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WHO/LRCS HEALTH ASSESSMENT AND PLANNING MISSION TO LEBANON 

6 February - 13 April 1983 

1. INTRODUCTION 

1.1 PURPOSE OF THE ASSESSMENT AND PLANNING MISSION 

In the wake of eight years of armed conflict in Lebanon, tha Ministry of 
Health (MOH) 
of the Government of Lebanon 
 requested the World Health
 
Organization (WHO) to send a multidisciplinary health 
sector assessment and
 
planning mission to 
Lebanon. 
 The main task of the mission was to propose
 
actions to be taken in 1983 
- 1986 to reconstruct the health services sector 
of Lebanon and 
to improve the coverage and quality of health care throughout 

the country.
 

It was agreed that the mission would specifically: 

(1) Describe the trends in the health sector, with emphasis on main areas
of competence of the mission's members, 

(2) Respond to a National Health Policy statement proposed 
in December

1982 by the Minister of Health, H. E. Dr Adnan Mroueh, and
 

(3) Develop a framework 
for planning and broad services programming in
Lebanon's 
health sector, with recommendations 
as to actions to be
taken in 1983-1986 in order to move ahead within that framework.
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1.2 APPROACH OF THE MISSION
 

The mission was organized and supported by the WHO Regional Office for the 
Eastern Mediterranean (EMRO), 
the WHO Headquarters and 
the League of Red Cross
 
Societies (LRCS), with on-site collaboration of the WHO Programme Coordinator 
in Lebanon. 
 The mission's composition, the members' 
roles, and the national
 
counterparts assigned to 
work wiLh the mission are shown in Annex B.
 

Financial analyses, 
 especially 
of the financial implications of changes
 
proposed by the Ministry of 
Health, were prepared for the mission by USAID
 
consultants 
Drs James Jeffers and 
Paul Zukin. Their report, which deals with
 
health sector organization as well 
as finance, is presented in Annex 
D, and
 
several sections of it are also incorporated in the present WHO/LRCS Report.
 

The mission worked in Lebanon from the 6th to the 26th of February, 1983. Its 
members met with the Minister and senior officials of the Ministry of Health, 
reviewed documents, 
conducted interviews, 
and visited health agencies and
 
treatment facilities in Beirut and North and South Lebanon. Their annexed 
reports form the basis of this report. 
 Annex C provides additional information
 
on the mission's activities and 
on development of 
this report. A preliminary
 
summary of the report was transmitted to the Ministry of Health in March 1983, 
while urgent recommendations were sent by cable early April. The framework of 
the proposed action planning and 
review process was developed in April 1983
 
with assistance from WHO headquarters.
 

1.3 ACK NOWLEDGEME NTS 

The mission's 
work would have been impossible without 
the full collaboration
 
of the Minister of Health, 
H.E. Dr Adnan Mroueh, many 
Lebanese officials, and
 
the national counterparts (listed 
in Annex B) appointed 
to work with mission
 

members.
 

Faculty members and graduate students of the Department of Health Sciences of 
the American University of Beirut, many of them members of advisory task 
forcej appointed by the Minister of Health, 
collaborated 
with the Mission.
 
They made available documents and 
information that 
they had ccllected and
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organized. 
 Dr Nabil Kronfol (Associate Professor and Chairman, Department of 
Health Services Administration, AUB, and Special Advisor to tJe Minister of 
Health), was the principal coordinator for the mission's interactions with the 
Ministry of Health, in addition to being a principal interpreter of the 
changes in health sector organization and finance proposed by the Minister.
 

Besides cooperation of officials of the various Lebanese agencies named in the 
body and anne: es of this report, the mission benefited from the collaboration 
of various international agencies in Lebanon which shared 
their information,
 
experience and 
views regarding the 
health sector. Special assistance was
 
provided 
by Mr Guy van Dooselaere, 
Resident Representative, UNDP, and his
 
staff, and by UNICEF and other UN agencies. 

The missioon benefited greatly from discussions with EMRO staff in Alexandria,
 
Egypt, immediately after leaving Lebanon, and is also indebted 
to ENRO and WHO
 
Headquarters for administrative support for developing the present Report.
 

1.4 STRUCTURE OF REPORT 

This report contains the following major sections:
 

Section 1: Introduction
 

Section 2: Su nta ry of the m.ssion's findings, 
 conclusions, and 
recommendations.
 

Section 3: Description of the current situation of the health sector. 

Section 4: National health policy as proposed by the Ministry of Health. 

Section 5: 
 Detailed conclusions and recommendations by the mission. 

Section 6: 
 Action plan for implementation by the Government
 

The body of this report takes precedence over 
 the annexed consultants'
 
reports, which are provided in order to show in greater detail the information 
and analyses upon which the mission's overall report is based. 
 References for
 
the various areas covered in this report are found in the annexes, and 
acronyms used in both the report and the annexes are given in Annex A. 
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2. SUMMARY OF THIS REPORT
 

Summary contains five sections:
This (2.1) Current Situation, (2.2) 
National
 
Health Policy and Opportunity for Change, (2.3) Conclusions and Recommendations
 
on Policy, (2.4) Conclusions and Recommendations 
 on Programmes, and
 

(2.5) Action P!an.
 

2.1 CURRENT SITUATION OF THE HEALTH SECTOR
 

After eight years of war, Lebanon's health sector needs to be cebuilt and 
re-established on a basis which will permit the Government to fulfill its 
coimnitment to the health and well being of its citizens. 

At present, the organization, financing, 
and delivery of health services 
are
 
fragmented and chaotic. 
 The population has 
little confidence 
in Government
 
health services. The Ministry 
of Health, weakened during th, 
 war years, has
 
little capacity to deliver health 
services itself 
and sees two thirds of its
 
budget paid 
to the private sector as uncontrolled reimbursement for private
 
hospital services of 
uncertain quality 
and necessity. Other major parts of
 
the health services system 
are out of the Government's control, 
resulting in
 
problems such as 
 rising health sector 
costs, illegal pharmacies, sale of
 
unnaproved and counterfeit drugs, and lack 
of attention to first 
contact
 
health services and continuity of care. There 
are shortages of nurses, of
 
middle level 
health sector personnel, and of training 
facilities for them.
 
Although there is already 
about one doctor 
for every 1 250 inhabitants and
 
two long-established medical schools continue to 
train physicians for Lebanon's
 
three million people, two unauthorized medical schools have also opened, 
and
 

newly licensed physicians are graduates
most 
of foreign schools, admitted to
 

Lebanon without adequate determination of their competence. 
Most health sector
 
resources 
are overly concentrated in Beirut.
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2.2 NATIONAL HEALTH POLICY AND OPPORTUNITY FOR CHANGE
 

Lebanon's present national climate 
of hope, optimism, and expectation of
 
change offers the country a unique opportunity to overcome many of her health
 
sector problems. The Government's commitment to 
a new health policy, proposed

by the Minister of 
Health in December 1982, will make 
it possible to seize
 
that opportunity 
and meet a commitment to 
"provide personal and non-personal,
 
curative and preventive, promotive and 
rehabilitative health to
services the
 
Lebanese population -- irrespective of one's ability to pay for such services."
 

In the same presentation, the Minister summarized a 
--2w health policy and some
 
of the changes it implies for 
the health sector, focusing on establishment of
 
"Area Health Authorities" (AHA), 
each of which would 
serve over 200 000 people:
 

"This model calls 
for the pooling of all resources at 
the area as well as

central levels.... interaction and partnership 
with the private sector
institutions at all levels 
and wherever needed active
.... participation
and commitment of the community leaders 
- in the decision-making process 
-.... the ... Ministry of Health .... (would be) the primary and
important most
 manager of health services in Lebanon and the
has greatest
authority and responsibility in 
the health care delivery system .... The

implementation of these activities 
require extensive capital and recurring
financing. ... The financing 
 of the health services will 
 be the
responsibility of the National 
Social Security Fund, 
itself rejuvenated
through 
a well conceived system of fair taxation and co-sharing mechanism,

between the citizens of Lebanon, the employers, and the State."
 

Implementation 
of the new health policy will require reorganization of the
 
health sector 
and of its financing, and a 
greatly strengthened Ministry of
 

Health.
 

2.3 CONCLUSIONS AND RECOM14ENDATIONS ON POLICY,
 

services delivery
 

In response to its observations and to the proposed new National Health 
Policy, the Assessment Mission has developed a number of conclusions and 
recommendations for the following areas of Lebanon's health 
system. These are presented in detail 
in Section 5 of this report, and only
 
briefly summarized here.
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2.3.1 National Health Policy
 

The mission 
concluded that implementation of the National 
 Health Policy
 
proposed by the Minister of Health is feasible but that full implementation 
would require 10 to 15 years. 
 The mission recommends that immediate steps 
be
 
taken to begin to implement it, initially 
in Beirut, if Government fully and
 
publicly backs it and reinforces the Ministry and its efforts to re-organize 

and re-build the health sector.
 

2.3.2 National Health Planning
 

The establishment of a National Health Planning Unit thein MOH will greatly 
strengthen the Government's ability 
to plan and carry out changes in the
 
health sector, including those recommended by this mission. 
 In oLder to carry
 
out its functions of developing and 
 analyzing information, reporting the
 
results and their implications for and within national health policies and 
plans, developing 
 and revising plans, assisting and monitoring their
 
implementation, and making policy recommendations, the unit will need to 
include and have access to both technical planning experts 
and experienced
 
operational and management personnel. 
 The relationships which have now been
 
established with the American University of Beirut, and the continued activity 
of the joint task forces appointed by the Minister, help assure that the 
needed human resources present in Lebanon 
will continue to be available and
 
utilized. Outside technical advisors will also be available to the unit as 
needed. The Planning Unit should immediately begin national surveys of
 
epidemiology; health knowledge, attitudes, and practices; health manpower; and
 
hospitals. It should 
 use early valid results of those surveys as partial 
bases for policy 
feedback and for development of national plans for health
 
manpower development, epidemiological services, primary health care, a health 
center network, and hospital facilities. 

2.3.3 Organization of the Health Sector 

The health services delivery system is fragmented in a multiplicity of 
uncoordinated public and private agencies Legislation should be enacted 
(preferably by the end of emergency powers on 6 May 1983) to change the 
structure of the health sector by merging into -the Ministry of Health the 
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health sections of the Ministry of Labor and Social Affairs and of the 
Ministry of the Interior. The Government should also mandate the establishment
 
of autonomous local Area Health ana Social Affairs Authorities (AHAs) to 
arrange for quality health 
care 
for all Lebanese. Implementation should begin
 
in Beirut and include jurisdiction over hospitals and other health resources 
within each area. 
 Government should 
place major emphasis in budgets and
 
incentive systems on primary health care 
and on preventive programmes 
to meet
 
the major needs of Lebanon's population. 

2.3.4 Financing of the Health Sector
 

A national insurance financing mechanism for payment of medical services needs
 
to be established which is stqidardized and uniform for 
the whole country and
 
which is acceptable to 
the providers of services, the service users, and the
 
payors of services. The Government should establish the legal and
 
administrative structure for a "National Health Security System", by initially 
(a) consolidating all public sector health services cost reimbursements in one
 
financing agency and 
 (b) establishing a uniform fee schedule for health 
services. Each ok these latter actions is also recommended in its own right. 
High level policy decisions will be needed to guide the work of experts 
developing detailed plans 
for the NHSS. Limits should 
soon be established on
 
the amounts of Government funds available 
for reimbursement of private sector
 
health care services, and 
 the Government should establish, monitor, 
and
 
enforce quality standards for all health services for which it pays.
 

2.3,'5 Management Systems
 

Management systems 
from the central levels 
to the most peripheral levels
 
through the proposed decentralized AHAs, 
 need to be established or
 
strengthened or reintroduced, and there is need to consider the relationships 
and interactions among those 
 systems. Specific 
 areas include personnel
 
management, logistics, 
 maintenance, information 
systems, financial systems,
 
planning, and monitoring, quality assurance, 
and evaluation. Government 
must
 
urgently develop 
 and apply effective mechanisms 
 to ensure adequate and
 
acceptable performance, in accordance with 
 clearly specified terms, by
 
hospitals, physicians, 
and others employed or contracted to provide or manage
 

health services.
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Health Services Delivery in the Metropolitan Area of Greater Beirut
 

Government has greater contact with organizations and inhabitants in Beirut, 
which also 
 contains a high proportion of the nation's population.
 
Reorganizing and operating the coordinated health services in Greater Beirut 
would provide needed experience 
on which to base development of other AHA's
 
elsewhere in Lebanon. A master plan for health services delivery in the 
metropolitan area of Greater Beirut is needed to provide a framework for 
orderly growth and rational expansion based on the population's health needs
 
and to prevent uncontrolled and unbalanced growth.
 

2.4 CONCLUSIONS AND RECOMMENDATIONS ON PROGRAMMES 

2.4.1 Health Manpower 

There is no national health manpower plan, 
and health manpower and training
 
are imbalanced in several ways. More 
physicians are not 
needed, but new
 
(unauthorized) medical schools have begun to function. At the same time, 
there are shortages both of 
nurses and paramedical personnel 
and of training

facilities for them. Health manpower is excessively concentrated in urban 
settings. 
 The many foreign medical graduates are not trained for Lebanon, and 
the health training programmes 
 in Lebanon are predominantly oriented to
 
curative care and hospitals, not comprehensive 
health care. More training
 
programs are needed soon for nurses and middle level health personnel. A 
national health manpower survey must be carried out 
as 
a basis for a national
 
health manpower plan for all levels of health personnel, including physicians. 
A National Medical 
Council should be established, responsible for recognition
 
of degrees, licensing examinations, licensing 
 and registration of health
 
professionals, monitoring 
the quality of care, applying the medical code of
 
ethics, and determining the number of students who are to study medicine or 
other health 
professions. Position-specific management training of health
 
services personnel must be provided. Health personnel training 
should be
 
reoriented to 
help translate the new national health policy 
into reality,
 
emphasizing primary health care, prevention, community and patient relations, 
and necessary management skills. Government health worker salaries 
need to be
 
increased and tied to performance.
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2.4.2 
 Preventive Programmes and Epidemioiogy Services
 

The Ministry of Health is responsible for preventive programmes which affect
 
the population in general. Lack of basic health information poses a serious 
constraint in identifying problems
health objectively and in setting 
priorities. There is need to have a capable central and provincial structure 
to direct, monitor and evaluate public health activities. Early action is 
necessary to 
re-establish epidemiological services to 
provide key information
 
for decision making 
 in health sector reconstruction. A national 
epidemiological survey of morbidity and ongoing epidemiological services
 
(including surveillance) are needed as bases for health 
services plans and 
operations. The Directorate of Public Health be andmust reactivated 

supported, under the leadership of 
an epidemiologist, and local public health
 
programmes must be strengthened (including 
provision of experienced and
 
responsible leadership at the provincial 
 level and the re-training and 
in-service training of local health workers). An epidemiological and health 
KAP survey of clients and the general population should be carried out as one
 
of the first steps toward strengthening first contact care (PHC). 

2.4.3 Maternal and Child Health
 

The concepts of maternal and child health have long been known in Lebanon, but
 
they are not well applied at present. Special attention must be paid to high 
risk groups such as pregnant 
women, infants, and pre-schoolers. The full
 
range of immunizations (DTP, Polio, Measles) 
should be provided on a national
 
basis, with adequate record maintenance. If poliomyelitis constitutes a
 
threat, vaccination should at least 
be provided to all susceptibles in the
 
focal areas of the disease. Growth charts should be reintroduced for the 
regular monitoring of growth and development, at 
least among small children.
 
If satisfactory nutritional status preschoolamong children is confirmed, MCH 
programmes should be directed preferably to the mother and child up to 2 years 
of age and underfive clinics be
may uneconomical. Traditional birth
 
attendants should be integrated and retrained.
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2.4.4 Primary Health Care
 

Attention to primary health 
care is important in reconstruction efforts, since
 
the present system, created with little or no attention to first contact care,
continuity of care, and other primary health care concepts, is collapsing 
under the financial strain of inappropriate use of hospitals and escalating 
medical care costs. 
 Primary health care should form the basis 
for the health 
care 
system and should be given major emphasis by the Government of Lebanon in
 
order to demonstrate its concern for the people's health and maketo most 
effective use of health care resources. Primary health care (in the sense of 
first-contact care) 
in Lebanon must be provided in ways 
which mee!t the needs
 
and the reasonable expectations of all the people. This may require 
that
 
doctors and based healthnurses in centres and in some hospitals provide such 
first contact preventive, promotive and curative care in all communities and 
with full support from the Government of Lebanon. A few health center based 
demonstration projects (in and shouldBeirut elsewhere) be established soon, 
to provide comprehensive PHC, with community participation, with continuity of 
care, and with adequate management, technical, hospitaland support. These 
would provide experience on which to base further decisions and programs.
 

2.4.5 Health Facilities
 

There are major issues regarding possible increases in the number of Government 
hospital beds. The Government 
should develop a National Master Plan 
for
 
Public and Private Hospital Facilities. 
 That plan should be based on
 
assessments 
of needs for hospital beds, on financial plans and projections,
 
and on Government policy decisions regarding such matters as how to meet 
primary health andcare outpatient service needs and what proportion and types 
of hospital and
beds services 
 should be provided through government
 
facilities. Government decisions 
regarding 
further hospital development in
 
Lebanon should not 
be made until a comprehensive study 
has been made covering 
the need for hospital treatment and for dispensaries and health centres. The 
investigation would have to consider plans for primary 
health care and
 
hospital construction by private and voluntary sources.
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Private hospitals play an important role 
in Lebanon. It in
is the "voluntary" 
private sector that the country's major hospital care takes place. In 1982 
the MOH utilized and paid for approximately 1 184 beds per day 
in the private
 
sector. The government pays for some 40 000 
acute care hospitalizations per 
year in the private sector. Government hospitals are out-dated, understaffed, 
and under-used, suffering the stigma of being places to go to only if the 
family cannot possibly pay. Only 
690 public hospital beds are operational
 
(and only 20 in Beirut), out of the existing total of 9 972 hospital beds for 
acute and chronically ill-patients, but 
there is the capacity to easily double
 

the number of functioning MOH beds.
 

The Government needs 
to increase 
the benefits 
which it and patients receive
 
from the very large amounts of funds paid 
to private sector hospitals through
 
the MOH. The Government 
should use reimbursement 
for services provided as a
 
means of expanding MOH control 
over 
private hospital beds, especially over the
 
use and quality of the private sector hospital services for which it pays. 

The mission's recommendations 
regarding construction 
and reconstruction 
of 
public hospitals are offered with the caveat that they should only be
 
considered if 
needed improvements in organization and management 
seem vEry
 
likely to 
take place, if problems of staffing and 
recurrent 
costs can be
 
resolved, and if justified on the basis of results of a thorough survey/study 
of health facilities. If the Government's capacity 
to manage and utilize its
 
own hospitals 
could be sufficiently strengthened, and if detailed analyses
 
indicated that increasing public sector beds would be financially feasible and 
beneficial (as does not 
seem to be the case, in comparison with the alternative
 
of increased control and improved selective use of the private sector), then 
the Government might consider 
increasing the, number 
of beds in the public
 
sector by: upgrading, equipping and staffing 580 existing but 
non-operational
 
public hospital beds; installing 
a 20C bed temporary public hospital in
 
Beirut; and constructing a new public hospital in Beirut with 300 beds, also
 
to be 
 used for training of nurses, paramedical, and public health staff, with 
emphasis on community health and primary health care. Those beds, added to
 
the newly started renovation of the 200 
 bed Quarantina hospital in Beirut and 
the planned 130 bed temporary hospital in Saida, would raise the total 
national bed/population ratio to approximately 3.7 beds per 1 000 inhabitants.
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2.4.6 Drugs and the Pharmaceutical System
 

The drug and pharmaceutical system is out of control of the Government. 
Illegal pharmacies 
are operating. Counterfeit, ineffective, 
and otherwise
 
dangerous drugs present on the market.are Forceful actions are necessary in
 
order for the Government 
to gain needed control over 
the drug sector, decrease
 

the hazards which that sector now presents to the health of the people, 
increase the health benefits of money spent on drugs, and control rapidly 
rising drug costs. A strong national policy on 
drugs should be established.
 
Drug 
and pharmacy sector legislation should be 
strengthened and enforced. 

Illegal pharmacies should be closr.K. Drug samples should be sent to 
recognized international drug testing laboratories (with plans to later 
establish a National Drug Quality Assurance Laboratory in Beirut).
 
Ineffective and otherwise 
dangerous drugs must be 
controlled. 
 The number of
 
drugs on the market must be decreased, initially by forcing removal of
 
unapproved drugs and inventorying and registering all drugs on the market in 
Lebanon, 
then by reviewing all drugs (including those previously approved and
 
those newly submitted for approval) and allowing marketing only of 
those which
 
are safe, effective, and needed 
(based on WHO list 
of essential drugs). The
 
newly created National Office of Drugs needs sufficient authority, resources, 
and Government support 
to carry out its mandate. Studies on 
drug utilization
 
should be done, and vital information about drug use should be distributed to
 
providers of health services, patients, and the general 
 public. 

2.4.7 Emergency Medical Services
 

The metropolitan 
area of Beirut 
 lacks a quality medical emergency care
 

services network, and one 
should be implemented.
 

2.4.8 Blood Transfusion Services
 

There is a shortage of blood for transfusion in Lebanon, and 
transfusion
 

services are fragmented and of uneven quality. A National Blood Transfusion 
Service, which should be established. incorporating the resources of the 
existing transfusion services, with the Lebanese Rcd Cross responsible for all
 
operations. A national 
organizing committee 
should be appointed by the
 

Minister of Health 
to plan and initiate that service.
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2.4.9 Laboratories
 

Adequate health laboratory services, including regional laboratories, need to 
be developed, especially to support 
 primaty health care 
and preventive
 
services throughout Lebanon. An Advisory Committee for the Central Public 
Health Laboratories should 
be formed, enable
to better coordination between
 
the various 
sections of the laboratories.
 

2.5 ACTION PLAN
 

To gain the full benefit of the recommendations contained in this report, the 
Ministry of Health should direct the implementation of an action plan based on 
five parallel phases of work, as illustrated on page 15.
 

I. Enacting legislation. The purpose of the first phase is to enact the 
legislation required to implement the National Health Policy as proposed 
by the Ministry of Health. This legislation will include new measures 
as well as modification of existing regulations.
 

II. Formulating supporting policies. In the second phase, the Government 
will formulate and 
start implementing national 
policies in order to
 
restructurd 
the health sector as decided by legislation. These policies
 
will include guidelines concerning social, 
 economic, financial,
 
technical and administrative aspects of the National Health Policy.
 

III. Building resources and systems. The purpose of the third phase is to 
make the re-structured health sector operative, consistent with health 
and other national policies. To this end, the Ministry of Health will 
start mobilizing the human, financial and technical resources required 
to deliver the health services as well as re-building the necessary 
management and administrative systems.
 

IV. Implementing health programmes. In the fourth phase, the competent 
units of the national health delivery sysrem will develop and implement 
programmes to meet specific needs of the population in Lebanon. Some of 
these programmes may initially be implemented on a pilot basis to gain 
experience for wider application at a later stage.
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V. Monitoring progress. In the last 
phase, the Government and the Ministry
 

of Health will monitor progress in implementing Phases I, II, III and IV
 
and will evaluate the need for any corrective action.
 

These five phases of work provide a framework for action, by (a) setting the
 
scene for the recommendations made by the Assessment and Planning Mission with
 
emphasis on 1983-86, and (b) helping the Government to identify the need for 
action in addition to these recommendations. The National Health Planning
 
Unit of the Ministry of Health should play a key role in facilitating the 
planning, coordination and monitoring of the five phases of work.
 

Specific action steps, together with responsibility and timing for each phase, 
are outlined tentatively in Section 6 of this report. The deadline of 6 May 
1983 for the anticipated expiration of the Government's emergency powers is 
particularly relevant for several actions 
 proposed in Phase I, Enacting
 

Legislation.
 

If requested, WHO will be prepared 
to assist the Ministry of Health in
 
implementing the five phases of the action plan. 
 Appropriate areas of
 
possible assistance include participation in progress reviews and training 
programmes, advice on technical issues and oa the important role of the 
National Health Planning Unit, and refinement of the action planning and 

review process.
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FIVE PARALLEL PHASES OF WORK PROVIDE A
 
FRAMEWORK FOR ACTION ....
 

SUMNARY OF ACTION PLAN 
(Illustrative - see details in Sections 6.1 to 6.5) 

T I M I 
 N GPHASES OF WORK RESPONSIBILITY 1983 1984 	 19861985 	 1992 

I. 	 Enacting Government 1 M M
 
legislation
 

II. Formulating Government and
 
supporting Ministry of a- 0 no
 
policies Health
 

III. 	 Building Ministry of 
resources and Health o a -. .. 
systems 

IV. Implementing Ministry of
 
health Health 9=
 
programmes
 

V. 	 'Monitoring Government and
 

progress Ministry of
 
Health
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3. THE CURRENT SITUATION OF THE HEALTH SECTOR 

3.1 OVERVIEW OF THE HEALTH SERVICES SECTOR IN LEBANON 

A relatively clear image of Lebanon's health sector problems emerged from this
 
mission, in spite of inadequate and conflicting information. Physicians, 
hospitals, private services, and commercialism dominate 
the health sector in
 
general. Public sector health 
organization and finances 
are chaotic. The
 
weakened Ministry 
of Health plays a relatively minor role, 
 with little
 
coordination with other redundant public sector health bureaucracies. Over 
two thirds of the MOH budget (USt 58.5 million MOH budget in 1982) flows to 
the privatc sector through 
uncontrolled reimbursement 
for private hospital
 
services of uncertain quality and necessity. There 
are about 3.2 hospital
 
beds (0.23 of them public) for 
every 1 000 persons, but 
there is little
 
control of the quality of hospital and medical services, and many public and 
private hospital beds are unoccupied. The public complains of rapidly rising 
costs of hospitalization, medical care, and drugs, and counterfeit drugs and 
illegal pharmacies have appeared. There is about 
 one doctor for every
 
1 250 inhabitants, but nurses and middle level technical personnel are scarce, 
and all health personnel are highly concentrated in Beirut. Health centers 
and small dispensaries are operated by the MOH and by other Government and 
private agencies, but 
 few such centers exist 
 in Beirut and referral 
arrangements are inadequate. Nowhere in Lebanon 
is there a health center
 
which delivers 
a full range of essential primary health care 
 services.
 
Throughout the health sector, the Government has little ability to control 
quality and to 
enforce standards.
 

The damages and disruption caused by the drawn-out hostilities since 1975 and 
by the 1982 crisis have only exacerbated long-established problems, including
 
uncontrolled reliance 
by the Government on (and payment for) private 
sector
 
health services, to the detriment of development of effective public sector 
health services. The population is reported to have little confidence in the 
Government's health services at present and prefers Lo utilize the 
private 
sector. The Government now urgently needs to develop and improve its own 
health services, to improve its use of private sector health services, or 
preferably to do both. 
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3.2 AVAILA3VLITY AND QUALITY OF INFORMATION
 

Much of the basic information needed 
 for planning, operating, and monitoring 
health services and facilities either is not available in Lebanon or is 
inadequate in coverage or quality.
 

3.2.1 Availability of epidemiological information
 

Epidemiological information provides the foundation upon which all other parts
 
of the 
public health programme are constructed. Information on health problems 
affecting the population is a basic essential tool for effective health 
planning and programming. 
 To be able to determine needs for facilities and
 
services, it is necessary to measure the level of health of the population and 
to be able to answer the questions 
as to the main health problems, their
 
magnitude, the groups affected, and when and where the problems (.ccur with the 
greatest frequency. 
 The value of measuring the level of he,.lt'. does not stop
 
at the stage of planning for the provision of health services but goes beyond 
that to measuring the outcomes of the services and assessing their adequacy 

and efficiency.
 

The use of appropriate epidemiology is almost absent 
at the various levels of
 
Government (and other) 
health services in Lebanon. 
 The present fragmented
 
private, curative health care system in Lebzaon lacks the ability to provide 
relevant epidemiological information. 
 At the local or community level, health
 
personnel, especially doctors, 
 rarely report diseases to the health
 
department, although they are 
obliged 
to do so (for some diseases) by law. A
 
similar situation 
exists with respect to health establishments such as 
clinics, dispensaries and hospitals. This has resulted in the present. 
situation in which only scattered informati6n is available to the health 

authorities. 

There is a conspicuous absence of health records, and where available, they 
are often incomplete, whether clinic or home based. Maintenance of quality 
medical records is an essential part of medical care in general. The lack of 
good medical records is regrettable, among other reasons, because they would 
constitute an invaluable help in the collection of baseline and follow-up data
 
on health and disease. Medical records and archival science work (for which 
UN assistance is available) is needed in Lebanon. 
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The departmn nt of vital and health statistics of MOHthe has been 
non-functional and practically non-existent since 1975. This department
 
produced annual reports for the years 1956 to 1971. At that time its role was
 
only as a processor of information which in many instances was deficient both 
in its comprehensiveness and in 
its quality. The collected data were rarely,
 
if ever, selected, collected, and processed to 
facilitate or improve decision
 
making, and 
 rarely led to any actions. Hence, the essential basis of
 
epidemiological surveillance (namely information for action), 
was missing, and
 
it continues to be missing now, to 
the de-riment of effective health services.
 

At the central level 
 of the MOH, there iq an existing structure for
 
.epidemiological services, yet 
these services 
have been almost at a standstill
 
for 
many years in view of various serious constraints. Central supervision
 
over the 
 *.imal field activities is inadequate, as are the analysis, use, and
 
feedback of available epidemiological 
data. Many of Ln-2se functions are
 
practically non-existent. Hence there are 
few or no possibilities for ensuring
 
regular identification of critical situations such as outbreaks and epidemics 
or for ensuring appropriate and timely responses to them and to other changes 
in incidence or prevalence of diseases.
 

In the present situation all collected information is for use by higher level 
officials only. 
 Health workers collecting the information do not take part in
 
the analysis or the interpretation of the data and don't see how the data are 
used, so they do not 
feel the value and the need for accuracy and completeness.
 
In addition, data analyses 
are not 
made against the essential local background
 
in the community; i.e., data are not collected on local community variables 
influencing health, and comparisons are not made between national and local 
data. 

In spite of the current lack of adequate epidemiological services in the 
Government, Lebanon is 
potentially capable of 
developing and implementing
 
sound epidemiological 
 work, and of establishing an adequate national
 
epidemiological surveillance and 
analysis system. This 
is the case because of 
the presence of universities which have inwell-experienced groups 

epidemiological training and in the use of epidemiology. Those groups have 
L'cn able, in the midst of the most difficult situations, to implement pilot 
epidemiological surveillance activities which could with slight modification 
serve as 
models for future development of these services in 
the NO1-H. 
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The proposed general framework 
for a health information system for the MOH,
 
developed by the MOH/AUB Task Force on Health Information, is a step forward 
in the development of epidemiological services 
at the central level. More
 
thought needs to be given, however, to the local level as a source of 
information and to its potential in the interpretation and utilization of 
information. At the local level, where health workers are expected to help
communities to 
 solve 
 their health problems, the application of basic
 
epidemiological principles can be most 
helpful. 
 Local health workers are most 
suited for this purpose as they are often in the best position to interpret 
the situation in the light of local realities. By bringing epidemiological 
principles to periph::ral health care, new dimensions will be added to this 
important 
tool, and several benefits are envisaged (as noted in Annex H,
 
Preventive and Epidemiological Services).
 

3.2.2 Availability of health services information
 

Very few official data have been collected over the course of the last eight 
years. While there are several fragmented small surveys and studies of 
various sectors of the health delivery system, undertaken principally by 
AUB professors and students, no comprehensive set of data exists. Many of the 
special studies yield contradictory results, and virtually all are incomplete.
 
Rather fundamental data 
are 
lacking concerning rates of utilization, inpatient
 
hospital admissions, outpatient visits, disease patterns and trends, 
causes of
 
death, costs of services, etc. As a consequence, both the WHO/LRCS mission 
and the financial analysis team aspent great deal of time systematically 
collecting, interpreting, and reconciling rather 
basic data and information
 
describing the general and financial characteristics of the health services 

delivery system.
 

3.3 HEALTH CONDITIONS 

As a result of war, some risk factor such as disrupted sanitation, population 
movements, 
 etc., are accumulating and 
 can 
 stress the health situation,
 
especially in relation to communicable diseases outbreaks. However, as noted 
in section 3.2.1, population indices 
and disease incidence/prevalence data 
are
 
lacking. It is nevertheless 
possible to give some estimates on the present
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state of affairs by making cautious inferences from data collected in selected
 
groups and from observations and interviews at public and 
private hospitals,
 

dispensaries, and basic services centres.
 

Upper respiratory tract infections and diarrhoeal diseases head tne list of 
causes of morbidity, as in many 
other countries. Infectious 
diseases are
 
endemic and some vary among 
the various population groups in Lebanon. The
 
incidence of skia infections is 
said to not have increased during the 
war to a
 
visible extent, and they may even be 
less prevalent now than before the war.
 

Malnutrition is reported to be restricted to groups living in particularly 
difficult situations (e.g., refugees). 
 Studies on growth and illness patterns
 
of Lebanese children were initiated in 
1960. Local growth standards for boys 
and girls 1-18 months of age were published in 1969. Local longitudinal health
 
and growth data have been published, as have data on nutritional status 
classified according 
to weight/length. There 
seems to 1e a stable 5-10% of
 
undernutrition (defined as low-weight and height for age) in children under 

five.
 

Various sources report a high incidence of mental retardation among children, 
with cases occurring in clusters and 
seemingly related to the 
 mosaic of
 
different ethnic origins and 
to consanguinous marriages in certain communities.
 

3.4 ORGANIZATION, EXPENDITURES, FINANCING, AND SERVICE STATISTICS OF THE 
HEALTH SECTOR
 

In many cases, data with which to describe the financial. performance of the 
health care system in Lebanon either are not available or are of questionable 
accuracy. The finance study 
team's best estimates of expenditures of various
 
health care providers, as well as out-of-pocket expenses by the population for 
medical services, are presented in this section. 

Table 3.4A below provides a summary of financial and services characteristics 
of the major health care providers and financial intermediaries. Table 3.4B 
presents similar information concerning private health insurance. The salient 
features of medical services delivery and financing mechanisms are present-d 

below. 
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3.4.1 Del iver and Financing of Public 
Sector Medical Services
 

3.4.1.1 The Ministry of Health (MOH). As shown in Table 3.4A, the MOH
primarily serves 700,000 medically indigent, providing medical care in its 
own hospitals and outpatient facilities and reimbursing costs of services 
rendered in private hospitals. Roughly 77% 
 of hospitalized patients

(40,000 : 52,000) are 
treated in private facilities with which the Ministry

has contracts. In 1982, 
the MOH had contracts 
for 1184 beds with private

hospitals. Reimbursements were based on a MOH fee schedule (tariff) and 
were reimbursed at 85,% of scheduled charges. The Ministry's 1982 budget
amounted to LL 234.0 million 
and of this sum, LL 160.0 million were
allocated for reimbursement of health services provided in the private 
sector.
 

3.4.1.2 Army and Public Security Forces. The military, including active
duty army and public security forces and 
 retired personnel, their
 
dependents and civilian support staff, are provided care in military

facilities or on a reimbursement-of-charges basis in private facilities.
A total of 250,000 individuals are covered. Total 
expenditures are

estimated at LL 75.0 million in 1982. Funds are directly allocated from
the Ministry of Defence (MOD) to operate military health services and to 
reimburse private providers.
 

3.4.1.3 The National Social Security Fund (NSSF). The NSSF provides
financial reimbursement for health care cliarges incurred by employees in 
the private sector, including autonomous organizations. In 1982, a total
of 645,00J0 persons, comprised of 215,000 employees 
and 430,000 dependents,

were covered. Funding comes from employers, employees and the MOF. By
special law, the MOF is obligated to pay the NSSF an amount equal to 25%
of NSSF payments for medical services rendered on behalf of beneficiaries.Care is provided in private health care facilities and reimbursement is 
based on a percentage of 
a NSSF fee schedule 
or tariff. Estimated
 
expenditures in 
1982 were LL 144.0 million. Total spending would have
been LL 163.0 million if the NSSF had adopted the uniform tariff recently
developed by 
the Task Force on Health Care Financing, MOH.
 

3.4.1.4 Office 
of Social Development (OSD). 
 The OSD provides outpatient
 
care to some 
195,950 medically underserved individuals. The OSD spent

LL 8.0 million 
 for care in 1982. In 1983, it expects to spend
LL 7.0 miilion for care in its own facilities and additional
 
LL u illion for care 
provided jointly with voluntary organizations.
 

3.4.1.5 Cooperative of Government Civil Servants (Ur(CS). The UGCS also 
provides financial reimbursement for care in private health facilities 
based on a percentage of 
 total charges as established by its own
individual fee schedule. Those covered include 47,000 GOL employees plus
173,000 dependen' ; for a total of 220,000 persons. Funding comes from

payroll tax assessments paid by employees and the national government.
The tax assessment 
 is 7% of total 
 wages and salaries (excluding

allowances), of which employees pay i. and the State pays 6%. The 1982 
estimate for health reimbursement expenditures is LL 50.0 million.
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3.4.1.6 Municipalities. Municipalities (under the Ministry of theInterior) frequently provide outpatient care in dispensaries and healthcenters which they operate. In Beirut, the municipality estimates that itspent roughly LL 10.0 million for health 
 services in 1932. A 
rough
estimate of expenditures by all municipalities in Lebanon for health care
 
in 1982 is LL 20.0 million.
 

3.4.2 
 Private Sector Health Insurance
 

In the private insurance sector, one finds both commercial health insurance 
(e.g., 
 ALICO, the American Life Insurance Company) 
 and health insurance
 
offered their employees by 
 employers who are self-insured (e.g., AUB).
 
Table 3.4B below details the coverage, benefits and costs of health insurance 
provided by ALICO and AUB. 
 No attempt was made to 
survey all private sector
 

-health insur. ,ze plans individually. The information presented concerning 
ALICO and AUB is illustrative of the types of private insurance plans that are 
in effect in Lebanon at the present time.
 

Private 
health insurance is not used extensively in Lebanon. In general, 
private health insurance is supplemental to public sector direct medical
 
services delivery 
and reimburses the costs 
of services rendered 
by private
 
providers. ALICO estimates that LL 5.0 million is spent annually in Lebanon 
for commercial health insurance covering 
 100,000 persons, primarily to 
supplement NSSF benefits. AUB spends 
LL 5.0 million each year providing
 
coverage for 
some 13,000 students, faculty 
and other employees, including
 

dependents.
 

Few firms provide medical care 
for employees in company dispensaries, without
 
charge. 
 Middle East Airlines (MEA), Lebanon's largest employer (with 
5,000 employees) both provides this service and also pays the 15% of medical 
care charges not reimbursed by 
 the NSSF. MEA estimates that it spent
 
LL 1.0 million in 1982 for these benefits.
 

It is difficult to estimate the total spent on health care by private firms 
and other organizations in 1982. Including commercial health insurance, AUB 
and MEA, LL 11.0 million are accounted for. Doubling this figure 
 to
 
LL 22.0 million, we believe, gives a reasonable estimate of the total
 
expenditures by private health insurance organizations in 1982.
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3.4.3 Out-of-Pocket Expenditures
 

The last and a major source of health care financing in Lebanon is direct
 
out-of-pocket expenditures for drugs, physicians and other health related 
costs by the consumer. No good 
data on which to base estimates of the
 
magnitude of these expenditures are available. Drug costs 
(see discussion in
 
section 3.8.2) constitute a major component of the costs 
of health care,
 
particularly out-of-pocket expenditures.
 

An International Labor Organization (ILO) 
study estimated that Lebanon spent 
6% of individual income on drugs and from 11% to 17% of income on health care 
all together. However, the portion of these expenditures that is directly 
out-of-pocket and that which is reimbursed by some type of insurance coverage 
has never been calculated. One could use the percentage of drug costs 
relative to "income" 
as a basis for 
estimating total expenditures on health
 
services. 
 However, the partial translation of the ILO study available to the 
health finance study team did not make it clear how "income" is defined (i.e., 
disposable, personal, 
 etc.) and the original report 
was not available.
 
Therefore, some basis other than percentages of income had to be used in order 
to estimate total outlays on health, including expenditures made out-of-pocket. 

Based on 
discussions with people knowledgeable about Lebanon's 
health sector,
 
we judge that at least as much is spent out-of-pocket at point of service as 
is paid for by all types of public sector reimbursement mechanism and by
 
private insurance organizations, 
 including firms that self-insure, plus the 
value of services directly provided by Government.
 

3.4.4 Total of Health Sector Expenditures in Lebanon in 1982 

The health sector finance study team concluded that aggregate expenditures on 
medical services in Lebanon in 1982 
 were between LL 1.14 
 billion and
 
LL 1.6 billion, probably nearer to the lower bound of this range. Total 
expenditures appear to be divided roughly equally between public and private 
sectors as sources of funds, and drug costs as a component of total health 
expenditures appear to range from 38% to 42% of total outlays on medical 

serviceo.
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Aggregating the expenditures for health 
from the various sources described in
 
Sections 3.4.1 and 3.4.2 above yields a total of LL 551.0 million per year. 
This is shown as follows: 

LL Million
 

Ministry of Health 
 234
 
NS SF 144
 
UGCS 
 50
 
Military 
 75

OSD 
 8
 
Municipalities 20 
Private Health Insurance 
 20
 

551
 

Of these LL 551.0 million, the bulk of funds, possibly 98%, are spent on 
curative medical 
services, and 80% represents reimbursements to the private
 

sector.
 

To tile LL 551.0 million must be added at least an equal amount for
 
out-of-pocket expenditures. 
 This yields 
a total of LL 1.1 billion, as the
 
lower bound of expenditures for health 
care in Lebanon estimated for 1982, or
 
a per capita expenditure of 
 LL 400, based on a resident population of
 

2.75 million.
 

This estimate was judged 
to be low by Lebanese health authorities whose best
 
guess" is about LL 1.6 billion. However, this last estimate is high by 

comparison with other estimates of aggregate outlays on medical 
services in 
Lebanon. One such estimate is based on village studies which show an average 
annual outlay per capita 
of LL 458, which when multiplied by 2.75 million
 
persons estimated to 
be living in Lebanon in 1982 yields an aggregate estimate 
of total expenditures on medical services at LL 1.26 billion. A second 
estimate 
is based on family budget expenditure data collected 
in 1966, showing 
that on the average annual expenditures on medical services per capita in that 
year equaled LL 164.5. Assuming a 6% rate of compound growth in health
 
outlays annually, per capita expenditures on medical services would have grown
 
to LL 443 over the interval of years 1966 to 1983. Multiplying LL 443 times 
an estimated population of 2.75 million persons living in country in 1982 
yields LL 1.22 billion as another estimate of aggregate outlays on medical 
services in Lebanon in that year.
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3.4.5 Weaknesses in Financial Mechanisms
 

Weaknesses in the existing financial mechanisms are discussed under individual 

categories below.
 

