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Table 1.  Assessment of Health System Governance: Case Study of Six Arab Countries. 2006/07 
 

Governance 
principle 

Egypt Jordan Lebanon Sudan Syria Tunisia 

Strategic vision  
 

 Constitution states that 
health is basic human rights 
for all Egyptian citizens.  
 MOHP has a long term 
health policy and strategy 
since 1997, updated in 2002. 
 Ultimate goal of Health 
Sector Reform is universal 
coverage with a basic benefit 
package.  
 

 Constitution guarantees 
equity and recognizes health 
as a basic human right  
 National health strategy 
provides for a comprehensive 
health care system  
 Incongruence of plans 
between strategic and 
operational level  
 Lack of operational 
policies, procedures and 
protocols 

 Constitution guarantees social 
justice for all  
 Liberal economy, democratic 
institutions 
 Several Ministerial declarations 
spelling out components of health 
policy  
 Major health sector reforms in 
progress since 1995 
 No strategic health plan with 
stated objectives, targets,  
timeframe and allocated resources  

 Economic reform 
package includes 
liberalization and 
encourages foreign 
investment  
 Social sectors not given 
priority. Public spending on 
health ranks among lowest 
in Africa (0.9% of GDP)  
 Health policy 
overambitious with weak 
implementation  

 Constitution defines the 
right to health for all  
 10th FYP (2006-2010) 
focuses on human 
development and achieving 
MDGs 
 Long term health strategy 
(2006-2020) puts emphasis on 
PHC; efficiency of secondary 
and  tertiary care; and equity 
in provision and financing of 
health care 

 Constitution and health 
organization law defines 
health as a basic human 
right  
 10 year health sector 
strategy implemented as 5 
years plans  
 Health policy part of 
development and sectoral 
strategies 
 

Participation and 
consensus 
orientation  
 

 El Shoura and local 
councils are forums for 
debates on health issues  
 Statal and parastatal 
agencies and professional 
syndicates have open 
dialogue on health issues.  
 MOHP prepares policy 
options for cabinet decision 
and parliament’s approval  
 Ministries of Planning and 
Finance approve MOHP 
budget based on proposed 
plan and negotiation  
 Policy on decentralization 
encourages needs based 
planning locally  
 Civil societies represented 
in different health forums 

 Health Care Committee in 
the parliament is consulted in 
major health issues and 
authenticates health care 
related laws.  
 Representatives from the 
non-state health sectors are 
members in the High Health 
Council.  
 Insufficient involvement of 
civil society organizations            
 Inability of local 
governorates to implement 
decentralization mechanisms  
 

 Decision making in social and 
economic policies involves all 
stakeholders. 
 Strong civil society, private sector 
and open media  
 Effective forums to discuss health 
priorities and programs  
 Powerful professional orders, 
syndicates and associations 
necessitates their endorsement and 
approval of legislature 
 Health policy and programs on 
PHC planned and implemented in 
partnership with civil society 
organizations  
 Legislation on decentralization 
exists but lacks implementation   

 Stakeholder forums 
involve public sector 
organizations. 
 Consultation with private 
sector and civil society is 
minimal  
 Constitution and the LGA 
give authority to states and 
localities; however 
allocation of human 
resources is managed at 
federal level. 
 Elected legislative 
assembly for each locality 
approve local budgets is 
not adequately empowered 
for decisions 

 No forum at national level to 
facilitate dialogue between 
public and government. 
 Final policy is approved by 
the President after approval 
from Parliament.  
 Authority for allocation of 
resources lies with the SPC 
and Ministry of Finance.  
 Decentralization is the 
major goal, administrative and 
financial authority transferred 
to 14 local governments.  
 

 Planning process is 
participatory includes 
stakeholders at several 
levels  
 Civil society and trade-
unions representatives 
participate in important 
health issues 
 Decisions are centralized 
with some flexibility to the 
local and regional 
authorities 
 Parliament sessions, 
national and regional 
councils review progress in 
health care  
 Weak voice of consumers  

Rule of law  
 

 MOHP prepares health laws 
for cabinet decision and 
parliament’s approval  
 MoHP sets standards and is 
responsible for licensing and 
accreditation of health 
facilities and personnel.  
 Professional medical 
syndicate works with MoHP to 
control malpractice, ensure 
patient rights and consumer 
protection.  
 Specific legislation exists to 
address food adulteration and 
medical malpractice  
 Health rules and regulations 
enforced by MoHP (central 
authority for organization and 

 Constitution states that the 
nation is the source of all 
powers. 
 MOH is mandated by law to 
license, monitor and regulate 
all health professions and 
institutions  
 Duplication in some health 
laws, need for adopting new 
laws and updating others  
 Shortage of legal skills to 
monitor adherence with 
health laws.  
 

