	Ç{�َ� وا�	»���t ا��»���َ� .62
 ����� �����  ا���r� qr ا��Ç}�ت ا�{	����� .63
64. �����zت ا��{�Ê �r� qrا��  ����� ����� 
 ����� �����  ا���Ê �r� qr}�ت ا�»��دات ا��Çر¬�� .65
 ����� �����  ا���Ê �r� qr}�ت ¢�� ا���ارئ .66
 
 
  
 :ا�{»�r®�ت وا¯¢{�ا��ت ا·����Ä ��ل ا¯v{���ن .67

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________

________________________________________________________________________
________________________________________________________________________  

  ا��¼� ا�� ¸�Ût	����x� �َ¼�ِ إآ	�ل ه�ا ا�	�ِ� وإ��د�� إ��£� �x أ¢�ب و¢¦ }	¼�
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7.5 Annex 5: Letter of Ensuring Cooperation  

 



 188

7.6 Annex 6: Descriptive Statistics of the Study Variables  

Variables N Mean Minimum Maximum 
Quantity of hospital services (a) 139 2.9 2 3.8 
Quantity of hospital services (b) 139 3.8 3 4.8 
Quality of Leadership (a) 34 2.42 2 3.4 
Quality of Leadership (b) 34 2.9 2 4.6 
Quality of Policy & strategy (a) 34 2.39 1 3.5 
Quality of Policy & strategy (b) 34 2.95 2 4.7 
Quality of People (a) 34 2.59 2 3.8 
Quality of People (b) 34 4 3 5 
Quality of Partnerships & resources (a) 34 2.4 1 3.2 
Quality of Partnerships & resources (b) 34 3.88 3 4.6 
Quality of Processes (a) 34 2.68 2 3.4 
Quality of Processes (b) 34 4 3 5 
Quality of Patients results (a) 34 2.26 2 3.5 
Quality of Patients results (b) 34 3.96 2 5 
Quality of People results (a) 34 2.47 2 4 
Quality of People results (b) 34 3 2 4.5 
Quality of Society results (a) 34 2.4 2 3.5 
Quality of Society results (b) 34 3.5 2 4.5 
Quality of Key performance results (a) 34 2.4 2 3 
Quality of Key performance results (b) 34 3 2 4 
Satisfaction with hospital services (a) 246 2.73 1.6 3.5 
Satisfaction with hospital services (b) 246 4.13 3 5 
Demand for hospital services (a) 139 4.12 2.6 5 
Demand for hospital services (b) 139 4.53 3.4 5 
Note: (a) means the current situation; 
 (b) means the situation after the introduction of SHI 
 
Source: Own 
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