3.4.5 1 Fragmentation Among Public Sector Agencies. 
 Public sector direct
provision of medical services and reimbuirsement of the costs of privatelyprovided medical 
services is scattered 
among several different agencies

which are in 
 no way coordinated. The NSSF, UGCS, and the OSD are
 
autonomous agencies under the tutelage of the MOLSA. 
 Municipalities and
the Military are under the control of the Ministries of the Interior and
of Defence, respectively. Both the MOH and the Military reimburse thecosts of private sector provided medical services, in addition
providing some services directly. The OSD supplies services 

to
 
directly
(outpatient services only), 
while the UGCS 
and the NSSF are strict cost


reimbursement agencies. The result 
 is that different agencies, in
principle, cover different 
but sometimes overlapping segments of

population, providing non-uniform benefits 

the 
to beneficiaries who happen tobe covered by respective agencies depending largely on their circumstances 

of employment.
 

Public agencies receive resources in a wide variety of ways: directallocations from the MOF in the case of the MOH, ODS (MOLSA), and the MOD
and wage and salary payroll tax assessments in the case of the UGCS andthe NSSF. Yet the NSSF also receives part of its revenues (25% of annual
medical care expenditures) directly from 
the MOF. There is no clear
equity achieved in 
the case of benefits to beneficiaries who are covered,
since each agency provides direct services or reimburses the costs of
privately provided medical 
 services according 
 to its own tastes,

individual capacity, and schedules, 
as the case may be.
 

Adding up the total population covered 
by the various public agencies, it
 appears that 
a maximum of 2.0 million persons are covered by public sector
direct delivery 
 of medical services or cost reimbursements, leaving

1.0 million persons medically disenfranchised.
 

Employee tax assessments range from zero 
in the case of the Military,

through 1.5% of LL 750 monthly wages in the case of the NSSF, to a high of1% of total wages 
in the case of members of the UGCS. Thus 
there is

little reason to believe that equity exists 
on the revenue generation side
 
either.
 

There would appear to be great advantages in adopting a uniform tarifffee schedule on the part 
or 

of public agencies, consolidating all or most ofthe public sector reimbursement activities into a single agency, andproviding for greater uniformity in employee 
in 

contributions to publicsector cost reimbursement. There also would appear to be merit in theMOH's recent proposal to absorb the direct medical servi-ces delivery
activities of the OSD into MOH operations.
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3.4.5.2 
 Absence of Cost Controls 
 and Quality Assurance.
reimbursement invites various abuses, 

Cost 
such as tile oversupply of services,false billing, and charging over and above legal fee and service tariffs. 

In the present system, very little is done to enforce the legal tariffsadopted by each agency foi fear that private providers would refuse toaccept the agency's client, and would provide services to the clients ofanother agency or engage in strictly private practice.
 

Actually, before 1976, the GOL cost containment program was active and wasbelieved to be reasonably effective. However, during eight years of warthe public medical sector was hit hard and the private sector grew rapidly.
Public agencies became increasingly weak due 
to war and political turmoil.
This led to a decline in discipline and in 
effective administration of
many Government programs, including those in the public medical sector.Now that the war is 
over, Government has the opportunity to regain momentum
in administration and enforcement. However, the question is whether theGovernment will grasp this opportunity, and how best 
to do this.
 

Adoption of a uniform tariff for all public sector reimbursement agencies(such as 
 the one recently developed 
by the Task Force on Health Care
Financing, MOH) and consolidation of public sector cost reimbursement
activities into a single responsible agency would facilitate enforcementof legal fees greatly. However, in addition to these things, Governmentmust also develop the necessary data 
base and performance standards
requisite to an effective program of cost containment that would improve
the efficiency with which public funds are spent. 

An aggressive program of 
 cost containment 
 would not only serve
Government's interests in using public funds more efficiently, but wouldalso facilitate Government's interests in supplying 
greater volumes of
 
medical services through the public sector.
 

An effective cost containment progr-im cannot 
be launched with out an
equally strong 
program of quality assurance. If Government 
simply puts a
lid or cap on costs and prices as the basis 
 for its reimbursement
activities, levels 
of private sector earnings can still 
raise, if the
private medical sectr- reduces costs by means which also reduce quality ofservice, with obvious 
disadvantages for 
 the welfare of patients. The
quality of medical care 
in Lebanon is very uneven, and in 
some cases it is
undoubtedly below minimum standards of acceptable medical practice.
 

Currently there 
are very few mechanisms in place to monitor the quality of
 care rendered in either the public or the private medical sectors. In theroughly 130 or so hospitals in Lebanon, onl four tissue committees exist,and one of these was established only two years ago. 
 There is no evidence

of peer review or of objectively established and enforced utilization andmedical practice and performance standards, 
 outside of univec.sity
hospitals and a handful of private voluntary hospitals. Medical audits are not regularly conducted outside of those institutions whichaccommodate teaching programs. 
 Inspection and certification standards 
are
 very low and are not enforced consistently.
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Uder the circumstances cited in the paragraph immediately above, days of
hospital care and visits to outpatient facilities and clinics could notpossibly be reasonably comparable in term- of quality of care received,
and thus reimbursement even atcording to a standard schedulefee couldbe either wholly rational or equitable. The problems of lack 

not 
of

uniformity in the quality of care available and the general low level ofquality 
of care in many cases will become greater as the trend toward

foreign-trained 
 physicians accelerates 
 in the future, as predicted,
without adequate means to assure the competence and good practice of 
physicians.
 

3.4.5.3 Low Salaries 
of Public Sector Health Personnel. In addition to 
a
 
current lack of effectively operating government 
medical facilities,

Government faces the problem of recruiting and retaining an effective anddedicated cadre of 
physicians and other health professionals to Government
 
service. In 
order to do this, Government 
would have to provide a
compensation that at the 
margin is equal or better 
than the levels of

earnings available in the private medical sector. theIn absence of aneffective program of cost 
containment, there is no 
check on the rise in

the levels of earnings in the 
private medical sector. Thus, Government

will always be fighting a difficult, if not losing, battle in competing
with the private medical sector for the services of health professionals,
unless Government 
 resorts to conscription 
 or forced placement in
 
government service upon graduation.
 



Tablea.4A 

ENTITY FIJANCNG 

Hinlstry 
of 
Health 

I. Receives budget from Ministry
of Finance, 1982 estimated 
total 234 million LLI.. MOOI 
collects no 
fees from patients. estimated at 
70000.0 


SJMMARY OF FINANCIAl. AND SElVIC 

THOSE SEVED - ELIuauI.3 

1. Anyone not covered by other 

health service - basically 

the medically indigent, 


2. Budget break down 
 H.L.L 

a. "Chapter 1" reimburse-

mont or pvt. providers 130+ 


b. "Chapter 2 - long-term 
care (Tbc, mental rehab.) 


In private facility. 20+
 

a. "Chapter 3" reimburse
ment for pvivate lab., 
x-ray, dialysis, eta. I0+
 

160+ 

d. Est. cost of AOl 
facili
 
ties for medical care 
 50
 

e. Est. cost for general
 
admin. & P.Ii. 
 24
 

234
 
3. Average annual cost 


for those served: 
 LL 


a. For private reim-


bursement 229
 

b. Add amount Ml pays 


for its own facilities
 
serving an estimated
700,000 persons 71 


Eat. expenditure/o 
beneficiary/year 300LL 


2. Where no other facility Is 

available, anyone presenting 

for care Is treated without 

question. 


3. If patient unable to pay 

the 15% of tariff, HOl 


pays for them. 


CIIARACTEnRISTICS OF HAJOR IlEAI.TII-lEI.ATED 

SCOPE OF SEVICES & 

CLIENT PAY¥UT 
1. Provides services directly in 
Its 
own facilities, without charge to 


patients. 


2. Contracts with private hospitals
 
+ HDs and pays 85% of fee schedule.
 
Patient pays 15% 
If able, up to
 
500 LL maximum. No outpatient bene
fits except lab, x-ray, dialysis,
 
on referral from Mll OPD.
 

3. Covers out of Lebanon referral for 
medical care, 100% of costs inolud-

Ing transport and attendant.
 

4.Categorial P.1. Services.
 

5. Coverr services provided only in 


a 3rd class bed. 


*Tables 3.4A and 3.4B. are taken from Tables 3.2.1 and 3.3.1 of Jeffers, J., 


ENTITIES * 

EVICESUTIIZATION
 

I I 

1. 1982
 
40,000 private hospitalizations 
12,000 H011 facility hospitali
zations. 

120,000 out patient visits.
 
(source, DO, HOll, 
2/12/83).
 

M
pa 

0 

'1 

o
 

00 

and Zukin, P., 
Lebanon Health Sector Financing:
Issues. Problems and I.3ecommendat ions. March_ IQA'A 



Army, 

Security 

Forces 

1. Entirely funded by 001. 
Hinistry of Defense. 

through II. 
Table 3 . 4 A(continued) 

Active duty military, security 1. 2 military hospitals, damaged andforces amounting to 35-40 only partially operational.
thousand plus retirees and 

1. No information 

dependents. 
2. No budget eatimate but in 1982 2. Civilian employees, numbering

55 million LL spent on reimbur- estimated 35,000.
sement of private sector care. 
This equaled 80% of services 
provided, hence total expenses
estimated at 75 million LL; and 
estimated 15 H.LL for drugs.
Est. expenditure/bonefieiary 
/year. =300LL 

3. Total number covered 250,000. 

2. Contract out to private facilities. 

3. Active duty and dependents covered 
100% 

4. Civilian employees covered 75% ofr 
costs of services. 

National 

Social 
Security 
Fund 

1. Financed by an amount equal to 
7% of payroll, up to 1st LL750 
/month, 1.5% from employee 
5.5% fromn employer. 

1. Employees in private Industry 
industry  from one 
employee, up. 

1.. Covers all services provided under 
fixed schedule (tariff) of fees; 
NSSF paying 85% of these fees and 
the ollint 15%, for in-patient care 

1. All those covered have 
benefits. 

similar 

and 70% and 30% respectively, for 
2. GOL, Hin. of Finance, gives

NSSF an amount equal to 25% 
of expenditures for medical 

care annually. 

2. Foreign workers whose 
countries cover Lebanese 
workers in their country. 

out patient care. 
2. Provider bills the NSSF directly

collects the consumer portion from 
the consumer. 

2. Because of delays in processing
claims, some providers are re
luctant to cover services 
involving small amounts of 

3. Total estimated expenditure
for 1982 is 144 H..L. This 

equates to 223 I per bene-
fiolary. 

3. Total ,'-vered in 1982,6115,000 (215,000 employees 

insureds plus 130,000 
dependents), 

3. Fund does not operate any medicalcare facilities at this time but 
has a linkage to the Batroun 
hospital which operates as an 

money e.g., under l0OLL. 

0 

4. Total out of pocket for 15% 

not reimbursed by the fund 

amounts to approx. 25 H.LL 
However, in fact it la be
lieved beneficiaries pay more'
than this because reportedly 
some providers charge more 
than the authorized tariff. 

autonomous entity.4. Covers only 3rd class changes in 

hospital, but client can pay dif-

ference for higher class bed. 

n 

op 

'1 

MOQ 

5. Patients may be referred out of 
Lebanon for care not available in 
the country. 



Office of 
Social 
Develop-


ment 


Hutuolle 

Coopra-

tive of 
Civil 

Servants, 


(UGCS). 

I. Iealth servicea financed from 
HiI. Labor & Social Affairs 
directly In some medical-

social centers, and In others, 

cost sharing with voluntary 

organizations. 
Total funding
Is budgeted at 10 H.I. for
1903, as follows: 7 H.LL to cover health services for 
113,250 in medical-social 
centers entively subsidized 
by ODS and 3 H.LL for 113smaller' medical-soclal centers 
Jointly funded with voluntary
agencies serving 81,700.
Total number served equal
194,950; average expenditure
equa1l 10 M.LL/19, 

9 50 or 51.3
LL per beneficiary.

2. Total collected from benefl-

care3 unknown. 

was 8 H.L. 
 i3. Total spending In 1982
 

1. Financed by contribution from
civil servants and the Lebanese 

government. Funds go to the
Cooperative of Civil Servants 
to cover various benefits, 


' .I.AL, 50 HAL went for health1982, of totala budget of 75 
benefits. This equates to 
50 H.LL/220,O00 221.LL per 

bene ficlary. 

Table 
3.4
1. OSD attempts to fill the 
gaps for sooial sevices 
and HCIi care. Operates in 

In rural areas and under 

served beneflojaries,
 

2. Total served in 82 waa 

194,950. 

1. Employees and 
their dopen-
dents are 
covered equally,

Civil Servants number 117,000
and depe.idents 173,000, for 
a total of 220,000 eligibles. 


A (Continued)

1. Provides mainly curative CII ervi-

cos - mid-wivea, care of children 
some lmmnzations and health 
education through medloal-sooial
 

2.'Client pays 5 Lt. per center visit. 
Total collected In unknown but 
maximum would not exceed 194,950
 
x 5 LL or around 1 Million LL.3. OSD In,developing expanded centersIncluding delivery of maternity
 

cases and broader health care.
 
1. Provides health and death benefits


and rewards for births and

marriages. 

I. Degree to which OSD aervices
 

are utilized by under served
 
population has not been 

I. Break down of served utill
zation by beneficiaries not

available from visit to
 
Mutualle. 
 (oCS)u
 

C 
-

En 

POI 
,D 

rT 
0 

0 
LI) 

C 



Table 3.4A
H-itu elle 
Coopera-

Live of
Civil
Servants 
(UGC) 

(Cont'd.) 

Hunici- I. Hunicipality health services 1. Hunloipal employees andpalitie palittes ~~~~~~ ae under the jurisdiction of dpnet.1 	 ~ dependen. 


the Minstery of the Interior. 
2. Hany municipalities operate


dispensries which provide 
2. Exact population coverage is


unknown,
services to municipal 


dents and to the general 
public. 

(Continued) 

2. Health benefits vary with emnployees
rank. Benefits are cash paymentsfor health care based on 
a relative
value scale which the Hutuollo has
establishied. 
from that 

This acale has variedused by the MW011 and NSSF 
or re!mburscment 
in th past. Drugcosta are partially rembursed. 

Lowest rank employee treated in 3rdclass; h igher rank gets 1.6 x 3rd
class reimbursement amount and can
 
use 2nd class bed; highest rank
reimbursement is :..3 
x 3rd class

bed care.
 

3. Employee pays 1% of full payroll

amount and government 6% of pay
roll.
 

4. Beneficiary may be referred out of
 

empoyees and their dependents. 


Lebanon for medical care not 
availablc in country. 

. Outp e. services usually areTheOtp ttn serice usnder areuidcinorendered free to municipal 

City o Beirut spent
h Ct fBiu pn

roughly LL 10.0 million in 
1902.
 

2. A charge (nominal) is often 

required for services rendered 

2. 	Spending on the part of all
other municlpal healthon behalf of the general public. 
 facilities Is estimated a.
 

unknown.
 



ENTITY IIEI'AIK.9 
PII[VATE 

THOSE COVERED 

Table 3 4B 
HEALTH INSLUfRANCE IN I.F.HANON * 

SCHEDULE OF 3EHEFITS 

A1WRICAN 
UNIVERSITY 
OF BEIHUT 

HEALTH 
INSURANCE 

PAN 

1. Plan 1s self insured by
AUD and provides both 
huisl)talization and ambu-
Inltory care. Pln is 
called the HIP 

I. Students mad AUB employees -
faculty and staff are covered, 
including dependents, according 
to Lho pnymont of promlums -
bnaod upon the class of service 
anud number of dependents. 

1. Subscribers are entitled to 
Inpatient and outpatient care 
of th AUII, with certain ex-
olulvon - aye glanson, blood,
Infusions, some drugs and 
ambulance service. Pre
existing health problems may 

2. Number currently covered 
Is 13003. This includes 

students, faculty members 
and employeo. Closo to
100% of eligible sign up 
for the HIP. 

2. Distribution of subscribers by
class of bed: 

HIP HIP + NSSF TOTALlt class 1,016 559 1,575 
2nd class 5,6720 1,558 7,230
3rd class 147 41_8 565 

be excluded, hospital benefits, 
i.e., number of days per year,
Increase with length of employ
ment. 

2. Faculty and key staff are 
generally treated In 1st 
class accomodations, 
students In second class 
and lower level workers in 
third class. 

Total 6,835 2,535 
' Includes 11217 students. 

9,370 

3.The AUB Hospital Insur-
ance Plan has two general 
plans - one for subscri-
bers not covered by 11SSF 
and another which serves 
to supplement benefits 

3. The total of subscribers 

plus dependents is 13,003. 

under NSSF. Benefits 
under both plans cover 
Identical services. The 
difference Is the premiumcharged and the class of 

service. 

*"r.bles 
3.4A and 3.4B are 
taken from Tables 3.2.1 
and 3.3.1 of Jeffers, J., 
and Zukin P.,
Lebanon Health Sector Financing: Issues, Prblemns and Reconmnendations, March, 1983. 

COSTS
 

I. Premiums are generally collected
 
monthly from employees or in ad
vanoe from students. 

2. On an annual basis, the following 
Is the schedule premiums as or 
March, 1902: 

1st Class flip HIP/NSSF
 

Subscriber 
 960 708
 
Couple 1,611 1,248
Cpl + 1 child 2,112 1,608
 

CplCl +- 22 oro
more children 

2,568 
 1,944
 

Subscriber 708 372 
Couple 
 1,2118 648
 
Cpl + I child 1,608 840 
Cpl + 2 or 
aore children 1,944 1,008 

ThirdClass
 

Subscriber 8760 216
 

Cpl + 1 child 1,092 420
 

Cpl + 2 or
 
more children 1,356 
 588
 

Total premiums paid In 1982 
were
4 million LL. 
 This equates to 308

LL per insured/year. 
In 1982
 
total costs were 5 aillion LL.
 
This defiit was funded by the -University.
 



ENTITY 


COEERCIAL 

INSURANCE-

AMERICAN 
LIFE 

IS URANCE 


(ALIC) 


REMARKS 


I. Generally sold to groups 

in connercial organi-
zations. Minimum group 
i3 10 employees, 

2. Health Insurance is 

generally sold only as 

an acid on to life
i rnaurance. 


3. 	 ALIC estimates it has 
20,000 employees covered 
by health insurance and 
that this constitutes 
hal of the co ercal 


health Insurance in 

Leaon. Tales 
 mber or
coverage i3 estimated at 

4O,00 employees plus

60,000 dependents or 

100,000 Individuals. 


i.Percentage of firms with 
fifty employees or more 
which make commercial 

health insurance avail-

able to their employees Is 

small - at most ten 

percent. 


5. 	As seen 
from the schedule 

of benefits, catastrophic 

illness coverage is 

minimal. 


6. 	 Employers may pay for 
some or all of employees
insurance costs as a 


fringe b enefit. 


Table 3.4B (Continued)

PRIVAIE HEALTH INSURANCE IN LEBANON
 

THOSE COVERED 
 SCHEDULE OF BENEFITS 


1. Employees and eligible dependents 
 1. ALIC sells two plans. These
of 	firms with contracts with ALIC. 
 have identical benefit cate-

gories but differ in the 

maximum paid per category, 


2. 	Covers employee and only immediate 
 2. Both plans are expected to
family-spouse and dependent 
 be 	used in oonjuotion with
children. 
 NSSF.
S F 


•Only
3. Employees and dependents have 
 3. Both plans offer Medical

identical coverage. 
 Assistance Insurance (HAl) and
 

Supplemental Major Medical 

Insurance (SHMI) HAI has no 

deductibles and 
no 	co-payment 


or 	co-insured provisions. It 

pays imnediately for hospital
services (only) up to 
the 

Plants limits. These are 3,700

LL for Plan B and 6,200 LL for 

Plan A. 
SHtli may be purchased 


alone or In conjuction with HAl.
If 	brought alone there is 
an 

deductible of 4500 LL. 
 HAl
 
covers this deductible; however 

there Is a 20$ 
co-payment or 

co-insurance charge to the 

insured. Both plans have
 
maximum life time benefits of
 
50,000 LL and vary in the daily
hospital room reimbursement 
160 LL for Plan B and 250 LL
 
for Plan A. 
For an additional
 
"load" of 20% 
on 	the premiums,
 

out patient visits are also
covered and their cost 

subtracted against 
the life 

time maximum. 


COSTS
 

1. Total annual premIums for
 
commercial health insurance in 
Lebanon are estimated by ALIC as
 
around 5 million I.. 
 This equates
 
to 50LL/per Insured/year.
 

2. Premiums are collected monthly;
 
annualized they 
are as follows: 
Plan B - Low Coveragel n B -L w C v r~
Employee 


Employee
 
& family


LL 
 LL
 

HAl 288 
 1,008
 
SMI 
 72 
 192
 
SHI & 86 
 230
 

Out-Pt.
 

Plan A - High Covesrage 

HAl 
 432 1,560
 
SHtli 11111 240
 

SHMI & 173 
 288
Out-Pt.
 

(Note that any number of family

members are included In one
 
flat premium rate)
 

0
 
1
 
r; 
Cnpa 

(0 

01 

'rt
 

(D 
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3.5 HEALTH SERVICES FACILITIES
 

A balanced and coordinated approach to the development of health facilities is 
needed, including hospitals and other types of health facilities (e.g., health 
centres) 
in both public and private sectors. A national mastec plan for 
development of health services 
 facilities is in with
needed Lebanon, 

mechanisms to 
encourage and reward compliance wiLh that plan.
 

This section deals principally with hospitals, 
because of the Government's
 
greater 
interest in hospital development, because of 
the great costs involved
 
in their construction and especially in their operations, and because more 
data are available regarding hospitals regarding healththan other facilities, 
and because 
major policy decisions regarding expansion of Government (MOH) 
hospitals are under discussion. This is not to deny importancethe of health 
centres and of primary health care, 
as emphasized in Annex G.
 

3.5.1 Health centres and dispensaries
 

Accurate data on dispensaries 
and health centres in Lebanon, including the
 
actual number that are functioning, the levels of services offered, their 
coverage and impact,and the types and number of staff, are unavailablb. Nor 
is there data on tile health and disease problems and needs in the country. 
The lack of a health plan or policy has meant 
that many dispensaries have been
 
set up for business and/or political reasons rather than on the basis of the
 
needs of the population. Most care provided at 
dispensaries is free or fees of 
up to 5 Lebanese Pounds are charged.
 

Table 3.5.1A shows 
the total number of dispensaries in Lebanon by 
Mohafazat
 
(region), with 
the population distribution. Of 
these 507 dispensaries, 59.2%
 
are located in apartments, 
with the remaining 40.8% in separate buildings.
 
More than 80% of the total number of the dispensaries occupy area of lessan 
than 150 square mete-rs. The table also shows that Beirut, despite having the 
highest population, has tile 
least number of dispensaries.
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Table 3.5.1A Dispensaries in Lebanon 
and the Population Distribution by

Moha fazt. 

Mohafazat 
 Number Percentage 
 Population Distribution
 

Beirut 
 48 
 9.5 
 45%
 
North Lebanon 61 
 12 
 16%
 
Beqa' 
 78 
 15.4 
 10%
 
South Lebanon 133 
 26.2 
 12%
 
Mount Lebanon 187 
 36.9 
 17%
 

Total 
 507 
 100% 
 100%
 

(Ref. AUB Study 1982, Dr Kronfol) 
 (Ref. MOH, 1982) 

Dispensary personnel (see 
Table 3.5B ) are predominantly physicians, as was
 
noted in a study of 268 of the 507 dispensaries. There are more physicians 
than nurses, and almost equal numbers of ancillary staff (such as cleaners, 
drivers etc.) to nurses. 
 There is an average of seven workers per dispensary.
 

Table 3.5B 
 Personnel Employed in 268 Dispensaries
 

Category 
 Number
 

Physicians 
 831
 
Nurses and midwives 
 534
 
Social worker 
 41
 
Pharmacists 
 12
 
Other 
 497
 

Total 
 1915
 

(Ref. AUB Study 1982 - Dr Kronfol) 

Nearly all dispensaries, especially those in the rural areas, are said to 
offer mostly curative care. This is partly a reflection on the lack of a 
health policy at central level. It also reflects the fact that the core 
curricula of most doctors and nurses are not oriented to community health, so 
that the importance of a preventive health approach is not appreciated. 
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Funding of these same 268 dispensaries is from a variety of sources but the 
Ministry of Health and the Office of Social Development provide 47% of their 

total budget (Table 3.5C ).
 

Table 3.5C Funding of Disnensaries.
 

Source 
 Percentage
 

Office of Social Development 
 26.2
 
Ministry of Health 

Political parties 

21.3 
13.8
 

Red Cross 
 13.8
 
Mouvement Social 
 11.4
 
Voluntary organizations 
 4.9
 
Municipality 
 4.4
 
Community 
 1.0
 
International agencies 
 1.0
 

Others 
 1.0 

Total 
 100%
 

(Ref. AUB Study 1982- Dr Kronfol) 

3.5.2 Actual hospital bed supply
 

Based on available information, the WHO team considers that the tables below 
approximately indicate the distribution of general hospitals 
and functioning
 
acute general hospital beds in Lebanon, by Mohafazat, as of February, 1983. 
The figures are those given by the Ministry of Health and the private hospital 

syndicate.
 

BEDS (+/-5%) BY MOHAFAZAT
 

BEIRUT fT.LEBANON NORTH SOUTH BEKAA 
 TOTAL
 

PRIVATE 2119 1663 784 824 
 324 5714
 

PUBLIC 20 160 130 170 210 
 690
 

TOTAL 2139 1823 
 914 
 994 534 6404
 

HOSPITALS BY MOHAFAZAT:
 

BEIRUT M.LEBANON NORTH SOUTH 
 BEKAA TOTAL
 

PRIVATE 22 23 15 15 6 
 81
 

PUBLIC 1 4 
 3 5 
 4 17
 



3.5.3 
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Annex Table E-6 lists private sector general hospitals, with the number 
of 
beds for each, by three major categories of general hospitals: university 
hospitals (total of 721 beds); hospitals belonging to religious communities 
and categorized as "non-profit" (1 777 beds); and "for profit" private 

hospitals (3 390 beds).
 

In addition to the 6404 acute general hospital beds shown above, there are 
approximately 3368 beds in private hospitals for chronically ill patients, out 
of which the Ministry of Health uses approximately 2500 under 
contracts.
 
This makes a total of 
9772 hospital beds in 
Lebanon. With an estimated
 

population of 3 million in Lebanon, this gives a rate of 3.2 beds per 1 000
.inhabitants. (Rates for some 
other countries are: Jordan 0.8; Iran 1.8; Iraq
 

1.9; Saudi Arabia 1.3; Syria 1.1; Libya 4; Kuwait 4; Yugoslavia 6; Greece 6; 

France 10.)
 

The Government does not 
own long term care facilities, but pays to bed
 
patients in private long term care 
facilities:
 

Mental illness 4 institutions, totalling 1 305 beds
 
T.B. 3 institutions, totalling 235 beds
 
Chronic illness 10 institutions, totalling 1 695 beds
 
Rehabilitation 7 institutions, totalling 
 183 beds
 

Public hospital beds potentially available or 
now being added
 

The number 
of MOH general acute care hospital beds in service could be
 
approximately doubled relatively quickly and at relatively low cost. In 
existing public hospitals in Lebanon there are, according to a survey made by 
AUB public health students in February 1982, 
 580 acute care general hospital
 
beds which potentially could be renovated, upgraded, equipped, staffed, and 
put to use in a relatively short time. 

Several hospital construction projects are also either underway or about 

to begin.
 

- At the Karantina Hospital in Beirut, construction work has just
started for an additicnal 200 beds.
 

- In Saida a prefabricated hospital with 130 beds is apparently to 
be set up in the near future.
 

- In Baabda (in Greater Beirut) there is an incomplete building for 
a 500 bed hospital.
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3.5.4 Determination of hospital bed needs
 

Available information 
does not permit accurate assessment of the present
 
supply of hospital beds, of absolute needs for beds, of
or priorities which
 
should be if
followed additional beds or hospitals were be
to added to the
 
overall hospital system. Epidemiological surveys are needed in order 
 to
 
determine 
the needs for hospital care and for 
other types of health care,
 
based on identified health problems. studies
Other 
 are needed order
in to
 
determine with greater accuracy the present supply of hospitals and other 
health services facilities (e.g., health centers), their condition, and their 
acceptance and use by 
the people. Surveys and studies of the people's health 
knowledge, attitudes, and practices are also required in to
order determine
 
where they prefer to 
seek health care, under what conditions, and what factors
 
determine their use of various private and public facilities and services.
 

Given the paucity of available information, discussions 
of general hospital
 
bed requirements are sometimes based on 
some assumed "standard" ratio of beds
 
to population. For example, at three beds per 1 000 population, Lebanon would 
"need" 9 000 
beds to serve 3 000 
000 persons. Estimates 
of additional 
needed are then made by subtracting 

beds 
an estimate of the total available bed 

supply 
from the assumed required ratio or number. 
 Such methods too often
 
involve unreasonable assumptions. Examination of the hospital care situation 
reveals that any addition of beds to the present system at public expense
 
(directly or 
indirectly, including donor contributions or loans which could be
 
used for other purposes) would need to be carefully justified in terms of 
issues such as:
 

- Extent and appropriateness of utilization of existing bed capacity
- Ability to staff and maintain facilities
 
- Ability to meet operating and 
recurrent costs of facilities (usually


from 30% to 50,o annually of a hospital's initial costs)
 
- Priority of specific additions relative 
to other potential additions
 
- Priority of added beds over other investments of health 
 sector
 

resources which havemight greater impact on health (e.g., PHC or 
prevention)
 

- Types of beds to be added (acute care or long term, etc.) 
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The National Health Planning Office in the MOH will need to consider all of 
these factors in formulating a national plan for health facilities and their 
development. Certain additions of hospital beds, 
difficult to justify 
in the
 
light of these factors, might be justified as necessary parts of pilot or 
demonstration projects designed 
to 
obtain maximum health impact with available
 
health sector resources (through, for example, AHA development or support for 
PHC). 

Some of the factors listed above are briefly discussed in the following 
paragraphs, and financial implications of adding MOH beds are analyzed in 
Section 3.5.5. 

3.5.4.1 Hospital Occupancy Rates. Available information does not permitaccurate assessment of the occupancy rates, but it is usually stated thatprivate hospitals have 
an average occupancy rate around while
60% the
public 
hospitals (with the disadvantages 
 of a social stigma, poorer
management, etc.) have an average occupancy rate below 50%. For manyreasons 
(highly centralized 
and poor management, 
lack of or delay of
supplies, lack of control of the staff performance, unclear financing,etc,), there is a lack of public confidence in public hospital services. 

3.5.L.2 Quality of hospital care. Quality of care in public hospitalswas difficult to assess under the conditions prevailing at the time of themission, because of war damage, continuing disruption of the system (e.g.,absence of 
some staff members), etc. The general opinion among 
the public
and health care providers in Lebanon is that MOH hospitals do not offerhigh quality services. 
Members of the WHO/LRCS mission found that 
the few
selected "private" hospitals which they visited (actually predominantlynonprofit hospitals belonging 
to religious groups; 
see Annex Table E-3 for
examples) appeared to 
be well-run. 
 No more general statement can be made
regarding the operations or quality of care of the several categories of"private" hospitals, because few aredata available and a considerable
number of visits would be 
 necessary. It appears that there is a
considerable difference between some of these hospitals run by privatedoctors for profit and those run under either charitable status or a Board
of Management of trustee status; those in the latter category includecentres of excellence in which the effective major hospital work of thecountry is done, including medical training of doctors and nurses. 

3.5.4.3 Needs 
for long term hospital 
care. Needs for psychiatric bedsfor long term care facilitiesand in general are very dependent on socialmechanisms (family 
care, professional care 
 at home, day care, home
visitors, non-medical institutions, etc.) for dealing with mental and 
long
term illness. The only long 
term care facility visited by members of themission was the excellent 1 100 bed private mental hospital, the
psychiatric director 
of which suggested that additional psychiatric beds
 are needed nationwide. Long term care must be included in the development
of both immediate and long range plans for the health sector. This WHOreport, however, concentrates on general, acute care hospital 
beds, in
view of the scarcity of available data regarding needs for long term care. 
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3.5.5 
Analysis of some financial implications of adding (3 000) MOH beds
 

The Ministry of Health has the responsibility for providing hospital care for 
all citizens who do not participate in one of the health insurance schemes 
(NSSA, civil servants, mutuelle, military). At present approximately 35% of
 
the population are not covered by public or private insurance. For a variety 
of reasons (wartime security measures, lack of public facilities, etc.), the 
Ministry of Public Health has authorized reimbursement of treatment for many 
patients (deemed 
eligible for free treatment in MOH hospitals) in private
 
hospitals. 
 Data for 1982 indicate that approximately 70,000 patients (acute 
and long term treatment) received 
private hospital treatment at public expense
 

in that year.
 

With eighty percent of public sector revenues spent on reimbursing the costs 
of private medical sector provided medical services, 'he MOH resents its 
reimbursement 
role and feels in a weak position relative 
to the private
 
medical sector. 
 The MOH recognizes that it currently has 
little capacity to
 
deliver services directly, due to lack of resources, facilities and personnel,
 
and that its administrative capacity is weak. The private medical sector is
 
ric1 and powerful in terms of facilities and personnel, and has a favorable 
public image. The Government puolic health sector is stigmatized as capable 
of producing only low quality medical services, if services 
can be provided at 
all. Thus the private medical sector is in a position virtually to dictate 
costs, prices and qualities of services, and other terms 
on which it will
 
provide medical services on behalf 
of Government. Those 
terms cannot be
 
presumed to coincide with the collective interest of the Lebanese people. The
 
Government health establishment is frustrated 
 and would like to increase its 
strength vis a vis the private medical sector.
 

Government also feels that mustit make a visible, perhaps dramatic, effort to 
directly provide largera volume of medical services to the people than it 
currently provides, to demonstrate its active concern for the people's health 
and to maintain and increase its credibility.
 

Given these Government interests, 
the MOH places major emphasis on expanding
 
the number of public hospital beds. Public hospitals are highly visible and 
are viewed by the MOH as "temples or palaces" of compassion for the people, 
thus serving to demonstrate Government's commitment 
to improving the general
 

welfare.
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However, the MOH also aggressively attempts to justify the expansion of the 
number of public hospital beds on economic grounds. The MOH insists that it 
can provide 
a quality of hospital services that is equal to that provided by
 
the private medical sector, and that the MOH can do so at lower costs than 
those currently reimbursed per day of hospital service to private hospitals on 
behalf of MOH patients. MOH officials consistently state that increasing the 
number of public 
hospital beds is necessary in order to provide 
effective
 
competition between the public and private medical 
sectors, resulting in 
higher quality and lower costs per unit of hospital services provided by the 
private hospital sector. MOH officials asert 
 that effective competition
 
between the public and private hospital sector requires that 40% to 60% of the 
total number of short-term general acute-care hospitals be public. The total 
number of existing public, short-term acute-care hospital beds, if they were 
fully operational, is around 1200, while the total of existing private beds of
 
this sort 
number roughly 5,200, yielding a total of 6,400. In order 
for the
 
MOH to have 40% of hospital beds, which 
in its view is necessary to provide
 
effective competition, the MOH would need approximately 3000 additional public
 

hospital bcds.
 

1,200 + 3,000 x 100 
 4,200 x 100
 

_ = 44.7% 
6,400 + 3,000 
 9,400
 

The problems of constructing, staffing, managing, and financing the operation 
of an additional 
 3000 public hospital 
 beds in Lebanon are enormous.
 
Construction and management problems aside, staffing and finding sC-.irc s of 
funds with which 
 to finance operations 
 are most critical in view of
 
Government's limited fiscal capacities (see Annex D, section 2.1) and the 
current low level 
wages and salaries existing throughout the Lebanese civil
 
service. However, 
 the MOH has several ideas (discussed in Annex D, 
Section 3.7) as to how surmount staffing and 
 operating cost financing
 
problems; 
 these include implementing the 1970 Autonomous Hospital Act which, 
among other things, would allow public hospitals to compensate professional 
and non-professional staff 
 in ways not allowed by the civil 
 service
 
regulations and 
to accept purely private, 
as well as public, patients.
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Ultimately, the 
 issue concerning the 
 desirability or undesirability of 
expanding the number of public hospital beds rests on considerations of strict
 
medical necessity and need, and the economic justification for doing so. The 
economic issues regarding the construction of 3000, or even any, new public 
sector hospital beds are explored in the 
report of the health 
sector finance 
team (Annex D, Section 3.8). The crux of the issue is whether or not the GOL 
can afford to construct and operate a larger number 
of public sector 
hospitals. Many alternatives to a massive expansion of the number of public 
sector hospitals exist. Some of these include an aggressive program involving
 
construction of several health centers with 
limited numbers of inpatient beds,
 
aggressive regulation of the private medical sector 
 to make it behave
 
responsibly in terms of quality of care provided and costs; the fostering of 
private sector initiatives aimed at quality improvement and cost reduction;
 
and leave in private sector health facilities to fill gaps 
 in the system, 
while at 
the same time regulating it to behave responsibly in terms of quality
 
of services provided and 
prices charged to consumers. In making public policy 
decisions, cost effectiveness (obtaining the desired outcome at least 
expenditures of public funds) must be a major ingredient in the decision 
making process. Time and space did not permit the health sector finance team 
to cost out all the options available. However, i was possible to analyze
 
some 
 of the critical assumptions and implications of the MOH contemplated
 
policy of greatly expanding the public hospital sector.
 

The crux of 
the MOH's proposed economic justification for expanding 
the number
 
of public hospital beds is its belief that a patient day of hospital care can
 
be provided at a cost of LL 200 
 in a public hospital, while the MOH on the 
average is currently reimbursing the private hospital sector LL 300 per day of
 
hospital care. In short, the MOH believes that if it had beds, it could save
 
LL 100 per patient day of care. 
 Yet, iZ professional services costs were 
eventually to be equalized, how could there be a difference between per day
 
costs 
in public and private hospitals? The answer is that either the private 

sector is "cheating" or that some element of cost has been left out of the 
public hospital per patient day 
cost. We believe that both cases are likely 
to be true. However, to the extent that the dfiferences lies mainly on the 
side of private sector abu, e, the solution is regulation and better 
enforcement, not construction of additional public hospital beds. Thus
 
attention is focused on missing elements of costs.
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From discussions with MOH officials it is clear that little attention is paid 
to costs of general medical administration, maintenance, and hospital costs. 
This is understandable. 
 it is inconceivable that 
the LL 200 per patient day
 
figure as the cost of a day in a public hospital could include an appropriate 
allowance for general medical administration, maintenance, and replacement 
costs of capital. The analysis assumes that the stated LL 200 public sector 
cost per patient day includes an allowance for general medical administration 
and maintenance, which are very likely to be small by comparison with capital 
replacement costs. 
 MOH officials admitted that capital replacement costs 
were
 
not taken into account. This analysis, therefore, focuses on 
taking into
 
account the major 
cost implications of 
making an appropriate allowance 
for
 

-capital replacement.
 

Note that the higher the occupancy, the greater the number of patient days,
and the higher are total operating costs relative to the capital costs of the 
facility. The maximum R/D ratio for any given hospital, costs per unit of 
service remaining constant, is reached at 
100% occupancy.
 

M'king allowance for 
 capital replacement, 
the central questions on which
 
analysis must shed light are 
the following:
 

- At what level of occupancy would public hospitals have to operate in orderto be able to 
compete with average private hospital sector per patient day
 
costs of LL 300?
 

- What would be the implications for public sector reimbursement, if the 
government were 
to build and operate 3000 new beds?
 

- What would it cost Government to construct 3000 new public sector beds and
 
what would it cost 
to operate them annually?
 

The analysis uses a cost 
of LL 440,000 (tii0,000) as a reasonable estimate of
 
the current per bed cost of a medium technology public sector permanent 
hospital in Lebanon, and assumes that each bed is available 365 days of the 
year. (Thus, 3000 new beds potentially could provide 
a total of 1,095,000 bed
 

days of service annually.) 

Since economies of scale in the rendering of medical services often are 
largely absent in a given facility, it also assume that recurrent medical 
costs of service are LL 200 per patient day and remain constant regardless of 
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level of occupancy. Average length of stay (ALOS) is 3ssumed to be 6.0 days, 
roughly the same as in the private hospical sector in Lebanon presently. 
Capital replacement costs are toassumed increase at a rate of 10% compounded 
annually. However, 
public hospitals are assumed to and
collect revenues 

invest them at 15% compounded annually, 
so as to be able to replace capital
 
stock over a 20 year period. (This is is
a very conservative assumption that 

highly in favor of the MOH's case that it somehow can provide services more 
cheaply than the private sector).
 

Calculations 
were made using both zero and 10% inflation rates annually
 
compounded 
 with respect to all elements of costs 
 other than capital 

- replacement costs; the results presented here are for 
 the zero rate, but
 
Annex N gives results for both rates.
 

Assuming that hospital bed capital replacement costs increase at 
10% compounded
 
annually, the replacement 
cost of a bed increases 
from LL 440,000 (t110,000)
 
to LL 3.0 million (t740,000) in 20 years. However, since replacement funds 
are 
assumed to be invested at 15% compounded annually, it is necessary to set
 
aside and invest only LL 28,893 (t7,224) annually per bed in 
order to provide
 
for replacement at 
the end of 20 years. This LL 28,893 represents an amortized
 
annual capital replacement cost 
that must be covered by annual 
revenues. When
 
divided by annual patient days, which depend on the level of occupancy, the 
resulting figure repAresents an amortized capital cost 
per patient day. Total 
operating costs per patient day in this analysis represent the sum of recurrent 
medical costs and amortized capital costs 
per patient day. (Recurrent medical
 
costs, amortized capital costs and total operating costs per patient day are 
presented in Table 3.8.2.1 
in Annex D, by 
selected levels of occupancy rates.)
 

answer to the first question posed (as shownThe in Annex D, Table 3.8.2.1) 
above is that in order for the ?MOH to replace its capital stock at the end of 
20 years and to produce patient care at an average cost of LL 300 per patient 
day, public hospitals on the average would have to be 80% occupied. The MOH 
could produce patient services at a cost below what it 
is currently reimbursing
 
private hospitals, LL 300, only 
if it were able to achieve an occupancy rate 
above 80%. In the years prior to the war, MOH hospitals averaged only about 
40% occupancy (See Section 2.3). 
 Thus, given the 
stigma currently attached to
 
public hospitals, it would be very difficult for the MOH to boost public 



WHO/LRCS Report - Page 45
 

hospital occupancy rates to level of 80% or beyond in the near future. 
Evidence that is available suggests that even private hospitals, on the
 
average, are achieving only 60% occupancy. (If private sector hospitals' 
costs were identical to those used above for the public sector hospitals, 
operating at only 60% occupancy and receiving 
on the average only LL 300 per
 
patient day would imply losing money at the rate of LL 34 per patient day. It 
is possible that most private sector hospitals earn sufficiently higher rates 
on private patients to cover 
losses on public patients. Capital replacement 
for private hospitals voluntary may be accomplished through charitable 
contributions at some point 
in the future. Other private hospitals probably
 
place little or no 
concern on capital replacement, 
and hence underestimate
 

,their total operating costs.)
 