 Laws/regulations related health 
service provision, infrastructure, 
technology, human resources, 
pharmaceuticals in place and 
revised regularly 
 The MOH is consulted for all 
regulations that have an impact on 
health. MOH also consults other 
Ministries for laws related to health 
 Lebanese law provides a clear 
recourse for consumers and the 
private sector in case of arbitration 
 Consumer rights organizations 
exist and supported by Ministry of 
Economy and Trade. professional 
associations, NGOs, Orders and 
Syndicates also act as checks 
against unlawful practices and 

 Laws are not updated for 
long periods of times 
 Byelaws not issued and 
some laws remain broad 
with no operational details. 
 No distinct penal code for 
health care delivery related 
issues; cases are dealt 
under the general laws of 
country 
 No consumer protection 
law and absence of 
consumer rights 
organizations 
 Lack of awareness 
among citizens concerning 
their health rights 

 Major laws are outdated, 
need revision  
 Under qualified and limited 
legal staff, limited capacity to 
regulate private sector. 
 Mechanism to monitor 
enforcement of health 
regulation inadequate 
 Deficient legal recourse for 
consumers in case medical 
neglience care  
 Absent consumer rights 
organizations or patient safety 
mechanisms or patient’s 
charter (rights document).  
 There are certain laws 
related to medical practices 
for physicians, dentists and 

 MoPH initiates health 
laws and decrees and 
builds consensus within 
Government and Parliament 
for laws 
 MoPH authorizes 
pharmacies, dialysis 
centers,  heavy equipments 
 No accreditation and 
licensing processes 
 Inspection is the main 
tool for applying health 
legislation 
 Contracting is managed 
by MoPH in the case of 
public and by health 
insurance organization for 
private  facilities 
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Governance 
principle 

Egypt Jordan Lebanon Sudan Syria Tunisia 

administration, health 
insurance organization) and 
professional medical 
syndicate.  
 District health authorities 
and local councils monitor the 
enforcement of health related 
laws  

support consumer plights.   pharmacists.   
 

 Private clinics and 
manufacturers of medicines 
when not adhering to 
standards are closed down 
under law  

Transparency  
 

 Information on budgetary 
and non budgetary resources 
available and audited annually  
 Open competitive bidding 
for award of contracts with 
involvement of representative 
from State Council in 
procurement committees  
 Government policy for 
access to health related 
information is channelled 
through official spokesmen, 
press, media and MoHP 
websites.  
 Press and media inform the 
public about health issues 

 A financial disclosure law 
has recently been enacted. 
 Parliament monitors the 
transparency of major policy 
decisions of MOH  
 No formal monitoring 
mechanisms exist to ensure 
transparency of 
administrative decisions. 
 Accessibility to information 
regarding budgetary 
resources and allocations is 
limited to MOH central level.  
 

 No policy on provision of 
information. Information not readily 
accessible, even more so in private 
sector 
 Ranked 97 out of 146 by 
Transparency International on level 
of corruption. 
 Lebanese Transparency 
Association established to fight 
corruption and to promote 
transparency, accountability and 
good governance. 
 High prevalence of corruption and 
abuse of power by the elected 
representatives 
 No monitoring mechanisms in 
place to ensure transparency of 
decisions 
 Political interference, nepotism 
and favoritism in recruitment, 
posting and promotion of staff  

 State policy favors access 
to information but relies on 
personal relationships 
across public institutions. 
 No mechanisms to 
monitor transparency of 
decisions in the health such 
as allocation between 
primary, secondary and 
tertiary care services 
 