To determine the implications of the construction and oepration of 3000 
additional public hospital beds 
for private sector reimbursement, we have 
to
 
determine the impact of public hospital bed expansion on private sector 
admissions, patient days, occupancy rates costsand per patient days. If we 
assume that the total demand for hospital services remains in constant (see 
discussion in Annex 
D) and that operating costs are the same 
in both the
 
private an public medical sectors, and if public hospitals (including the 
3,000 proposed additional beds) achieved 
an average occupancy rate of 80%,
 
then public hospitals will provide 876,000 patient days of service per year, 
and private sector patient days of service would decline from 1,138,800 to 
262,800 (1,138,000 - 376.000). This would imply a private hospital sector 
occupancy rate 
of roughly 14% (262,800 : 1,898,000). Only 
a very large
 
increase in 
 overall demand for hospital services could 
maintain even the
 
already relatively low private sector occupancy rate 
at 60%.
 

At 14% occupancy, private sector hospital patient day costs would exceed 
LL 600. If private hospitals costs are actually higher 
than those assumed for
 
the MOH in this analysis (as the MOH contends), reimbursement per day of 
patient care in the private sector would also be higher. Thus the answer to 
the second question posed above is clear: if the MOH were to build 3000 more 
beds, the privoite hopital sector may well 
cease to exist, unless public
 
sector reimbursement agencies were willing, at least, 
to double the rate of
 
reimbursement paid 
per patientday ofprivate hospital service. 
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(The answer to the third question posed above in this section, concerning 
what it would cost to build and operate 3000 additional public hospital 
beds, depends upon occupancy rates and other factors and is presented in 
tabular form in Annex D, assuming that the total initial costs of
 
constructing 3000 new beds would be LL 1.32 billion (LL 440,000 x 3000) and 
that roughly LL 87.0 million must be set aside and invested annually for 
capital replacement (LL 28,893 x 3000).
 

3.6 MANPOWER AND TRAINING 

Health manpower and training in Lebanon are imbalanced in several ways. 
There is no evidence that more physicians are needed, but new (unauthorized) 
medical schools 
have begun to function. At the time,
same there are
 
shortages both nurses
of and paramedical personnel of
and training
 

facilities for them.
 

3.6.1 Health Personnel
 

Lebanon has no comprehensive 
plan for health manpower development. The
 
information base required 
for adequate health manpower planning is lacking,
 
and the data available are deficient. Data 
on various categories of
 
manpower and on their numbers and distribution are incomplete, sometimes 
fragmentary and not analyzed. 
 The lack of accurate 
and reliable information
 
jeopardizes the efforts 
to formulate, implement and evaluate health and
 
manpower plans. However, until 
an effective health information system is
 
developed, the basic information currently available 
(it properly compiled
 
and used) could justify some immediate action on priority problems that need 
urgent attention. Recently 
the Minister of Health appointed several task
 
forces to study various aspects of the health system. The data given below 
and in Annex F (Health Manpower and Training in Lebanon) were obtained from 
the reports of these task forces and during the mission's visits to health 

agencies and facilities.
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In 1980 there were 2 404 practicing physicians in the country, out of a 
total number of 3 383 physicians registered in Lebanon. Of the remaining 
registered physicians, 252 were known to be residing permanently overseas 
and 727 could not be traced to their known addresses. It was suggested that 
a number 
of the latter group were living temporarily outside Lebanon.
 
Considering the estimated population of Lebanon (3 000 000), the number of 
practicing physicians provides 
for a reasonable physician: population 
ratio 
(i[:I1 248) compared to other neighbouring and developing countries.
 
However, 
 the health care services are characterized by geographic
 

maldistribution of physicians, as can be seen from Annex Table 
F-l. The
 
physician:population ratio in Beirut is three times higher than in the other 
areas of Lebanon, with one physician per 525 persons in Beirut. The 
majority of physicians work in the private sector, and of those who work 
with the Ministry of Health, approximately half do so on a part-time basis 
(Annex Table F-2). A large proportion of practicing physicians (58%) are 

specialists.
 

About 52% of all physicians registered between 1930-1980 graduated from 
medical 
schools outside Lebanon. In recent years there has been 
a steady
 
increase in the number of registered physicians graduating overseas, with a 
peak of 76% in 1979-80. 
 Annex Table F-3 shows the origins of the diplomas
 
of 852 Lebanese physicians registered by the MOH during 1971-1977. All 
physicians must apply for and pass an examination (colloquium), organized by 
the Ministry of Health, before 
they are licensed to practice in Lebanon and
 

are registered.
 

By contrast to physicians, there is marked shortage of nurses and other 
allied health personnel. (Annex Table F-4).
 

3.6.2 
 Health personnel training institutions
 

The main health personnel training institutions in Lebanon are shown in 

Annex Table F-5.
 

There are two well established medical schools, one at the American
 
University of Beirut (AUB) and the other at St. Joseph University. Both are 
private institutions more than a century old. At present AUB admits about
 
86 medical students per year and the St. Joseph University admits 110. The 
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mission was informed that two new private medical schools, recently started 
and not officially recognized, are now training students in the premedical 
stage. With the establishment of these new medical schools and the return 
of increasing numbers of Lebanese medical graduates 
from abroad, the numbers
 
of physicians would exceed the health needs of Lebanon and create serious 
problems. Medical education is expensive, and the need for its expansion 
should be carefully studied 
on the basis of 
the country's health development
 

plan.
 

There are ten nursing schools, of which three (AUB, St. Joseph University, 
and Lebanese University) offer training at the Bachelor Degree level. The 
rest train nurses to the technical baccalaureate level. The AUB Faculty of
 
Nursing also offers an Associate Degree in nursing (2 years) which does 
not
 
fit with the Lebanese legislation which stipulates that only two types of 
nurses are recognized, BS 
and Technical Baccalaureate. 
 In 1981 the total
 
numbers of graduates from all nursing programmes was 285. It is important 
to note that all the nursing schools except for two are located in Beirut 
and belong to the private sector.
 

There are 498 nursing aides in hospitals and health centres throughout the 
country. There 
 is no specific educational requirement 
 for their
 
recruitment. 
 They are attached to hospitals for in-service training.
 

There is 
one schoel for training sanitarians in the country. The training
 
is conventional and the graduates' role is limited to inspection of housing,
 
food stores and restaurants and to enforcement of 
 legislation. 

There are 
now efforts by voluntary organizations to initiate 
some projects
 
for training of village health wockers, in collaboration with the Ministry
 
of Health. Plans for training village 
 health workers on an experimental 
basis in Saida have been developed but not implemented.
 

The Faculty of Health Sciences of the American University of Beirut provides 
training at the Bachelor Degree 
 level (B.S.) in environmental health,
 
biostatistics, 
and medical laboratory technology. The curriculum 
of the
 
B.S. programme is under 
review and it is planned to provide for 
a core
 
course during the first 1 1/2 years of the programme, to be followed by 
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1 1/2 years in the specific field of study. Consideration is also being 
given to the introduction of two new programmes, 
one in health education and 
the other in administration. The Faculty of Health Sciences also offers 
training at the Masters level in epidemiology and in general public health, 
as well as in health and hospital administration. The Master in Public
 
Health can 
 be taken with emphasis on hospital administration and for 
physicians with experience takes nine months. The Ministry of Health has so 
far not taken advantage of these training facilities for training its 
staff. Presently, no training in occupational health exists or is planned.
 

There is need to strengthen public health teaching programmes and to ensure 
their comprehensive coverage of 
the various basic disciplines. The contents
 
of training are to be related to the tasks envisaged for the particular 
category of health workers. However, a minimum need will be that all health
 
workers acquire the basic principles of public health 
and particularly
 
(given the need for 
better information and for an epidemiological approach
 
to decision making) ability 
 to make observations and to record, count, 
classify and present their data. In-service training should prepare 
all
 
present health workers for their roles in a strengthened health services 
system, including 
an adequate health information 
system, through organized
 
courses, training manuals, and regular supportive supervision by the central
 

and regional staff.
 

2.7 HEALTH SERVICES DELIVERY: SPECIFIC TYPES OF SERVICES 

Lebanon's health sector 
is overwhelmingly oriented toward 
curative care in 
all of its aspects: financial, facilities, personnel, training and 
services. This section summarizes the mission's findings regarding four
 
important areas of health services: Primary Health Care, Maternal and Child
 
Health, Immunizations and Other Preventive Services, and Emergency Medical 
Services. The section's emphasis is 
on prevention.
 

3.7.1 Primary health care
 

The primary health care approach is not new to Lebanon. Law number 16352, 
passed in 1964, described how Lebanon 
was to be divided into four 'polar
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centres' of health 
and included detail on 
the hospital, health centres 
and
 
community activities. In 1980 a further law was passed to set up health 
centres across Lebanon. 
However, various political, economic, planning, and 
management difficulties have hindered putting these laws 
into effect, to the
 
extent that there is not one health centre in the country that delivers 
comprehensive 
primary health services. 
 Also, to many people in Lebanon
 
primary health care means 
 primary medical 
care mainly available from
 
hospitals and dispensaries, whereas the emphasis, adapted to factors within 
Lebanon, should be 
on the provision of front-line, 
first contact services 
and on continuity of care (referral system). Primary health care should be
 
developed within the framework 
 of five basic principles: equitable
 
distribution, community involvement, focus on prevention, a multi-sectoral 
approach, and appropriate technology. 
 Within the framework of these
 
principles, the basic components of a primary health 
care service are
 

-
 Education about diseases, health problems, and their control
 

- Safe water and sanitation systems
 

- Maternal and child care, including family planning
 

- Immunization
 

- Appropriate treatment of common diseases and injuries
 

- Provision of essential drugs
 

- Promotion of proper nutrition 

While there is a dense network of dispensaries (see section 3.5.1), the type 
of services delivered in them is governed by priorities set by the providers
 
and therefore may not be in accord 
 with the needs of the consumers. 

3.7.2 Maternal and child health care
 

MCH services are provided 
in various settings (hospitals, dispensaries,
 
basic services units, and by private practitioners). They are usually of a
 

curative nature.
 

The predominance of curative 
over preventive services is alarming.
 

Patterns of treatment reflect linear cause/effect thinking with regard to 
health and dijease. In line with such thinking, drugs are thought by many 
to be 
the answer to most health problems, and drugs are 
prescribed in an
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indiscriminate and excessive way. (For example, )ral rehvdration mixrures 
seem to be reat il'r ap ilab eand are given to cildren suffering from 

diarrhoeal di sease, but .infrtunatelev -nt ;bicL ands sn-i-:' iarrhoea I agnts
 
are often presc r i ed concoli taInt ly. The ha."ard s re lated 
 to the 

adminis tracion cf antid iarrhoeal agents, espec ially when coupled with 
antibiotics such as sulfonamides and/or neomycin, are described in many 

medical textbooks.) 

The lack of re2ular and appropriate supplies of drugs/equipment in o~eripheral 
centres is obvious. These issues are clearly related to the lack of 
managerial and administrative skills and to lack of coherent directives at 

more central levels. 

3.7.3 immunizations and other preventiva services 

Imiunization coveraze varies greatly from community to community. 'lost
 
health workers contacted believe that no 
 more than 40-60'. of susceptible 
subjects are ortec t..:!. Coverage, ha,-.'-, has been "un erhi . where
 

concert,_,d H' uni z:'o 
 :il n i n3 have been conducted. It is striking that,
 
den ite ow1winr.n iza 
 ion love s and despite the disruption of communi ties
 
and -dico-.ao'i-i 
 servi::es for ther.n-, inf._ctious diseases among children do 
not seem t@ be a lajnr health problem so far. It would be wrong, ho,,ever,
 
to beli2ve that no vaccinations are nr.oded as long as there are 
 no signs of
 
a-cute irlnc2s3. Snoradic cases 
 of ooliomel itis for exampl e, should alert 
the responsible authtities and lead to pareventive action and there are 
anecdota 1 reos of isolated cases of To !icmv1litie3. 

According to the orLani ram of the '!(OH, preventive and promo tive health 
services at tioe oripierai level -are the responsibility of the Qadaa medical 
officers and the_ health workers. . tartnately:, the 2adaa medical officers 
are al.as-t tota)l ,, occ:,ied with -he pr.vision of curative services in their 
d itri ts . the nuhner off heal workers who are actually engaged in 
peripheral health services is very small. Their job descriptions are vague 
and tue' have little, if any, i-mact. This ra tier weak per pherl structure 
is reflect,-d all rhr,.urgh the preve ntire and Prontive activities of the '.OH. 
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P'b 1 i: he th activities in L, ann, and especiallj; prevent .andve 

.2p -.1 '7.' c ; .';.: s n.s note. i ;a n.nnex [i), are 
 rLc'-er inal. Theyjarp 
are not ,gi'.,ri the pr,'ori:v thz'v cieserv.. 

Given inadeqiuat epidemiological information and surveillance, there are few 

or no possibilities for 
 ensuring regular identification 
 of unusual 
si tuatio., such as outbreaks and epidemics or for ensuring appropriate and
 
timely responses to tho:se and other changes in the incidence and prevalence 

of disease. 

3.7.4 Emerrencv Medical Services 

Public emergency medical services are below standard and there 
 is no
 
coherent 
systern at present. The pre-hospital phase is characterized by a 
lack of coord ination of services, virtual non-existence of services in some 
sectors, an uneven coverane (urban versus rural), and limited training of 
necessary heaith na:'po er. The in-hospital phase sho.-s major deficiencies. 
ztr.2rzen2Iv -.r o ,-, v-re t eist, are p orIv staffed and inadequatey
 
eqp d. .!'.1st phys,'i:ians have re-oived no 
 formal train ing in emergency
 
med ical i care. The n,:j rity 
of Lebanese hospital emergency Adepartments do
 
noh nave 24 hou-
 medical coera e. fhe majority of nurses, paramedical and
 
allId 1eal th personnel have 
 rece ived no formal training in basic or
 
advanced life 
 snpporr. The organization of emergency facilities, if and 
where present, does not meet the basic function of a hospital emergency
 

department:
 

Because of the disruption o0f the war and the extremely unsettled conditions, 
there has been a great deal of neglect of the maintenance of skills of 
medical personnel del iverin; first aid and emer.c-ency services as well as of 
the physical fac ili t i n.: thens elve s . Several groups, both public and 
private, are involved - pre-iosp ital first aid activities. Public 
assistance is provided "v some municipalities, but the'y do not have 
specializd personnel and their ambulances often are mere "camionettes a 
sir 'e". The task Cf the c iv il de fen:e is to den I wi th the direct effects 
of th pl'sical events, i.e., to obtain access to injured subject(s). The 

featur of tileir SeInviCeimain is an apparent].: poor cost/effect relation. 
While the budet allocated to them by the >inistrv of Interior has been 
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" t. i>- 2ro:..';r, the , " :: i ts el. Drovisin tof ti1. atcri1L3 
and e;u ; seem to )e un at ifc torv Training of manpower is enisadic 
ap non- rofessona1.sire ariades respond only to selective calls (e.g. 
drowninz, fires, and accidents). The Mi nistrv of Hea lth has been running a 
"secours-routiers" service but this has dilapidated gradually over the past 
years and some branches are said to have become subject more and more to 

political instigations.
 

Within the private sector some hospitals provide emergency care of variable 
quality and at 
high costs to consumers and to contractors 
such as the MOH.
 
The "4quipes actives secourists" of the Lebanese Red Cross (LRC) have been 
operating in a reliable, continuous and enthusiastic way throughout all 
those past troubled years. However, 
their services are 
based on volunteers,
 
training is on the level of first aid only, and governmental financial 

support is meager.
 

The Government of Lebanon has ordered a task force to make plans for a 
c amp reh. s i-. . S ro -zranr>2 for Lebanon and to study, recommend and 
implement means to upgrade hospital emergency departments in government
 
hospitals 
 as part of the overall E.IS plan. In 1982 the EMS Committee
 
comnleted an e>:tensive review of 
 12 government hospitals, including a review 
of supplies and 
equipment available, of staffing and 
training completed, and
 
of capajilities to provide prompt, efficient emergency care. 

Since a 1979 visit of a US team of EMS experts, there have been several 
meetings in Lebanon and the U.S. regarding projects for strengthening MOH 
hospital emergency departments and EMS training and manpower development in 
Lebanon. While the strategy of putting the project into action has been 
changed several times thein lig-ht of security problems and hostile conflict
 
situations, the overall objectives have remained the same: 

- Upgrade the hospital emerzency departments of go"ernment hospitals to
level compatible with the 

a 
needs of the Lebanese population, principally

those in the lower socio-economic level.
 
- Implement an in-hospital training programme.
 
- Imp!ement a pre-hospital training 
prograirine. 
- Establish and imnarove mana:ement and administration of hospital


emergency departments in line with overall ENS sys tem development. 
- Develop criteria for EMS personnel certification. 
- Upgrade the knowledge and skills of physicians in the urgent care of 

critical patients. 
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The E-l.ICol:mtcee ill work under the ausices of either the CDR or the 

3.8 Support systems 

Section 3.6 presents a brief overview of general needs for management support
 
for health services, then describes 
the situation and 
needs in three specific
 
areas of support: Drug Supplies, Transfusion Services, 
 and Laboratory
 

Services.
 

3.8.1 Overview of management support 
systems. Management support systems,
 
from the central 
levels to the most peripheral 
levels, appear inadequate to
 
provide needed 
support to health services, either at present 
 or with the
 
proposed improvements in those 
health services. The 
proposed decentralized 
AHAs will need much more effective support than the MOH currently provides to 
its facilities and personnel, and much lore effective support 
than the current 
MOH systems are probably capable of providing without substantial changes.
 
Effect ive :an.gement- suopcrt system.s wil need to be established or 
strenothened or reintroduced. One a f the current problems seems to be that 
there are, in effect, situations which encourage health services providers to
 
not see:- to have 
 support services and management support systems functioning 
well. Members of the mission were told several times that health services 
workers routinely provide services in non-public facilities which are not
 
available in public facilities because of equipment breakdowns, and that this 
decreases their interest in equipment repair to such an extent that they do 
not press for such repairs and may sometimes even sabotage public equipment by
 
removing parts. Similar situations are said tc exist in other areas of 

support.
 

Strong, effective minagement systems are needed in all of the following areas: 

- Personnel Management: need assessment, position descriptions,

recruiting, testing, 
 selection, career 
 planning, promotion, and
 
dismissal.
 

- Logistics: procurement, warehousing, and distribution of supplies and
 
materials.
 

-M>a in" ic:Peet~em n n 
aintlenancfe: preive maintenance, repair and upkeep oF equinment,

vehicles, and buildings. 



;!O/LnCS Report - Page 55 

- Information systems: c- I lee tion, organiza0ion, and reporting of
in r fVr 0:11i an," m ae:r. a d eciCsi n- k 1. 

- Finan: i! s:.ss: b:dgetar;., accounting, billing, collection, 
expens Lng. 

- Planning.
 

- Monitoring, quality assurance, and evaluation.
 

Some of these systems are covered in various sections of this report and its 
annexes and in several areas of the mission's recommendations, but there is a 
definite need to specifically consider the relationships and interactions 
among them and to establish systems for dealing with both routine work and 
routine problems in each area, 
as opposed to only initiating special 
efforts
 
which will deal with the currently most salient problems. Management systems 
and routines should be developed which will enable 
the workers and managers
 
available within the health services to deal with most problems in accordance 
with standardized procedures. This "management by exception" would free the 
leaders and higher level managers of the health services to focus on the 

innovations, improvements, and non-routine 
problems which 
really require their
full abilities. It would also make the functioning of the system less
 
dependent on 
individual personalities and. with 
an adequate information system
 
it would permit monitoring of performance, recognition of unusual situations, 
and early responses to needs for special actions or for changes in the system. 

3.8.2 Specific. support systems: Drug supplies 

The drug regulatory 
 and drug inspection services 
 in Lebanon are a 
responsibility of the Department of Pharmacy within the Ministry of Health. 
The public, the health 
professions, and 
the Government are very concerned
 
about current problems in the pharmaceutical sector, including high costs, 

uncertain quality, the presence of illegal (unauthorized) pharmacies, and thesale of counterfeit or otherwise dangerous or ineffective drugs. There is 
also professional concern regarding the excessively large number of drugs on 
the market and the relative lack of ':overnment control of entirethe situation. 
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3.8.2.1 Drg exr'n~nitur-s. Dru costs consrtittie a major component ofthe cos ts c eal h c re D r t icu Iar1v Cu-o--,ce. t ex)e nd i ture S. An 
I'or niana )In ui -rlI tion (U.o) stud,, on health Care costs

esti-ated 

on 

t.hat e: en::it ures on Iru~s rrese!nt 42- of t,tat e>pendituresme.dicaL care in Lebanon and 6% of individual income. ost recent 
figures on the reimbursement for charges for drugs paid by the NSSF amountto 55% of total outpatienit charge reimbursement (LL 253 / LL 462) and 12%
of reimbursement of inpatient charges (LL 34 / LL 2S3). These figures arebased on average per insured 
costs on an annual basis. The composite or
weighted average for reimbursement of drug charges 
in 38.7%. This figure

corresponds closely with 
the 42% reported in the ILO study.
 

3.8.2.2 Drug Legislation. There 
 is legislation on all 
 aspects of
pharmaceutical 
 import, manufacturing, 
sales, price fixation, and drug

inspection. However, these laws 
were formulated around 1950 and most
officials felt 
that the laws need revision, strengthening, and updating.
 

3.8.2.3 Number of pharmacists, pharmacies (legal and 
 illegal) , and
pharmaceutical 
importers, agents and manufacturing firms in Lebanon. In
Lebanon there are 1125 
 pharmacists, 616 pharmacies, 
 95 importers of

finished product drugs, 
7 manufacturing units, 
and a handful of importers
of generic drugs. Of the 616 
 pharmacies, 296 are 
 legally licensed
 
Phlarmac ies, while there are 320 
 "illegal" pharmacies. "Illegal"
pharmacies are those pharmacies that started selling drugs after 
1954 when
 no more licenses 
were given by the Government. 
 These started to function
without licenses and are "illegal" for several reasons. One reason
 
mentioned was 
tinat the present law specifies a distance to 
be maintained
between pharmacies, and these pharwacies do not ma' ntain 
this distance and
 
are therefore illegal. The Government is not clear as to what can be done
to these pharmacies now. Since some 
are long-established and may be

meeting 
a need, it will be difficult to close them 
down, and efforts
probably will be made 
first to allow them to 
comply with laws 
and become
 
legally authorized pharmacies.
 

3.8.2.4 Number of Dru-s 
on the Market. 
 The exact number of drug entities

available on the market in Lebanon is perhaps 
around 6,000, but this is a

guesswork figure. 
 The actual figure 
is not known. The American University
of Beirut has a drug formulary that runs 
to about 2,000 preparations.

When the last index of registered drug entities 
on the market was compiled

in 1970, the number appeared to be around 2,000. 
 The number of drugs used
by the private sector is definitely excessive. 
 Some persons in the field
 
put the number as high as 16,000 preparation, while still others say it is
between 8,000 and 12,000. This does not include many types of drugs 
from
many different sources, entering the country during 
and after the war as

aid. The Government is very interested making an inventory of 
all drugs

on the market and 
a plan has been prepared 
for making one and publishing
the results (as a computer printout). There is an 
immediate need for 
such
 an inventory if reduction in 
the number of drugs to be used in 
the country

and preparation of lists of essential drugs 
for different levels of health
 care (including primary health care) can 
 only be carried out after
Government knows how many drugs 
are on the market. Drugs beyond the
2,000 number in 1970, which are not registered, would need to be
 
registered after an inventory had been made.
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3. 8 .2.5 irf.acr ut-in.. if ir:s . f the 17 :.anu fac tLri f nirs, two hiave 
vec i[ £'>-, ' a' the ," i e Ta t I r-1i:-, ttceucal. 1ndii:an rl,L', !,, S.. ,.. i latea wide raerv of Ga (>iy''ic"ruLs ) i "-'r'..; iu:'d I * Zro2:I e a r.C,,::!: .- , ('< ici produces a range of '!erck , Shnroe andDLhme ro,-ucts) . Both these man,.fact uring units also have a large rangeof their oWn Droducts. The mission's pharmaceutical expert visited one ofthese and was impressed by the quality control facilities available, thetests being carried out, theand calibre of the personnel. The second issaid to be similar. However, it is said that standards of production andquality control are thenot same in the other fifteen manufacturing units, 

which are much smaller. 

3.8.2.6 Registration of New Drugs. The Committee for Registration of NewDrugs, whicn is responsible for approving registration of new drugs inLebanon, includes the Director General of the Ministry of Health,Chief of Inspection of the Ministry 
the 

of Health, representatives of the
Order of Physicians and the Order of Pharmacists, and one other Ministryof Health official. A licensed agent or pharmacist may apply to register 
a new dru2g in Lebanon, using a form entitled "Information and Documentsdemanded from foreign manufacturers of pharmaceutical specialities". Adrug not being marketed or approved for use in its country of oriain isnot considered further for registration in Lebanon. A non-refundable
of Ten Pounds has to be paid oy 

fee 
the agent when requesting registration ofthe drug. If the Pharmacy Department authorities or the Committee forRegistration of Drugs wants the sa..ple analyzed in a laboratory approvedby the committae, the agent has to pay for the analysis, with laboratory

reports sent< to the acent . The criteria adopted forby the committee
considering whether the drug should be registered in Lebanon are: 

(a) Sa fet of the drug 
(b) Efficacy of the drug
(c) Wether the drug is released in the country of origin, and
(d) Whe ther there is need for another drug of that type in the
 

country
 

The committee is attempting to keep to a minimum the new drugs that areregistered; since 1931, the committee has allowed registration of only 40

drugs. If the committee is unable to decide 
 on the advisability ofregistering a particular drug, expert opinion is sought from the American 
University of Beirut or Hotel Dieu experts. 

3.8.2.7 Import of generic drugs. Import of generic drugs is usually in
 
response to tender enquiries. 
 For the last two years importers have had
to show drug control authorities a certificate 
 from the official authority

in the country of production indicating 
 that the Government confirms thatthe generic drug has been produced according to the good manufacturing
practices code. This is in accordance with the WHO Certification Scheme.Unfortunately, prior to t:o years ago the Government allowed importers toimport generic drugs without showing this certificate. Authorities feelthat this may have allowed many generic drugs of a substandard quality tobe brought into the country and solJ under false brand names. 

3.3.2.3 Sale of ile.-al Drurs on the Market. The Government and thepublic are seriously concerned about ille-al drugs being sold on themarket, 
 and Gover ntent has recquested assistance in overcoming thisproblem. Discussion with persons involved in control, import, manufacture 
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a nd s n res :or; icat.-s th at iiie :aI dru s find t'h: i r .ay onto the
i0 :L,:. C . , otte2 ,:7I n'" ,!u-itv an 2 rha. s

?ast te.-I ar._ s:.. itoL the C,)UnLv-. and find tfleir '.iri:'o p.,i: 1L~:l Sul irI. L.> dij : ,,. a so be pro.:ic d in area nottot v ,'"rer -Jru,! inss -c tion control or the Government and marketed.
Same genu drugs are imported, put into cartons of reputed brands names(also iile:callv produced), and marketed. Several measures could helpcoM-.)at illegal drugs, such as providing faci ities or services to theMinistry of Health for testing the quality of drugs; strengthening theinspectorate of the Ministrv of Haaith; and amending, strengtiening, andenforcing the existing drua legislation. Since two months ago, theInspection Visit has 
tried to insist that all drugs exhibit a label which 
indicates the batch number, date of expiry and the price for the public.
All drugs not exhibiting this label would render the pharmacist liable toprosection. Strictly enforcing this rule would improve the situation. 

3.8.2.9 
 Purcihase and Distribution of Drugs for the Public Hospitals. TheCentral Stores Depot procures, by asking for yearly tenders, drugs that 
are 
then stored in the Central Drug 
Stores (one Chief Pharmacist supportedby eight others) and distributed to the Government hospitals in the
countrv. Site visits to the Government hospitals indicated that, ingeneral, there were adequate numbers and oftypes drugs. There were, of 
cours. , Instanc e:3 : unusually long de lays in replenishment of the drugs,but given the present conditions it is surprising that things were not 
worse. .he stores procur about entitiesclose to two (wilich are verythe hO List of Essential Drugs) by generic names and then supply
these to the 7uIc sector !1s:iLaI s. Personnel at the stores and at tilehospi-al dispensaries say that 'rucs not being utilized before their 
exuiry" dates is not a siinificant problem. 

3.3.2.10 Insret ion of dru.s and Dharmacies. The Chief of the DrugInspectirate Section of tile Department of Pharmacy is assisted by eleveninspectors. . This unit is responsible for ensuring that no illegal orsubstandard drucs are sold on tie market and that proper pharmaceuticalpractices are observed by i~mporters and retailers. The same group isresponsible for inspection of pharmacies. Inspectors visit each of the
legal pharmacies 
 every tw'o months, checking presence of pharmacists;expiry dates of drugs; examination of all drugs sold (e.g., is the drug
registered, does it have a batch number, how does the quality appear onvisual examination, the carton, etc.), and storage facilities (especially
storage of perishable items such as insulin, vaccines, and I.V. solutions).The shelf life of powdered milk and baby food is also checked. Samples ofdrugs suspected to be illegal 
are taken for analysis, but 
lack of adequate
facilities for quality testing of drugs is said to act as a brake toinspection activities. It nay be that a drug entity is all right but tilepackinz is false. In these cases, the pharmacist is held responsible. Ifthe druas has been imported by an importer, he and tie pharmacist whosells the drugs ac.? held responsible. If the impor er denies importing
the drugs, then the pharmacist is held solely responsi le. 

3.S.2.11 Lack of Drug Testina Laboratory The committee membersDirector-General and theof the MOH consider not having any Drug Quality Assurance
Laboratory in tie country to be a great handicap and request assistance inthat area. Ve-v few sampies of drugs can be analyzed at the DrugLaioratories Section of tie CentraL Public Health LaboraL,.; Ls in the range of tests required. The !iead of the Pharmacy Inspection Services 
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dthat so:.'o ,'. unit suspoats are substardard or illegal
(i.e., : r2 , ,,

b '. 1 
, c7 l i l : preset.d anXer a. _'. :,'i..: t.':. i . in fe-L,,O>'.:1 .,n *.r o:;ItsLi tihe tao nn rr Zor :.ic: 

o: f,! ,,e:...m t ie; iiisin acemntingg ILSdtunit's programme of worko e i -t2 ri satetv and efficacv of the drugs on the 
market. This isneed referred to .aga in in the drugs and pharmacy anne.,
in dealing with the Central Public Health Laboratories. 

3.6.2.12 Drug Analvsis Section of the Central Public Health Laboratories
The Drug Analvis Section of the Central Public Health Laboratories had,before the war, been 
carrying out analyses of several drugs. The WHO

Kegional 
 Office at Alexandria 
 had provided consultant support and
fellowships to the drug analysis section. At least three staff members
had been awarded fellowships for training in quality control of drugs.The laboratory was damaged badly durin the war and a lot of Equipment is

kept together in one room 
and probably cannot 
be used again. Other
equipment, not apparently damaged, is also not working. The laboratory
autihorities are taking steps to see what damage was caused 1- theshelling. This laboratory is the major facility of the GovernmLn in the area of investigational health sciences. The Government has now proposedthat a National Drug Quality Assurance Laboratory be established as partof this laboratory. Space is available, as also the other facilities that"ill ;)e shared by all the departments, (e.g., stores, administration
servies, animal facilities, etc.). Officials interviewed felt that itwould be aDroprLate to house a National Dru2 Quality Assurance Laboratory
at this centre. AithGuah the only staff left thein Drug Analysis Section
is 'a -2har::,ac st, Lrained 'v O quality 

t ehnTc .an ( the rest having left during the 


C,,H!bin control procedures, and one 
war), tihe Director of theLaboratories felt that he would have no problem finding suitable personsto wor'k in the laboratories if equipment and supplies were provided by
WHO. ,H. is e.ecuin; a lreadv a UDP project on further development ofcentral facilities at bie iru t and development of reg ional laboratoryfacilities at four regional centres, with a WHO Consultant already in 

posit ion. 

3.8.2.13 Drue Prices. The Committee for Registration of New ;,s also
fixes toe Price of the drug for which registration is sought. OnF.O.B. price the

of the drug, 7.5% is ad,!ed for freight; 7.0% for customs,
insurance and port fees; 10.0: for the importer; and 30.0% pharmacy's
profit. Because each of these additions includes the previous ones, therise in the price of a drug is 64.5% over F.O.B. value. A recently formed

committee from the Department of Pharmacy has the mandate 
 of looking intothe prices of dr'gs already on the market but is still discussing theguidelines to be followed by them. MOH officials and advisors are allconcerned at the high prices of drugs and of drugs be reduced.Particularly unacceptable to themi is the fact that prices of the samedrugs are coeacier in Syria and Jordan. It was asked, for example, wihy the same Doaurmaceutical concern has different prices for the same drug .n thesame packing in different packings. The national authorities a1_ fullyaware that the numbers of pharmaceutical import agents and pharmaceuticalproducts are much higher in Lebanon than in Jordan and Syria and that thisresults in unnecessary use of unnecessary agents, leadin- to highercosts. However, reduction in the number of entities to be used in Lebanoncould take a long time and it may not be possible for the Government to'educe the number of pharaceutical import arents and pharmaceutical
companies. Ihe comparative figures are shown below. 
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Co" cf ,'ace.i.::l 
f'nort ir.c 

.. oP Pi:ra-
egent,ceuticaI 

urber of Pharma
ceutica ! prodIuc ts 

omp, n i es3,on the market 

Lehanon 

Syria 
Jordan 

Govt. 

89 

(2) 
36 

488 

196 
189 

12,000 

3,000 (1970) 
2,538 (1979) 

3.8.2.14 MOH Tas1 , Forc e on Drugs and WHO Programme on Drugs. TheGovernment recently formed a Force onTask Drugs, with tile same aims andobjectives as the WHO Programme on Drugs. taskThe force iF very
interested in determining the number of drugs on the market and then inreducing the number 
of entities that need to be distributed by thegovernmental channels. The group is also very conscious of the lack ofdrug quality control laboratory facilities in the country and have

identified establishing such a centre 
as a priority need. Finally 
the
task force is very concerned at the prices of 
drugs on the market and is
makins efforts to reduce them. There are ample opportunities for future
collaborative effcrt between WHO and the Government of Lebanon in the 
field of drugs. 

3.3.2.15 Formation of anlutonomous drug agency. The Government recentlytook a bold step in its efforts to reduce the cost of drugs.
13 January 19"S3, b-: decree, an autonoinous 

On 
Office of Drugs/National DrugA-encv was authorized, under control of the Minister of Health. TheAgency will be responsible for the import, export, purcihase, selling, 

distribution, and manufacture of drugs in the country. The lead of theagency will I-e the President of its Executive Council, with a Ph.D. inPharmacy, Medicine or Business Management. willHe be a full time

employee. The other members of the council will be two 
 from the
Department of Social Security (representing the andEmployers Employees)and two others designated by the Minister of Health (with degrees in Law 
and Economics). There bewill another 
member, a government official
nominated by .he Minister of Health. A Technical Committee will assistthe Drug Aencv. This cormmit tee will consist of: a professor ofpharmacology from each of the two universities; a representative of the

Ministrv of Health (Head 
 of Pharmacy aDepartment); representative of theSocial Security Council (Head of Pharmacy aDepartment); representative of
each Syndicate of Physicians (i.e., 
 two persons); and two representatives

of the Syndicate of Pharmacists. Each member 
 should be either an M.D. ora licensed pharmacist in Lebanon. They should not be concerned, in anyway, in business with drugs. The Technical Committee will: select drugsand pharmaceutical products for use in therapy and anaesthesia that should 
he imported, exported or manufactured in Lebanon; set conditions forcalling tenders and tie general conditions )urchase;of check tha drugs
received conform to technical specifications; arid review lists of druss at
least once a year. The Executive Committee will also be assisted byappropriate administrative and support staff. The conditions of service, 
etc., will be specified in a decreerecommendations taken by the Central Cabinet on theof the Minister. Other points mentioned in the decree
include audit of the accounts of this Office of Drugs and tile policy to belaid down for pricing the drugs. The Office of Drugs/National Drug Agency 
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vi, Se ranted a loan, as soon as the activity starts, on thfreco;:ned~ :: th? 'ft ns>r s .f I "innc e and ia Ich. The or " n i0 t ion 
is ft'oL lled Lo SeII dru or phar:naceut Cals directl/ to the public 
except L in ercies ".hici''..h1 , deeided C,'.nc i. of Ministers. 

3.8.3 Specific support s','stems: Transfusion services 

Available information indicates that about 40-5 0 000 units of blood are 
transfused .'earlv in Lebanon. Of these about 35-40 000 are collected in the 
country, while 8 500 were sent from other countries in 1982. It is generally 
recognized that a population of three million would need about 150 000 unit 
of blood, some of it divided into different components. The basic need for 
factor VIII (production of which is very limited in Lebanon) would be about 
45 000 donor units (as cryo-precipitate).
 

There are three main sources of blood in Lebanon, in addition to what is 
received from international sources: 

- The Lebanese Red Cross Blood Bank 

- The Lebanese Trans fusion Centre 

- Private, Commercial Blood Banks 

The Lebar !se Red Cross Blood Bank was started in 1964, has continued with 
essentially the same structure, and lacks sufficient management and 
appropriate orvanization. The Red Cross has one centre each in Beirut,
 
Jounieh, Tripoli and 7ahle. It also has one unit in Beirut and one in Saida 
which do not collect blood but have refrigerators and distributc blood that is 
sent from the centres. The Lebanese Red Cross received 8 573 units of blood 
from other countries in 1982. It also collected 5 068 units of blood in 1982 
from different hospitals in Lebanon. The 8 573 units received from other 
countries, plus the 5 068 units collected in Lebanon, make a total of 13 641 
units from the Lebanese Red Cross in 1982. The Ministry of Health gives an 
annual contribution to the Lebanese Red Cross that roughly corresponds to the 
running costs of the transfusion activities 
 (yearly LL 700  800 000).
 

Hospitals and patients are 
not charged.
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The ... Rod Cross 3!ord R.nk is wellis.- knwl and rerected and has severn 1 
noc'~lv-e hlv::t -.e. it a ' :earsor activitv and experience. Blood 

dona t ion is ' lunt a r. -and or!re..,,'._rat~. s Ir. u t r is neutral co'ncerning the 
various population groups, qnd 
it has access to international assistance 
and
 

expertise. However, it also 
 has some disadvantages, including lack of
 
sufficient 
management and organization, and its donor 
 recruitment is not
 
effective. 
 Other disadvantaaes 
include lack of professional contact with
 
hospital laboratories and hospital 
transfusion personnel, defective practice
 

of delivery of blood to hospitals (with patients' relatives carrying 
the blood
 

bags), and lack of arrangements for 
24 hour service.
 

The Red Cross 
has since 1978 provided blood for transfusion of thalassemic
 

children (about 150 thalassemic children at present), given at different
 
hospitals, and now hopes 
to establish a transfusion center 
for their treatment.
 

The Lebanese Transfusion Centre 
(LTC), a non-profit association recognized by
 

the Government ls beinz 
of public utility, was started in 1972. The LTC has a
 
centre 
in Beirut and brnnche in ' major hospica! laboratories, mostly in the
 
Beirut area. The Lebanese Transfusion Centre 
collected 9 500 units of blood
 
in 19,32. 3 
300 of those units were collected at Hotel-Dieti in Beirut. The
 
Centre prepares blood components, including factor VIII (bleeding factor). In
 
1977 the Centre received substantial help 
from WHO, through the Government, in
 
the form of equipment. This equipment was 
looted, during the fighting, but
 
was partly recuperated in 1981. 
 The Centre charges a processing fee from the
 
hospitals, approved 
by the Ministry of Health. is
The rest of the budget 


covered by 
a membership fee of the association cnd by donations.
 

Notable advantages of the LTC include the fact that it is a 
growing programne
 

under dynamic and professional 
leadership, :s not profit-oriented, and has
 
good contact with hospitals. LTC's delivery of blocd, 
laboratory testing, and
 
quality control meet professional standards, 
blood donation is voluntary and
 
non remunerated, and service 
is available 24 hours per day. 
 Disadvantages of
 
the LTC include its status 
as a private association (although recognized by
 
the Ministry of Health) and the facts that it is not well known by all 
sectors
 
of the population and has no formal affiliation to international organizations.
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Priva c r,,mer:al bcood also crnrate in 7!hanor,The 2 n or 

th ,.tir 5' i I ri Lcti.:u ir *2t r.: '.=e , ou t: ie ma v c o ll ec- o f the 
total b l,;d co1-e1.ted in L c0n, 20 to G( ) units25 !i.e., of blood 
annually). They mostlyserve small and mediu;, size private hospitals, but 
occasionally they also serve large hospitals when the blood supply from the 
Red Cross or the Lebanese Transfusion Centre is insufficient. Blood donors 
are paid different amounts depending on "market values". The price of rare 
blood may go very hiph. Some private, commercial blood banks havemay quality 
controls, but most of them probably do not.
 

Information was obtained somethat blood has also been collected by the 
Palestinian Red Crescent Society. 

A limited amount of blood is collected from family members in emergency 
situations, when blood from other sources 
is unavailable.
 

Review of the overall 
 status of blood transfusion services in Lebanon
 
in d i c-,ate s thie fo l lo wi n 7-:" 

- iLebanon has no national blood transfusion programme and referenceno 

laboratory for blood type serolog-i and transfusion. 

- There is a distinct shortage of blood.
 

- A national programme is needed to meet the needs for 
 blood for all 
patients and to assure that only blood of high quality is provided.
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3.3.- S-e': i: , SL te Labora o . S r, ic e s 

Health laboratories are an essential tool for developing and implementing
 
epidemiological surveillance 
 and disease control operations. Lebanon neeab to 

increase its capacity for laboratory services, especially to support
 

preventive activities.
 

3.8.4.1 Curative-oriented laboratories 
Many private curative facilities have
 
medical laboratories performing the most common clinical tests. Several
private laboratories in major cities perform medical tests 
for ambulatory

patients. No information is available 
concerning the resources and the

activities of such treatment-oriented laboratories, 
 In 1966, with WHO
assistance, the Government set up 
laboratory diagnostic services in selected
 
public hospitals (Boabda, Saida, Halba, Tripoli, Zahl ). 