 No specific policy on 
provision of information. Only 
central bureau of statistics and 
NIC has the mandate to 
compile, analyze and publish 
information  
 Information related to 
financial issues, contracts, 
and private sector data not 
published  
 Media has been given the 
right to publish news related to 
corrupt politicians> Journalists 
do not have full protection. 
 No monitoring mechanisms 
to ensure transparency of 
decisions related to health. 
 Poor quality of published 
information 

 Information on access, 
equity and quality is 
produced but internal to 
MOPH and is rarely 
published 
 Resources are allocated 
to health care through a 
negotiated budgetary 
process  
 Financial audits 
undertaken within the 
national accounts 
framework 
 Transparent methods are 
used by public bodies’ in 
awarding government 
contracts 
 By law, courts can award 
punitive action against 
corrupt politicians and 
elected officials 

Responsiveness  
 

 Client satisfaction surveys 
conducted in accredited 
health facilities and results 
used to improve quality of 
services 
 Regular reporting at all 
levels on demographic and 
health status indicators and 
annual assessment of health 
care infrastructure. 

 User satisfaction surveys 
are not conducted on regular 
basis. 
 Resources allocation is not 
usually prioritized according 
to needs assessment.  
 

 All Lebanese citizens (who are  
not covered by any public insurers) 
can avail services financed and 
provided by the Ministry of Health 
 Ministry of health target 
underserved areas based on 
burden of disease study 
 Public satisfaction of health 
services monitored through 
satisfaction surveys 

 Client satisfaction surveys 
not a common  
 Few initiatives responsive 
to the needs of poor states 
or conflict-affected areas 
 Pro-poor policies and 
focus on vulnerable groups 
are a priority, however no 
mechanism to targeted 
services 

 User satisfaction surveys are 
not conducted on regular 
basis. 
 National policy identifies 
specific disadvantaged groups 
of population  
 Allocation of budget is not 
based on priorities.  
  

 Few surveys on user 
satisfaction are made 
 Many areas and regions 
are declared “high priority” 
aby health professionals 
and targeted by specific 
enhancement programs  

Equity and 
inclusiveness  
 

 95% population has access 
to PHC services, 2 hospital 
beds per 1,000 population, 
varies across governorates  
 For catastrophic illnesses, 
Program for Treatment on 
Expense of State exists, 
exemption covers 18 
disadvantaged categories 
 Resource allocation 
increasingly based on 
demographic and 
epidemiologic disparities 

 PHC services available at 
subsidized rates to the entire 
population 
 Uninsured population has 
declined from 32.4% in 2004 
to 25% in 2006 
 Free treatments to patients 
with certain medical 
conditions (e.g., cancer, 
dialysis, AIDS, alcoholism 
and drug addiction, anemia) 
 Poor and some rural areas 
have access problems to 

 State recognizes its  responsibility 
of securing health care in all its 
forms to all Lebanese citizens 
whenever they live and whatever 
their beliefs 
 Despite provision of safety net by 
MOH equity is not well protected 
since less privileged spend 
proportionately higher percentage 
of their income on health care 
 Household out-of-pocket 
expenditures account for 69.7% of 
health expenditures in Lebanon 

 Constitution, health policy 
and PRSP recognize equity 
as a issue  
 Social protection schemes 
in place to address financial 
barriers for poor but not 
properly assessed. 
 Glaring disparities 
between rural and urban 
areas in terms of  
distribution of health care 
infrastructure and human 
resources  

 95% population has access 
to a PHC centre and 70% to 
secondary health care.  
 Current health policy and 
plan recognize the need for 
health equity  
 Inequitable distribution of 
resources through unfair 
allocation of budget. 
 Social protection schemes 
are not yet established. 
 No incentives for staff 
working in rural areas.  

 Social protection for poor 
through mechanisms of 
solidarity: budget, revenue 
collection, aid and free of 
charge health services  
 Basic health facilities are 
distributed according to 
normative approach, 
specialists not deployed 
similarly despite specific 
incentives. 
 Access to private sector 
will be modified by the 
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among governorates.  
 Uneven distribution of 
workforce across 
governorates  

secondary and tertiary care.  
 Regional disparities in the 
distribution of physicians.  