3.8.6.2 Prevcntion-oriented laboratories The Central Public Health
Laboracory in Beirut, ,ihich partly met the demand for prevention-oriented
 
tests of p,:blic interest (epidemiological surveillance, 
 food microbiology,
environmental health, tJrug control, etc.), slackened its activities since
19 74, then s _ca in June 1) -?. The facility wns severely.' damaged by
shelling in Atiiust 1.962, but re:pairs have been completed (with assistance fromSwiss Disaster Relief) and re-equipping is under way (with assistance from
 
UNICEF and ,:HO). It can 
 be hopecd that the Central Public Health Laboratory in
Beirut will be operaitional again within a few months. We do not know of any
other prevention-or ented health laboratory in Lebanon. Government signed aproject with UNI)P and "hcO in 19,'S. to develop and strengthen the Central
 
Laboratory in Beirut, establish six public 
health peripheral laboratories, and
train scientific and technical personnel. Implementation could only start in
 
19 62.
 

3.8.4.3 Advisory Committee for Laboratory Network Development Programming in
tile field of medical laboratories should aim at developing a network of
prevention-oriented laboratories, but 
basic data is needed to develop sensible
 
and realistic programmes. An Advisory Committee on Health Laboratories could
advise the MOH regarding the information needed, help the MOH to obtain it,
and then help design and develop the laboratory network. The health 
laboratory net,ork should be able to carry o,_t tests necessary for
epidemiolocical surveillance and communicable disease control; provide data 
for analyses necessary for the establishment of prevention and control 
pro graimes; participate in training of scientific and technical personnel in

health laboratories; and undertake, at the request of the health authorities, 
any laboratory research which could help clarify and solve priority health 
problems in the country. 
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t. L7_ . AL ! P TE~,iT% L C 

One of the main objectives of the WH{O/LRCS mission was to respona to recent 
national health policy proposals of the MOH, particularly as pr'sented by 
H.E. Dr >Mroueh in December of 1982. Section 4.1 below summarizes 

report and in the annexed 

some of the 
main features of the December 1982 proposal and of the proposed Area Health 

Authority Law (embcdying many of the concepts presented by the Minister), 
which are also discussed in other sections of this 

consultants' reports. Section 
 4.2 summarizes features of 
 the 1978 law 
regarding the establishment and operation of Autonomous Hospitals (which 

provides another possible mechanism for carrying out many 
of the changes
 
proposed in the Area Health Authority Law). Section 4.3 directs attention to 
several other aspects of health policy which are currently under active 
discussion officials theiramong MOh and advisors. (Section 4 basedis on 
sections 
of the Health Finance Study team's report, in Annex D, which 
discusses the proposals and their implications in greater detail, particularly 

with regard to finances.) 

4.1 THE PRkPIPSED HEALT1 pICY (DECEABER 1932) AND AREA HEALTH AUTHORITIES 

The Minister of Health proposed that the health sector be reorganized to make 
more effective use of public and 
 private resources, under the guidance
 
("centralized control") of the Ministry of Health, but with "decentralized 
authority" delegated to Area Health Authorities (AHA). About fifteen such 
Area Health Authorities would be created, each of them responsible for the 
health care of about 200 000 people. Some key quotations from the Minister's 

address clarify the proposal: 

"This model calls for the pooling of all resources at the area as well as 
central levels .... interaction and partnership with the private sectorinstitutions at levelsall and wherever needed active.... participation
and commitment of the community leaders - in the decision-making process -
.... the ... Ministry of Health (as) the most.... primary and importantmanager of health services in Lebanon and has the greatest authority and
responsibility in the health care delivery system The.... implementation
of these activities require extensive capital and recurring financing. 
... The financing of the health services will be the responsibility of the 
National Social SecurLzv Fund, itself rejuvenated through a well conceived 
system of fair taxation and co-sharing mechanism, between the citizens of 
Lebanon, the employers, and the State."
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Consi tept vi th trie G!L r o].icy of assurin all citiez2ns t-e ri'3ht to ,..,d 
health, s i.'the process of restrucuring its hoalth care ster. 
The Area Health Authorities concept, according to MOH officials, has been 
approved in principle at the GOL ministerial level and is being put into legal 

language so that it can be 
considered for legislative approval and enactment 
in the near future. The Area Health Authority (AHA) concept emphasizes 

compreher.sive health care with a full range of preventive and curative service 
provided in public and private health 
facilities in a coordinated fashion.
 

The AHA law proposes a two-tiered system. First would be a central level 
Directorate which would guide the 
system primarily by setting standards,
 

setting general policy, planning, and supervision, and generally reinforcing 
professional and administrtive systems. 

The second level would be the area level consisting of some 10 to 24 "Area 
Health Autthorities" (AHIA), each serving between 200,000 and 400,000 persons. 
The AHA's will be autonomous entities. Each AHA would have a Director, a 
policy conmittee and at least one general hospital as well as necessary 
outpatient facilities in which to provide all 
levels of health care.
 

Primary care is emphasized in the AHA concept. Also envisioned is a financing 

arrangement which would permit individuals to select their provider: public,
 
voluntary or proprietary. In essence there would 
 be competition between the 
public and private sectors for personal health services. Categorical public
 
health services such as food and 
 water safety, sanitation, etc., however, also
 

would be the responsibility of the AHA.
 

Each AHA would have the authority to structure its health care so toas meet
 
its health neels most effectively. 
 Innovative arrangements of physicians and 
health facilities into organizational structures 
 capable of providing 

comprehensive care would be encouraged. Establishing an HMO, for example, has 
been suggested. The AHA would have the authority to set salaries or to 
establish alternative compensation packages for employees so as to attract and 

retain dedicated staff. 

Three kinds oL' budgets are envisioned for the AHA: a capital budget to 
support facility and other development which would come from the central. 
Ministry of Health; a recurrent or operating budget which wouldalso come 
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,ainv from 
the NGii; 
 and finally an autonomos 
buslet fro;n funds coll ctied b' 
the .XAH for ser'/ices rez?t-4dered ta '0e pat iemL s ani reimbursenents frLm 
public sector and private sector agencies. The autonomous budget would be 
used at the discretion of rhe AHA. Autonomous budget funds could be 
used, for
 
example, for development efforts, to cover operating deficits, or to provide 
incentives 
to health workers.
 

The specifics of the interrelationship of the three budgets would be more 
clearly defined as the AHA system is implemented. However, the Minister 
stated that the development budget would 
 favor AHA's 
 with relatively
less-developed infrastructure and 
services, while the recurrent or operating
 
budget would favor AMA's with more developed infrastructure and services.
 

To govern and manage the new 
AHA system, directors and advisory boards 
or
 
councils are proposed for both 
the central level and the area levels. These 
boards aim at getting community representation into decision making. 

4.2 THE AUTONOMOUS HOSPITAL ACT OF 1978
 

The act proposes to establish autonomous public hospitals, one 
 for each
 
province. 
 The act also 
allows for extension 
of the autonomous mechanism
 
throughout the provinces to 
all MOH health facilities and services.
 

A board of directors 
is created which is responsible for the autonomous
 
hospital system, but which reports 
to the Minister of Health. 
 Funding for the
 
hospitals comes primarily 
from the MOH. 
 Seven members sit 
 on the board.
 
Members include a representative each 
from St. Joseph's and AUB, 
the Director
 
General from both 
the MOH and the NSSF, two representatives from the Lebanese 
Order of Physicians and one "expert". The board is 
to meet monthly.
 

Also meeting monthly is 
a separate board responsible 
for each hospital. This
 
board consists of one professor each 
from St. Joseph's and AUB medical schools
 
and two local citizens with college degrees.
 

Under the Act, hospitals can 
hire ai,,d fire employees 
and can set compensation
 
for physicians 
and other employees essentiallv 
as they see fit. Hospitals may
 
charge private patients directly for services.
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To date, no altlo)llOoous o i its v Pe2ritedhave been under the Act. 
Ho.-eve,-, ,'th or without modification the Act could be used as tie umbrella 
arrangement under which MOH hospitals could be given autonomy and flexibility 
to restructure their operations consistent with the needs of a revised health 

care delivery system.
 

In spite of several flaws (discussed in Annex D), the Autonomous Hospital Law 
presents many opportunities 
for the public hospital system to become 
more
 
financially secure and to be able to compete with the private sector for the 

services of health professionals. While strictly 
speaking no hospital is
 
currently operating to this law, the Batroun Hospital is operating under a 

semi-autonomous arrangement with tile NSSF. The Minister of Health has been 
interested in thC possibility that the Batroun Hospital might serve as a model 
for a reorganized public hospital system. Thus the experience of the Batroun 
Hospital (also reviewed in Annex D) is highly relevant to the objectives of 

the MOH. 

4.3 OT!IER POLICY ISSUES: FINANCE SYST2I CHANGES AND EXPANDED ,MOH HOSPITALS 

The MOH is actively exploring the financial imolications of the proposed 
changes in the 
 health care system, pcssible mechanisms to improve the
 
financial base of Government-backed health care, and 
ways of improving the
 

financial soundness of tile mechanisms involved in the Government's support of 

health services.
 

The Ministry of Health has also expressd much interest in expanding its 
capacity to directly provided health services by greatly increasing the number
 
of MOH hospital beds. If this were to become Government policy and an attempt 

were made to implement it, the consequences would be far reaching and, 
according to the finance stud,, team's analyses (presented in Annex D and 

summarized in Section 3.5.5), 
unfortunate.
 



WHO/LRCS "Ieport - Pa'ge 69 

5. C N(,L 5Q T- *kNFJD cr:.7;.s 3 ''EN.TF- SY qT:'OJ 

This section lists, grouped by major areas of the health sector, the 
conclusions and recommendations of the assessment mission, proposing a series 
of actions to be taken in the period 19F. to to1986 rebuild and re-establish 
the Lebanese health services and to 
improve their coverage and quality.
 

5.1 NATIONAL HEALTH POLICY 

The Assessment Mission 
 concluded that implementation of the major
 
reorganization proposed by the Min ister 
 of Health, which contains many
 
elements necessary for substantial improvements in Lebanon's health 
 care 
zystem, was feasible and that imnediate steps could be taken to begin to 
implement it, but that full implementation would require 10 to 15 years. 

RECOM-MNDA.--FION 01: The Mission recommends that steps be taken immediatelyto implement the Xinister's plan, initially on an experimental basis inBeirut, if Government fully backs it, if the ministry's central level canbe reinforced (including especially the anticipated establishment of aneffective national health plqnning office), if adequate compensation
arrangements can made allbe for personnel in the project, and if fullrqualified and experienced managerial personnel can be recruited for it;s
central and area 
levels.
 

Implementation of the changes which the Minister of Health has proposed will 
require strong political support from highest ofthe levels government over a 
long period of time. 
 This support must be assured. A public declaration of 
the Government's commitment to policythe and changes will provide that
 
assurance, 
 inform all parties that the Government is serious about taking
 
control of the health sector and improving its performance, and give the 
Ministry of Health a very clear mandate to proceed to implement the changes 
with which the rest of the recommendations are concerned. 

RECO!MEENDATION! 02: Public reaffirmation should be made, by highest levelsof Government, of health sector policy, goals, and objectives, in support
of December 1962 -OH statement. 
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The anti'ipated establishment of a national health planning unit is an
 
important steD in the direction of an organized health services delivery 
system. It will greatly strengthen the Government's ability to plan and carry 
out the other recomnendations given below. 

RECO NiENDATION 03: The Government should immediately use the nationalhealth plavining unit to 
undertake national surveys of epidemiology; health
knowledge, attitudes, and practices; 
health manpower; and hospitals.
 

RECOMMENDATION 04: The national health planning 
unit should seek
obtain early valid results of the surveys which 
to
 

it will carry out and
should use those results as partial bases for national plans for healthmanpower development, epidemiological services, primary health care, ahealth center network, and a national master plan for hospitals.
 

RECO'MMENDATION 05: Steps must be taken now to clearly define andestablish the role of the planning unit, to integrate the unit (includinga health manpower planning section) into the formal strucLure of theMinistry of Health, and 
 to give ir a permanent and institutionalized
basis. T"his means emnn.sizing training of staff, making provision in
future years' budets to meet the recurrent cost upon expiration of grantfunds, and making organizational arrang.ements which will maximize decisionmakers' use of tile unit's findings and recommendations. 

5.3 ORGA'IZATION OF THE HEALTH SECTOR 

Lebanon's health services delivery system, public and private, is fragmented 
and uncoordinated. The powerful private medical care sector dominates a weak 
and disorganized public sector health system which spends a large proportion 
of its budget on uncontrolled reimbursements 
 for private sector hospital
 
services of uncertain quality and need. The public sector is overly
centralized, and both public and private health resources are concentrated in 
urban areas, particularly Beirut. 

The major changes which the current Minister of Health has proposed for the 
health sector require and imply major reorganization of the sector.
 

RECOMMENDATION 
 06: Legislatio should be enacted (preferably by the endof emergency powers 6fLAYS3) to change theon structure of the healthsector by merging into the :'inistrv of Health (renamed the Ministry ofHealth and Soc ial Affairs) the health sections of the Ministry of Laborand Social Affairs (i.e., the Office of Social Development) and the healthservices sections of the Ministry of the Interior (i.e., health services
of Beirut and of other municipalities). 
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nationa1 health po 1 icy and with em:,ha Is on equtitaLe distribution,
preventive services, 
first contact care, and continuity of care. TheGovernment should use those autonomous local organizations (autonomous,
but with strong Government backing, including strong central support) tofurnish direct government-provided health services and to manage otherarrangements (e.g., agreements with AHAs and contracts) for the provisionof services. This would help 
avoid the constraints imposed by civil

service systems. Implementation should begin in Beirut.
 

RECO .{MENDATION 08: The Government should consider all public and private
health resources 
in each AHA's geographical 
area as parts of one system in

planning AHA 
budgets and operations, 
and place all of those resources
(including especially hospitals) under the AHA for administrativeGovernment reimbursement purposes. 

and
 
Without control of hospitals, AHAs and


preventive services 
 would have only 
 a minor role in 
 health, while
hospitals and curative services wouLd 
continue to attract 
an undue share
 
of attention and of budgets.
 

RECO :IENDATI,, 09. 
 The Government 
should place major emphasis at the

national level on primary (first contact) health 
care and on preventive
programmes, 
and should structure the health care 
bud~gt and incentive
 
systems 
 to ensure that the corresponding progtammes 
 will also be
 e ffec tive ly implemented 
by and within 
AHAs. This is :-cial for cost
containment if the major needs 
of most of Lebanon's population are to be
 
met.
 

5.4 FINANCING OF THE HEALTH SECTOR
 

In 1932 the public sector spent roughly LL 551.0 millions 
on both directly
 

providing services 
 and on reimbursing 
 costs of private sector medical
 
services. Roughly 80% of total 
public sector health 
spending was spent 
on
 
private sector reimbursement. 
 Total spending 
on medical services ii Lehanon
 
in 1982 is estimated to have 
been 
at least LL 1.1 billion, roughly 50% public
 
and 50% private. Drug costs 
as a component of total 
health expenditures range
 
from 38 to 
42% of total outlays on health.
 

Health care 
financing mechanisms in Lebanon have many serious various 
problems
 
and weaknesses. 
 Tle health sector finance study team (See Annex D) concluded 
that changes in financial mechanisms could 
do little to improve the health
 
services delivery system unless such 
 mechanisms 
 and incentives were
 
incorporated into system
a 
 of financial mechanisms, policies, and 
procedures
 
to assist 
 in improving the performance of the health care system, with 
consistency between polic ies being implemented by both health care and
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must be clearly presented prior to specifying a cost effective financial 
strategy that is consistent with 
 the allocation of Government resources,
 
demand and supply factors, cost containment, and other elements.
 

In planning, budgeting, and forming policies for the future, the Government 
should view both private sector and public sector 
health resources 
 as
 
potentially being mobilized toward assisting the government in meeting the 
health needs of the population. The health sector finance study team judged 
that little emphasis should be placed on expanding public sector services 
delivery systems, and great emphasis and commitment should be devoted to 
regulating the private health sector in a fashion which brings it into a more 
effective partnership with government in achieving the nation's health sector 
goals. They also concluded that there is ro reason in principle, particularly
 

from an economic perspective, not 
 to rely on the private medical sector to 
provide 
the bulk of medical services, if effective 
regulation can improve
 

quality of service, 
medical practice and performance, contain costs, 
 and
 
reduce duplication of facilities aud other wastage. In the judgement of the 
finance study team, there is no economic justification for anything other than 
a modest and selective expansion of public sector medical facilities in the 
next five 
to ten years. They recommend 
places emphasis on regulation backed
 
up and linked to a system of financial incentives which tends to harness
 
public and private sector 
health resources to a common task of improving the
 
health 
 status of the population. Given the current situation existing in 
Lebanon, a great deal can be 
said for Government's adoption of a strong
 
regulatory posture with respect to the private medical sector. A large volume
 
of public sector reimbursement presents Government with an opportunity to use
 
financial reimbursement broadly 
 as an instrument of health sector policy. 

To most effectively carry out the changes discussed above and tha policy 
proposed by the Minister of Health, a national insurance financing mechanism 
for payment of medical services needs to 
be established which is standardized
 
and uniform for the whole country and which is acceptable to the providers of 
services, the service users, and the payors of services. 
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initi.1lly (a) consolidating all publiz sector health services costreimbursements in one financing agency and (b) establishing a uniform 
tee schedule for health services. [Each of these latter two actions
is also recommended in its own right.] 

RECO.L:ENDATION I: Detailed plans need to be developed for the
implementation and management of the proposed National Health Security
System. Given the numerous reimbursement mechanisms and payTnent
schemes which exist, and the ways in which individual countries havetailored them to their own needs, planning such programs is a highly
specialized and complex activity which should be undertaken by a teamof experts 
to develop mechanisms most appropriate to Lebanon's special

needs. A number 
of high level policy decisions will be needed to
 
gquide such a team's work. 

RECOMMENDATION 12: Limits should immediately be established on the 
amounts of Government funds which 
 will be available (especially
through the MOH) for reimbursement of private sector health care
services, and the Government should establish, monitor, and entorcequality standards (applicable also to Government-provided services)
for all health services for which it makes reimbursement.
 

5.5 MANAG.YENT SYST.>IS 

Management systems, from the central levels to the most peripheral levels 
through the proposcd decentralized AHAs, 
 need to be established or
 
strengthened or reintroduced. Some of these areas are covered in various 
sections 
of this report and its annexes and are also dealt with in other
 
recommendations, but there is a definite need to specifically consider the 
relationships and interactions among them and to establish systems for dealing 
with both routine work and routine problems in each area, as opposed to only 
initiating special efforts which will deal with the currently most salient 

problems.
 

"Management by exception" would free the leaders and managers of the health 
services (especially at higher levels) to focus on the innovations, 
iraprovements, and non-routine problems which really require their full 
abilities. It would also make the functioning of the system less dependent on 
individual personalities 
 and, with an adequate information system, less
 
susceptible 
to unnoticed deviations from norms.
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- er!Un- l >ana~e:ient : need assessment, position descriptions,

recruiting, testing, selection, career planning, promotion, and
 
dis-mi ssa I
 

- Logistics: 
 procurement, warehousing, and distribution of 
supplies and

material s.
 

- Maintenance: preventive maintenance, repair, 
 and upkeep of equipment, 
vehicles, aid buildings.

Information systems: 
 collection, organization, and reporting of
 
information for planning and management decision-making.

Financial 
 systems: budgetary, accounting, billing, collection,
 
expensing.
 

- Planning.
 
- Monitoring, quality assurance, and evaluation.
 

RECOMMENDATION 14: Management systems 
and routines should be developed
which will 
enable the workers and managers available within the health
 
services to deal with 
most problems in accordance with standardized
 
procedures.
 

RECOMMENDAT1ON 15: 
 In view of the history of lax fulfillment and
 
enforcem.ent of government contracts and service 
arrangements in the 
health
sector, the Government must urgently develop and apply effective
mec.anisms to ensure adequate and acceptable performance, in accordance 
with clearly-spec ified terms, by hosDita ls , physicians, and others
employed or contracted to provide or healthmanage services. Even withwell-develop,.cd systems for monitoring and enforcement, dedicated peoplemust be found who can be trusted to monitor and enforce such arrangements,
and such people must be rejarded and kept in the health care system. 

RECOMMEN'DATIOw. 16: Combined training and system development activities 
such as WHO-backed Workshops for the Management Process for National
 
Health Development should be initiated.
 

5.6 HEALTH SERVICES DELIVERY TN THE NETROPOLITAN REA OF GREATER BEIRUT
 

The health sector requires regulation and does not follow 
the principles of
 
free enterprise and laissez-faire economics. Government 
has greater contact
 
with organizations and inhabitants in 
 Beirut, which also contains a high
 
proportion of the nation's 
 population. Reorganizing and operating the
 
coordinated health services in Greater 
Beirut would 
provide needed experience
 
on which to base development of other Jd-A's elsewhere in Lebanon. 

A Master Plan 
for Health Services Delivery in the Metropolitan Area of Greater
 

Beirut is needed (a) to 
provide a framework for orderly growth and 
rational 
expansion based on the populaticn's health needs, and (b) to prevent 
uncontrolled and unbalanced growth, which is wasteful and inefficient. 

http:well-develop,.cd
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RECOC1'!ENL r[ i: A illter plan must be developed for coordination of 
health services delivery in the metropolitan area of Greater Beirut 
(including provision for recommendations 19 through 22). 

RECOMNENDATION 19: Structural/Organizational/Institutional 
 Coordination
 
for Beicut should be established, including:
 

(a) 	A supportive and complementary working relationship between the
 
private and the public 
sectors. An appropriate mechanism 
to achieve
 
this 	coordination is an equitable insurance scheme 
 for payment of
 
services.
 

(b) 	Integration of the various public 
sector health components, i.e., the
 
Ministry of Health, the Ministry 
of Interior (health services in 
the
 
Beirut 
munici pality), the Ministry of Education, the Ministry 
of
 
Labor and Social Affairs, the National Social Security Program, and
 
the Ministry of Defense.
 

RECO-IdNDATION' 20: Functional or Service Delivery Coordination for Beirut
 
should be established, including:
 

(a) 	Functional relationships and referral mechanisms 
 for public and 
private sectors (for preventive and promotive services, first contact 
care, out-Datient services, short-term in-patient services, emergency
services, rehiabilitation services, and long-term hospital and 
non-hosptit1 care). 

(b) 	Coordination of personal and non-personal health services, social 
health and life-style changes, and changes in environmental health
 
conditions.
 

RE COMME NDAT iO 21: Financial Coordination for Beirut should be 
established. An equitable payment for 	services scheme is a necessary

condition for an 
effective and efficient coordination of health services
 
in Greater Beirut. Payment 
for service must consider and balance the
 
interests of the provider of service, the consumer 
of service and the
 
payor of the service.
 

RECOM'ENDATIONI 22: Coordination of Teaching and Service Delivery for
 
Beirut should be established, in order to
 

(a) 	strengthen and adjust the curricula of medical and allied health
 
schools to the needs of the 
Beirut and national community, and
 

(b) 	strengthen th,2 delivery system tilrough the participation of students,

interns and residents in the delivery 
 of health care at all
 
functional lev.els.
 

http:WHO/L.CS
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In the previous absence of a clearly formulated national health policy, no 
health manpower plans have been 
developed, This and 
 fragmentation of the
 
health sector constitute serious constraints in planning comprehensively for 
the health sector in general and for health manpower and training 
 in
 

particular.
 

Health manpower 'and especially physicians) is poorly 
distributed, with
 

excessive concentration 
in urban settings and particularly in Beirut, 
which
 
has 52.6% 
of the total number of physici, s. 

Many agen; ios compete for the same health personnel and each operates
 
independently to prepare its own human resources. Low public sector salaries 
have led to an "internal drain" of available manpower into the private sector 
which dominates the health services delivery system. isIt paradoxical that, 
while tile Government spends great amount of money (over twoa thirds of the 
M-IH budget alone in 191S2) contracting the private sector for curative care of 
the citizens, its own conditions of service are a major constraint in securing 
the services of sufficient numbers of staff in the public sector. 

There is no pressing need to increase the number of physicians, dentists and 
pharmacists. While there is no shortage of physicians, there is a marked 
shortage of paramedical health personnel, especially at the middle level. The 
greatest need for additional health manpower is at the middle level (nurses, 
various types of technicians, department level managers). There ais strong 
need for training intended 
to help improve the managerial capacity of the
 

health system, including management of the health planning process and the 

management of service delivery. 

There 
 has been a steady increase in the number of 
 Lebanese physicians
 

graduating abro d, and in recent years they constituted 52% of registered 
physicians. These physicians are not well oriented to the health problems of
 
the country and the health 
 system. The issue of licensing and credentialing 
foreign medical graduates is of critical importance. While a solution 
specific to Lebanon must be found, U.S. experience in dealing with foreign 
medical graduates may provide some guidelines. 
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rather than to co ,wprehensive health care. The Faculty of Health Sciences of 
the American Universitv of Beirut has tried to organize field training of its 
students in the community in collaboration with andthe Ministry of Health 

other health agencies, but the war made 
that impossible.
 

The establishment and operation of health personnel training 
institutions 
is
 
apparently not effectively controlled or coordinated. No convincing data or 
other evidence exists to justify the need for more than two medical schools in 
Lebanon, but two officially unrecognized and unaccredited schools have begun 

to function.
 

There is difficulty in attracting sufficient numbers of students to study 
nursing. Apart from the unattractive conditions of service, the location of 
most nursing schools in Beirut seems to be responsible for this situation, 
since fimilies in rural areas are reluctant to allow their daughters to come 
and live in Beirut. In planning any new nursing schools, it is important, 
therefore, that these should be established in tile Mohafazat outside Beirut so 
that students would be living in or within easy reach of their communities. 

RECOME iDATION 2-3: Priority training actions must be geared to strengthen
in quality and quantity the middle level personnel of the health sector.Each of tile six regions (mohafazat) (and eventually each AHA area) should 
have training facilities for that level.
 

RECOMMENDATION 24: A national health manpower survey must be carried out
to provide a basis for a national health manpower plan for the training
and utilization of all levels of health personnel.
 

RECOMMENDATIO, 25 A detailed long range health manpower plan, including
the professions of physicians, dentists, and pharmacists, among others,
must be developed be fore any actions are taken to encourage or permit
increases ;n their numbers. 

RECOMM.fENDArio; 2f): If the Government (in spite of lack of evidence 
justifying the need for more than two medical schools in Lebanon) decides 
to expand undergraduate training of physicias, rather than establish new separate aschool it should instead consolidate and strengthen, under
the National Universitv of Lebanon. the resources of the two existingunrecognized and unaccredited schools and establish a medical curriculum 
designed to meet Lebanon's specific needs. 

RECO1.!NDAT.(IV 27: Lepislati-. setting standards and requirements for theestablishment, reco-gnition, and operation of health personnel training
institutions, especially medical schools, should be orenacted enforced. 
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nuonuaitaorti, o c are, and appl icat ion of the mer ical code ofethics. The Council would also determine the number of students that arerequired to study medicine or any other health profession, whether withinLebanon or abroad, and set the criteria and procedures for their selection. 

RECOMI'IENDAT IOih' 29: Training of health services managers, and
position-specific mana'g.2ent training of other health services personnel,
must be provided. Areas to be covered would include, for example, all
levels of planning, facilities management, budgeting, and 
team management. 

RECOM.ENDATION 30: Health personnel training (initial, continuing, and 
postgraduate) should be reoriented to help translate the new nationalhealth policy into reality. This will require emphasis, for example, onprimaary health care, prevention, community and patient relations, and the 
management areas mentioned above.
 

RECO,2.END)ATIO 31: Government 
 health worker salaries need to be 
increased, with at least half of salary increases tied to performance.Incentives can be based on 
individual or collective performance standards,
depending on the type of health worker• The proposed reorganization of 
tie health sector lends itself to innovative compensation experiments.
 

5.8 EPIDTMI)2:LQGY SERVICES 

Lack of basic health information poses a serious constraint in identifying 
health problems objectively 
 and in setting priorities for planning and
 
operational purposes.
 

The 'linistrv of Health is responsible for preventive programmes which affect
 
the population in general; 
 disease prevention and control, environmental
 
health, social and occupational health. There is need to have 
 a capable 
central and provincial structure to direct, monitor and evaluate public health
 
activities, especially 
 with regards to disease prevention and control and 
environmental and occupational health. Early action is necessary to
 
re-establish epidemiologicaI services to 
 provide key information for decision 
making in health sector reconstruction. A national epidemiological survey of 
morbidity and ongoing epidemiological services (including surveillance) are 
needed as 
bases for health services plans and operations.
 

In spite of the current lack of adequate epidemiological services in the 
Government, Lebanon is potentially capable of developing and implementing 
sound epidemiologica .
 work, and of establishing an adequate national 

epidemiological surveillance and analysis system. 
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and responsb le leadership at the provincial level and the re-training an 
in-service training of local health workers).
 

RECOM,'.!ENDAION 33: An epidemiological and 
health KAP of
survey client
 
and the general population should be carried out as one of the first step!
toward determining health care needs and strengthening first contact car( 
(PHC). 

5.9 MATERNAL AND CHILD HEALTH 

The concepts of maternal and child health have long been known in Lebanon, but 

they are not well applied at present. A full program of maternal and child 
health services is needed, with priority to those activities most likely tc 

have health impacts on the population. 

RECO2..ENDAT1O;,: 34: Special attention must be paid to high risk groups
such as pregnant women, infants, and pre-schoolers.
 

RECO'.NEND.\TU0I, 35: The full range of immunizations (DTP, Polio,
Measles) should be provided on a national (public) basis, including

record maintenance both in a "family health booklet" and in clinical 
record forms.
 

RECO",.,NENDATIO:,; 
36: The reported recrudescence of poliomyelitis 
must
 
be confirmed or refuted. 
 A vaccination campaign against poliomyelitis

should be instituted. If poliomyelitis does constitute a 
threat but a
 
nationwide campaign 
is not possible now, vaccination should at least
 
be provided to all su:,ceptibles in the focal 
areas of the disease.
 

RECOMMENDATION 37: Growth charts 
should be reintroduced for the 
regular monitoring of growth and development, at least among small 
children. 

RECOMMENDATION! 38: If a repeat study: on a representative sample
confirms earlier results of a satisfactory nutritional status among
preschool ch ildren, MICH pro.zrammes should be directed preferably to 
the mother and child up 
to 2 years of age, and underfive clinics may 
not be cost-effective. 

RECO.N[EiDATIO: 
 39: An active program 
to promote correct treatment of
 
diarrhoeal disease 
(based on oral rehvdration) should be established.
 

RECOMMENDATION; 41): Traditional birth attendants should be integrated
and retrained. There is evidence, however, that TBA are effective
only when they are trained for sOecific skills such as reducing the 
incidence/prevalence of neonatal tetanus or when they work in close 
contact with highly professional systems of maternal and perinatal 
health care. 
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Attention to pri:Irary health care is an important early step in reconstruction 

efforts, not only because of its own intrinsic importance, but also because 
the present system, created with little or no attention to first contact care, 
continuity of care, and other primary health care concepts, is collapsing 
under tile financial strain of inappropriate use of hospitals and escalating 

medical care costs.
 

REC02.1ENDATION 41: Primary health care should form the basis for The 
health care system and should be given major emphasis by the Government ofLebanon in order to demonstrate its concern for the people's health and to 
make most effective use of health care resources. 

RECON!f'..NDATION 42: Primary health care (in the sense of first-contact 
care) in Lebanon must be provided in ways which meet the needs and thereasonable expectations of all the people. This ma,' rejuire that doctors 
and nurses based in :lealth centres and in some ho.spitals provide such
first contact preventive, promotive and curative care in all communities 
and with full support from the Government of Lebanon. 

R CO>,..N,)ILo: 43: A few health center based demonstration projects (in
Beirut and elsewhere) should be established soon, to provide comprehensive
PHC, tith communiity participation, with coi tinuitv of care, and with 
adequate manag2ement, technical, and hospital support. These would provide
experience on which to base further decisions and programs. 

5.11 HEALTH FACILTTIES 

he WHO/LRCS assessment mission is not in the position to recommend further 

hospital development in Lebanon 
(beyond proposing that the Government consider 
certain possible avenues of development noted below) until a more 

comprehensive detailed study can be made region by re?..on, covering the need 
for acute and long term hospital treatment. Such an investigation would have 

to take into consideration tie plans for primary health care, which will have 

a direct effect on the number and types' of beds and on where they will be 
needed. This survey, 
which is urgently needed, 
must also review the different 

projects concerning new hospital construction emanating from the initiatives 
taken by various private and voluntary sources throughout Lebanon, so that any 
additional beds (and types of beds), to the extent possible will be 

geographically, correctly distributed according to the needs. 
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Priv, te 1osp it is a on imrportant role in Lebaon. It i ; in the "vo mt a v 
pr'v ate ssc tc hosp i_:ls =at the co=I-trm' rajor hospital care La.s place. 

There are only 12 functioning government hospitals, all out-dated 
 and
 
under-used They suffer the stigma of being places to go to only if the family 
cannot possibly pay, either directly or by insurance, for anything better. 
The loss of in
confidence Government 
hospital services is accentuated by
 

shortages of staff at all levels.
 

Only 690 public hospital beds are operational (and only 20 in Beirut), out of 
tile existing total of 9 
972 hospital beds for 
 acute and chronically
 
ill-patients. Immediately, however, there is a capacity to double the number 
of functioning MOH beds.
 

In 1932 the NIOH utilized and paid for approximately 1 184 beds per day in the 
private sector. The government at present pays for some 40 000
 
hospitalizations per year for acute care patients in the private sector. The 
Government needs to increase the benefits which it and patients receive from 
the very larze amounts of funds paid to private sector hospitals through the 

MOH. To do this, it needs to increase -he favorable influence which it can 
exercise over the private sector. A methodology must be established for
 
better cooperation between 
the private and public hospitals which should give
 
the patients freedom of choice and improve their hospital and health care. A 
situation must also be created whereby the Government health and hospital
 
services can provide high quality care, 
 to be given with priority to the 
poorer sectors of the society.
 

The reconmendat ions regarding construction and reconstruction of public 
hospitals given here and in Annex E are offered for consideration by the
 
Government with the caveat that they should only be considered if needed 
improvements in organization 
 and management 
 (Area Health Authorities, 
strengthening of Ministry of Health, fully functioning National Health 
Planning Unit, management support systems, etc.) seem very likely to take 
place, if problems of staffing and recurrent costs can be resolved, and if 
justified on the basis of results of a thorough survey/study of health 

facilities. 
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The currentlv cor ., plasa'"ve:np!..i e:ans,.n cf t. '. :b ic ho . l ec1tr , 
c :a'vin; c oncs iJra l£ ar-.)ea l on ::he surface, a!pears to present 

considerable strain on GOL fiscal, administrative, and management capacities. 
This is not to say that a case cannot be made for constructing some additional 
public hospital beds. However, the 
economic rationale suggested 
for a large 
expansion of public hospital. bed capacity is neither compelling nor 
justified. Thus the GOL ought to give serious consideration to various 
alternative health sector development policies which would be less demanding 

of public sector resources. 

RECOXNENDATION 44: Prior to determining what changes will be made in
existing public hospital facilities, the Government should conduct a
 
national survey of all hospital facilities.
 

RECOMMENDATION 45: The Government should develop a National Master Plan
 
for Public and Private Hospital Facilities. The plan should be based onassessments of current and projected needs for hospital beds, on financialplans and projections, and on Government policy decisions regarding such 
matters as tohow meet primary health care and outpatient service needs
and what proportion and types of hospital beds and services should be
provided through gavernrent facilities. The plan should include numbers
and tyes of hospit3l beds and services, by geographic area and by
Government or other ownership. 

RECOMMJENDATLOI, 46: If the Government's capacity to manage and utilize its
 
own hospitals can be sufficiently strengthened, and if detailed analyses
indicated that increasing public sector beds would be financially feasible 
and beneficial (as does not seem to be the case, in comparison with thealternative of increased control and improved selective u e of the private
sector), then the Government might consider increasin. the number of beds
in the public sector. This could enable the Government to providehospital care for the indigent population which is the responsibility ofthe X.!OH. Given those considerations, it is recommended that the following
be considered, pending actions to strengthen management and utilization of
public sector andbeds pending a survey to develop a national mastEr plan 
for hospitals:
 

Upgrading, equipping and staffing 580 existing but non-operational 
public hospital beds 
so they can be utilized.
 

Installing a 20)0 bed temporary public hospital in Beirut) convertible 
to other uses later). 

Constructing a new public hospital in Beirut with 300 beds, also to 
be used as a supporting centre for training of nurses, paramedical,
and nublic health staff, with emphasis on community health and 
primary health care. 
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RECO:M:.ENDATION 
 47: The Government should use reimbursement for services
provided as meansa of expanding MOH control over private hospital beds.As one interim measure to permit the Government to increase its control ofthe use 
and quality of the private se-tor hospital services 
for which it
 pays, arrangements might be made wi. th one or more private hospitals(probably in Beirut) under which the Ministry of Health would guarantee to
utilize a certain proportion of a hospital's beds (e.g., 90%), at standardMOH reimbursement 
rates for beds and services, 
in return for increased MOH
control of admissions and facilitation of Moll monitoring of services and 
charges. 

5.12 DRUGS AND THE PHARCEUTICAL SYSTI1 

The drug and pharmaceutical system is out of control of the Government. 
Illegal pharmacies are operating. Counterfeit drugs 
 and other drugs not
 
approved by the 
 ,OH are present on the market. Drug costs are rising
 
rapidly. Forceful actions are 
 necessary in order for the Government to gain 
needed control over the drug sector, decrease the hazards which that sector 
now presents to the health of the people, increase the health benefits of 
money spent on dru-gs, and control rapily rising drug costs. 

Some of the Government actions in the drug and pharmaceutical sector should be 
carried out in the very near future and be in full effect at the end of 1983: 

RECOMMENDATION 43: Amend and strengthen current drug legislation,
including regulation and licensing of pharmacies, and increaseGovernment 's willingness to take ac tion and impose sanctions on
offenders. Illegal pharmacies should be closed if they cannot fully
conforr to national laws and become legally authorized to operate.
 

RECO::.)DAflO. 49-
 Control safety and efficacy of essential drugs, bysending samples to recognized international drug testing laboratories
outside of Lebanon aaid enrforc ing laws on the )asis of results ofanalyses. Counterfeit and ineffective or otherwise dangerous drugs mustbe controlled, by applying and strengthening existing laws.
 

RECOM!MENDATION 
 50: Formulate and release a national policy statement
drugs (based on recommendations 

on 
of a high level task force with WHO 

representatives or on a commissioned expert study).
 

RECOMMENDATION 
 51: Strengthen Inspectorate of Pharmacy Oepartment of
and take legal actions against drug legislation offenders. 

MOH 
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REC' .: DA,TI, 52: Decrease 
 c ''i3b 
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th..u r ,jruzs of the market, initialiv 

Other Government actions in the drug and pharmaceutical sector cover 
a longer 
range of time. Although preparations for those actions should begin in 1983, 

their full implementation will be during 1984 and 
1985:
 

RECO '2IENDATION 53: Establish National Drug Quality Assurance Laboratories
 
in Beirut.
 

RECOMMfENDATION 54: Inventory and register all drugs on market in Lebanon.
 

RECOMMENDATION 55: 
 Further decrease the number of drugs of the market, by
reviewing all drugs (including those previously approved 
and those newly

submitted for approval) and allowing marketing only those
of which are
 
safe, effective, and needed 
(based on WHO list of essential drugs).
 

RECu.NMENDATION 
56: Establish a National 
Office of with
Drugs sufficient 
authority, resources, and Government support to carry out its mandate. 

RECOMN.IENDATION 57: Carry out studies on drug utilization (prescribing 
practices, self-miedication, etc.). 

REC I:IEND'ATIO' 53. Dissaminate information about drug use to providers of 
health services, to patients, and to the general public. 

5.13 EM."ERGE NCY MEDI2AL SERVICES 

The metropolitan 
area of Beirut lacks 
 a quality medical emergency care
 

services network. The reconstruction and expansion of the Quarantina hospital
 
provides the opportunity 
to add a well equipped trauma centre to serve the
 

metropolitan population. 

RECO,.!ENDATION 58: An effective medical emergency care services network 
should be implemented 
for Greater Beirut. A radio-telephone communication
 
system must link the ambulances, the trauma centre, the two university
hospital emergency departments, and eventual first 
aid stations, to permit

effective dispatch of vehicles and assignment of patients destination for 
treatment in health facilities.
 

5.14 BLOOD TRANSFUSION SRVICES
 

There is 
 a shortage of blood for transfusion in Lebanon, and transfusion
 

services are fragmented and in some cases need improved quality control. 
Existing human technical and organizational resources could form the basis for
 

a National Blood Transfusion Service.
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medical director must be a naematolog-ist specialized in blood banking and 
trans fusion. 

RECO,2-4D.ATION 61: As a first step toward establishing a National Blood 
Transfusion Service, national organizing committee should be appointeda 

by the 
 Minister of Health, to (a) establish the administrative and 
organizational structure, appoint(b) the Medical Director of the National
Blood Transfusion Centre, and (c) provide a budget financed through the 

MOH. 

5.15 LABOR\ATORIES 

Adequate health laboratory 
services need to be developed, especially to
 

support primary health care 
and preventive services throughout Lebanon.
 

... ON..DAT ION 62: Regional laboratories should be developed, to ensure 
that basic Laboratory facilities availableare for support of primary 
health care services. 

RECO2M!EN)ATiON 63. An Advisory Committee for the Central Public Heajth
Laboratories should formed, enablebe to better coordination between the 
various sections of the laboratories.
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6. ACT 7-*PLA:;
 

To gain the full benefit of the recommendations contained thisin report, the 
Ministry of Heal-i should direct the implementacion of an action plan based on 
five parallel phases of work, as already illustrated in Section 2.5 of the 

Sunmary. 

I. Enacting legislation. - The purpose of the phasefirst is to enact 
the legislation required to implement the National Health Policy as
proposed by the Ninistry of Health. This legislation will include 
new measures as well as modification of existing regulations. 

II. Formulating supporting policies. - In the second phase, the
Government will formulaze and start implementing national policies
in order restructureto the health sector as decided by legislation.
These policies will include guidelines concerning social, economic,
financial, technical and administrative aspects of the National 
Health Policy. 

III. Building resources and svstens. - The purpose of the third phase is 
to make tile re-structured health sector operative, consistent with 
health and other national policies. To this end, the Ministry ofHealth will start mobilizing tile human, financial and technical 
resources required to deliver the health services as well as

re-building the necefsary management and administrative systems. 

IV. imolementing health Drorammes. - In the fourth phase, the 
competent units of the national health delivery system will develop

and implement programmes to meet specific needs of the population
in Lebanon. Some o.; these prograrmmes may beinitially implemented
on a pilot basis to gain experience for wider appl ication at a 
later stage.
 

V. Monitoring pro!,ress. - In the last phase, the Government and the 
Ministry of H'.alth will monitor progress in implementing Phases I,II, III and IV and will, at major progres review points, evaluate 
the need for any corrective action. Such action should aim either
at re-enforcing existing efforts towards agreed objectives or at 
establishing more r,'alistic objectives and resource levels.
 

These five phases of work provide a framework for action, by (a) setting the 
scene for the recommendations made by the Assessment and Planning Missio,- with 
emphasis on 19S3-86, and (b) helping the Government to identify the need for 
action in addition to these recommendations.
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'(Itniz:I,' ,., e e :,:e h r :i !, r s>.i.. -i : ., a da. in f . ach ,.ha.e, 

are out lined in Seci ons 6.1 - 6.5. The de-1dI .nI of 6 !ay !3319 for the 
anticipated expiration of the Lebanese Government's emergency powers is 
particularly relevant for several actions in Phase I, Enacting Legislation. 

The major steps of this proposed plan are consistent with the recommendations 
made by the Assessment and Planning Mission. The sequence and timing of the 
steps, however, are tentative and should be updated as warranted by changing 
circumstances or national priorities. Several action steps may need to be 
expanded in more detail to facilitate implementation at lower organizational 
levels and to establish major progress 
review points. Action concerning areas 
outside the scope of the mission's recommendations should also be 
included.
 

The overall responsibility for directing the implementation of the action plan 
obviously rests with the GovernmenL acting mainly through the Ministry of 
Health. The Ministrv's National Health Unit,Planning however, should play a 
key role in facilitating the planning, coordination and monitoring of the five 
phases of work. Coordination is essential because activities concerning, for 
example, hospital facilities will take place in several of the parallel phases 
and are also related to work in other areas such as manpower training and 

primary health care programmes. 

If requested, WHO will be prepared 
to assist the Ministry of Health in
 
implementing the five phases of the action plan. Appropriate areas of
 
possible assistance include participation in progress reviews and training 
programmes, advice technicalon issues and on the important role of the 
National Health Planning Unit, and refinement of the action planning and 

review process. 
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ABBREVIATIONS AND ACRONYMS USED IN THE REPORT 

AHA Area Health and Social Affairs Authorities 
AID United States Agency for International Development
 
ALICO Am, rican Life Insurance Company (Beirut)
 
AUB American University of Beirut
 
AUH American University of Beirut Hospital

CDR Council for Development and Reconstruction, Government of Lebanon
 
ERO (WHO) Emergency Relief Operations
 
EMRO WHO Regional Office for the Eastern Mediterranean 
ILO International Labor Organization
 
LL Lebanese Pounds
 
LRC Lebanese Red Cross
 
LRCS League of Red Cross Societies 
MCH Maternal and Child Health 
MEA Middle East Airlines 
Mission WHO/LRCS Health Assessment and Planning Mission 
MOD Ministry of Defence 
MOF Ministry of Finance 
MOH Ministry of Health of the Government of Lebanon 
MOHSA Ministry of Health and Social Affairs 
MOLSA Ministry of Labor and Social Affairs 
NHSS National Health Security System (proposed) 
NSSF National Social Security Fund 
OSD Office of Social Development 
PGS/MGT Personnel and General Services / Administrative Management 

(WHO Headquarters)
 
PHC Primary Health Care
 
TBA Traditional Birth Attendant
 
UGCS Cooperative of Government Civil Servants
 
UNDP United Nations Development Program
 
UNICEF United Nations International Children's Fund
 
USAID United States Agency for International Development
 
WHO World Health Organization 
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Annex C to the Report of the February - April 1983
 

WHO/LRCS Assessment and Planning Mission to Lebanon
 

ACTIVITIES AND DEVELOPMENT OF THE MISSION'S REPGRT 

The joint WHO/LRCS mission worked in Lebanon from the 6th of February until 
the 26th of February, 1983, with some members present for only part of that 
period. The Mission considered national health policy as expressed in 
a paper

presented by the Minister of Health, H.E. 
Dr Adnan Mroueh, in December 1982.
 
The mission considered that policy and 
the changes proposed in that same paper
 
as it studied Lebanon's 
 health sector and prepared the recommendaions
 
contained in the present report. 
 Mission members obtained much information by
 
reviewing documents and data made available by WHO, the Ministry of Health and
 
the American University of Beirut. 
 Members also conducted numerous interviews
 
with Government officials, private and public health 
care providers and health
 
services managers, and' made observation visits to various 
health services
 
agencies 
and to health services facilities 
in Beirut and in northern and
 
southern areas 
of Lebanon. 
 On those bases, members of 
the team developed a
 
series of consultants' 
reports covering specific sub-are is of 
the health
 
sector, including, 
in each case, an assessment of the situation 
in that
 
sub-area and recommendations suggested for inclusion in this overall report of
 
the WHO/LRCS mission. The mission then considered 
those consultants' reports
 
and that of the financial analysis and
team 
 used them in developing a
 
framework for Lebanese health 
sector planning and proposals for a series of
 
actions to be taken in the 
period 1983 to 
1986 to rebuild and re-establish the
 
Lebanese health services and 
to improve their coverage and quality.
 

A delegation of mission members (Bloch, Bollag, Boostrom, DeGeyndt, Meyer-Lie,
 
and Simpson) traveled to EMRO headquarters in Alexandria, Egypt, after 
a final
 
meeting with the Minister of Health on the 26th of February. The delegation 
worked there until the of
2nd March, revising consultants' reports 4n
 
collaboration with 
EMRO staff (including mission members 
Khogali and Wahdan)
 
and discussing with 
them items for inclusion in the mission's report and
 
recommendations. 
 Because of the Ministry of Health's expressed need for early
 
information on which 
to 
base immediate actions, a preliminary summary report
 
was prepared by mission members 
in Alexandria and delivered 
to EMRO Director
 
Dr Gezairy in Geneva on 
March 3, 1983 
for transmission to H.E. 
Dr Mroueh and
 
for Dr Gezairy's discussion of its contents 
with H.E. Dr Mroueh at a
 
Ministers' conference in Abu Dhabi in early March.
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After initial discussions of 
 that draft summary at WHO headquarters,
 
Dr Eugene Boostrom, a member of the mission, accepted 
the task of drafting a
 
concise 
list of early action recommendations 
and the present report. He
 
developed the 
draft of the urgent recommendations 
for early action with
 
Dr Willy DeGeyndt 
 of the World Bank in Washington and cabled it to
 
WHO headquarters; that 
list was transmitted to H.E. Dr Mroueh by WHO cable
 
from Geneva on March 25, 
1983 (and retransmitted on 
April 5, 1983; See Annex
 
P). Dr Boostrom drafted 
 the present report in coordination with
 
Dr James Jeffers of the University of Iowa, who was simultaneously writing the 
report of the USAT1f-financed health finance study team. Dr Boostrom returned
 
to Geneva to 
revise the final draft with WHO headquarters personnel, including
 
Dr 
S.W.A. Gunn (Chief Medical Officer, Emergency Relief Operations) and Dr G.
 
Rif1ka (Director, Eastern Mediterranean Special Programme), and to develop a 
plan for action and follow-up in collaboration with Mr J.A. Jorgensen and Mr 
H.K. Larsen of WHO headquarters (PGS/MGT). The report was then delivered to 
H.E. Dr Mroueh in Beirut by Dr Rifka.
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LEBANON HEALTH SECTOR FINANCING: ISSUES, PROBLEMS, AND RECOMMENDATIONS
 
JAMES JEFFERS, PH.D., TEAM LEADER, AND PAUL ZUKIN, M.D., M.P.H.
 

JANUARY 24-MARCH 12, 1583
 

EXECUTIVE SUMMARY
 

Purpose of Study 
The purpose of the USAID Lebanon Health Sector Financing Study was to 

examine existing health financing mechanisms and policies, identify weaknesses 
and problems, propose alternative strategies for resolving problems identified,
 
and make recommendations for follow-up technical assistance, if appropriate. The
 
complete scope of work for the exercise is presented as Annex A to this report.
 
USAID Health Sector Financing Study Team.
 

To accomplish the objectives of the study, USAID funded a two person team in
 
Lebanon during the months of January and February, 1983. The team consisted of
 
James Jeffers, Ph.D., Professor, Economics, The University of Iowa and Team
 
Leader, and Paul Zukin, M.D., M.P.H., President, Health Management Group, Ltd.,
 
Piedmont, California. Dr. Jeffers arrived in Lebanon on January 24 and was
 
joined by Dr. Zukin on February 7. Dr. Zukin departed Lebanon on March 1,
 
followed by Dr. Jeffers' departure on March 12.
 

During the course of the team's activities in Lebanon, nearly 50 persons 
were interviewed and solicited for advice and information, including Lebanese 
officials, public and private sector health professioaals, and university 
professors arid researchers (see Annex B). In addition, the team worked closely 
with a WHO health sector assessment mission comprised of ,one 14 experts, sharing 
information and opinions freely concerning health sector prob'wms, issues, and 
possible solutions. The WHO mission worked in Lebanon from February 6 to 
February 26, then went to Alexandria, Egypt to prepai'e its draft report at WHO's 
Eastern Mediterranean Regional Office. The two reports are complementary. The
 
USAID report deals with details and substance of health sector firnancing. 
problems, issues, and recommendations, while the WHO report deals with the entire 
spectrum of health sector problems and issues and provides a framework and 
recommendations for health sector planning and programming over the next several 
years.
 

Situational Analysis
 
The major findings of the USAID Lebanon Health Sector Financing Team as 

concerns the current situation pertaining to Lebanon's health system may be
 
summarized as follows:
 

- The health care system is a complicated maze of fragmented and uncoordinated 
public sector and private sector health services delivery and reimbursement 
agencies. 

- The private health services delivery sector is riuh and powerful in terms of
 
health manpower, facilities and resources and is operating virtually in an
 
uncontrolled fashion. Legally set fee and tariff schedules reportedly ara
 
not followed. There is said to be substantial evidence of inflated billings
 
and charging for services not rendered.
 

- Authority and capacity for public health services delivery is scattered
 
among a plethora of ministries and autonomous public sector agencies, all of
 
which are uncoordinated and under-funded. The public health services
 
delivery sector has a very limited capacity to deliver services.
 

- The GOL committed itself long ago to a policy of making health services
 
available to each member of the population regardless of ability to pay, and
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yet the Government has only a meager capacity to supply health services
 
directly to the population. This makes it necessary for Government to rely
 
heavily on the private sector to deliver health services to the population
 
for which costs are reimbursed by Government. As a consequence, the private
 
sector receives roughly 80% of public sector revenue allocations as
 
reimbursement for medical services that are supplied on behalf of
 
Government.
 
Medical facilities and manpower are badly maldistributed with the bulk of
 
resources concentrated in the major cities, Beirut and Tripoli. In general,
 
the South and the non-urban areas of Lebanon are medically underserved
 
relative to the rest of the nation.
 
Quality of care rendered by both the public and private sectors is
 
comparatively low and is vitually unmonitored. For example, only four
 
tissue committees are known to be operating in hospitals in Lebanon.
 
Public facilities were badly damaged by the various circumstances of war.
 
Wages and salaries paid to health professionals in the public sector are low
 
by comparison with salary levels and rates of earnings in the private
 
medical Sector. Morale, discipline and incentives of health professionals
 
and administrators in the public sector are very low.
 
The public health care system is overly centralized, with little authority
 
and autonomy existing at provincial, district, and community levels.
 
Public sector medical cost reimbursement is scattered among several
 
different agencies which cover different, but sometimes overlapping,
 
segments of the population, provide non-uniform benefits, and receive
 
revenues principally from assessments on wages and salaries. Wage and 
salary assessments are not uniform and appear to be inequitable.
There is very little capacity in the COL fiscal structure to tax and 
transfer so as to achieve equity. Tax bases consist predominantly of import
 
duty, indirect tax collections, and wage and salary payroll assessments.
 
Income tax collections account for less than 5% of total government
 
revenues.
 
The current Minister of Health is extremely knowledgeable, dedicated, and
 
candid, and he is committed to resolving the various problems in Lebanon's
 
health services delivery system. He has enlisted a cadre of equally
 
dedicated, bright, and committed advisors to assist him in finding solutions
 
to existing problems. 
The MOH, with USAID assistance, has mobilized several task forces of 
Lebanese experts to work out solutions to various problems and is in the 
process of developing and institutionalizing a health planning unit in the
 
MOH, supported by technical assistance from AUB.
 
The MOH has initiated a new policy to establish Area Health Authorities
 
throughout Lebanon which will serve to decentralize as well as to
 
regionalize health services delivery and administration. This policy would
 
permit government and private health providers to cooperate in coordinating
 
health resources available from national, provincial, and community levels
 
to provide a comprehensive package of health services, including illness
 
prevention and health promotion services, to population groupings of 100,000
 
to 200,000 persons.
 
The MOH is seeking to upgrade and to expand the public sector health
 
services delivery capacity. In this effort, it will emphasize hospitals in
 
order to gain credibility for government in the eyes of the people and to
 
*compete with the private medical sector by offering quality health services
 
at low cost, thus putting pressure on the private health sector to improve
 
quality of care and to lower costs and prices.
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Areas of Primary Focus of Study 
The team focused primarily on selected areas of critical importance to 

accomplish the assignment. These areas are as follows: 
- Estimating the magnitudes of major financial components of the health 

services delivery system, both public and private. 
- Undertaking analyses necessary prior to making recommendations concerning 

the consolidation of all public sector financial reimbursement agencies into 
a single entity which might be called the National Health Security System 
(NHSS).
 

- Making recommendations concerning how a National Health Security System
 
could function in terms of uniform reimbursement to providers and how it
 
could be adequately and equitably financed from both public and private
 
sector funding sources.
 

- Providing recommendations concerning the minimum base of data and 
information needed to monitor costs and quality of medical services provided 
in the medical services delivery system, both public and private. 

- Undertaking a financial analysis of major policy options being considered, 
including an analysis and projection of costs associated with expandirg the 
number of public sector hospital beds. 

Major Findings and Conclusions
 
Analysis of' the magnitude of the major financial components of the system 

reveals that last year the public sector spent roughly LL 551.0 millions on both 
directly providing services and on reimbursing a fraction of the costs of 
services supplied by the private health sector. Roughly 80% of total public 
sector spending was spent on private sector reimbursement. Total spending on 
health services in Lebanon in 1982 is estimated to have been at least LL 1.1 
billion. Expert opinion offered by others suggest that this figure may be as 
high as LL 1.6 billion. It should be noted, however, that the lower estimate is 
consistent with a range of alternative estimates based on fragmented studies of 
villager's health expenditures made by villagers and on an extrapolation from 
what appears to be a rather solid study of health expenditure by income class in 
Lebanon conducted by the Ford Foundation in 1966; these estimates range from LL 
1.26 to 1.22 billion respectively. In any case, total expenditures seem to be
 
roughly 50% public and 50% private. Estimated drug costs as a component of total
 
health expenditures range from 38 to 42% of total outlays on health.
 

After reviewing the weaknesses of the existing financial structure, the 
authors conclude that changes in financial mechanisms alone can do little to 
improve the health services delivery system. In order for the financial 
incentives that are incorporated into a system of financial mechanisms, policies, 
and procedures to assist in improving the performance of the health care system, 
there must be consistency between policies being implemented by Loth health care 
and financial decision makers. Thus health sector policies that are required in
 
order for a recommended financial strategy to have maximum support effect must be
 
clearly presented prior to specifying a cost effective financial strategy that is
 
consistent with the allocation of GOL resources, demand and supply factors, cost
 
containment, and other elements. 

Recommended Health Sector Policy 
Due to various factors, partly arising as a result of circumstances of war, 

Lebanon has a vigorous private health sector that is rich in resources, both
 
physical and personnel. In planning, budgeting and forming policies for the
 
future, the GOL should view both private sector and public sector health
 
resources in the same light as potentially being mobilized toward assisting the
 
government in meeting the health needs of the population. In doing so, in the
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team's judgment, little emphasis should be placed on expanding public sector
 
services delivery systems, and great emphasis and commitment should be devoted to
 
regulating the private health sector in a fashion which brings it into a more
 
effective partnership with government in achieving the nation's health sector
 
goals.
 

There is need for public health facilities and publicly provided medical
 
services to cater to the needs of the population for specialized services and to
 
cater to the needs of the poorest of the poor. Reliance cannot be placed on the
 
private sector to provide all of the health services that a nation needs, because
 
there are not sufficient private incentives to do so. In the interests of
 
placing the public hospital sector on a firmer financial footing, there is need
 
to allow government hospitals to admit strictly private patients and to receive
 
reimbursement for services rendered to eligible patients. However, there is no
 
reason in principle, particularly from an economic perspective, not to rely on
 
the private health sector to provide the bulk of medical care, if efforts are
 
made to insure that the private health sector behaves responsibly.
 

Principal reliance on private sector provision of health services is
 
appropriate in Lebanon, given the nation's strong commitment to private
 
enterprise and the fact that 80-90% of health services are currently being
 
rendered by the private health sector. However, greater emphasis should be
 
placed on effective regulation that improves quality of service, medical practice
 
and performance, and which serves to contain costs and to reduce duplication of
 
facilities and other types of wastage throughout the system, both public and
 
private. This policy is recommended in contrast to an apparent and contemplated
 
GeL policy of expanding the public health care sector so it can more effectively
 
"compete" with the private health sector. In thejgment of the authors, there
 
is no economic Justification for anything other tha modest and selective
 
expansion of public sector medical facilities in the next five to ten years.
 

Equally important, there is no economic Justification for Government to
 
tolerate intimidation and dictation from a large and powerful private health
 
sector which operates virtually in an uncontrolled fashion, serving individual
 
and private interests which are largely divergent from the collective interests
 
of the Lebanese people. The private health sector should be brought under
 
control and induced to work more effectively on behalf of meeting the health
 
needs of the nation. The authors admit that in certain selected cases political
 
imperatives in the short-run may overrule objective economic and medical
 
rationales. However, in the long run, economic and strictly medical realities
 
must ultimately prevail. Thus, the general strategy recommended in this report
 
places emphasis on regulation backed up and linked to a system of financial
 
incentives which tends to harness public and private sector health resources to a
 
common task, namely improving the health status of the population. Specific
 
components of this strategy are presented immediately below.
 

Recommended Strategy
 
A. Consolidate and Unify Public Health Services Reimbursement
 
Public sector reimbursements for health services should be consolidated into
 

one national agency to achieve greater uniformity of benefits, to increase equity
 
of assessments required to fund operations, and to permit Government use of this
 
amalgamated agency as a primary vehicle for giving positive or negative sanctions
 
to public and private health sector performance, as appropriate. The resulting
 
large and unified reimbursement agency, here called the "National Health Security
 
System" (NHSS), would control the bulk of public sector funds available for
 
payment for health services delivered in Lebanon, and thus could exert sufficient
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power over the health services delivery system to improve its performance. This
 
agency, the NHSS, is described in detail in subsection 4.2 of this report. As is
 
emphasized in Subsection 4.2, the NHSS will take some time to form and thus it
 
can extend coverage to the entire Lebanese population only gradually over the
 
years to come.
 

B. Rehabilitate the Public Curative Sector
 
The GOL should concentrate for the next several years on rehabilitating
 

existing elements of the public health services delivery system, including
 
hospitals, clinics, health centers, and other outpatient facilities. As stated
 
above, the GOL's contemplated policy to fill all gaps in the current system in
 
order to correct the existing maldistribution of hospital facilities principally
 
through the construction of new public hospitals, autonomous or otherwise, cannot
 
be justified on economic grounds. Some additional public hospital beds possibly
 
could be justified on politcal grounds which are beyond the scope of this
 
study. However, even in this case, construction of additional hospitals should
 
be preceded by a careful assessment of needs wei'hed against alternative
 
modalities of delivering health services (i.e., nealth centers) many of which may
 
involve reliance upon private sector facilities. In all cases the recurrent cost
 
implications of newly constructed facilities must be carefully taken into
 
account. (Section 3.0 of this report presents analysis on recurrent costs of
 
hospitals.) In weighing the decision concerning whether or not to construct
 
additional public hospitals to fill gaps determined on the basis of assessment of
 
needs, the GOL should also consider the benefit/cost implications of subsidizing
 
the private health sector to take the initiative to fill the apparent gap in the
 
availability of needed services. However, it warrants stressing that
 
rehabilitation of public sector health facilities should be given far greater
 
emphasis than new construction.
 

C. Improve Public Sector Health Services Facility Performance 
In addition to rehabilitation, the standard of performance of public sector 

health facilities must be improved to make them more acceptable to the population 
of 	consumers. As a minimum, the following will be required: 

- Improve maintenance of buildings, plant and equipment. 
- Develop and institutionalize a compensation plan sufficient to attract an 

adequate number of committed staff of medical professionals and other staff
 
to public health facilities.
 

- Improve the quality of medical practice performance through developing and 
maintaining adequate patient records, tissue committees and professional
 
peer review boards and committees to assess the appropriateness of the
 
management of cases of illness (including diagnosis, treatment, discharge
 
criteria and follow-up). 

D. Strengthen the Financial Base of the Public Hospital Sector
 
The Autonomous Hospital Act of 1978 and the proposed Area Health Authority
 

Legislation open the door for significant opportunities for strengthening the
 
financial structure of the public hospital system. We support the thrust and
 
principles of these two acts of legislation and urge the adoption of the
 
following recommendations which the authors understand would be permitted under
 
these legislative initiatives:
 

- Permit the newly constituted NHSS to reimburse public hospitals for basic 
medical care on the same basis as certified private hospitals.
 

- Allow public hospitals to admit private patients, when bed availability 
permits, and to receive payment for amenity services from private sources
 
(i.e., out-of-pocket and private health insurance or both) over and beyond
 
the level of reimbursement provided by the NHSS.
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E. Strengthen Primary Health Care in both the Public and Private Health
 
Sectors 

Greater emphasis must be placed on primary health care services and 
especially on illness prevention and health promotion so as to eventually redu6e 
the need for hospitel and other curative services. This requires a change in the 
priorities and attitudes of practicing physicians in both public and private
 
sector outpatient facilities and treatment units. Long-run solutions would
 
include modifying medical teaching and training curricula to give a greater
 
emphasis to preventive and community medicine, and the retraining of existing
 
doctors in the interests of instilling an enhanced appreciation of the advantages
 
of emphasis on illne~s prevention and health promotion in medical practice.
 
However, these innovations will take time to develop and would have to be
 
reinforced in connection with actual medical practice. The latter activity can
 
be initiated now. The authors suggest that the following be required of
 
physicians and other health professionals practicing in public and private
 
outpatient facilities:
 
- Require the development and maintenance of adequate outpatient records that
 

include as a minimum, a brief medical history, major physical findings, and
 
a chronological record of diagnoses and treatments, including all drugs
 
prescribed and all adverse reactions. 

- Require the establishment and maintenance of standards of health promotive 
and illness prevention measures, including as a minimum, regular basic 
physical examinations for children and appropriate immunization programs for 
children and pregnant women.
 

F. Rectify the Maldistribution of Health Manpower Resources
 
Health manpower is currently concentrated in a few major urban centers. The 

Area Health Authority (AHA) proposed legislation would bring greater attention to
 
making health services available more broadly to the entire nation. But in doing 
so, ABA directors and other managers of the system would encounter great 
difficulties in recruiting adequate numbers of health professionals to the public 
system, autonomous or otherwise. Therefore, in response to the Minister's
 
request for advice in this area, the authors recommend either forced placement of
 
medical personnel upon graduation, or the adoption of a compensation plan under
 
the legislation giving degrees of autonomy to public sector institutions, as
 
follows:
 
- Professional compensation would consist of a package of compensation with
 

components including a base salary, earnings from medical practice (up to a
 
maximum), housing allowances, education allowances for the professional and 
dependent children, and a pension that would not become vested until after a
 
specified number of years of service.
 

- The package of compensation would be varied and made more attractive to 
professionals recruited to serve in areas currently underserved medically, 
and which are more remote and which offer fewer amenities than posts located 
in Beirut and other major urban centers. 

- Compensation generated from performance of medical acts should be graduated 
so as to diminish gradually as the maximum allowed compensation is.reached
 
in the interests of reducing incentive to "over supply" medical procedures.
 

G. Foster Alternative Private Sector Initiatives
 
Establishing a broader financial reimbursement mechanism by itself will
 

neither fully address the maldistribution of health care in Lebanon, nor improve
 
the quality of services. In fact, it could further stress the system by driving
 
up costs and lead to abuses.
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The challenge will be to institute reforms and innovation in both the public
 
and private sectors that will make health care better distributed, more 
comprehensive and of better quality. The private sector has efficiencies which 
are associated with the free enterprise system and these should be built on. 
Three strategies a&e suggested for consideration.
 

G.l Link Prepayment with Comprehensive Health Care Delivery
 
A problem with traditional health insurance is that carriers have little
 

incentive to control medical care costs. There is little or no control over the
 
content or quality of care, which typically is fragmented.
 

A private sector alternative that addresses many of these problems is to
 
link a comprehensive health care package to prepayment for a specified population
 
to be served. Providers (physicians and facilties) are organized into a delivery
 
system that guarantees to provide specified services for a pre-determined fee 
hence they are at financial risk and have an. incentive to maintain health and 
reduce costs. These entities, called "Health Maintenance Organizations" (HMO's),
 
can have various arrangements among physicians, and between physicians and 
hospitals. Such an approach to health care delivery has been suggested for Area 
Health- Authorities by Professor Bashur (9) and is recommended for consideration
 
by the authors of this report. 

Establishing an HMO requires careful assessment of the potential market.and
 
organizing necessary components including physicians, facilities and a health and 
management information system. A protocol for such an assessment is provided in 
Annex C of this report. 

G.2 Expanded Commercial Health Insurance 
Commercial health insurance presently plays a very small role in financing 

health services in Lebanon. In other countries (e.g., the United States), some
 
commercial insurance firms recently have assumed a leading role developing 
innovative health care systems, including HMO's. An attempt should be made to 
interest a major insurance company with health care experience to survey the 
potential for suqh innovation in Lebanon. Companies like Blue Cross and Blue 
Shield in the United States are non-profit entities which could be approached to 
undertake such a survey and to make recommendations. 

G.3 Upgrade the Management of Private Hospitals
 
Involvement of professional hospital management firms with private hospitals 

in Lebanon could lead to a higher level of patient care and reduced costs. This
 
avenue should be explored.
 

H. Enforcement of Legal Tariffs 
The uniform fee and service tariff for third class services should be 

published and managers of private and public facilities, as well as health
 
professionals, should be fined or otherwise punished for violations and abuses,
 
to insure compliance. 

Need for Follow-up Support 
In order to implement the recommended strategy, the GOL will need 

significant technical assistance in the following areas: 
- Assistance in developing and maintaining standards of appropriate medical 

performance (i.e., tissue committee, peer review utilization committees,
 
etc,) evaluation criteria, and methods of operation.
 

- Assistance in establishing a minimum base of data concerning costs and
 
utilization of both private and public health providers.
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- Assistance in developing and monitoring standards and procedures for 
inspecting, certifying, and classifying facilities according to quantities 
and qualities of services, staffing patterns, and other performance

Icriteria. 
- Assistance in exploring possibilities for private sector initiatives, 

including greater use of private health. insurance and the establishment of 
IMO Ia-..I 

- Assistance in linking the to be formed NHSS reimbursement activities to 
organization and establishment of AHA's offering comprehensive health care 
services at community levels. 

- Assistance in establishing better auditing and cost control procedures, 
based on medical performance standards and guidelines, adherence to legal 
fse tariffs, and standards of cost appropriate for prospective
 
reimbursement.. 

- Assistance in developing a national drug plan including developing a 
standard for ula&y emphasizing the use of generic drugs. Health providers 
whose services are paid.for by NHSS reimbursement would be required to use 
this formulary. The drug plan would also improve procurement, control and. 
distribution of drugs. 

In conclusion, the authors recommend that.a Financial Management and
 
Medical Quality Assurance Project be designed and implemented by the GOL 
with support and assistance from USAID. This project would assist in 
consolidating a-ll public sector medical cost reimbursement agencies into the 
NHSS. Technical assistance under such a project would be provided by a 
combinantion of long-term and short-term United States experts working 
cooperatively with local experts affiliated with the MOH, local 
universities, and what is currently the NSSF. The project would be 
implemented in close cooperation with the existing USAID assisted project 
establishing a planning unit in the MOH. Section 4.2 of this report 
presents a general description of a Financial Management and Medical Quality 
Assurance Project that would assist in forming the NHSS and thus provide a 
basis for implementing the major recommendations of this report.
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LIST OF ACRONYMS USED IN RPMOR7 

AHA. Area Health Authority 

ALIC =.American Life Insurance Company, in Beirut 

ALOS = average length of patient stay in hospitals-

AUB = American University of Beirut 

AUH = American University Hospital at AUB 

CDR = Council for Development and Reconstruction 

DG = Director General 

GOL Government of Lebanon 

HIP = healtkr insurance plan at AUB 

HMO = health maintenance organization 

LL = Leban. ) pounds 

MCH = maternaland child health care 

MD = medical doctor 

MEA = Middle East Airlines 

MOD = Ministry of Defense 

MOF = Ministry of Finance 

MOH = Ministry of Public Health 

MOI = Ministry of Interior 

MOLSA = Ministry of Labor and Social Affairs 

NHSS = National Health Security System 

NOE = National Office of Employment 

NSSF = National Social Security Fund 

ODS = Office of Social Development 

OPD = outpatient department of a hospital 

PH = public health 

PHC = primary health care 

PHI = private health insurance 

UGCS = Union of Government Civil Servants, Mutuelle, or Cooperative of 

Government Civil Sevants 

WHO = World Health Organization, United Nations 

xiv 



1.0 Introduction
 
In this section we review the purpose of this study, briefly outline basic 

characteristics of financial reimbursement schemes, and discuss major issues that 
need to be taken into account in analyzing and designing health financing 
schemes. 

1.1 Backgeound and Purpose of Study 
At the request of the MOH, GOL, the USAID commissioned a study of health
 

sector financing in Lebanon. This effort was coordinated with a broader health
 
sector assessment conducted by the WHO, in collaboration of the League of Red
 
Cross Societies, which was also conducted at the request of the MOH, GOL. These
 
two teams carried out their respective assignments during the months of January 
and February, 1983. Althougtr the respective reports of these two teams were 
prepared as separate documents, the two teams functioned virtually as a single 
unit, sharing information freely and interacting on various issues frequently 
during the course of the study. 

The scope of work for the USAID financing study is included as Annex A to
 
this report. Therefore it is only necessary to briefly summarize the purpose of
 
.the study here and to provide a brief review of the actual focus of activities.
 

Very generally, the purpose of the study is to review the health financing 
information that is available from both private and public sector sources; 
collect additional information when necessary and possible; identify problems and 
weaknesses in the financial mechanisms currently in place; propose alternative 
strategies for resolving problems identified; and ultimately, to recommend a cost 
effective financing plan compatible with the Lebanese context. Recommendations 
are to address issues of fiscal accountability, training, cost containment, 
demand-supply factors, and resource allocation and information system 
requiremants. In addition, the team was to examine needs for follow-on technical 
assistance and to make appropriate recommendations. 

1.2 The Team and its Activities
 
The team consists of two persons, James Jeffers, Ph.D., Professor, 

Economics, The University of Iowa, and Team Leader, and Paul Zukin, M.D., M.P.H., 
President, Health Management Group, Ltd., Piedmont, California. Dr. Jeffers 
arrived in Lebanon on January 24 and Dr. Zukin arrived in Lebanon on February
7. Dr. Zukin departed on March 1, and Dr. Jeffers departed to th6 United States 
on March 12, where he worked for five days finalizing the report in the United 
States. Three days were also spent by Dr. Jeffers in the United States working 
with Dr. Eugene Boostrom, M.D., Dr.P.H., Systems Analyst, WHO Mission to 
integrate this report into an appropriate annex to the broader WHO Report. 

The USAID Health Financing Team divided the tasks between them according to
 
their respective expertise and this report represents an integration of the 
results of individual efforts. In all respects the report represents a team 
consensus of the issues and recommendations. 

In approaching the tasks outlined in the initial scope of work, the team 
encountered certain contextual realities that served to guide the team in 
accomplishing the assigned tasks, thus providing the precise focus of the study 
and the content of this report. Each of these elements is briefly discussed 
immediately below. 
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First, the team was confronted with the reality that health policy in
 
Lebanon currently is undergoing rather drastic revision and evolution, This the 
team regards as a very positive thing, but it presented certain difficulties in
 
terms of accomplishing the assigned tasks. The team was not able to cost-out the 
implications of clearly stated health' sector' policies and to suggest alternative 
financial strategies for accomplishing them. Rather, the-team was invited to
 
comment on, and in some cases analyze the financial implications of various 
policy proposals (e.g., the wisdom of expanding the number of public hospital 
beds). This made achievement of the team's tasks much more difficult, since it
 
was necessary to cost-out the financial implications of various policy options iq
 
addition to recommending overall cost effective financial strategies required for
 
achieving health- sector goals. 

A second contextual reality the team encountered was the high priority
 
currently given by the GOL to the reorganization of the health delivery system
 
generally, and to the reorganization of the entire financial institutional
 
structure- in particulir. Of specifi interest to the health finance team is the 
matter of the consolidation-of public sector health cost reimbursement agencies
 
(MOHB, NSSF, UGCS, ODS, etc.)_ At the current time, these agencies are fragmented 
among various Ministeries (principally MOH and the MOLSA) and enjoy a mixed 
status of varying degrees of autonomy and direct line directorate relationship to 
the MOH or the MOLSA. The team was requested to suggest how the activities of
 
these various agencies could be consolidated, how such a new agency would best 
operate in terms of its mandated activities, and where it should be loceted
 
within government structure and operations. After wrestling with these matters 
for some time, the team came to the conclusion that it would be appropriate to
 
make recommendations concerning the wisdom of forming a consolidated health 
financing agency, and to make recommendations concerning its activities and how 
best it could be financed. The consolidated health financing agency proposed in
 
this report has been tentatively called the "National Health Security System"
 
(NHSS). However, the team concluded that it would not be possible to make
 
recommendations concerning where such an agency should be located within the
 
structure of Lebanese Government (i.e., under the MOH, under the MOLSA, or an 
autonomous bcdy under the tutelage of either Ministry, the Council of Ministers,
 
etc.). The basis on which the team declined to make recommendations concerning 
the location of the NHSS is the recognition that such a decision ultimately must 
be made on political grounds and not on mere technical considerations. Such a 
recommendation lies-beyond the scope of work of the health sector financing study
 
team. 

A third contextual matter that influenced the team's activities and thus the
 
content of this report is the fact that due to war activities, no official data
 

,have been collected over the course of the last eight years. While there are 
several fragmented small surveys and studies of various sectors of the health 
delivery system, undertaken principally by AUB professors and students, no
 
comprehensive set of data exists. Many of the special studies yield 
contradictory results, and virtually all are incomplete. Rather fundamental data 
are lacking concerning rates of inpatient hospital admissions, outpatient visits, 
disease patterns and trends, causes of death, costs of services, etc. As a
 
consequence, the team spent a great deal of time systematically collecting,
 
interpreting, and reconciling rather basic data and information describing the
 
general and ftnancial characteristics of the health services delivery system.
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1.3 Areas of Primary Focus 
As. a result of the realities of the current state of affairs in Lebanon, the 

team focused primarily on selected areas of critical importance to accomplishing 
the- assignment. These critical areas are as follows: 

- Estimating: the magnitude of major financial components of the health 
services delivery system, both public and private. 

- Undertaking analyses necessary prior to making recommendations concerning 
ther consolidation of all public sector financial reimbursement agencies 
into a single entity calied the National Health Security System (NHSS) in 
this report. 

- Making recommendations concerning how a NationaL Health Security System 
could function in terms of uniform reimbursement to providers and how it 
could be adequately financed from both the public and private sectors 
funding- sources. 

- 'Providing recommendations concerning tha minimum base of data. and 
information needed to monitor cost3 and quality of health services 
provided in the health serviceN delivery system, both public and private. 

- Undertaking a financial analysis of major policy options being considered, 
including an analysis and proje-tion of costs associated with expanding 
the number of public sector hospital beds. 

1.4 National Reimbursement and/or Health Security Schemes 
Since this report primarily deals with health sector finance, it is useful 

to briefly acquaint readers with various financial options that are available for 
national consideration. Currently in Lebanpn, a major emphasis is placed on 
public sector reimbursements of the costs of services provided in the private 
health sector. Public Sector reimbursement schemes represent alternatives to 
conventional strict fee for services, i.e., private sector payment schemes in 
which private providers are paid by patients upon the receipt of services from 
out of pocket or from private health insurance sources of funds. 

Essentially, there- are three tasic models of reimbursement and/or health 
security schemes from which to choose at the national level. Some salient 
features of each are briefly outlined below. 

1.4.1 Private Health Insurance (PHI) 
The first to consider is private health insurance (PHI). PEM is "packaged" 

by commercial carriers in terms of services eligible for reimbursement, 
exclusions, deductibles and co-payments that are required. Packages of PHI are 
marketed to individuals and groups of individuals, whereby insureds are required 
to pay a periodic premium, in order to be entitled to reimbursement for the cost 
of health services. Individuals or groups of individuals are "rated" in terms of 
their probable health service utilization needs, which is determined actuarially 
(according to age, sex, life style, employment, etc.). Probable health services 
needs are estimated on the part of the beneficiary population and probable health 
care costs are calculated. Exclusions, co-payment and deductibles are 
incorporated in the policy in the interests of curbing excess utilization of 
services. Premiums are set to cover the anticipated reimbursement payments on 
behalf of beneficiaries, plus a 'loading factor", the latter including costs of 
administration and profits. Insurance carriers compote among themselves in terms 
of the packages of services for which reimbursement is eligible, exclusions, 
deductibles and co-payment required, levels of premiums charged, promotional 
efforts, etc.
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PHI provices consumers an opportunity to substitute a siries of fixed, 
generally small payments for payments of an uncertain nature that would arise in 
the future in the event of illness. Since illness is an uncertain event for arey 
individual, financial payments for costs of illness would be uncertain, both in 
terms of timing and amount. However, illness in large populations is 
predictable, hence risk pooling can be accomplished, by PHI carriers that have a 
large number of subscribers. 

PHI involves elements of prepayment and risk-pooling. However, financial 
risk still rests with beneficiaries, since the role of the commercial insurance
 
carrier is that of a tinancial intermediary. Insurance- carriers simply collect 
premiums and pay out benefits, holding back a profit in the case of proprietory
 
insurance carriers. Any rise irr costs due to inflation or poor medical
 
performance on. the part of providers, both of which increase costs per unit of 
medical services required, are passed on to insureds in the for- of higher 
premiums. Aggregate savings- in the costs of medical care result only from. 
economies of scale in management and possible cost containment measures taken by 
PHI carriers. 

The United States has a large portion of its population covered by PHI, 

however cost control has not been very effective. Since profits are based on a 
mark-up percentage over and above costs consisting of payments to beneficiaries, 
proprietory insurance companies have no incentive to control costs. Non-profit 
carriers often are heavily directed by health providers and thus also have little 
or no incentive to control costs. Competitive pressures between and among
 
providers are weak, due to the great variety of service packages that various 
carriers offer, thus making it difficult, if not impossible, for consumers to 
shop and to compare prices and value of coverage. Insureds included in group 
policies have no choice but to contribute to the company adopted insurance 
scheme. Since part of all of the premiums are offered "free" as a company fringe 
benefit, insureds in most cases have little or no incentive to closely examine or
 
compare the company plan to theoretical alternatives. 

1.4.2. Nationalized Health Services Systems 
A second type of reimbursement and health, or health security scheme, in a 

nationalized health services system. These are rare- in the Mid-East, Latin 
America, and Asia. However, they are common in Europe where countries have well
developed fiscal systems for collecting public revenues (e.g., Great Britain,
 
Sweden, etc.), or in Communist countries in which ideologically the state must 
play the major role in the production of all things, including health services.
 
Such a system is likely to be unacceptable in Lebanon on ideological and 
political grounds; thus little time and space will be devoted to discussing such 
systems in this report. However, it is important to observe that in the case of 
a nationalized health system in which all or nearly all health services are 
produced by the State, financial risk which arises in the event of illness is 
assumed by the State and not by the population of health care consumers. Also, 
since the State provides services directly to members of the population, costs of
 
illness treatment originate directly in the form of health resource costs in the
 
development and recurrent budgets of the State. Thus the cost burden is a public
 
one that is financed through the capacity of the State to generate revenues.
 

1.4.3. Social Security Schemes
 
A third form of a national reimbursement and/or health security scheme from
 

which one can choose is a national social security scheme. Such systems are
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widespread in Latin America and Europe. A social security financed medical costs 
reimbursement system characteriLzes a significant segment of the United States 
health system, namely Medicare- (reimbursement of the medical costs of the aged 
who are 65 years of age or older, which comprise roughly 12 percent of the United 
States population).
 

rn its simplest form, such a system generates revenues principally in the 
form of taxes on wages and salaries,. and.reimburses health services costs on 
behalf of beneficiaries, usually consisting of current and retired wage earners 
and their dependents. However in more complicated settings like Lebanon, the 
State provides health services directly when poss:.ble (i.e., where public 
facilities are available and accessible), as well as reimburses private providers 
in cases where public medical services are not available.
 

To the extent that the State reimburses costs of private sector provided 
services, or provides services directly, a social security type of system is 
similar to a nationalized- health service delivery system, in that financial risk 
arising as ,,result of illness in the beneficiary population is borne by the 
State ratheir than by, consumers. The assumption of financial risk on the part of 
the State on behalf of beneficiaries provides a degree of health security to the 
population. The fact that such systems are financed in the form of wage tax 
assessments contributes to the idea.that such systems are social security
 
systems. The revenues available to finance such systems arise from essentially 
the same source as national pension, disability, industrial accident, and other
 
social security programs.
 

1.5 	 Major Policy Issues 
A social security type system of the sort that exists in Lebanon is very 

complicated. It involves elements of a nationalized system in which government
 
provides services directly; third-party reimbursement on the part of governmental
 
and autonomous governmental agencies; and a limited quantity of third-party 
private sector medical service transactions, the latter involving private health
 
providers, consumers and private health insurance companies. 