  No certificate of needs for 
establishing health facilities.  

social health insurance 
reform  

Effectiveness and 
efficiency  
 

 Different career paths for 
bureaucrats and technocrats. 
No tenure appointment at 
MOHP  
 Salary scale and incentive 
system not satisfactory for 
health personnel.  
 Induction training programs 
for newly recruited physicians 
and nurses  
 MoHP maintains a policy of 
outsourcing non-clinical 
services. Recent initiative to 
contract out clinical services 
under the HSR project 
 IT initiative to improve 
communication among all 
levels in MOHP. Paper based 
system operates parallel with 
automated system during 
transition 
 Most MOHP projects, 
domestically or donor 
financed, implemented on 
schedule.  

 The system performs 
reasonably well with regard 
to clinical effectiveness   
 Public sector physicians 
have reasonable salaries and 
are not allowed private 
practice  
 National quality standards 
for primary healthcare are 
adopted 
 A national accreditation 
program has been introduced 
 Ineffective referral systems  
 Lack of coordination among 
health sectors 
 Significant excess capacity 
especially in the private 
sector 
 Improper investment in 
acquiring costly medical 
technologies and 
medications   
 Little use of generic drugs 
and treatment protocols 

 Recruitment of staff, particularly 
for the senior positions subject to 
political favoritism and confessional 
parity 
 Ministry of health staff engage in 
private practice  
 Communications in the MOH is 
paper based. Internet and e-mail 
available but is of limited use 
 Lack of clear strategies for health 
workforce leading to mal-
distribution 
 Low motivation in staff due to lack 
of incentives and low salaries 
 In-service training not 
institutionalized leading to shortage 
of qualified staff 
 Inability to recruit new staff due to 
ban on recruitment 
 

 Civil service described as 
being demotivating despite 
efforts from government to 
revive it 
 Public sector staff salaries 
considered low. No 
monetary incentives other 
than formal pay  
 Improved number of 
qualified personnel in 
capital, not in states 
 Quality of public health 
training questionable 
especially in areas related 
to health systems. 
 FMOH has recently 
established a department 
for continuing education  
 Most health staff do 
private practice or 
consulting to supplement 
income  

 Well-defined career 
structure for bureaucrats 
 No criteria for appointing 
senior and mid managers at 
MoH  
 No official figures at MOH to 
assess staff turnover  
 Private consultation is not 
allowed at MOH at any level.  
 Several training programs 
to support upgrading of 
knowledge and skills of MOH 
staff. 
 MOH has intranet however, 
40% of formal documents are 
still paper based.  
 Current budget 
implementation rate is 100 %. 
Approval takes a long time 
(more than 18 months) 
 

 Recruitment, career 
pathway, appointment and 
remuneration are defined by 
law and professional 
statutes 
 Staff turnover is slow in 
MoPH, quicker among  
hospital managers 
 Some categories of 
physicians are allowed 
limited private practice with 
perverse effects 
 Communication is 
efficient phone, email, 
internet 
 Continuous training 
program not well developed 
 Current budgets are 
100% consumed and 
overtaken (overspending) 
 

Accountability  
 

 Parliament oversees the 
performance of executive 
functions of MoHP  
 Press and media play a 
crucial role in accountability 
process  
 The Professional Medical 
Syndicates and Public 
Complaints Department in 
MOHP are oversight 
committees that are 
empowered to call officials for 
questioning.  
 Accounts of state and 
parastatal health institutions 
audited through the Central 
Accounting Authority. 
 Assets and life-styles of civil 
servants monitored through 
sself-reporting and randomly 
checked through 
Administrative Control 
Authority. 

 Parliament can investigate 
the soundness of 
government decisions 
 Auditing Bureau, internal 
auditors. Feed back reports 
submitted to higher 
authorities.  
 Media increasingly ensures 
accountability 
 Low level of participation by 
civil society.  
 Private health sector lacks 
formal mechanisms to 
demonstrate its 
accountability to public.  
 Availability of information 
and cooperation of 
governmental officials are 
constraints for the work of the 
Parliament. 