In view of the complicated nature of the Lebanese institutional structure, 
many substantial issues must be addremsed. Those issues that are most crucial in
 
the view of the authors of this study are discussed briefly below:
 

Possible equity issues exist on the side of entitlements of beneficiaries to 
direct service and/or reimbursement of the costs of health services rendered on 
the one hand, and exist in terms of leveln of assessments generating revenue for 
the reimbursement system, "on the other. As indicated above, there are several 
public reimbursement agencies (MOH, NSSF and UGCS). In addition, four ministries 
and/or autonomous agencies are involved in supplying health services directly 
(MOH,.the Army, ODS, and Municipalities). As the analysis presented in Section 
3.0 reveals, benefits available to covered beneficiaries of each agency are not 
uniform. Further, the analysis p. sented in Section 3.0 reveals that the tax 
assessments levied on insureds also are not uniform among the various 
beneficiaries covered by the agencies of concern.
 

1.5.2. Organizational Inefficiencies
 
The fact that both direct service delivery and coverage of population groups 

is fragmented among several different agencies suggests that a great deal of 
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duplication in administration, possible overlappings in coverage, and other sorts 
of organizational inefficiencies; exist. 

1.5.3. Lack of Uniformity of Quality of Care 
Fragmentation between government'agencies which are under the control of
 

different ministries that are not coordinated is likely, to result in considerable 
variation in the quality of care delivered for which- reimbursement is provided. 
A fragmented system must be carefully monitored in. terms of the quality of care 
provided -by both the public.and the private sectors. In the absence of uniform 
quality of services being provided, financial cost comparisons among the 
components of the system are- meaningless, since it is not clear what exact 
services are being financed by each system component, and-consequently by the
 
system in its entirety. 

1.5.4.: Implications of Reimbursement Schemes for Healtir Services Delivery System 
Costs 

Financial reimbursement schemes provide incentives to the individual 
components of the system, all of which ultimately have broad implications for the 
costs of the overall system. 

1.5.4.1. Incentives to Providers 
In general, fee for service or payment to medical professionals for 

procedures or medical acts performed is-a piece rate reimbursement mechanism 
which encourages the output of medical procedures and acts. Regardless of the 
level of fee schedules or "tariffs", the signal is clear to providers that more 
money is earned if a greater number of medical acts are performed. The higher 
the fee schedule, the greater the incentive for medical professionals to perform 

a large number of acts or procedures. In sum, fee for service provides 
incentives for professionals to oversupply services. Insofar as utilization 
and/or medical ethical standards limiting the number of procedures to those 
justified on the basis of strict medical necessity are lacking, nothing exists to
 
restrain physicians from oversupplying medical services except shortages of funds
 
with which to pay for services.
 

Cost reimbursement, as compared to indemnity or prospective reimbursement to 
health facilities, encourages the oversupply and overutilization of health 
services and facilities. 

1.5.4.2. Relationship Between Incentives and Apparent Efficiency
 
The paradox in all of this is that given the total number of reimbursed 

private sector admissions, increasing average length of-stay (ALOS) will increase 
the number of patient days (equal to admissions x ALOS) thus raising the 
occupancy rate (equal to patient days beds x 365). A rise in the occupancy 
rate tends to make the private sector appear to be efficient, since efficiency 
often is viewed as directly related to rate of occupancy. Also, these same 
private hospitals can charge full actual costs per patient day of care rendered 
to private patients, treating these cases very intensively so as to keep the ALOS 
of private patients low. Thus, ALOS in private hospitals averaged over both 
publically reimbursed and private full-pay patients, on balance, may compare 
favorably by comparison with the ALOS of strictly public hospitals. 

Most of the adverse incentive problems that are due to cost reimbursement
 

can be blunted by: (1) paying medical professionals on salary; (2) paying a fixed 
reimbursement per case of hospitalization and paying a fixed fee per visit to
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physician; (3) prospective reimbursement to hospitals and capitation payments to 
physicians, and (4) by setting utilization standards (i.e., standard lengths of 
stay per diagnostic group of a given degree of severity of illness, and degree of 
complication). Only if incentives to,oversupply medical services are 
constrained, will true efficipcy prevail.
 

1.5.5. Relationships Between the Public and Private Health Sectors
 
Government and private sector agencies have different goals, objectives and 

methods of operating, including 4ow both cost-out resource utilization.. Public 
and private sector goals and objectives are- usually conflicting and different 
operating methods and costing-procedures lead to differences in perceptions as to
 
the comparative appropriateness and effectiveness; of public facilities versus
 
private facilities. The latter is particularly true when government is playing a 
substantial reimbursement role-of privately provided services while also directly
 
providing services itself. 

Politically- speaking,, the major burden. of responsibility for' the health 
status of the nation is. place on government, principally on the health
 
ministry. However, the health ministry- usually does. not have control of the 
entire public,sector health delivery establishment which often is fractionated
 
among other ministries as is the case in Lebanon. Also, health as a Government 
responsibility usually receives a rather low priority in national budgets. 
Typically, the health ministry is under-funded relative, to its burden of 
responsibilities, as compared-to budget allocations received by other
 
ministries. Thus, the health ministry is frustrated and has limited capacity to 
carry out its responsiblities.
 

The private-hea.th sector has no national responsibility for the health of
 
the nation. Each practitioner and each health facility tends to feel a
 
responsibility only for their own patients, staff and facility. While the
 
private sector is composed of both voluntary (not-for-profit) and proprietory 
agents, both strive to maximize output of services in order to generate revenues 
with which to earn greater profits, increase the quality of services provided, or 
to reward staff better, as the case may be. An added objective of private 
medical teaching institutions is to enhance and to improve the quality and 
magnitude of teaching and research7 programs. 

Given the different objectives and perceived responsibilities of public and
 
private sector health agencies, there exists considerable rivalry and competition 
for funds, patients, staff and facilities. Generally the private proprietory 
sector, in which profit motives are a stong if not predomiDA,.te alternative to 
quality and quantity service enhancement, tends to "skim the cream" of the 
medical market place. Proprietory professionals and institutions tend to treat 
the low cost but high fee cases of illness of minimum severity and complexity, 
leaving the more difficult cases to public facilities, voluntary providers, and 
medical teaching institutions. There is also 'atendency to overcharge whenever 
possible, to charge what the market (comprised of ignorant patient consumers as 
compared to medical professionals) will bear, to proliferate medical technology 
in the interests of competing for patients, and to concentrate in urban 
population centers in which the most affluent patients reside. Urban settings
 
also provide opportunities to refer difficult high cost patients to public,
 
voluntary or educational institutions.
 

The response of ministries of health, in the authors' experience, is for 
them to resent the private sector, particularly the reimbursement of the costs of
 

http:predomiDA,.te
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privately delivered services, and to strive to expand the public sector's direct
 
health services delivery role. Principal emphasis usually is placed on 
increasing the number of public hospital beds. Public hospital bed expansion is 
justified on the political ground of the necessity of enhancing the Government's 
image in the eyes of the people, thus increasing public credibility in the
 
Government's ability to carry out.its responsibilities. The greater the climate
 
of political uncertainty existing, the greater urgency is felt to expand public
 
hospital beds.
 

Part of the rationale for expanding public sector hospital bed capacity is 
the often mistaken belief that the public. sector can operate hospitals at lower 
costs per unit of service. This may- or may- not be true, depending onthe 
existing circumstances. rm any case, two considerations must be taken into 
account. First, other things equal, if salary levels in civil service are lower 
than in.the private sector, the Government will not be able to adequately staff 
its public facilitie, unless professionals are forced placed or required to 
engage in service as a matter of0law (conscripted). If ways can be found to get 
around low civil servant salaries, ultimately health professionals will be 
available to the-public sector in adequate numbers, but only if at the margin 
compensation levels are equal to what. these professionals can earn in the private 
sector. In short, compensation must be equalized between the public and private 
health sectors in the absence of regulation or law requiring health professionals 
to serve in public institutions. 

It should be noted that job security, pension plans, housing allowances,
 
medical practice payments and educational allowances are all items of
 
compensation that in addition to salary, Government may include in a total
 
compensation package in order to provide incentive for health professionals to
 
become employed in the public sector. However, the general point is that the
 
private sector level of earnings sets the standard of compensation that the
 
public sector must meet. Thus in order to meet its objectives, Government cannot
 
remain aloof from the level and trend of earnings in the private health sector.
 

Note the importance of cost control to Government. If Governmzan is
 
reimbursing private providers, cost control measures not only serve to reduce
 
private sector abuses, they also serve to moderate the rise in the level of
 
private sector compensation.. Any, extent that Government can slow down the upward
 
trend in private sector levels of compensation will enhance government's ability
 
to compete with the private sector for the services of health professionals.
 

A second consideration that must be taken into account concerning the issue
 
of public sector versus private sector costs of health care delivery concerns
 
capital or development costs. Typically, Governments divide budgets into capital
 
(or development) cost accounts, and operating (or recurrent cost) accounts.
 
Appropriation for the funding of these budgets is usually done separately, and
 
often these budgets are even prepared by different agencies and through different
 
procedures and processes. This is most unfortunate because of the intimate
 
connection and relationship that exists between the two types of costs.
 

A current outlay on a hospital development project mandates a stream of
 
recurrent costs equal to 30%-50% of the original cost of the capital facility
 
(even 65%-75% in the case of highly sophisticated tertiary care facilities)
 
depending on the levels of salaries, and other expenses involved in operating the
 
institution. If recurrent costs are 50% of operating costs, the R/D (ratio of
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recurrent costs to development costa) is .5. In two years, assuming no inflation, 
the sum' of recurrent costs will equal the original development costs of the 
facility.
 

Since Governments divide or- separate development and recurrent cost budgets, 
it ia not uncommon for officials in operating ministries like health to ignore 
capital costs in comparing costs of operating public institutions and private 
institutions. Ignoring capital costs is tantamount to ignoring capital 
replacement funds. that eventually will be needed in the future. 

The need. to replace capital is recognized by alwost all private enterprise 
institutions including private health providers., particularly proprietory 
hospitals and clinics. ra order to provide for replacement. of capital in future 
periods, private firms calculate the annual amount of funds necessary to be set 
aside and invested, if possible in an earning sinking fund or reserve, which when 
accumulated over the period of useful life of the hospital or clinic will equal 
the amount needed to replace the facility. Inflation in future replacement costs
 
also needs to be taken into account. The sum of -recurrert costs and the 
annualize& capital replacement costs constitutes total annual operating costs for 
the facility. Division of this. total of annual operating costs by units of 
annual output of service, say total annual patient days, yields an average cost 
per patient day that must be covered in order to operate the facility and to 
replace it when it becomes obsolete in the future. 

Summing up this discussion of public versus private sector costs, one must 
make clear. that comparison of per unit costs include all elements, of costs and 
are otherwise comparable. A presumed difference in costs per patient day between 
public and private institutions must be analyzed in. depth prior to making any 
recowmendations concerning the economitc advisability of expanding the public
 
medical sector as compared to sustained reliance on the private medical sector. 

1.5.6. Decentralization and Autonomy,
 
Typically, ministries of health are organized in a decending order of 

authority with the headquarters at the top, a tier of regional or provincial
 
offices, and a final lower tier of district level offices. Also, typically, the 
MOH headquarters has a preponderent proportion of legal and administrative 
authov'ity and control over budget as compared to lower levels. As a consequence, 
little discretionary authority and budget is available at lower levels,
 
particularly at the district and community levels. The result is that major 
activities are often conducted in the capital city and in other urban areas while
 
relatively little evidence of government attention or concern is given to health
 
programs at district, municipal and/or comunity levels in non-urban areas. 
Dominant attention is often paid to curative care activities in hospitals located
 
in major cities, with very little attention paid to illness prevention and health 
promotion or to primary health care (PHC) program activities at community levels
 
outside metropolitan centers. Many countries are trying to decentralize MOH 
authority and control over resources, and to give greater autonomy to local
 
levels of the health administrative hierarchy. Lebanon is no exception to this.
 

1.5.7. Ability of Government to Afford an Expanded Health Care Delivery System 
The health sector must compete with other sectors for resources, e.g. 

defense, industry, education, housing, etc. Donors are likely to be very 
generous to Lebanon in gifts and concessionary loans for rehabilitation and some 
new capital development projects.. It is possible that in certain circumstances, 
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Z.-d- ma, be made available to support-recurrent cost needs. However, ultimately 
the recurrent cost burden of the public sector will be the responsibility of the 
GOL. A central issue concerns the ability of the GOL to bear the recurrent cost 
burder of a rehabilitated and expanded public health sector. 

Costs are a. major, if not the major, issue as concerns the Lebanese health 
services delivery system Currently roughly 80% of public sector funds are spent
 
on reimbursement or privately provided medical services. Any expanded
 
reimbursement eligibility coverage of the population will reduce barriers to
 
access to the health care system and will increase rates of utilization. It is
 
alleged that the private health sector is abusing the reimbursement mechanism
 
with overcharging, charging for services not rendered, and charging different 
public agencies for the same services on behalf of the same patient. Cost 
containment, under existing circumstances and those that must prevail if 
reimbursement mechanisms are expanded in terms o population coverage, is a major 
concerrr of this study. 

1.6.0 Organization of the Remainder of the Study.1
 
The next section, Section 2.0, presents an overview of the general-economy,
 

describes the population served and the salient features of the health services
 
delivery system. In this section and throughout the report we deal essentially
 
with personal health services. These are made up primarily of curative or
medical care services. N6 attempt is made to deal with community or public
 
health services. The latter include environmental sanitation, sewage and waste
 
disposal, communicable disease control, etc. While important, these are beyond
 
the scope of the current study.
 

Section 3.0 describes financial mechanisms in.detail, notes existing
 
weaknesses and presents analyses of the various issues raised ih Section 1.5
 
above. Section 4.0 presents our conclusions and recomendations, including a
 
detailed outline of a consolidated public sector cost reimbursement agency (in
 
this report called the-National Health Security System) and describes how such an
 
agency could be organized and operated.
 

The final section, 5.0, presents our reco!Amendations concerning the need for 
follow-up technical assistance, inc .ding- the general recommendation for 
initiating a Financial Management and.medical Quality Assurance project. Such a 
project conducted. over a three year period, in our opinion, effectively could 
implement the major recommendations offered in this report. 



2.0 	 Background and Situational Analysis 
.n this section we briefly review the general economic characteristics of 

Lebanon and describe the volume and distribution of health sector resources. No 
attempt is made, to describe the Lebanese health sector in detail, since that is
 
done 	 in considerable depth by the WHO' Health Sector Assessment Mission. 

The salient features of the health servrices delivery syster are summarized 
as the basis for examining: existing financial mechanism& and identifying problems 
and weak,.esses. These are the subject of the next section of this report. 

2.1 	 Overview of the Current State of the Lebanon Economy 
Lebanon is a comparatively small country covering roughly 4000 square miles, 

with 	a population estimated at approximately 3.0 million, including: some 2.75 
million in Lebanon and- 0.25 million working abroad.. 

Since. 1975 the Lebanese economy has reflected the adverse consequences of' 
its internal security-problems. Traditionally,, Lebanon has served as the
 
financial and commercial center for- the Middle East generally, and as a strategic 
stepping stone between the.industrialized West and the developing , now oil-rich, 
Arab states. 

With the outbreak of hostilities in 1974 and the continued disruptions, 
internal turmoil and destruction caused by numerous invasions since then, 
Lebanon's economy naturally has suffered. Per capita income estimated in 1981 at 
LL 8800 ($2200) has been roughly constant since then, measured in constant
 
prices. 

The rather stable level of per- capita income stems in part from the mini
boom in construction that ;as required to reconstruct damage due to war. Other 
factors include those working abroad and consequent remittance of earnings 
(estimated at LL 9.0 billion, or $2.2 billion) and sizeable transfers of capital 
and operating funds from various countries sympathetic to Lebanon's plight. Thus 
while Lebanon has been running a sizeable trade deficit, balance of payments have 
registered surpluses in recent years due to transfers and capital inflows. This 
surplus was estimated at LL 3.4 billion ($850 million) in 1981 but is believed to 
have declined in recent years, due to the GOL's inability to control ports and 
thus tax items currently entering the country illicitly. This is costing-the GOL 
an estimated LL 8-12 billion ($2-3 billion) annually at the present t!.me. 

2.1.1 Labor Force and Comoensation
 
The e;conomically active labor force is estimated at about 743,000 including
 

250,000 Lebanese who currently are working abroad. The 743,000 figure compares
 
with an estimated 782,000 active labor force in 1970. The most recent year for
 
which a breakdown of the composition of the labor force is available is 1974.
 
The composition of the labor force in that year is. presented in Table 2.1.1
 
below:
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Table 2.1.1
 

Composition of Lebanese Labor Force.: 1974
 

SECTOR PERCENTAGE 
Agriculture 19.9 
IkdustrT 18 .T 
Energr & Water .9 
Construction 6.4-
Transportation & Communication 6.1 
Commercial, Hotels & Restaurants 17.6 
Services, including Administration 30.6 

TOTAL (rounded): 100.0%
 

Subtractin 47T,000, the number of government civil service employees, the 
estimated number of persons serving in the Army or public security forces, 
35,000, and the 250,000 Lebanese working abroad from a total active work force of 
743,000 yields 411,000 persons comprising the non-government civilian work force. 

- Total payroll of civil servants plus military and public security forces,
 
82,000 persons, is estimated at LL 2.3 billion in 1982. The wage bill of 
domestic civilian non-government employed individuals, 411,000 is conservatively 
estimated at LL 8.4 billion ($2.1 billion). The latter estimate is based on LL 
20,400, the estimated average annual wage of 215,000 employees currently covered 
by- the NSSF (which includes a lower proportion of professionals, marrieds, and 
older persons than the civil service). Neither the Civil Service data nor the 
NSSF data include income from the self-employed. Thus the LL 8.4 billion figure 
representing the wage bill of the domestic private sector work force is 
drastically underestimated, but represents the best estimate that is available. 

2.1.2 Government Fiscal Activities
 
For purposes of this study, Government fiscal activities are extremely 

important. The GOL traditionally has incurred significant annual deficits. 
However, in the recent.years annual budget deficits have been rising at an 
accelerated rate. In 1981 the budget deficit was officially recorded at LL.1. 
billion ($335 million) representing roughly 25% of a total budget of LL 5.6 
billion ($1.4 billion). However in 1982, the budget deficit was officially 
recorded at LL 2.75 billion ($688 million), representing roughly 47% of total 
expenditures of LL 6.3 billion ($1.6 billion). Thp 1983 budget deficit is 
predicted to be even higher, both in magnitude and as a proportion of total 
expenditures.
 

Budget deficits are financed in the- main through the sale of government
 
obligations to the Central Bank and to commercial banks, thus contributing to an
 
expansion in the domestic money supply which is highly inflationary. Inflation
 
has been estimated to be running at 20% annually.
 

Allocations under the state budget for 1982 are shown in Table 2.1.2 below.
 

2.1.3 	Ministry of Health Budget
 
As can be seen from Table 2.1.2 below, the MOH was allocated roughly LL 240
 

million ($60 million) out of a total State budget of LL 6.3 billion ($1.58
 
billion) in 1983. The MOH received roughly 3.8% of the total State budget.
 
Actual expenditures as reported by the MOH in 1982 were LL 234 million ($58.5
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Table 2.1.2 - Allocation. Under the 1982 State Budget
 

(In Lebanese Pounds)
 

Section I Section 2(a) Section 2(b) TOTAL 
Presidency of the Republic 2,828,800 175,000 - 3,003,800 
Parliament 25,388,400 730,000 - 26,118,1400 
Premiership. , 119,532,30L 15,875,000 - 135,407,300 
Ministryr of Justice . 52, 411,800 - 5Z,41,800 
Ministry of Foreign Affairs. 84,463,700 - - 84-,463,700 
Ministry of Interior 273,446,200 65,275,000 50,000,000 388,721,200 
Ministry of Finanie " 85,110,700 4,530,000 - 89,640,700 
Ministry of Defense. '' 769,354,500, 391,260,000 85,000,000 Dr245,614,500 
Ministry of Education 
& Fine Arts 938,799,600 ll,025-,000 31,000,000 980,824,600 
Ministry of Public Health 
Ministry of Labor 

210,0T5,100 30,395,000 - 240,470,100 

& Social Affairs- 94,286,400 51,512,000. - 145,798,400 
Ministry of Information 30,342,300 1,200,000 20,000,000 51,542,300 
Ministry of Public Works 75,476,700 636,600,000. 384,345,000 1,096,421,700 
Ministry of Agriculture 16,692,400 58,951,000 - 75,643,400 
Ministry.of Economy 147,258,000 155,000 - 147,413,000 
Ministry of Posts, Tele
grame & Telephone 34,787,200 14,950,000 - 49,737,200 

Ministry of Electric Power 
& Water Resources 12,766,000 104,602,000 - 117,368,000 
Ministry of Tourism 33,293,300 12,302,500 - 45,595,800 
Ministry of Industry & Oil 3,053,700 665,000 - 3,718,700 
Ministry of Housing 6,506,500 2,087,500 - 8,594,000 
Debts Outstanding:. 481,728,000 - 481,728,000 
Reserve 829,733,400 - - 829,733,400 

Total 4,327,365,000 l, 40Z,290,000 570,345,000 6,300,000,000 

Source: Ministry of Finance, 1982 
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MOH reimbursement to private hospitals are laggging by about LL 10 million ($2.5 
million) per year due to late billings, disruptions in the ability of government 
to-make disbursements due.to circumstances of war, and disputes concerning 
charges and billings.
 

Historically in recent years the MOH has received. from a. high of 4.1% (1966) 
tx 	a low of 2.3% (1978) of the state'budget. The MCH received a 2.8% share of 
the statebudget in 1980 and 1981, respectively. Thus the current 3.8% budget 
share awarded to the MOH represents a recent upturn in MOFI budget, which for the
 
most part is due to increases in,funds required for reimbursement of private
 
sector rendered medical services.
 

Of the total of±LL 234 million ($58.5 million) spent by the MOH in 1982, LL
 
160 million ($40 million) was spent on private sector reimbursement,. (with
 
approximately LL 10 millio .worth of private sector claims still pending). This, 
leaves the MOR with. a maximum of only- L. 74.0 milliorr ($18.5 million) over and 
above funds needed for-private sector reimbursement, with which to support public 
health, training-, and direct medical services delivery programs, and general 
administration. 

When- MOF officials were questioned concerning the prospects for increased
 
outlays to the MOH beyond current percentage levels, the response was not
 
optimistic. Other competing demands for public funds (particularly-military
 
outlays) were listed as being of high-(but.not necessarily higher) priority. In
 
addition, the current difficulties the GOL is en.. ,untering in raising revenues in
 
the face of dwindling import tax revenues were also mentioned.
 

It 	may be noted that the GOL revenue structure is not particularly elastic
 
with respect to increasing needs for funds. Income taxes constitute less than 5%
 
of total revenues, and principal reliance is placed on import duties and indirect
 
taxes. Accordingly, there is a limited capacity for the GOL to generate
 
additional revenues to meet all of its needs for recurrent spending, hence the 
traditional and recently accelerated resort to deficit financing. The matter is 
succinctly stated in the following quotation (39.P.76 ): 

Lebanon's fiscal structure is notorious for its imbalances. Despite
 
recent legislation to correct for these ..... , state institutions
 
responsible for collecting revenues and enforcing the new legislation
 
are largely incapable of doing so. Thus, even direct taxes, including
 
income tax only- contributed to 18.6% of revenue in 1980 against 23.7%
 
in 	1979. Income tax alone, represented only 3.9% of the ordinary
 
budget for FY 1980.
 

?.2 Brief Review of Medical Services Delivery System and Population Served
 
2.2.1. 	Population Characteristics
 

The total population of Lebanon is estimated at 3.0 million persons, of
 
which 2.73T million were estimated to be living in country in 1980. The
 
distribution of population among provinces is given in Table 2.2.1 below:
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Table 2.Z.1 

Population by Province, 1980 

Province 	 Population Percentage 
Beirut 	 664,000 24 3 
Mt. Lebanon. 	 1,046,000 38.2 
North Lebanon 	 458,000 16.7 
Bekaa. 	 •255,000 9.3 
South Lebanon. 	 314,000 11.5, 

Totals: 	 t737,000 100.0 

Source: National Employment Office, Government of Lebanon. 

Lebanon is one- of only nine countries that: has not conducted a recent 
census; the most recent census was- conducted in 1932. However, Khalaf (5) has. 
estimated demographia characteristics including age, distribution and trendir in 
fertility and mortality- based. on. a sample of 3(,000 households undertaken in
1970 by the Lebanese Ministry- of National Planning, followed up by- a 10% sub
sample in the summer of"1971. 

Sunmarizing Khalafts findings, Lebanon ia characterized by a population that 
exhibits a high dependency ratio. Nearly 42% of the population is under 15 years 
of age and 54% is under 19 years of age. Yet nearly 5% of the population is 65 
years of age or older as compared to an estimated 3.6% in other Arab countrie3 
(5, p.13). Females comprise roughly 18.4% of the economically active population 
as compared t only- approximately 8.6% in the remaining Arab world. The average 
age for first marriage is 28.5 years for males- and 23.2 years for- females. Many 
ob..ervers feel that due to war, in recent years the average age for marriage on 
the part of both males and females has been steadily advancing. 

Lebanese crude birth rate is estimated at 34 per 1000 ,. with a general 
fertility of 144 per 1000 women. Life expectancy at birth for both sexes is 
estimated at 64.2 years. Infant mortality is estimated at 65 per 1000 living 
children.. The survival rate of children to the-age of 5 years shows a. definite 
trend in favor of females. 

1 
2.2.2 	Principal Diseases and Illnesses 

Unfortunately, in recent years the statistics section of the V40H has not had 
sufficient staff to conduct regular surveys of the incidence and prevalence of 
disease. Most recent data available pertain to the year 1974. Even in these
 
data it is believed that the incidence of disease is substantially under
reported. Table 2.2.2 below, from Ministry of Health data, lists the 
communicable diseases reported in 1974. 



Table 2.2.2
 

Reported Communicable Diseases in Lebanon: 1974 

Diseases Percentage 
Typhoid and paratyphoid 36.5
 
Respiratory tuberculosis 30.T
 
Schistosomiasis, 8.65
 
Viral hepatitis 6.26
 
Non-respiratory tuberculosis 5.'44 
Poliomyeliti:' 3'. 36 
Cerebrospinal meningitis 2.64 
Alimentary intoxication 2.40 
Dysentery 1.22. 
Malaria 1.2Z 
Others (diphtheria, rabies,. tetanus, etc) 1.51
 

TOTAL (rounded). - 100 

Source: t4Iistry of Health, Reference 31, pp. 31. 

The majority of diseases in the table above are preventable. Not shown are 
the degenerative-diseases, ioe., heart disease, cancer, etc. Dr. N. Armenian, 
Dean of the School of Public Health, AUB, an epidemiologist, observed that 
Lebanon is rather unique as a nation. On the one hand, it exhibits a disease 
pattern similar to that, characterizing developing nations but on the other, a 
sizable segment of the population exhibits a pattern similar to that of highly 
developed industrialized nations. Unfortunately, data were not available to the 
team with which to illustrate this ohenomena. 

2.2.3 Hospital Beds 
The actual stock of acute general hospital beds available in Lebanon is not
 

known with certainty. Many so-called hospitals consist of extremely- small
 
overnight apartmernt clinics which would not qualify as hospitals, if strict
 
certification standards were enforced. Also enumeration efforts have been
 
stalled by the war, and thus the data available are largely based on 1977 surveys 
that have been updated on the basis of fragmented studies conducted since that 
time.
 

As of December of 1982, MOH authorities report (3, PP. 17-18) that in 1974 
there existed a total of 112 acute general private hospitals in Lebanon, of
 

#which two were university administered, 12 were operated by voluntary 
organizations, and 98 were proprietary (for profit) institutions. In addition, 
there were two military hospitals and 21 MOH public facilities yeilding an 
estimated total of 135 acute general hospitals. 

The distribution of non-military hospital beds according to public or 
private ownership and province and the ratio of beds per 1000 persons for 1974 is 
presented in Table 2.2.3 below: 
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Table 2.2.3 

Hospital Beds by Ownership, Province and Ratios/100 persons - 1974-

Government Volntar . Private. Total Beds/1000
 
Beirut 220 1093 1339 2652 4.4
 

Mount,
 
Lebanon 32a' 42a 617 1365 1.
 

North:
 
Lebanon 260: 115 694- .. 1069- 1.6-


South .". 287 67a .1 
.Lebanon. 385- 287 671.. 

Beka' .350 - 055 1.1
 
TOTAL: .,,, 1628 3042 6213. 2.0
 

Source: MOH, take from, 3", pp. 17-18. 

Table Z.2.3 above shows a. dominant concentration of hospitals in Beirut, while
 
the remainder of the country and particularly South Lebanon and Bekw ars
 
relatively underserved'.
 

Since the war, Lebanon is believed to hatre lost hospital beds. The current 
number of acute general hospitals beds available is estimated. at roughly 6400, 
1200 public and 5200 private sector beds, respect.vely. While the 1200 public 
beds are not fully operational at this time due to circunstances of war, they 
will be made operational in the near future. Also, the 5200 private sector 

.hospital bed figure excludes an estimated 514 small "fly-by-night" clinic beds 
that would not meet a reasonable standard of hospital -are, if certification were 
strictly enforced. 

In addition to acute general hospital beds, it is believed that roughly 3400 
private hospital beds for chronically ill patients currently exist, of which the 
MOH contracts for the use of 2500, yielding a total of approximately 9800
 
hospital beds of all types in Lebanon. Assuming a population of 3.0 million,. the 
ratio of hospital beds per 1000 persons is approximately 3.2. Assuming that the
 
population currently actually 3rved is roughly 2.75 million, yields a ratio of 
3.5 beds per thousand population.
 

2.2.4 Dispensaries
 
The distribution of dispensaries in 1977-78 by type of ownership is 

presented in Table 2.2.4.
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Table 2.211. 

Distribution of Dispensaries by Type of' Ownership, Lebanon, 197T-78 

I. 	 Government o. _ 
Army 3 1.0 
Ministry of Healtir 6 7.0 
Office-of Social Development 61 27.5 
Municipality 	 10, 4.5
 

Subtotal 	 90. 40.0 

2.. 	 Private 
Lebanese Red Cross 	 22' .10.0 
Comunity & Families 	 48 22.0 
Political groups 	 19 9.0 
eligious groups. 	 26: 12.0 

Caritas 	 .3 1.0 
Movement- social 	 14 1.5 
Other 	 (mainly families) 10 4.5 
Subtotal 	 1_2 60.0 
TOTAL 	 222 100.0 

Source: International Red. Cross - UNICEF Survey, Lebanon, 1977-78, taken from(39 p,. M2). 

The numbers of dispensaries appear to be very low. If dispensaries, serve as 
an index of PHC availability and/or first contact medical care, the existence of 
such a small number of dispensaries suggests a lack of emphasis on this type of
 
health care service availability. 

With respect to dispensaries, little uniformity in terms of size, service, 
activities, and staffing patterns exist. Thus no attempt is made to show- their 
distribution among provinces, since doing so would be misleading.- The staff of
 
dispensaries is heavily dominated by physicians.. Indeed, MOH officials agree 
that there are more physicians than nurses in Lebanon and this is reflected in 
the staffing of dispensaries. The next section presents data reflecting the 
total 	numbers of various categories of health personnel and the distribution of
 
physicians among provinces. 

2.2.5 Health Personnel 
Table 2.2.5.1 below presents number of the various categories of health
 

personnel and numbers per 1000 population believed to exist in Lebanon in 1977.
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Table 2.2.5.1
 

fealth Personnel in Lebanon, 1977
 

Population Number Per 1000
 
Doctors 2000 1/1080
 
Dentists 932' 1/3480
 
PIirmacista. 894 1/3635
 
Nurses 1514 1/1625
 
Nursing Aids 99S' 1/3256
 
Midwives 500. 1/6500.
 
Physiotherapists 96 1/33854-

Laboratory- technicians- 200' 1/16250
 
X-Ray- technicians 20 1/162500
 
Sanitarims . 200 1/16250
 

Source. Ministry of Health, October 1977, taken from 3, p.23. 

Table 2.2.5.1.shows that physicians-comprise the largest single category- of 
healttr personnel,in.Lebanon. The-ratio of physicians to 1000 population appears 
very-favorable, evenr by comparison-with many highly industrialized nations. 
However, severe shortages exist in the:.number of nurses and nurses aids and in 
other categories of health personnel. 

-In1982 the National Employment Office completed a national study of the
 
numbers and distribution of physicians in Lebanon. Table 2.2.5.2 presents a
 
summary of the number of physicians, percentage, and physicians to population
 
ratios by province in 1980.. These data are based on the National Employment
 
Office. study completed in 1982 (35).
 

Table 2.2.5.2
 

Distribution of Physicians, Percentages, and
 
Ratio to Population, by Province: 1980
 

Beirut Mt.Leb. L.Leb. S.Lebr. Bakaa Total.
 
Number of'
 
physicians, 1264 580 233 168 159 2404
 

Percentage of
 
total 52.6 24.1 9.7 7.0 6.6 100
 

Ratio of
 
physicians
 
to population 1:525 1:1803 1:1965 1:1869 1:1603 1:1138
 

Source: National Employment Office, Government of Lebanon (35).
 

Table 2.2.5.2 again shows a concentration of health resources, in this case
 
physicians, in Beirut. Bakaa appears to be in a better position with respect to
 
the remaining provinces. Areas that appear to be most greatly underserved are
 
North Lebanon followed closely by South Lebanon. Since physicians dominate the
 
medical sector generally and comprise the largest component of health personnel
 
in Lebanon, we would expect the distribution of remaining cadres of actively
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working health professionals to follow roughly that of physicians. 

A matter of great concern to Lebanese health officials is that increasing
 
numbers of licensed physicians are graduates of foreign medical schools which ire 
not highly regarded.' While Lebanon currently enjoys a high ratio of physicians 
to, population, increasing dependence irr the future on marginally trained medical
 
graduates poses Q.serious.problem-foi the-quality of medical care that will be
 
available&to Lebanese citizens in: the future,. 

2.2.6. Other Health Sector Medical Resources
 
2.2.6.1 Training Institutions
 

The following material concerning training relies heavily on the Health 
Manpower and Training Annex to the Report of the February 1983 WHO/LRCS Health 
Sector Assessment and Planning Mission.to Lebanon. Some of the major findings of' 
that report are summarized below. 

Currently there are, two accredited medical schools in Lebanon, AUB and St. 
Joseph Faculty. In. addition, St. Joseph offers B.S. training in. pharmacy and 
dentistry. The Faculty of Healtr Sciences, AUB, offers B.S. degrees in 
environmental health, bio-statistics and laboratory technology. Master's level 
traininT is offered at AUB in epidemiology, general hospital administration, and 
health services administration.
 

Both AUB and St. Joseph Universities have B.S. programs in Nursing (AUB also 
offers an Associate Degree program). There are at least seven other nursing 
schools in Lebanon, most of which are sponsored by religious groups and 
charitable organizations. Three- universities (AUB, St. Josephs, and Lebanese 
University) offer training programs for laboratory technicians, with AUB offering 
the only B.S. degree in this area. Although now closed due to the war, the MOH
 
initiated a diploma program in the School of Sanitarians (Tripoli). 

In summary, Lebanon already has a fairly credible level of resources for 
training health personnel. Two medical schools in addition to AUB and St. 
Joseph's are operating in Lebanon, but as yet have not been accredited. Plans 
are also in progress to offer M.S. and Ph.D. nursing programs in the future. 

2.2.6.2 	 Pharmacies, Drug Agents and Pharmacists 
Drug acquisition and control is a big problem in Lebanon. It is estimated 

that at least 8500 general types of drugs are used in.the country, many of which 
have never been approved legally. There are an estimated 502 drug firms that 
wholesale drugs obtained from an estimated 95 drug (import) agents.. Only 17
 
local drug manufacturing firms exist. There are an estimated number of 1125 
legal pharmacists licensed in Lebanon. While there are 296 legal pharmacies, an 
estimated number of 320 illegal pharmacies are known to be operating in 
Lebanon. Mark-up profits are as high as 143% over acquisition costs and drug 
costs are estimated to constitute 38-42% of total outlays on medical services in 
1982 	 (see Section 3.5 of this report). 

2.2.7 Important Policy Measures of Special Relevance to this Study
 
Health sector policy is stated clearly in the Minister's speech delivered in 

the United States in December of 1982. This policy is also succinctly summarized 
in the Executive Summary of the-Report of the February 1983 WHO/ LRCS Health 
Sector Assessment and Planning Mission to Lebanon. In the interests of not 
duplicating the work of others, the authors do not attempt to summarize Lebanon's 
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health sector policy here. However, two policy measures, one old and one new, 
are 	particularly relevant to this report and thus they are briefly- summarized 
below 

.2.2.7.1 The Autonomous Hospital Act of 1978
 
The act proposes to establish autonomous, public hospitals, one-for each
 

province. The act also allows for extension of the autonomous mechanism
 
throughout the provinces to all MOH health facilities and services. 

A board of directors is created which is responsible for the autonomous
 
hospital system, but which reports to the Minister of Health. Funding for the
 
hospitals. comea primarily- from the MOB. Seven members sit on the board. Members 
include a representative each from St. Joseph's and AUB., the Director General
 
from both the MOH and the NSSF, two representatives from the Lebanese Order of
 
Physicians and one "expert". The board meets monthly. 

Also meeting monthly i a separate board responsible for each hospital..
 
This board consists of one professor each from St. Joseph's and AUB medical
 
schools and two local citizens with college degrees. 

Under the Act, hospitals can. hire and fire employees and can set 
compensation for physicians and other employees essentially-as they see fit.
 
Hospitals may charge private patients directly for services. 

To date, no autonomous hospitals have been implemented under the Act.
 
However, with or without modification the Act could be used as the umbrella 
arrangement under which MOH hospitals could be given autonomy and flexibility to 
restructure their operations consistent with the needs of a revised health care 
delivery system.
 

As presently written the law appears to have many flaws. These are:
 
1. 	The boards meet infrequently and their staffs serve only part-time. There is 

insufficient management control and accountability. 
2. 	 By extension of various MOH facilities and services, the general board of 

directors could control the entire MOH health system, by-passing various MOH 
directorates and experts.- As a result, coordination and integration of MOH 
facilities, services and referral mechanisms could be lost. 

3. 	 Employees under contract. to the MOH might be redundant if other workers were 
selected to staff an autonomous hospital. Under existing civil service
 
regulations. the MOH would have to keep these redundant workers on its 
payroll.. 

These problems aside, the law presents many opportunities for the public 
hospital system to become more financially secure and to be able to compete with 
the private sector for the services of health professionals. While strictly 
speaking no hospital is currently operating according to this law, the Batroun 
Hospital is operating under a semi-autonomous arrangement with the NSSF. -The
 
Minister has been interested in the possibility that the Batroun Hospital might
 
serve as a model for a reorganized public hospital system. Thus the experience
 
of the Batroun Hospital is highly relevant to the objectives of this study. 
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2.2.7.1.1 Batroun Hospital 
Batroun Hospital is a 75-bed acute care facility with an outpatient service
 

and serves as a regional renal dialysis center. It is currently running. a 
surplus over costs on its operations. Yet its daily roomr charge is low relative
 
to other hospitals offering a similar level and quality of service. 

Thehospital is .unique in many ways.. First, it-is the only acute facility 
in a community with a catchment populatiorr of at least 60,000. Second, it
 
functions as a MOH-owned institution,. leased to the NSSF and operated as an 
autonomous hospital with a board of directors. The board consists of five
 
members who meet weekly. The hospital is managed by a trained administrator.
 

As. an autonomous institution, the hospital can hire and fire and set wages 
different from those which the MOH pays. In fact, the hospital wage scale seems. 
to.be similar' to that of the Ministry- for nursing ersonnel. Compensation- of the
laboratory, however, is different. The director, a full-time salaried employee, 
earns LL 8-,000 per month, plus 15%- of all receipts for laboratory service over LL 
15,000 per month. His total monthly earnings were not revealed. Presumably the 
purpose of the incentive arrangement is to stimulate commitment and 
productivity. However, without strict controls, one could envision that the:
 
incentive arrangement could very easily stimulate-abuses and over-utilization of 
services. 

The physicians on the staff are basically in private practice who uge the 
hospital to hospitalize their private patients. They are also assigned patients 
on a rotation basis who present to the hospital for care, referred from the MOH, 
NSSF, or the UGCS. 

For patients who are covered by a government related reimbursement scheme, 
physicians receive 100% of the applicable fee as set by the acts schedule (85%
 
form the reimbursing agency and 15% from the patient). The hospital collects
 
both the reimbursement and patient components and pays the physicians directly,
 
if this is what the physician elects, retaining 10% of fees as a collection
 
charge. If preferred, physicians can bill patients directly for reimbursement,
 
and in this case the physician keeps the full amount of fees.
 

By action of'the board of directors for a private patient (i.e., one with no
 
public sector reimbursement coverage), physicians may charge twice the scheduled
 
amount for medical acts and procedures. Previously they charged three times the
 
scheduled tariff fees, but this level of charging was rescinded by the board of
 
directors.
 

Initially it had been the team's impression that Batroun Hospital had an
 
incentive system for physicians. This does not appear to be the case. Monthly
 
earnings of the physicians are around 20,000 LL. This is said to be about one
fourth of that earned by comparable doctors in Beirut. However, the Batroun 
physicians have no overhead, while most Beirut physicians are said to have.an 
overhead of about 30%.
 

In discussing the adequacy of physicians earnings with Batroun officials, it
 
became clear that there are insufficient hospital beds in the Batroun area to 
meet the demand. The hospital operates at 90% occupancy and at this level makes
 
money. One surgeon reported that the limitations on beds reduced his average
 
work day to around four hours.
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To sunmarize, ir: the team's view Batroun Hospital is a unique case. It is 
not. at all representative of a MOH-related hospital operating as an autonomous 
entity competing effectively with hospitals in the private sector. There does 
not seem to be an incentive scheme to compensate physicians that differs in any 
significant- way from that common to private practice. 

Presumably the physicians accept the, workinr conditions for- several 
reasons. -Firstthere seemed to be genuine commitment to the facility and to the
 
community. One sensed that they- did not feel that they were being taken 
advantage of in the way that some physicians are by fee-sharing with private 
hospitals. Second, the compensation, while less than that potentially earned in
 
other situations, is still quite good for the time worked and is apparently
 
adequate to meet their- needs. They liked the autonomy they had, say, as compared
 
to being salaried physicians working in a MOH hospital. Despite all these rather 
positive features, were there other hospitals available in Batroun, we suspect a
 
good share- of the Batroun Hospital physicians: would also use these other 
hospitals inr order ta augment their income. This more than likely would force
 
Batroun to allow higher charges for medical acts and procedures in order to 
compete for physician services.. This might force Batroun Hospital inta a break
even or even a. loss -position. 

2-.Z.T.2 The Area Health Authority Law 
This law has recently been proposed and is in the process of being passed.

Consistent with the GOL policy of assuring all citizens the right to good health, 
Lebanon is in the process of restructuring its health care system. The Area 
Health Authority (AHA) concept emphasizes compr3hensive health care with a full 
range of preventive and curative services provided in public and private health
 
faoilities in a coordinated fashion. 

i 

The law proposes a two-tiered system. First would be a central level 
Directorate which would guide the system primarily by setting standards, setting 
general policy, planning, and supervision, and generally reinforcing professional 
and administrative systems. 

The second level would be the area level .consisting of some 10-12 "Area 
Health Authorities" (MJA's), each serving between 200,000 and 400,000 persons. 
The AHA's will be autonomous entities. Each ARA would have a Director, a policy 
committee and at least one general hospital as well as necessary outpatient 
facilities in which to provide all levels of health care. 

Primary care is emphasized. Also envisioned is a financing arrangement 
which would permit individuals to select their provider: public, voluntary or
 
proprietary. In essence there would be competition between the public and
 
private-sectors for personal health services. Categorical public health services
 
such as food and water safety, sanitation, etc., however, also would be the
 
responsibility of the AHA. 

Each AHA would have the authority to structure its health care so as to meet 
its health needs most effectively. Innovative arrangements of physicians and 
health facilities into organikational structures capable of providing 
comprehensive care would be encouraged. Establishing an HMO, for example, has 
been suggested. The AHA would have the authority to set salaries or to establish
 
alternative compensation packages for employees so as to attract and retain 
dedicated staff. 
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Three kinds of budgets are envisioned for the AHA: a capital budget to 
support facility'and other- development which would.come from the central Ministry
 
of Health; a recurrent or operating- budget which also would come mainly from the
 
MOH; finally, there would be an autonomous budget from funds collected by the AHA
 
for-services rendered to private patients and reimbursements from public sector
 
and private sector- agencies. The- autonomous budget would: be used at the 
discretiorr of the AHA. The specifics of the interrelationship of' the three
 
budgets would.beL more cleary defined as the AHA system is implemented.
 

Tm govern and manage the new system, directors and- advisory-boards or
 
counilas are proposed for both the central level and the area levels. These 
boardz aim at getting community representation into decision making.
 

'MeArea Health System concept, we are told, has been approved in principle
 
at the GOL ministerial level and is in the process of being drafted into legal
 
language so that- it can be considered for legislative approval and enactment in
 
the- near future.. 

2.2.7.3 Summary Comments
 
The AHA concept offers the opportunity for major broadening of'the coverage

and quality of health care in Lebanon. Both the autonomous hospital law and the
proposed AHA legislation present some significant opportunities for strengthening 
the financial basis of the health care delivery system which are e:plored more 
fully in Sections 3.0 and 4.0 of' this report. 
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3.0.. Health Services Financing Mechanisms 
3.1. Financial and Service Characteristics of the Major Health Care Providers
 
and Financial Intermediaries-


In- the previous chapter the components of Lebanon's health care system were 
outlLned, in terms.of types of public and; private providers and the distribution 
of health facilities, and human resources regionally. Because of lack of basic 
date, the performance. of the system in: meeting health service needs and in 
reducing health problems in various categories cannot be given. Similarly, in 
many cases, data with which to descibe- the financial performance of the- health 
care system in. Lebanon also either are not available or are of questionable, 
accuracy. Wer are thus limited to making- best estimates of expenditures of 
various healt. care providers, as well as of out-of-pocket expenses incurred by 
patients.
 

Table 3.2.1. below provides a. summary of financiaL and services 
characteristics of the major- healtt. care providers and financial 
intermediaries. Table 3..Z.; presents similar information concerning private 
health insurance. The salient features of health services delivery and financing 
mechanisms are discussed below. 

3.2: Public Sector Health Services Delivery and Financing Mechanism. 
3.2.1, The Ministry of Health (MOH) 

As shown in Table 3.2.1,. the MOH primarily serves 700,000 medically 
indigent,, provides medical care- in its own hospitals and outpatient facilities 
and reimburses costs, of services rendered in private hospitals. Roughly 77% of 
hospitalized patients (40,000 52,000) are treated in private facilities with 
which the Ministry h~s contracts. In 1982, the MOH had contracts for 1184 beds 
with private hospitals., Reimbursements were basel an a M0H fee schedule (tariff) 
and were reimbursed at 851P of scheduled charges. The Ministry's 1982 budget 
amounted to LL 234 milli on and of this sum, LL 160 millions were allocated for 
reimbursement of health services provided in the private sector. 

3.2.2 Army and Public Security Forces 
The military, including active duty army and public security' forces and 

retired personnel,. their dependents and civilian support staff, are provided care 
in military facilities or ou a r'eimbursement-of-charges basis in private 
facilities. A total of 250,000 individuals are covered. Total expenditures are 

in 1982. Funds are directly allocated from the MOD toestimated at LL 75 million 

operate military health. services and to reimburse private providers.
 

3.2.3 	 The National Social Security Fund (NSSF) 
The NSFF provides financial reimbursement for health care charges incurred 

by employees in the private sector, including autonomous organizations. In 1982,
 
a total of 645,000 persons, comprised of 215,000 employees and 430,000 
dependents, were covered.. Funding comes from employers, employees and the MOF. 
By special law, the MOF is obligated to pay the NSSF an amount equal to 25% of 
NSSF paymonts for medical services rendered on behalf of beneficiaries. 

Care is provided in private health care facilities and reimbursement is 
based on a percentage of a NSSF fee schedule or tariff. Estimated expenditures 
in 1982 were LL 144 million. Total spending would have been LL 163 million if 
the NSSF had adopted the uniform tariff recently developed by the Task Force on 
Health Care Financing, MOH. 
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ENTITY FINANCING THOSE SERVED - ELIGIBLES 	 SCOPE OF SERVICES & SERVICES UTILIZATION 
CLIENT PAYMENT 

Ministry 1. Receives budget from Ministry 1. Anyone not covered by other 1. Provides service# dtrootly in Its 1. 1982 
of of Finarqe, 1982 estimated health servic - basically own fallltles, without ohargq to 40,000 private hospitalizations 
Health total 234 million LL±. HO the medically irdigent, patients. 12,000 1e01r4cility hopital" 

collects no fees from patients. estimated at 700,000. zations. 
120,000 qut patient visits. 

(source, pG, "4QJ, 9/12/83).' 

2. Budget break dowm M.L.L 	 2. Where no other facility Is 2. ContraCtl with private hospit#13 
a. "Chapter 1" reimburse-	 available, anyone presenting , lIa and pays 855 or feo achedule. 
ment 	of pvt. providers 130+ for care in treated without Patient pays l51 If able, up to
 

question. 500 14- maxir . No outpatient bene
b. "Chapter 2 - long-term fits except lab, x-ray, qialyas*a
 
care (Th, mental rehab.) on referral from HOIJ OPD,
 
in private facility. 20+
 

c. "Chapter 30 reimburse
ment for private lab.,
 
x-ray, dialysis, etc. 10+
 

.' Est. cost of NOH faoill
 
ties for medical care 50
 

e. Eat. cost for general 
admin. 	 & P.H. 214
 

Total; 23V
 

3. Average annual cost 	 3. If patient unable to pay 3. Covers out of Lebaqon referral for 
for 	those served. I.L the 155 of tariff,: MOl medical care, 100$ of oost inolud-_
 

pays for them. Ing transport and #ttendant,
 
n. For private reim
bursement 229
 

b. Add amount HIO pays 41.Categorial P.H. Services.
 
for its own facilities
 
serving an estimated
 
700,000 persons 71 5. Covers services provided oniy in
 

a 3rd class bed.'' 

Est. expenditure/
 
beneficiary/year 300LL
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Army, 
Security 
Forces 

1. Entirely funded by GeL through 
Ministry of Defense. 

1. Active duty military, security 
forces amounting to 35-4O 
thousand plus retirees and 
dependents. 

1. 2 military hospi~alq, damagqd 
only partially operational. 

and 1, No frforma;tqp 

2. No budget estimate but in 1982 
55 million LL spent on reimbur-
sement of private sector care. 
This equaled 80% of services 
provided, hence total expenses 

estimated at 75 million LL; and 
estimated 15 H.LL for drugs. 
Est. expenditure/beneficiary 
/year. =300LL 

2. Civilian employees, numberng 
estimated 35,000. 

3. Total number covered 250,000. 

2. Contract o4% 

3. Aotlye 4uty
100% 

to priyte faoilitje. 

an d~pendentq oovereq 

4. Civilian employeev coverg 
costs of pervtoea, 

751 of 

flational 
Social 
Security 
Fund 

1. Financed by an amount equal to 
7% of payroll, up to tst LL750 
/month, 1.55 from employes 
5.5% from employer, 

1, Employees in private industry 
industry- from one 
employee, up. 

1. Covers all services prov4ded qnder 
fixed aohedulo (tariff) of fees; 
NSSF paytpg 85% or these feeq an4 
the client 15%, for in-pattqrt care 
and 70$ and 30% reepeotlyely, ror 
out patint care. 

1, All those oovered 
b enel'tq 

h4vQ 11itl4r 

2. GOL, Min. of Finance, gives 
NSSF an amount equal to 25% 
or expenditures for medical 
care annually. 

2. Foreigan workers whose 
countries cover Lebanese 
workers In their country. 

2. Provider bills the 1SSF dirpotly 
collects the coasuer portion frop 
the consumer. 

2. Because of 4eayp tn processing 
claim*, Pome prov' ers arg re
luotaqt te coygr services 
involvIng smll amounts of 
money p.g., pn4er bOOL.. 

3. Total estimated expenditure 
for 1982 is 144 H.LL. This 
equates to 223 LL per bene-
ficlary. 

3. Total covered In 1982, 
611,000 (215,000 employees 
inureds plus 430,000 
dependents), 

3. Fund does not operate qny me4ical 
care facilities at this tipe Out 
has a Itnkage o the Batrotn 
hospital which operateg as pn 
aktonomoua entity? 

4. Total out of pocket for 15% 
not reimbursed by the fund 
amounts to approx. 25 H.LL 
However, in fact it is be
lieved beneficiaries pay more 
than this because reportedly 
some providers charge more 
than the authorized tariff. 

4. Covers only 3r4 class changes in 
hospital, but client can pay dif
ference for higher class bed. 

5. Patients may be referred pqt of 
Lebanon for care not Lvaila4le In 
the country. 
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Office or 1. Health services financed from 

Social Min. Labor & Social Affairs 

Develop- directly In some medical-


social centers, and in others, 
cost sharing with voluntary 
organizations. Total funding 
is budgeted at 10 H.LL for 
1983, as follows: 7 M.LL to 
cover health services for 
113,250 in medical-sootal 
centers entirely subsidized 
by ODS and 3 M.LL for 113
 
smaller medical-soolal centers
 
Jointly funded with voluntary
 
agencies serving 81,700.
 
Total number served equal
 
194,950; average expenditure
 
equal 10 M.LL/19',950 or 51.3
 
LL per beneficiary..
 

2. Total collected from benefi- 

claries unknown. 


3. Total spending In 1982 

was 8 M.LL. 


Hutuelle - 1. Financed by contribution from 
Coopers- civil servants and the Lebanese 
tive of government. Funds go to the 
Civil Cooperative of Civil Servants 
Servants, to cover various benefits. 
(UGCS). 1982, of a total budget of 75
 

M.LL, 50 M.LL went for health 
benefits. This equates to 
50 M.LL/220,000 = 221 LL per 
beneficiary.
 

1. OSD attempts to fill the 
gaps for soolal services. 
and MCH care. Operates in 
In rural areas and tnder 
nerved beneficiaries. 

2. Total aryes In 82 was 
194,950. 

1. Employees and their depen-
dents are covered equally. 
Civil Servants number 47,000 
and dependents 173,000, for 
a total of 220,000 eligibles. 

1. 	 Provides mainly curatIve ICH servi-
cs - oid-"Iyes, carq of.chlld en 
sose imunzations and hIqlth 
eduoation fhrough medical-ooil 
oenterM.
 

2. Client pays 5 IL per centor visit. 
Total oolleoted I unknown but 
maximum would not exoeeq 191,950 
4 5 LL cj. around I 4illioq LL. 

3. OSD Is developing expano4 centers 
including delivery of lw4rnity 
oases and broader health 'at9. 

1. Provides ,salth and death benefits 
and rewards for b1r;ha Pn 
marriag*. 

1. Degree to which 0sD services 
are uttlze4 b7 under seryed 
population has not Oeeq 
establish d, 

1, §reak down frserved 4tili
zation by beneficiaries not 
avatlable from visit to 
Itutuelle, (UGCS) 
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Nutuelle 
Coopera-
Live of 
Civil 
Servants, 
(UGCS) 

(Cont'd.) 

2. Health benefits vary with employees 
rank. Benefits are cash payments 
for health care based on a relative 
value scale which tue Hutuelle has
established. This scale has varied 
from that used by the HMi and NSSF 
for reimbursement In the past. Dru 
costs are partially reimbursed. 
Lowest rank employee treated in 3rd 
class; higher rank gets 1.6 x 3rd 
class reimbursement amount and can 
use 2nd class bed; highest rank 
reimbursement is 2.3 x 3rd class 
bed care. 

3. Employee pays 1% of full payroll 
amount and government 6% of pay
roll. 

4. Beneficiary may be referred out of 
Lebanon for medical care not 
avallaLle In country. 

Huniii-
palities 

1. Municipality health services 
are under the Jurisdiction of 
the Hinistery of the Interior. 

1. Municipal employees 
dependents. 

and 1. Outpatient services usually are 
rendered free to municipal 
employees and their dependents. 

1. The City of Beirut spent 
roughly LL 10.0 million in 
1982. 

2. Many municipalities operate 
dispensaries wiich provide 
services to municipal 
employees and their depen-
dents and to the general 
public. 

2 Exact population 
unknown. 

coverage is 2. A charge (nominal) is often 
required for services rendered 
on behalf of the general public, 
Exact fees and fee revenues are 
unknown. 

2. Spending on the part of all 
other municipal health 
facilities is estimated at 
LL 10.0 million in 1982. 
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3.2.4 Office of Social Development (OSD)

The OSD provides outpatienc care to some 195,950 medically underserved
 

individuals. The OSD spent LL 8 million for care in 1982. 
 In 1983, it expects 
to spend LL 7 million for care in its own facilities.and and additional LL 3 
million for care provided jointly with voluntary organizations. 

3.2.5 Cooperative Government of Civil Servants (UGCS)
 
The UGCS also provides financial reimbursement for care in private health
 

facilities based on a percentage of total charges as established by its own
 
individual fee schedule. Those covered include 47,000 GOL employees plus 173,000
 
dependents for a total of 220,000 persons. Funding comes fivom payroll tax
 
assessments paid by employees and the national government. The tax assessment is
 
7% of total wages and salaries, excluding allowances, of which employees pay 1%
 
and the State pays 6%. The 1982 estimate for health reimbursement expenditures
 
is LL 50 million.
 

3.2.6 Municipalities
 
Municipalities frequently provide outpatient care in dispensaries and health
 

centers which they operate. In Beirut, the municipality estimates that it spent

roughly LL 10 million for health services in 1982. A rough estimate of
 
expenditures by all municipalities in Lebanon for health care in 1982 is LL 20
 
rillion.
 

3.3 	Private Sector Health Insurance
 
In the private insurance sector, one finds both commercial health insurance,
 

e.g., the American Life Insurance Company (ALICO) and health insurance offered 
their employees by employers who are self-insured, e.g., AUB. Table 3.3.1 below 
details the coverage, benefits and costs of health insurance provided by ALICO 
and AUB. No attempt was made to survey all private sector health insurance plans
individually. The information presented concerning ALICO and AUB are illustrative
 
of the types of private insurance plans that are in effect in Lebanon at the 
present time.
 

Private health insurance is not used extensively in Lebanon. In general,

private health insui-ance is supplemental to public sector direct health services 
delivery and reimburses the costs of services rendered by private providers.

ALICO estimates that LL 5 million is spent annually in Lebanon for commecial 
health insurance covering 100,000 persons primarily to supplement NSSF
 
benefits. AUB spends LL 5 million providing coverage for 13,000each year some 
students, faculty and other employees, including dependents. 

Although their number is small, some firms provide medical care for 
employees in company dispensaries, without charge. Middle East Airlines (MEA),
Lebanon's largest employer with 5,000 employees, provides both this service and 
also 	pays the 15% of medical care charges not reimbursed by the NSSF. MEA 
estimates that it spent LL 1 million in 1982 for these benefits. 

It is difficult to cost out the total spent on health care by private firms 
and other organizations in 1982. Including comercial health insurance, AUB and 
MEA, LL 11 million are accounted for. Doubling this figure to LL 22 million, we 
believe, gives a reasonable estimate of the total expenditures by private health 
insurance organizations in 1982. 
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.1PRIVAIE EALTH INSURANCE IN LEBANON 	 I 

ENTITY REMARKS TH1OSE COVERED SCHEDULE OF BENEFITS COSTS 

AMERICAN 1. Plan is self insured by 1. Students and AUB employees - 1. Subscribers are entitledUNIVERSITY AUB and provides both 	 to .1. Premiums are generally collectedfaculty and starr are covered, 
 Inpatient and outpatientOF BEIRUT hospitalization and ambu-	 care monthly from employees or in adincluding dependents, according 
 at the AUH, with certain ex-
 vance from students.
latory care. Plan Is to the payment of premiums aluslons - eye glasses,HEALTH called 	 blood,the HIP 	 based upon ihe class of service infusions, some drugs andINSURANCE and number of dependents. ambulance service. Pre

existing health problems may 
be excluded. Hospital benefits, 
i.e., number of days per year, 
Increase with length of employ
ment. 

2. Number currently covered 2. DistrJbution of subscribers by 2. Faculty and key staff are
is 13003. This includes class of bed: 	 2. On an annual basis, the following

generally treated in 1ststudents, faculty members 	 Is the schedule premiums as of 
class accomodations, 
 Parch, 1982:
and employees. Close to HIP HIP + NSSF TOTAL students In second class100% of eligible sign up 1st class 1,016 559 1,575 
 and lower level workers Infor the SiIP. 2nd class 	

1st Class HIP HIP/N.SSF5,6725 1,558 7,230 third class. 
3rd class 1457 _18 565 Subscriber 960 708 
Total 6,835 2,535 9,370 	 Couple 1,644 1,248
Cpl + 1 child 2,112 1,608 

Cpl + 2 or6 Includes 5267 students. 
 more children 2,568 1,944
 

3. The At3 Hospital Insur-	 2nd Class
 ance 	 3. The total of subscribersPlan has two general plus dependents Is 13,003. 
 Subscriber
plans - one for subsori- 708 372 
ers not covered by 115SF Couple 1,248 648 

Cpl + I child 1,608 84oand another which serves 

to supplement benefits 	 Cpl + 2 or 

more children 1,944- 1,004under NSSF. Benefits
under both plans cover 
Third Class

identical services. Thedifference is the premium 
Subscriber 480 216charged and the class of 

service. Couple 876 3841Cpl + 1 child 1,092 1120
 

Cpl + 2 or 
more children 1,356 588 

Total premiums paid in 1982 were
1 million LL. This equates to 308
 
Lt. per Insured/year. In 1982
 
total costs were 5 million LL.
 
This deficit was funded by the
 
University.
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Table 3.3.1 (Continued) 

PRIVATE HEALTH INSURANCE IN LEBANON 

ENTITY REMARKS TIHOSE COVERED 	 SCIIEDULE OF BENEFITS COSTS 

COMMERCI L 1. Generally sold to groups 1. Employees and eligible dependents 1. ALIC sells two plans: These 1. Total annual premiums for 
INSURAMCE- In commercial organi- of firms with contracts with ALIC. have Identical benefit cate- commercial health insurance in 
AMERICAN zations. Minimum group gories but differ in the Lebanon are estimated by ALIC as 
LIFE is 10 employees, maximum paid per category. around 5 million LL. This equates 
INSURANCE to 5OLL/per insured/year. 
COMPANY 
(ALIC) 2. 	 Health insurance is 2. Covers employee and only immediate 2. Both plans are expected to 2. Premiums are collected monthly; 

generally sold only as family-spouse and dependent be used in conjuotion with annualized they are as follows: 
an add on to life children. NSSF. Plan B - Low Coverage 
insurance. Employee Employee
 

Only & family

3. 	 ALIC estimates It has 3. Employees and dependents have 3. Both plans offer Medical LL LL 

20,000 employees covered identical coverage. Assistance Insurance (MAI) and 
by he3alth Insurance and Supplemental Major Medical MAI 288 1,008 
that this constitutes Insurance (SHHI) HAI has no S1I 72 192 
half of the commercial deductibles and no co-payment SHMI & 86 230 
health insurance in or co-insured provisions. It Out-Pt. 
Lebanon. Total number of pays immediately for hospital 
coverage Is estimated at 	 services (only) up to the Plan A - High Coverage

4O,O00 employees plus Plan's limits. These are 3,700 
60,000 dependents or LL for Plan B and 6,200 LL for HAl 132 1,560 
100,000 individuals. Plan A.. SMHI may be purchased S1I*1 144 24O 

alone or In conjuction with KAI. SH1*I & 173 288 
4. Percentage of firms with 	 If brought alone there is an Out-Pt. 

fifty employees or more deductible of 11500 LL. HAI 
which make commercial covers this deductible; however (Note that any number of family
health insurance avail- there is a 20% co-pament or members are included in one 
able to their employees is co-insurance charge to the flat premium rate) 
small - at most ten insured. Both plans have 
percent. 	 maximua life time benefits of
 

50,000 LL and vary in the daily

5. 	 As seen from the schedule hospital room reimbursement 

of benefits, catastrophic 160 LL for Plan B and 250 LL
 
illness coverage is for Plan A. For an additional
 
minimal. "loadO of 20% on the premiums,
 

out patient visits are also
 
6. Employers may pay for 	 covered and their cost
 

some or all of eniloyees subtracted against the life
 
insurance costs as a time maximum.
 
fringe benefit. 
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3.4 	 Out-of-Pocket Expenditures
 
The last and a major source of health care financing in Lebanon is direct
 

out-of-pocket expenditures for drugs, physicians and other health related costs
 
by the consumer. No good data on which to base estimates of the magnitude of
 
these expenditures are available.
 

Drug costs constitute a major component of the costs of health care,
 
particularly out-of-pocket expenditures. An International Labor Organization

(ILO) study on health care costs estimated that expenditures on drugs represent
 
42% of total expenditures on medical care in Lebanon. Most recent figures on the
 
reimbursement for charges for drugs paid by the NSSF amount to 55% of total
 
outpatient charge reimbursement (LL 253 / LL 462) and 12% of reimbursement of
 
inpatient charges (LL 34 / LL 283). These figures are based on average annual
 
costs per insured. The composite or weighted average for reimbursement of drug

charges iP 38.7%. This figure corresponds closely with the 42% reported in the
 
ILO study.
 

The ILO study estimated that Lebanon spent 6% of individual income on drugs

and from 11% to 17% of income on health care all together. However, the portion

of these expenditures that is directly out-of-pocket and that which is reimbursed
 
by some type of insurance coverage has never been calculated. One could use the
 
percentage of drug costs relative to "income" as a basis for estimating total
 
expenditures on health services. However, the partial translation of the ILO
 
study available to the authors does not make it clear how "income" is defined
 
(i.e., disposable, p6rsonal, etc.) and the original report was not available for
 
purposes of this study. Therefore, some basis other than percentages of income
 
had to be used in order to estimate total outlays on health, including
 
expenditures made out-of-pockat.
 

Based on discussions with people knowledgeable about Lebanon's health
 
sector, we judge that at least as much is spent out-of-pccket at point of service
 
as 
is paid for by some type of public sector reimbursement mechanism and private

insurance organizations, including firms that self-insure, plus the value of
 
services directly provided by Government.
 

3.5 	 Total of Health Expenditures in Lebanon in 1982
 
Aggregating the expenditures for health from the various sources described
 

in Sections 3.3 and 3.4 above yields a total of LL 551 million per year. This is
 
shown as follows:
 

LL Million
 
Ministry of Health 	 234
 
NSSF 	 144
 
UGCS 	 50
 
Military 	 75
 
OSD 
 8
 
Municipalities 	 20
 
Private Health Insurance 	 20
 

551
 

Of these LL 551 million, the bulk of funds, possibly 98%, are spent on curative
 
medical services, and 80% represents reimbursements to the private sector. To
 
the LL 551 million must now be added at least an equal amount for out-of-pocket

expenditures. This yields a total of LL 1.1 billion, as the lower bound of 
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expenditures for health care in Lebanon estimated for 1982, or a per capita

expenditure of LL 400, based on a population of 2.75 million.
 

This estimate was judged to be low by Lebanese bealth authorities whose best
 
"guess" is about LL 1.6 billion. However, this last estimate is high by
 
comparison with other estimates of aggregate outlays on health services in
 
Lebanon. One such estimate is based on village studies which show an average
annual outlay per capita of LL 458, which when multiplied by 2.75 million persons
estimated to be living in Lebanon in 1982 yields an aggregate estimate of total 
expenditures on medical services at LL 1.26 billion. A second estimate is based
 
on family budget expenditure data collected by the Ford Foundation in 1966,

showing that on the average annual expenditures on health services per capita in
 
that year equaled LL 164.5. Assuming a 6% rate of compound growth in health
 
outlays annually, per capita expenditures on health services would have grown to

LL 443 over the interval of years 1966 to 1983. Multiplying LL 443 times an 
estimated population of 2.75 million persons living in country in 1982 yields L,
1.22 billion as an estimate of aggregate outlays on health services in Lebanon in
 
that year. 

Thus we conclude that aggregate expenditures on health care in Lebanon in 
1982 lie somewhere between LL 1.1 billion and LL 1.6 billion. 
With greatest

liklihood, the true estimate lies nearer to the lower than the upper bound of
 
this range. Total expenditures appear to be divided, roughly, equally between
 
public and private sectors as sources of funds, and drug costs as a component of
 
total health expenditures appear to range from 38% 
to 42% of total outlays on
 
medical services. 

3.6 Weaknesses in Financial Mechanisms
 
Weaknesses in the existing financial mechanisms are discussed under
 

individual categories below.
 

3.6.1 Fragmentation Among Public Sector Agencies
 
Public sector direct provision of health services and reimbursement of the
 

costs of privately provided health services is scattered among several different
 
agencies which are In no way coordinated. The NSSF, UGCS, and the OSD are 
autonomous agencies under the tutelage of the MOLSA. 
Municipalities and the 
.Military are under the control of the MOI and the MOD, respectively. Both the 
MOH and the Military reimburse the costs of private sector provided health 
services, in addition to providing some services directly. The OSD supplies

services directly (outpatient services only), while the UGCS and the NSSF are
 
strict cost reimbursement agencies. The result is that different agencies, in
 
principle, cover different but sometimes overlapping segments of the population
 
providing non-uniform benefits to beneficiaries who happen to be covered by

respective agencies depending almost wholly on their circumstances of employment.
 

Public agencies receive resources in a wide variety of ways: direct 
allocations from the MOF in the case of the MOH, ODS (MOLSA), and the MOD and
 
wage and salary payroll tax assessments in the cases of the UGCS and tne NSSF.
 
Yet the NSSF also receives part of its revenues (25% of annual expenditures)
 
directly from the MOF. 
There is no clear equity achieved in the case of benefits
 
to beneficiaries who are covered, since each agency provides direct services or
 
reimburses the costs of privately provided health services according to its own
 
tastes, individual capacity, and schedules, as the case may be.
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Adding up the total population covered by the various public agencies, it
 
appears that a maximum of 2 million persons are covered by piblic sector direct
 
delivery of health services or cost reimbursements, leaving 1 million persons
 
medically disenfranchised.
 

Employee tax assessments range from zero in the case of the Military, 1.5%
 
of monthly wages up to a maximum of LL 750 annually in tne case of the NSSF, to a
 
high of 1% of total wages in the case of members of the UGCS.
 

There would appear to be great advantages in adopting a uniform tariff or
 
fee schedule on the part of public agencies, consolidating all or most of the
 
public sector reimbursement activities into a single agency, and in providing for
 
greater jniformity in employee contributions to public sector cost
 
reimbursement. There also would appear to be merit in the MOH's recent decision
 
to absorb the direct health services delivery activities of the OSD into MOH
 
operations.
 

3.6.2 	 Absence of Cost Controls and Quality Assurance
 
As'noted in Section 1.0 of this report, cost reimbursement invites various
 

abuses. Cost reimbursement invites the oversupply of services, false billing and
 
charging over and above legal fee and service tariffs. In the present system,
 
very little is done to enforce the legal tariffs adopted by each agency for fear
 
that private providers would refuse to accept the agency's clients and would
 
provide services to the clients of another agency or engage in strictly private
 
practice.
 

Actually, before 1976, the GOL cost containment program was active and was
 
believed to be reasonably effective. However, during the courso of eight years
 
of war, the public health sector was hit hard and the private sector grew at a
 
very rapid rate. Public agencies became increasingly weak due to war and
 
political turmoil. This led to a decline in discipline and in effective
 
administration of many Government programs, including those in the public health
 
sector. Now that the war hopefully is over, Government has the opportunity to
 
regain momentum in administration and enforcement. However, the question is how
 
best to do this.
 

Adoption of a uniform tariff on the part of all public sector reimbursement
 
agencies.(such as the one recently developed by the Task Force on Health Care
 
Financing, MOH) and consolidation of public sector cost reimbursement activities
 
into a single responsible agency would facilitate enforcement of legal fees
 
greatly. However, in addition to these things, Government must also develop the
 
necessary data base and performance standards requisite to an effective program
 
of cost containment that would improve the efficiency with which public funds are
 
spent. An aggressive program of cost containment would not only serve
 
Government's interests in using public funds more efficiently, but would also
 
facilitate Government's interests in supplying greater volumes of health services
 
through the public sector.
 

In addition to a current lack of effectively operating government medical
 
facilities, Government faces the problem of recruiting and retaining an effective
 
and dedicated cadre of physicians and other health professionals to Government
 
service. In order to do this, Government would have to provide a compensation
 
that at the margin is equal or better than the levels of earnings available in
 
the private health sector. In the absence of an effective program of cost
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containment, there is no check on the rise in the levels of earnings in the
 
private medical sector. Thus, Government will always be fighting a difficult, if
 
not losing, battle in competing with the private medical sector for the services
 
of health professionals, unless Government resorts to conscription or 
forced
 
placement in government service upon graduation.
 

An effective cost containment program cannot be launched without an equally
 
strong program of quality assurance. If Government simply puts a lid or cap on
 
costs and prices as the basis for its reimbursement activities, levels of private

sector earnings can still raise, if the private health sector reduces quality of
 
service to the obvJ.ous disadvantage to the welfare of patients. The quality of
 
medical care 
in Lebanon is very uneven, in the authors' judgment, and in some
 
cases is below minimum standards of acceptable medical practice.
 

Currently there are very few mechanisms in place to monitor the quality of
 
care rendered in either the public or the private sectors. Of the roughly 130 or
 
so hospitals in Lebanon, only four tissue committees exist and one of these was
 
established only two years ago. There is no evidence of peer review or
 
objectively established and enforced utilization and medical practice and
 
performance standards outside of university hospitals and a handful of private

voluntary hospitals. Medical audits are not regularly conducted outside of those
 
institutions which accommodate teaching programs. 
Inspection and certification
 
standards are very low and are not enforced consistently.
 

Under the circumstances cited in the paragraph immediately above, days of
 
hospital care and visits to outpatient facilities and clinics could not possibly

be reasonably comparable in terms of quality of care received, and thus
 
reimbursement even according to a standard fee schedule could not be either
 
wholly rational or equitable. The problems of lack of uniformity in the quality

of care available and the general low level of quality of care in many cases will
 
become greater as the trend toward foreign-trained physicians accelerates in the
 
future, as predicted.
 

3.6.3 Lack of Private Health Sector Innovations and Initiatives
 
A major weakness of the existing system is the narrow range of choices
 

existing for providers, consumers and reimbursement agencies. Lebanon, like many

other Middle Eastern countries, is firmly committed to private enterprise.

However, one of the virtues of private enterprise is its ability to innovate and
 
to take the initiative in launching new forms of organization and methods of
 
production and distribution. In other countries, like the United States, Canada,
 
and West Germany, the private health sector has distinguished itself by

initiating new trends in the organization of medical services delivery, like
 
group practice and Health Maintenance Organizations (HMO's). These initiatives
 
are noticeably lacking in Lebanon.
 

New initiatives in the organization and delivery of medical practice must be
 
acceptable to providers, consumers, and reimbursement agencies. It is not always

entirely clear how these three parties come to agreement as to the desirability

of adopting new approaches to the delivery of health services. However, it is
 
clear that any one of these groups can take the initiative.
 

Given the conspicuous absence of these innovative ways of organizaing and
 
delivering medical services in Lebanon and the cost savings that HMO's, in
 
particular, have demonstrated in other countries, it would appear wise if
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Government were to experiment with ways of fostering developments in these 
directions. HMO's in particular lend themselves to building-in ways of 
controlling service utilization, peer review, and consequent monitoring of
 
quality and control of costs which would be in the best interests of Government
 
and consumers, and which may be appealing to some providers.
 

Private health insurance is in a embryonic stage in Lebanon. Yet in other
 
countries in recent periods, private health insurance companies have fostered the
 
launching of new forms of health care organization and delivery, including HMO's.
 

The principal advantage of fostering new private sector initiatives is to
 
create an enhanced environment of healthy competition between and among private
 
sector providers, leading to improvements in the overall quality of care provided
 
and lower costs per unit of service. An added advantage involves the wider
 
choices presented to both consumers and to providers in terms of how these groups
 
choose to participate in the medical market place in their respective
 
capacities. It would also present Government with a wider choice of
 
reimbursement options with respect to the private health sector.
 

3.7 Relationship Between Public and Private Health Sectors
 
As stated in Section 3.5 above, 80% of public sector revenues are spent on
 

reimbursing the costs of private health sector provided medical services. The
 
MOH resents its reimbursement role and feels in an inferior position relative to
 
the private health sector. The MOH currently has little capacity to deliver
 
services directly due to lack of resources, facilities and personnel, and its
 
administrative capacity is weak. The private health sector is rich and powerful
 
in terms of facilities and personnel, and has a favorable public image. The
 
Government health sector is stigmatized as capable of producing only low quality
 
medical services, if services can be provided at all. Thus the private sector is
 
in a position virtually to dictate costs, prices and qualities of services and
 
other terms on which it will provide health services on behalf of Government. 

Naturally, the private sector provides services on terms that are most
 
conducive to furthering its own individual and often selfish interests, which
 
cannot be presumed to square with the collective interests of the Lebanese
 
people. Equally naturally, the Government health establishment is frustrated and 
would like to regain a position of strength that it enjoyed vis a vis the private 
sector before the war(s).
 

Government also feels political pressure. Government feels that it must 
make a visable, if not dramatic, effort to directly provide a larger volume of
 
health services to the people than currently provided in order to develop
 
credibility in the eyes of the people and thus survive politically. 

The MOH places major emphasis on expanding the number of public hospital 
beds vis a vis the private hospital sector. Public hospitals are highly visable 
and are viewed by the MOH as "temples or palaces" of compassion for the people, 
thus serving to demonstrate Government's commitment to improving the general 
welfare. 

However, the MOH also aggressively justifies the expansion of the number of 
public hospital beds on economic grounds. The MOH insists that it can provide a 
quality of hospital services that is equal to that provided by the private health 
sector, and that the MOH can do so at lower costs than those currently reimbursed 
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per day of hospital service to private hospitals on behalf of MOH pat'.ents It is
 
consistently stated by MOH officials that increasing the number of public
 
hospital beds is necessary in order to provide effective competition between the
 
public and private sectors, resulting in higher quality and lower costs per unit
 
of hospital services provided by the private hospital sector. MOH officials
 
assert that effective competition between the public and private hospital sector
 
requires that 40% to 60% of the total number of short-term general acute-care
 
hospitals be public.
 

The total number of existing public, short-term acute-care hospital beds, if
 
they were fully operational, is around 1200, while the total of existing private
 
beds of this sort number roughly 5,200, yielding a total of 6,400 beds (see
 
Section 2.0 of this report). In order for the MOH to roughly meet the lower
 
bound of the "required" percentage of public hospital beds to total hospital
 
beds, say 45%, which in its view is necessary to provide effective competition,
 
the MOH would need 3000 additional public hospital beds (1200 + 3000 / 9,400).
 

The problems of constructing, staffing, managing, and financing the
 
operation of an additional 3000 public hospital beds in Lebanon are enormous, if
 
not staggering. Construction and management problems aside, staffing and finding
 
sources of funds with which to finance operations are most critical in view of
 
Government's limited fiscal capacities (see Section 2.1 of this report) and the
 
current low level wages and salaries existing throughout the Lebanese civil
 
service. However, the MOH has several ideas as how to surmount staffing and
 
operating cost financing problems.
 

Staffing of hospitals would be accomplished by implementing the 1978
 
Autonomous Hospital Act which, among other thtngs, would allow public hospitals
 
to compensate-professional and non-professional staff in ways not allowed by the
 
civil service regulations. The basic idea is to pay physicians a base salary and
 
to allow them to earn additional income on a piece-rate basis from profeisional
 
acts and procedures performed on public patients. Hospitals would negotiate
 
contracts with private physicians, provide services and collect revenues
 
consisting of reimbursements from public sector reimbursement agencies, private
 
health insurance plans, if applicable, and out-of-pocket from patients; and split
 
the revenues with physicians according to a formula included in the contract,
 
specifying base salary plus allowable commissions from medical practice. Public
 
hospitals would also be able to accept purely private, as well as public,
 
patients. Public patients admitted to public hospitals would be required to pay
 
a maximum co-payment of LL 500 as is the case currently.
 

The idea of letting public hospitals accept payment from public sector
 
reimbursement agencies is appealing, since it would provide a fiaancial basis for
 
the public hospital sector that would be more firm than is the case currently.
 
The permitting of public hospitals to admit purely private paying patients would
 
also contribute to strengthening the financial basis of public hospitals, but is
 
less appealing because physicians may neglect public patients in order to pay
 
more attention to private patients admitted to public hospitals. Strict
 
discipline would be required in order not to let the quality of care rendered to
 
public patients decline in public hospitals.
 

Plans to operate public hospitals under the autonomous hospital law,
 
permitting higher rates of compensation to health professionals than currently
 
permi~teu by civil service regulations, appears to be a necessary fact of life in
 

I 
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Lebanon. However, this has a certain aspect of "if you cannot fight them, join

them" about it. Also, it has the disadvantage that fee for service compensation

generally encourages oversupply of medical acts and procedures.
 

In Section 4.1 of this report, the authors provide an outline of a total
 
compensation plan that might be appropriate for physicians under existing

circumstances as requested by H. E. Dr. Mroueh. 
However, a few words of caution
 
are in order.
 

First, in general, as stated in Section 1.0 of this report, public sector
 
professional compensation must be competitive with the level of private sector
 
earning in order to attract health professionals into public service. Public
 
hospita!A which are unique to an area would have the advantage of being the only

workshop in town, i.e., Batroun Hospital (see section 2.2.7.1.1 above). However,

in Beirut, Tripoli, and other major centers of population concentration where
 
private hospitals exist, physicians have alternative places of work and thus the
 
MOH will have to meet the competition provided by prevailing levels of private
 
sector earnings. As pointed out above in Section 3.6.2, the public sector's
 
ability'to effectively compete with the private health sector for the services of
 
physicians would be enhanced by an aggressive cost containment program.

Regardless of the level of private sector earnings, however, the MOH must offer a
 
level of compensation that is competitive with private sector earnings unless the

GOL resorts to conscription of health professionals or forced-placement upon

graduation and licensure. The'lmplication of this is that equalization of health
 
professional compensation levels between the private and the public health
 
sectors, other things equal, implies equalization of operating costs per unit of
 
service rendered in the two sectors. Thus the cost advantage that MOH officials
 
claim for public hospitals over private hospitals would ultimately disappear.
 

Second, equalization of quality of medical care and operating costs in both
 
the public and private sector, while at the same time retaining an upper limit of
 
LL 500 out of pocket copayments required only in the case of patients admitted to
 
public hospitals, would lead to a strong patient preference toward public and
 
away from private hospitals. Public hospitals would come under increasing demand
 
pressure, thus creating a Justification for the construction of ever greater
numbers of PublLc hospital beds. Theoretically, ultimately the hospital sector 
could become comprised virtually entirely of public hospitals; the result being a 
nationalized hospital system.
 

We do not believe that Lebanese health officials want this. While it may be
 
necessary to give public hospitals an advantage over private hospitals for such a
 
time as it takes for the public sector to overcome its image of stigma, when, if
 
ever, public hospitals become competitive with private hospitals, the upper

copayment limit of LL 500 should be removed in the case of patients admitted to
 
public hospitals. 
Medical indigency can be determined on a case-by-case basis
 
and free medical service to whatever level is reguired can be provided by either
 
public or private hospitals.
 

Ultimately, the issue concerning the desirability or undesirability of
 
expanding the number of public hospital beds rests 
on considerations of strict
 
medical necessity and need, and the economic Justification for doing so. While
 
in the short-run political considerations may dominate public health policy
 
decisions, in the long-run politics must yield to strict medical need and
 
economic imperatives. 
Since this report deals with health sector financing
 



40
 

issues and problems, the issue concerning the economic justification for the
 
cannstruction of 3000, or even any, new public sector hospital beds must be
 
explored. This issue is explored in Section 3.8 below. The crux of the issue is
 
whether or not the GOL can afford to construct and operate a larger number of
 
public sector hospitals.
 

3.8 Economic Desirability of Expanding the Public Hospital Sector
 
In any analysis, one must be aware of the existing alternatives. Many
 

alternatives to a massive expansion of the number of public sector hospitals
 
exist. Some of these include an aggressive program involving construction of
 
health centers with limited numbers of beds; aggressive regulation of the private
 
health sector to make it behave responsibly in terms of quality of care provided
 
and costs; the fostering of private sector initiatives aimed at quality

improvement and cost reduction; and leaving it to private sector to fill gaps in
 
the system, while at the same time regulating it to behave responsibly in terms 
of quality of services provided and prices charged to consumers. In making

public policy decisions, cost effectiveness (obtaining the desired outcome at
 
least expenditures of public funds) must be a major ingred.ent in the decision
 
making process. Time and space do not permit costing out all the opitions 
available. However, it is possible to analyze some of the critical assumptions

and implications of the MOH contemplated policy of greatly expanding the public
 
hospital sector.
 

ubThe crux of the MOH's economic justification for expanding the number of 
public hospital beds is its belief that a patient day of hospital care can be 
provided at a cost of LL 200 in a public hospital, while the MOH on the average 
is currently reimbursing the private hospital sector LL 300 per day of hospital
 
care. In short, the MOH believes that if it had beds, it could save LL 100 per

patient day of care. Yet, if professional services costs were eventually to be
 
equalized, how could there be a difference between per day costs in public and
 
private hospitals? The answer is that some elements of the private sector are
 
making excessive profits or that some element of cost has been left out of the
 
public hospital per patient day cost. We believe that both cases are likely to 
be true. However, to the extent that the difference lies mainly on the side of
 
private sector abuse, the solut'on is regulation and better enforcement, not
 
construction of additional pubJic hospital beds. Thus attention is focused on
 
missing elements of cost.
 