 Press, media, consumer groups 
and civil society plays an important 
role in the accountability process 
 Financial accounts reviewed by 
internal as well as external auditors 
 Laws and Procedures in place for 
the monitoring of assets and life-
styles of civil servants but with 
doubtful impact 
 Political interference a rule rather 
than exception 

 Absence of a culture of 
accountability 
 Media has a role in 
highlighting some health 
issues and protecting public 
interest  
 Oversight committee on 
health in the parliament 
plays an important role  
 Political interference in by 
influencing decisions 
regarding appointment, 
transfer and promotion.  
 Performance audit of staff 
done through annual 
confidential report without 
objective assessment of 
individual performance.   
 No system for monitoring 
of assets and life styles of 
civil servants 

 Absence of a culture of 
accountability.  
 Media is playing a positive 
role in protecting the health 
and interests of the people 
through investigative 
reporting.  
 No national oversight or 
public health accounts 
committee. No statutory body 
to look into consumer 
complaints. 
 Syndicates have legal 
committees that include 
representatives from MOH 
and MO Justice.  
 

 Media and press have a 
special focus on health 
sector accountability  
 MOH is directly 
accountable through 
parliament to its upper and 
lower chambers:  
 All public facilities are 
submitted to financial 
annual review and auditing 
by several independent 
bodies and courts 
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Intelligence and 
information  
 

 Cabinet Information and 
Decision Support Center 
gathers information from all 
Ministries.  
 MoHP reports regularly to 
the Cabinet regarding vital 
statistics, morbidity and 
mortality  
 Health information system 
helps identify health needs 
and gaps for future 
investments 
 Data on the private sector is 
incomplete in the national 
statistical reports. Legally 
bound to report notifiable 
diseases  
 Health databases undergo 
reliability checks. National 
surveys generally agree with  
official reports.  

 Lack of comprehensive and 
effective information system 
MOH produces Annual 
Statistical Report which 
covers all health services in 
Jordan.  
  MOH and most hospitals 
have established Internet and 
websites. 
 Health systems research is 
not institutionalized. 
 .Establishment of the 
National Cancer Registry and 
the National Death Registry. 
 

 Director-General MOH prepares 
an annual report but it is restricted 
in distribution 
 Other ministries and international 
organizations conduct studies and 
surveys 
 Public health surveillance 
provides scientific and factual 
database essential to informed 
decision making and appropriate 
public health action 

 Prevalent culture of 
incremental planning and 
lack of evidence based 
decision making  
 HMIS not well functioning. 
 Poor quality of data, 
delayed reporting, poor 
analysis and utilization 
 Community based and 
private sector data not 
collected. 
 Weak births and deaths 
registration system 

 CBS is the official body 
responsible for compiling, 
analysis and dissemination of 
information.  
 A surveillance system is in 
place for communicable 
diseases however, the 
information is not published.  
 Decisions are usually taken 
without utilizing relevant 
information.   
 National HMIS is 
computerized at governorate 
level and central 
administration- connected via 
a network.  
 Data from private clinics is 
not reported. 

 Information on vital 
statistics is available  
 Weakness of information 
about private sector and 
health care costs 
 MOPH produces from 
vertical interventions, which 
is not integrated  
 Data and information 
produced remain internal 
document of MoPH 
departments, rarely 
published.. 

Ethics 
 

 Ethical aspects of research 
overseen by Studies and 
Resources Sector in MoHP 
and the National Institute for 
Research.  
 Ethics of health service 
delivery is overseen by 
Professional Medical 
Syndicates.  
 The MoHP policy on 
promoting ethics in health 
research is in the process of 
development (code of ethics 
for various cadres of 
practitioners);  

 No legislation for health 
ethics, patients' rights, 
information confidentiality, 
informed consent, medical 
malpractice or biomedical 
research 

 Well established National 
Consultative Committee on Ethics 
for the Life sciences and Health.  
 A public law passed on bio-ethics 
and on patient’s rights and 
enlightened consent; other laws 
awaiting discussion. 
 The Orders of physicians, 
pharmacists, dentists and nurses 
enforce an elaborate code of ethics 
highlighting the need for 
confidentiality and duty to subscribe 
to well defined ethical practices.  

 Ethics in research is not a 
well developed area 
 A national research ethics 
committee recently 
established in FMOH  
 No clear mechanism to 
monitor ethics in health 
care 
 A booklet containing some 
guidelines on ethics in 
medical practice is 
published but not largely 
circulated or practiced  

 No institutional mechanisms 
to promote and enforce high 
ethical standards in health 
research and health care 

 National and hospital 
committees on ethics exist 
but their function needs to 
be further developed 
 

 
 