From discussions with MOH officiali it is clear that there is little 
attention paid to costs of general medical administration, maintenance, and 
hospital costs. This is understandable. General medical administration is 
something that MOH officials are doing daily and is taken more or less for
 
granted. Due to war, very little public funds have been available for regular

maintenance, and capital costs are not seen to be the responsibility of an
 
operating ministry, being separately budgeted and provided for by the CDR and the 
MOF.
 

It is inconceivable that the LL 200 per patient day figure as the cost of a 
day in a public hospital could include an appropriate allowance for general
medical administration, maintenance, and replacement costs of capital. When 
questioned about the make-up of the LL 200 per patient day figure, MOH officials 
admitted that capital replacement costs were not taken into account, but insisted 
that the figure did allow for general administration and maintenance. Thus, 
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analysis focuses on taking into account the cost implications of making an
 

appropriate allowance for capital replacement.
 

Hospital cost analysts often state that the average recurrent costs as a
 

percentage of initial capital costs range from 30% t6 75%, i.e., the R/D ratio
 

discussed in Section 1.5 of' this report. Variation in the R/D ratio is usually
 

said to be due to differences in levels of medical technology, levels of
 

services, and levels of compensation of staff. AUH is a comparatively high
 

technology hospital comprised of roughly 400 beds and current operating
 

expenditures range from $26 million to $30 million annually, depending on the
 

number of beds that are in use during the course of the year. (Note that
 

operating cost figures include a depreciation allowance for replacement of
 

capital stock.) The AUB university controller, a highly qualified hospital
 

financigl consultant trained in the United States, estimates the historical cost
 

of AUH beds at $40 million, and thus the R/D ratio in the case of AUB ranges from
 

65% to 75%. This same individual estimates that replacement costs with no
 

upgrading of equipment or service would cost twice the original cost, or $80
 

million. Calculated on.a current replacement cost basis, the R/D ratio in the
 

case of.AUH ranges from 32.5% to 37.5%.
 

Note that the R/D ratio varies directly with the level of occupancy, even
 

when cost per patient day is constant. The higher the occupancy, the greater the
 

number of patient days, and the higher are total operating costs relative to the
 

capital costs of the facility.. The maximum R/D ratio for any given hospital,
 
dosts per unit of service remaining constant, is reached at 100% occupancy.
 

Making allowance for capital replacement, the central questions on which
 

analysis must shed light are the following:
 
- At what level of occupancy would public hospitals have to operate in order to
 

be able to compete with average private hospital sector per patient day costs
 

of LL 300?
 
What would be the implications for public sector reimbursement, if the
-

government were to build and operate 3000 new beds?
 

- What would it cost Government to construct 3000 new public sector beds and
 

what would it cost to operate them annually in the years to come?
 

3.8.1 Assumptions
 
Estimates of the costs per bed of permanent (as contrasted with
 

prefabricated) hospitals in Lebanon range from LL 360,000 ($90,000) to LL 800,000
 

($200,000) depenling on level of technology. We selected a cost of LL 440,000
 

($110,000) as a reasonable estimate of the current bed cost of a medium
 

technology public sector hospital in Lebanon. We also assume that each bed is
 

available 365 days of the year. Thus, 3000 new beds potentially could provide a
 

total of 1,095,000 bed days of service annually.
 

Due to fixed staffing ratios, constant rates of remuneration, constant area
 

requirements, and customary constant charges per unit of ancillary services,
 

economies of scale in the rendering of medical services often are largely absent
 

in a given facility. Thus we assume that recurrent medical costs of service are
 

LL 200 per patient day and remain constant regardless of level of occupancy.
 

While evidence exists that average length of stay (ALOS) is typically greater in
 

public hospitals than in private hospitals, we assume that ALOS is 6.0 days,
 

roughly the same as in the private hospital sector in Lebanon presently.
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We assume that capital replacement costs increase at a rate of 10%
 
compounded annually. However, we assume that public hospitals collect revenues
 
and invest them at 15% nompounded annually, so as to be able to replace capital

stock over a 20 year p .od. (This is a very conservati'e assumption that is
 
highly in favor of the MOH's case that it somehow can provide services more
 
cheaply than the private sector) It is suggested that if this were done,

hospitals would be replaced every 20 years. 
It also may be noted that if this
 
were done, savings would be mobilized in the form of public hospital sinking fund
 
reserves that could be lent out to the private (non-hospital) sector for
 
reconstruction and development purposes.
 

In 'the 'nterests of simplicity, initially we assume zero inflation with
 
respect to all elements of costs other than capital replacement costs. Later we
 
relax this assumption to present a more realistic picture of the recurrent cost
 
implications of operating a public hospital sector comprising 3000 beds.
 

3.8.2 Results of Analysis
 
Assuming that hospital bed capital replacement costs increase at 10%
 

compounded annually, the replacement cost of a bed increases from LL 440,000

($110,000) to LL 3.0 million ($740,000) in 20 years. However, since replacement

funds are assumed to be invested at 15% compounded annually, it is necessary to
 
set aside and invest only LL 28,893 ($7,224) annually per bed in order to provide

for replacement at the end of 20 years. This LL 28,893 represents an amortized
 
annual capital replacement cost that must be covered by annual revenues. 
When
 
divided by annual patient days, which depend on the level of occupancy, the
 
resulting figure represents an amortized capital cost per patient day. Total
 
operating costs per patient day in this analysis represent the sum of recurrent
 
medical costs and amortized capital costs per patient day. Recurrent medical
 
costs, amortized capital costs and total operating costs per patient day are
 
presented in Table 3.8.2.1 below, by selected levels of occupancy rates.
 

Table 3.8.2.1
 

Recurrent Medical, Amortized Capital, and
 
Total Recurrent Costs per Patient Day According to Occupancy
 

Rec. Med. Amort.Capital Total/Rec.

Occupancy (%) Cost/Day (LL) Cost/Day (LL) Cost/Day (LL)
 

20 200 395 595
 
40 200 194 394
 
60 200 134 334
 
80 200 100 300
 

100 200 
 57 257
 

Source: Calculations of the Authors.
 

The answer to the first question posed at the end of Section 3.8 above is

provided by Table 3.8.2.1 above. 
In order for the MOH to replace its capital

stock at the end of 20 years and to produce patient care at an average cost of LL
 
300 per patient day, public hospitals on the average would have to be 80%
 
occupied. The MOH could produce patient services at a cost below what it is
 
currently reimbursing private hospitals, LL 300, only if it were able to achieve
 
an occupancy rate above 80%.
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In the years prior to the war, MOH hospitals averaged only about 40% 
occupancy (See Section 2.3). Thus, given the stigma currently attached to public

hospitals, it would be very difficult for the MOH to.boost public hospital

occupancy rates to level of 80% or beyond in the near future. 
 Evidence that is
 
available suggests that even private hospitals, on the average, are achieving

only 60% occupancy.
 

If private sector hospitals were identical to the public sector hospitals,

whose costs are hypothetically described by Table 3.8.2.1 above and are operating
 
at only 60% occupancy and yet are receiving on the average only LL 300, per

patient day, clearly private sector hospitals would be losing money at the rate
 
of LL 34,per patient day. It is possible that most private sector hospitals earn
 
sufficiently higher rates on private patients to cover losses on public

patients. It is also likely that many private hospitals are charging

excessively. Since many private hospitals are voluntary, capital replacement

will more than likely be accomplished through charitable contributions at soma
 
point in the future. In the case of other private hospitals, it is probably that
 
little or no concern is placed on capital replacement at all, hence total
 
operating costs are underestimated.
 

In order to determine the implications of the construction and operation of
 
3000 additional public hospital beds for private sector reimbursement, we have to
 
determine the impact of public hospital bed expansion on private sector 
admissions, patient days, occupancy rates and costs per patient days. 
In order
 
to do this, two additional assumptions are made. First we assume that the total
 
demand for hospital services remains constant. This implies that while occupancy
in the private sector initially is 60%, private hospital occupancy will decrease 
as more public beds are added. Second, we assume that operating costs are the
 
same in both the private and public health sectors. This last assumption allows 
us to draw on the information presented in Table 3.8.2.1 above. It also is very 
conservative from the MOH point of view, since it is the MOH contention that
 
private hospital sector costs are higher than public hospital sector costs.
 

Given that there were roughly 5200 private hospital beds in 1982, which ,,
multiplied by 365 yields 1,898,000 potential private hospital bed days of
 
service. However, assuming private sector occupancy at 60%, the total number of 
private sector hospital days of service rendered equaled 1,138,800 (1,898,000 x
 
.6).
 

If the public sector were expanded by 3000 beds, a total of 1,095,000 (3000 
x 365) potential patient days would be added to the entire (public plus private)

hospital system in Lebanon. The analysis above has shown that in order for the
 
MOH patient day cost, allowing for replacement, to equal the LL 300 average 
patient day cost currently reimbursed to the private hospital sector, public
hospitals must achieve an average occupancy rate of 80%. This means that public

hospitals would have to provide 876,000 patient days of service (1,095,000 x 
.8). Given the assumption of fixed demand for hospital services, private sector
 
patient days of service must decline from 1,138,800 to 262,800 (1,138,000 
876,000). This would imply a private hospital sector occupancy rate of roughly 
14% (262,800 / 1,898,000). 

Glancing at Table 3.8.2.1, one sees that private sector hospital patient day 
costs would exceed LL 600. If private hospitals costs are actually higher than 
those assumed in Table 3.8.2.1 as the MOH contends, reimbursement per day of 
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patient care in the private sector would also be high.r. Thus the answer to the 
second question posed at the end of Section 3.8 is clear, namely that if the MOH
 
were to build 3000 more beds, the private hospital sqctor may well cease to
 
exist, unless public sector reimbursement agencies were willing, at least, to
 
double the rate of reimbursement paid per patient day of private hospital
 
service.
 

Some readers may object to the assumption of fixed hospital demand.
 
However, if the demand for hospital services is not constait, there is little or
 
no basis to the MOH contention that constructing and operating a greater number
 
of public hospital beds would reduce expenditures of public funds. If the demand
 
for hospital services increases as the result of expansion of public hospital
 
beds, the public is likely to end up spending more on hospital services, both
 
public and private. To the extent that public hospital costs are somehow lower
 
and that public hospitals are able to attract patients away from private
 
hospitals, patient day costs in the private hospital sector will rise requiring
 
higher reimbursements from public sector funds, thus attenuating any possible
 
cost savings to Government.
 

If Government were to contemplate replacement of hospitals over a longer
 
interval of time, say 30 years, obviously total operating costs would be lower,
 
and the case for building more public hospitals, on the surface, would appear
 
stronger. However, public hospitals that are older than 20 years, even if well
 
maintained, are not likely to be able to offer a level of qualilty of service and
 
amenity sufficient to be able to compete effectively with an aggressive and 
rapidly growing private hospital sector. Thus we rule out longer replacement
 
periods.
 

The answer to the third question posed at the end of Section 3.8 concerns
 
what it would cost to build and operate 3000 additional public hospital beds.
 
Given the assumptions stated in Section 3.8.1 above, Table 3.8.2.2 below presents
 
a summary of this information, also showing admissions and patient days as well
 
as costs, all according to occupancy rate. Note that the total initial costs or'
 
constructing 3000 new beds is assumed to be LL 1.32 billion (LL 440,000 x 3000)
 
and that roughly LL 87.0 million must be set aside and invested annually for
 
capital replacement (LL 28,893 x 3000), see column (5) of Table 3.8.2.2. 

Table 3.8.2.3 below presents cost projections according to levels of 
occupancy, assuming that recurrent medical costs per patient day excluding costs 
of capital replacement, previously assumed to remain constant at L 200, grow at
 
a rate of 10% compounded annually. All other assumptions remain the same as in
 
Table 3.8.2.2.
 

3.9 Sumary of Financial Sector Problems and Issues and Implications for Policy 
Aside from the various problems and weaknesses that exist with regard to 

health care financing mechanisms in Lebanon, it is clear that health sector 
issues go far beyond the need for consolidating the activities of financial 
agencies. Such a consolidation would provide many benefits, but in order to have 
maximum impact, financial policies must be linked to and thereby reinforce an 
overall health sector strategy and policy that is realistic in the Lebanese 
context.
 

The current policy of the contemplated massive expansion of the public
 
hospital sector, while on the surface has considerable appeal, appears to present
 



Table 3.8.2,2
 

Costs of Operating, Admissions, Patient Days Associated with 3000 Public 41ospital Beds,
 
According to Level of Occupancy
 

(1) (2) (3) (4) (5) (6) 

OCCUPANCY 
(%) 

ADMISSIONS PATIENT DAYS RECURREIT COSTS 
EXCLUD. CAPITAL 

AMORTIZED CAPITAL 
REPLACEMENT COSTS 

TOTAL COSTS 
(LL.H) 

(LL.M)* (LL.H) 

20 36,500 219,000 43.8 87 130.8 

40 73,000 438,000 87.6 
 87 174.6
 

60 109,500 657,000 131.4 87 
 218.4
 

80 146,000 876,000 125.2 87 
 262.2
 

100 182,500 1,095,000 219.0 
 87 306
 

*Patient days x LL200.
 

Source- Calculations of the authors.
 



Table 3.8.2.3
 

Projections of Costs by Level of Occupancy, Assumtng 10 Compound Annual Growth
 
in Recurrent Medical Costs Excluding Capital Replacement
 

OCCUPANCY RATE 1. RECURRENT COSTS EXCLUDING CAPITA * 2. TOTAL COSTS** 

(Z) (LL.H) (LL.H) 

5 yrs 10 yrs 15 yrs 20 yrs 5 yrs 10 yrs 15 yrs 20 yrs 

20 70.5 113.4 182.2 294.6 157.5 200.4 262.9 381.6 

40 141.0 226.9 365.7 589.1 228.0 313.9 452.7 676.1 

60 211.6 340.3 548.6 883.7 298.6 427.3 635.6 970.7 

80 282.0 453.8 731.5 1178.2 369.0 540.8 818.5 1265.2 

100 352.6 567.2 914.3 1472.8 439.6 654.2 1001.3 1559.8 

*Recurrent costs per patient day are LL322, LL518, LL835 and LL1345 at the end of 5, 10, 15 and 20 years respectively
 

**Total.of recurrent costc excluding capital, plus LL87.0 Million of annualized capital replacement costs.
 

http:Total.of
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considerable strain on GOL fiscal, administrative, and management capacities.
 
This is not to say that a case cannot be made for constructing some additional
 
public hospital beds. However, this is to say that the economic rationale for a
 
large expansion of public hospital bed capacity is, neither compelling, nor
 
justified. Thus, it appears to the authors that the GOL ought to give serious
 
consideration to various alternative health sector development policies, that
 
would be less demanding of public sector resources.
 

In addition, it would be extremely useful if financial management were
 
strengthened and reformed in a manner so the resulting financing mechanisms would
 
assist in furthering the attainment of health sector rehabilitation and
 
development goals. Given the current situation existing in Lebanon, a great deal
 
can be said for Government's adoption of a strong regulatory posture with respect
 
to the private medical sector. A large volume of public sector reimbursement
 
does not necessarily put Government at a disadvantage vis a vis the private
 
medical sector. In fact, it presents Government with an opportunity to use
 
financial reimbursement broadly as an instrument of health sector policy. The
 
blements of such a broad policy are elaborated in the immediately following
 
section of this report specifying th~e authors' conclusions and recommendations.
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4.0 	Conclusions and Recommendations
 
Recommendations are presented in subsections 4.1 and 4.2. 
 Subsection 4.1
 

presents what the authors feel are essential necessary strategies for improving

the current health services delivery system. 
These we call system imperatives.

Subsection 4.2 presents 
an overall financial strategy that encompasses most of
 
the system imperatives presented in Subsection 4.1. 
 This 	financial strategy

consists of establishing and operating what the authors of this report call a
 
"National Health Security System" (NHSS).
 

4.1 	System Imperatives
 
Minimal essential strategies necessary for improving the performance of the
 

Lebanese health services delivery system are listed and elaborated individually
 
below. '
 

4.1.1 Health Sector Policy
 
In reviewing existing health sector financing mechanisms, various weaknesses
 

have been identified. However, the authors 
are very much aware that changes in

financial mechanisms alone can do little to 
improve the health services delivery

system. 
In order for the financial incentives that are incorporated into a
 
system of financial mechanisms, policies and procedures to assist in improving

the performance of the health care system, there must be consistency between the

policies being implemented by both medical and financial decision makers. 
Thus
 
the policies that are required in order for the recommended financial strategy to

have maximum supportive effect must be presented clearly prior to specifying a
 
cost 	effective financial strategy that is consistent with the allocation of GOL
 
resources, demand and supply factors, lost containment and other elemencs.
 

Due to various factors, partly arising as a result of the war, Lebanon has a
 
vigorous private health sector that is rich in resources, both physical and
 
professional. In planning, budgeting and forming policies for the future, the
 
GOL should view both private sector and public sector health resources in the
 
same 	light, as potentially being mobilized toward assisting the government in
 
meeting the health needs of the population. In doing so, comparatively less
 
emphasis should b( placed on expanding public sector services delivery systems

and greater commitment and will should be devoted to regulating the private

health sector in a fashion which brings it into a more effective partnership with
 
government in achieving the nation's health sector goals.
 

There is a need for public health facilities and publicly provided medical
 
services to cater for the needs of the population for specialized services and to
 
cater for the needs of the poorest of the poor. Reliance cannot be placed on
private sector to provide all the health services that a nation needs, because

the
 

there are not sufficient private incentives to do so. In the interests of

placing the public hospital sector on a firmer financial footing, there is need
 
to allot government hospitals to admit strictly private patients and to receive
 
reimbursement for services rendered to eligible patients. 
However, there is no
 
reason in principal, particularly from an economics perspective, not to rely on
 
the private health sector to provide the bulk of medical services, if efforts are
 
made 	to 
insure that the private health sector behaves responsibly.
 

Principal reliance on private sector provision of health services is
 
appropriate in Lebanon, given the-nation's strong commitment to private

enterprise and the fact that 80-90% of health services are currently being

rendered by the private health sector. 
However, greater emphasis should be
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placed on effective regulation that improves quality of service, medical practice
 
and performance and which serves to contain costs, and reduce duplication of
 
facilities and other types of wastage throughout the.system, both public and
 
private. This policy is recommended in contrast to an apparent and contemplated
 
GOL policy of expanding the public medical care facilities so that it can mor3
 
effectively "compete" with the private health sector. 
In the judgement of the
 
authors, there is no economic justification for anything other than a modest and
 
selective expansion of public sector medical facilities in the next 5-10 years.
 

Equally important, there is no economic justificaion for government to
 
tolerate intimidation and dictation from a large and powerful private health
 
sector which operates virtually in an uncontrolled fashion, serving individual
 
and private interests which may be divergent from the collective interests of the
 
Lebanese people. The private health sector should be brought under control and
 
induced to work more effectively on behalf of meeting the health needs of the
 
nation. 
 The authors admit that in certain selected cases, 1olitical imperatives,
 
in the *hort-run, may overrule objective economic and medical rationales.
 
However, in the long-run, economic and strictly medical realities ultimately
 
prevail. Thus, the general strategy recommended in this report places emphasis
 
on regulation backed up and linked to a system of financial incentives which
 
tends to harness public and private sector health resources to a common task,

namely improving the health status of the population. Specific components of
 
this strategy are presented immediately below.
 

4.1.2 Specific Components of Strategy
 
4.1.2.1 Consolidate and Unify Public Health Sector Reimbursement
 

Basically, we recommend consolidating public sector reimbursement into a
 
single entity to achieve greater uniformity of benefits and greater equity in
 
terms of assessments required to fund operations. This agency would serve as a
 
primary vehicle for giving positive or negative sanction to public and private

health sector performance, as appropriate. A large unified reimbursement agency

possessing control over the bulk of public sector funds available for payment for
 
health services delivered in Lebanon can exert sufficient power over the private
 
sector necessary to improve its performance. This agency, the NHSS, is described
 
in detail in Subsection 4.2 below. It will take some time to form and thus can
 
extend coverage to the entire'Lebanese population only gradually over the years
 
to come.
 

4.1.2.2 Rehabilitate the Public Curative Sector
 
The GOL should concentrate for the next several years on rehabilitating
 

existing elements of the public health care delivery system including hospitals,

clinics, health centers, and other outpatient facilities. The GOL contemplated.

policy to fill all gaps in the current system in order to "correct" the gaps and
 
maldistribution in existing health facilities principally through the
 
construction of new public hospitals, autonomous or otherwise, cannot be
 
justified on economic grounds.
 

Additional public hospital beds possibly could be justified on political

grounds. However, even in this case, construction of additional hospitals should
 
be preceded by a careful assessment of needs weighed against alternative
 
modalities of delivering health services (i.e., health centers) many of which may
 
involve reliance upon private sector initiatives.
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In all cases the recurrent cost implications of newly constructed facilities
 
must 	be carefully taken into account. (Section 3.0 of this report presents
 
analysis 	on recurrent costs of hospitals.) In deciding whether or not to
 
construct additional public hospitals to fill gaps determined on the basis of
 
assessment of needs, the GOL should also consider the benefit/cost implications
 
of subsidizing the private sector to take the initiative to 
fill the apparent gap

in the availability of needed health services. However, it warrants stressing
 
that rehabilitation of public sector.health facilities should be given far
 
greater emphasis than new construction.
 

4.1.2.3 	 Improve Public Sector Health Services Facility Performance
 
In addition to rehabilitation, the standard of performance of public sector
 

health facilities must be improved to make them more acceptable to consumers. As
 
a minimum, the following will be required:
 
- Improved maintenance of building plant and equipment.
 
- Develop and institutionalize a compensation plan sufficient to attract an
 

adequate 	number of committed staff of medical professionals and other staff
 
to public health facilities.
 

-	 Improve the quality of medical practice performance through developing and
 
maintaining adequate patient records, tissue committees, professional peer
 
review boards and committees to assess the appropriateness of the management

of cases of illness including diagnosis, treatment, discharge criteria and
 
follow-up.
 

4.1.2.4 	 Strengthen the Financial Base of the Public Hospital Sector
 
The Autonomous Hospital Act of 1978 and the proposed Area Health Authority
 

legislation open the door for significant opportunities for strengthening the
 
financial structure of the public hospital system. We support the thrust and
 
principles of these two acts of legislation and urge the adoption of the
 
following recommendations we understand are permitted under these legislative
 
initiatives:
 
- Permit the newly constituted NHSS to reimburse public hospitals for basic
 

medical care on the same basis as certified private hospitals.
 
-
 Allow public hospitals to admit private patients, when bed availability
 

permits, 	and receive payment for amenity services from private sources (i.e.,

out-of-pocket and private health insurance or both), over and beyond the 
level of 	reimbursement provided by the NHSS. 

4.1.2.5 	 Strengthen Primary Health Care in Both the Public and Private Health
 
Sectors
 

Greater emphasis must be placed on primary health care, including illness
 
prevention and health promotion, so as eventually to reduce the need for curative
 
services. This requires a change in the priorities and attitudes of practicing

physicians in both public and private sector outpatient facilities and treatment
 
units. Long-run solutions would include modifying medical teaching and training

curricula to give a greater emphasis to preventive and community medicine and the
 
retraining of existing doctors to impart an enhanced appreciation of the
 
advantages of emphasis on illness prevention and health promotion in medical
 
practice. However, these innovations will take time to develop, and in any
 
event, they would have to be reinforced in connection with actual medical
 
practice. The latter activity can be initiated now. The authors suggest the
 
following be required of physicians and other health professionals practicing in
 
public and private outpatient facilities:
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Require the development and maintenance of adequate outpatient records that
 
include as a minimum a brief medical history, major.physical findings,

chronological record of diagnosis and treatments, including all drugs

prescribed and all adverse reactions.
 
Require the establishment and maintenance of standards of health promotive

and illness prevention measures, including as a minimum regular physical

examinations, and appropriate immunization programs for children and pregnant
 
women.
 

4.1.2.6 Rectify the Maldistribution of Health Manpower Resources
 
Health manpower is currently concentrated in a few other major urban
 

centers. 
The Area Health Authority legislation would bring greater attention to

making health services available more broadly to the entire nation. 
But in doing

so, the directors and other managers of the systew would encounter great

difficulties in recruiting adequate numbers of health professionals to the public

system, autonomous or. otherwise. Therefore, in response to the Minister's
 
request, the authors recommend force placement of medical personnel upon

graduation and/or the adoption of a compensation plan under the legislation

giving degrees of autonov, to public sector institutions as follows:
 
- Professional compensation would consist of a package of compensation
 

components including a base salary, earnings from medical practice up to a

maximum, housing allowances, education allowances for the professional and
 
for dependent children, and a pension which would not become vested until
 
after a specified number of years of service.
 

- The package of compensation should be varied and made more attractive to
 
professionals recruited to serve in areas currently under served medically,

and which are more remote and which offer less amenity than posts located in

Beirut and other major urban centers.
 

- Compensation for performance of medical acts should be graduated so as to
 
diminish gradually as the maximum allowance compensation is reached, In the
 
interests of reducing incentives to "over supply" medical procedures.
 

4.1.2.7 Foster Alternative Private Sector Initiatives
 
Establishing a broader beneficial reimbursement mechanism by itself will


neither fully address the maldistribution of health care in Lebanon, nor improve

the quality of services. In fact, it could further stress the system by driving
 
up costs and by leading to abuses.
 

It should be noted that GOL adoption of the specific suggestions presented

in 4.1.2.7.1  4.1.2.7.3 below are not system imperatives in a strict sense.
 
Rather, it is imperative only that the GOL adopt an attitude of giving more
 
attention to experimentation with alternative ways of delivering health services

in the private sector as a useful alternative to expanding strictly public sector
 
provided health services.
 

The challenge will be to institute and support reforms and innovation in

both the public and private sectors that will make health care better distributed
 
and more comprehensive. 
The private sector has ,ifficiencies which are associated
with the free enterprise system and these possibly could be built on. Three
 
strategies are suggested for attention.
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4.1.2.7.1 Link Prepayment with Comprehensive Health Care Delivery

A problem with traditional health insurance is that carriers have little
 

incentive to control medical care costs. 
 There is little or no control over the
 
content or quality of care which typically is fragmented.
 

A private sector alternative that addresses many of these problems is to
 
link a comprehensive health care package to prepayment for a specified population
 
to be served. Providers, physicians, and facilities are organized into a
 
delivery system that guarantees to provide specified services for a pre
determined fee--hence providers are at financial risk and have an incentive to
 
maintain health and reduce costs. 
 These entities, called "Health Maintenance
 
Organizations" (HMOs) can have various arrangements between physicians, and
 
between physicians and hospitals. Such an approach to health care delivery has
 
been suggested for Area Health Authorities by Professor Bashur and is strongly

recommended for consideration by the authors of this report.
 

Establishing an HMO requires careful assessment of the potential mar!fet and 
whether'necezsary components including a management plan and physicians,
facilities, and a health aiid management information system can be organized. A
 
protocol for such an assessment is included as Annex C to this report.
 

4.1.2.7.2 	Expand Commercial Health Insurance
 
Commercial health insurance presently plays a very small role in financing


health services in Lebanon. In other countries, e.g., the U.S., some commercial
 
insurance firms recently have assumed a leading role in developing innovative
 
health care systems, including HMOs. An attempt should be made to interest a
 
major insurance company with health care experience to survey the potential in
 
Lebanon. Companies like Blue Cross and Blue Shield in the U.S. 
are non-profit

entities which could be approached to undertake such a survey and to give
 
recommendations.
 

4.1.2.7.3 	Upgrade the Management of Private Hospitals

Involvement of professional hospital management firms with private hospitals


in Lebanon could lead to a higher lev9l of patient care and reduced costs. This
 
avenue should be explored.
 

4.1.2.8 Enforcement of Legal Tariffs
 
The uniform fee and service tariff for third class services should be
 

published and managers of private and public facilities, as well as health
 
professionals, should be adequately fined or otherwise be punished for violations
 
and abuses.
 

4.2 	 National Health Security System (NHSS)
 
4.2.1 Guiding Principles:
 

Xt is the conclusion of the U.S. AID Health Sector Financing team that 
public sector reimbursement should be consolidated within a single public sector 
agency. This agency should establish a uniform reimbursement tariff, uniform 
reimbursement rates and standards for all individuals regardless of type and
 
place of employment. While it should be established as a basic principle that
 
every individual shall be entitled to receive services regardless of ability to
 
pay, it also should be established as a principle that every individual should
 
pay something for health services received, either in the form of taxes or out
of-pocket payment at the point of service delivery, or both. Ideally rates of
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individual payment would be graduated according to the income and wen!th class of 

individual members of the population.
 

The unified public sector health service financing agency, the National
 

Health Security System (NHSS), would provide uniform and standard reimbursement
 

to all citizens for a minimum set and class of services with exception only in
 

the case of military and public security forces who will receive all services
 

free and civil servants who will receive levels and qualities of services
 

commensurate with rank and grade as is the case currently. Public funds wculd be
 

made available for paying the medical expenses on behalf of the truly medically
 

indigent, who would include the very poor, and those afflicted with catastrophic
 

illness.
 

Thus with only rare exception, NHSS would provide entitlement to eligibility
 
Individuals and/or
for reimbursement for a minimum set and class of services. 


their employers may elect to buy supplemental health insurance or pay out-of

pocket ccst for greater volumes and/or higher quality services as they wish.
 

Reimbursement by the state for the minimum set and class of medical services on
 

behalf of the bulk of the population shall be paid to both public and private
 

medical services providers. Public hospitals, operating under the Autonomous 
Hospital Act (1978) and the soon to be legislated Area Health Authority Law,
 

shall have the right to accept payment from the NHSS and co-payments made by 
individuals who enter under the reimhursement coverage provided by the NHSS, as 

would also be the case for certifid private hospitals and clinics. Public 
hospitals would also have the right to treat and to receive compensation for 

services provided above and beyond the minimum set and standard of medical 

services for which reimbursement is provided by the NHSS, from either private 

insurance or direct payments by individuals. However, no public hospitals and no
 

certified private hospital would be able to refuse an individual seeking services
 

for which eligibility is entitled under the NHSS. Thus it is the responsibility
 

of the Autonomous Hospital Board and the Area Health Authority to insure that 

there is an adequate number of public and private hospital beds available in each 

region of the country to serve all citizens electing to receive the minimum set 

and standard of services for which reimbursement is eligible under the NHSS. 

4.2.2 Reimbursement Standards 
In general, the rates of reimbursement for hospital services would be based
 

on the recently established uniform hospital tariff developed by the Task Force 

on Health Care financing, MOH. This tariff applies to what is now called "third

class services".
 

In connection with establishing the NHSS, the term third-class service shall
 

be replaced with the term basic medical care. Thus hospital services in either
 

public or private hospitals would be of two types, basic medical care services
 

for which all citizens are entitled for reimbursement, and extra services of an 

amenity sort which individuals may elect to receive and to pay for entirely from 

private health insurance or out-of-pocket or both, if applicable. The NHSS shall 
pay 85% of the costs of basic medical care rendered in certified private 
hospitals with the patient paying the remainder. In the case of the true
 

medically indigent, the patient shall be required to pay a maximum of LL 500. 
Cases of medical indigency shall be certified by the Director of the NHSS, after 

a review of the income and wealth status of thb individuals of concern. 
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Members of the army and the public security forces would receive basic
 
medical care hospital services free at military hospitals, and in certified
 
private hospitals in the absence of the availability.of military hospital

services, with officers receiving levels and qualities of service commensurate
 
with rank as is the case currently. Contract military and public security force
 
employees and their dependents would be covered by the NHSS and thus be eligible

for reimbursement for basic medical care services received in public, including

military hospitals, and certified private hospitals at the same rates as all
 
other Lebanese citizens.
 

Thus military officers -mdcivil servant employees would be entitled to 
reimbursement of leyels and quantities of services as current ranks and position 
warrant in the current system. 

Outpatient services would be reimbursed at 70% of cost to all persons

covered by the NHSS with service being rendered in public and private hospitals,

clinics, health centers; dispensaries, or physician offices as patients may

choose. Contract military or public security forces employees and their
 
dependents would be eligible for reimbursement of 70% of out-patient services
 
rendered at military medical facilities as well as at other public and private
health services delivery units.
 

In true cases of medical indigency, full costs of outpatient medic..
 
services would be paid by the NHSS, if approved by the Director after a review of 
the income and wealth circumstances of the individuals of concern. Both the 
level of reimbursement of the costs for inpatient and outpatient service-, 1vould
 
be reviewed and possibly adjusted periodically. 

4.2.3 	 Organization and Activities
 
The NHSS would consolidate 
 and administer the medical cost reimbursement 

activities currently conducted by the Union of Civil Servants, the Army and
 
Public Security forces, the MOH and the NSSF. Figure 4.2.3 below illustrates
 
some of the salient features of the NHSS, proposed activities, and its
 
relationship to the public and private health sectors.
 

The organization tasks and functions of the NHSS are briefly summarized 
below. However, before summarizing these matters, it should be noted that prior
to establishing the NHSS, government should have adopted a uniform single 
standard fee and service tariff. 
Second, government must have demonstrated its
 
will and commitment toward supporting the NHSS in enforcing the uniform tariff,
improving the quality of medical care in both the public and private sectors, and 
to punishing private and public sector abusers of the uniform tariff by
withholding reimbursement in such cases. Third, the government must also be 
willing to support the NHSS in denying reimbursement to medical services 
providers who do not meet minimum standards of services and medical performance. 

Although not imperative, it would be helpful if Government were to commit 
itself to assisting private and public sector medical services providers to 
upgrade services and standards, offering loans for these purposes, if need be the 
case. It would also be useful if Government committed itself to fostering new 
private sector initiatives including establishing HMOs and innovative private
health insurance plans that incorporate reasonable standards of quality and cost 
containment features. And it would be helpful if Government allowed the NHSS to
reimburse medical services costs above uniform tariff rates in selected cases in 

http:availability.of
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which public and/or private sector medical services delivery groups expand
 
services of appropriate quality into areas currently medically underserved.
 

It should also be noted that Government should prescribe the appropriate
 
staffing of the new NHSS in the law establishing the agency. This condition
 
would be met by the development and necessary legal approval of a staffing plan
 
or protocol that establishes the necessary posts and terms and conditions of
 
employment and training that would be necessary to recruit and retain required
 
staff in the NHSS. Some personnel and staff could be transferred to the NHSS
 
from 	existing agencies or reassigned within their respective agencies, as
 
appropriate.
 

The newly constituted NHSS should acquire appropriate staff and develop an
 
organizational configuration that is adequate to perform its functions. The core
 
of the new NHSS staff would be the existing staff of the NSSF. It is impossible
 
for the team to design the new agency and to determine staff needs at this
 
time. However, certain'activities vital to the NHSS are very clear. The nature
 
of these activities is discussed here in terms of possible offices or
 
directorates 'hat are likely to be established by law. Each of these key offices
 
and principal activities are listed and briefly discussed below:
 

4.2.3.1 Auditing and Cost Verification
 
This office would be staffed with medical inspectors, accountants, and
 

clerical personnel, who would verify the appropriateness and accuracy of
 
billings, identity of patients and their receipt of services, and other matters
 
relating to auditing and cost control.
 

4.2.3.2 	Office of Facility Certification,and Rate Setting
 
This office would certify eligibility of private hospitals for
 

reimbursement, classify hospitals according to meeting medical standards for
 
providing the basic medical care services and establishing rates of reimbursement
 
for types of hospitals according to staffing patterns, availability of services,
 
utilization and medical practice and performance standards. 

4.2.3.3 Quality Assurance 
It is vitally important that reimbursement be linked to quality assurance of 

medical practice and performance. This requires that quality assurance programs 
be required and introduced gradually over time in order to develop and maintain
 
medical performance and practice standards. Development and maintenance of such
 
standards and their gradual improvement over time would be made a condition or
 
requirement for institutional or individual physician eligibility for
 
reimbursement by the NHSS. Example of medical practice and performance standards
 
activities would include maintenace of standards concerning:
 
- adequate medical records
 
- reasonable length of stay
 
- reasonable numbers of various types of operations and procedures
 
- reasonable drug prescription by type and volume
 
- tissue committee and utilization review criteria and procedures.
 

4.2.3.4 Data Collection, Analysis and Systems Monitoring
 
This office would be primarily concerned with regularly collecting data
 

concerning numbers of beneficiaries, utilization, and costs of all elements of
 
the system. This would include monitoring accurate cost information by each type
 
of inpatient and outpatient medical service activity for all facilities and
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individual providers both public and private. 
This group would work closely with
 
the Health Planning Unit, the AHA Directorate and the Medical Care Directorate in
 
the MOH. The NHSS would periodically publish and distribute analyses of data and
 
information through government and private sector channels.
 

4.2.3.5 Office of AHA Liaison 
The NHSS, in some cases, would be involved in negotiating with and paying


lump-sum payments to AHAs. 
In any case, information concerning the reimbursement 
of the costs of health services provided to public and certified private health 
providers located in a functioning AHA would be provided to AHA authorities to 
assist them in planning, organizing, and implementing comprehensive health 
programs, in their areas. Also, the NHSS could encourage the formation of HMOs 
providing start-up grants and technical assistance within AHA regions if this is 
regarded as desirable. Such HMOs would involve prepayment for a comprehensive
package of health services including preventive and promotive as well as curative
 
services. This office also could make recommendations to the Director concerning

the advisability of making loans to private medical sector groups to enable them
 
to meet certification standards or to provide, within these standards, additional
 
services deemed to be necessary and justifiable. It could also advise the
 
Director on the advisability of paying higher than standard tariff rates to
 
public and private health service providers who are expanding service delivery

into medically underserved areas. 
This office would also advise the Director on
 
the appropriateness of private sector initiatives generally, including innovative
 
private health insurance policies and programs. 

4.2.3.6 Office of Loans for Quality Improvement and Rehabilitation 
This office could be created if, and only if, it is judged to be desirable
 

for the GOL to provide loans to the private sector to upgrade quality of care and
 
to foster private sector initiatives. Such a loan progr-am is not essential to
 
the overall financial reform activity which would be the central thrust of the 
NHSS. If a loan program weve established, this office would assist public and 
private sector providers to meet quality medical practice and service perfomance 
standards and to rehabilitate facilities and services damaged by war. In the 
event contracts (and certification) are cancelled between the NHSS and private
providers, a determination would be made as to the need for a loan to the private
provider which would enable it to meet the necessary standard in a reasonable 
time. Rehabilitation of either public or private facilities would be determined
 
on the basis of strict assessment of needs for services in a particular area.
 
When considering the rehabilitation of public sector facilities, attention would
 
be given to existing private facilities and to the cost implications of
 
subsidizing private sector initiatives as contrasted to rehabilitating existing

public facilities. 

4.2.4 Costs and Revenues: Some Alternatives
 
4.2.4.1 Estimation of Costs of Complete Coverage.
 

Both cost and attendant revenue estimates are extremely difficult to provide
at this time. However, in the interests of providing some rough figures to use 
as a basis for further planning and thinking toward establishment of the NHSS,
the team provides some tentative cost projections based on data provided by the 
NSSF. The data are based on actual operating experience during 1982, adjusted to 
incorporate the effects of adopting the new uniform fee tariff developed by the 
Task Force on Health Care Financing, MOH. 
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The ultimate goal of the NHSS would be to extend coverage to roughly 35% of 
the population (1.0 million people) who currently are not directly covered by any
 
public sector reimbursement agency other than, possibly, the MOH.
 

The NSSF data are based on the utilization and reimbursement experience of
 
the 215,000 insureds in the program in 1982. The basic unit is the insured who
 
is employed in the private sector and whose wage currently is assessed at the
 
rate of 1.5%, while the employer contributes 5.5%. The maximum contribution
 
required of an employee is LL 750 per annum. Dependents of insureds, including
 
wife if unemployed, husbands of working wives if retired or invalid, children
 
(attached to the husband's entitlement unless wife is working and husband is
 
deceased), and aged dependents 60 years of age or older if living in the
 
household of the insured, all are entitled to the same benefits as the principal
 
insured. Taking account of all dependents in the system, on the average, there
 
are two dependents who are additional beneficiaries to the total number of
 
insureds, all of whom have the same coverage as insureds.
 

The total population of beneficiaries is 215,000 x 3 (insured plus 2
 
dependents) or 645,000 persons. This population represents 21.5% of a total
 
estimated population of 3 million and 23.5% of the 2.75 million total number of
 
Lebanese estimated currently to be living in-country.
 

Some have concluded that NRSF data indicating only two dependents per
 
insured, are not representative of the total population. They seem to feel that
 
the population is comprised essentially of families consisting of a working male,
 
a wife and an average of 3.6 dependents.
 

This is a misconception. In fact, only a fraction of the eligible
 
population is married, and the rate of marriage has been delayed drastically due
 
to economic circumstances produced by the war. Also no one really knows what the
 
demographic structure is currently. The social pattern that will emerge after
 
eight years of war is not entirely predictable. Thus, if one takes into account 
that both working wives and husbafids appear as individual insureds in NSSF data,
 
the population representativeness of the NSSF is probably quite good.
 

The last point is rather compelling. Given that a family consisting of a 
working wife, and a working husband and three children would appear in the NSSF 
data as two insureds plus three dependent children, the average number of 
dependents per insured in this case would be 1.5. Given that there is L large
proportion of unmarried persons of working age in the population, it is easy to 
see that on the average each working insured may well have only two dependents. 

In actuality, workers covered under NSSF are 75% male and 25% female. 
Of
 
the men, 43% are married with a wife and children. And overall, the average
 
family does have five members.
 

While those covered by the NSSF consist largely of urban workers, the actual 
family composition appears to compare favorably with the general population with 
the exception of rural agriculturalists who are known to have more children per 
household than urban families. However, in looking at rates of medical services
 
utilization by categories of individuals covered by the NSSF, the expected days 
of hospitalization are distributed as follows: 
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Insured men or women .35 
Dependent wife .85 
Dependent child .14 
Dependent parent 

or other relative .82 

Thus comparing rates of hospital utilization, children have very low
 
utilization. Extrapolation of these data to cover all Lebanon including
 
agriculturalists is likely to overstate utilization, not understate utilization
 
as some fear.
 

While there may be other elements of non-representativeness in the NSSF
 
data, these cannot be established. Any appropriate adjustments can not be made, 
due to the present lack of demographic and social pattern data which do not exist
 
in Lebanon under current circumstances. Thus while there are some shortcomings 
in the NSSF data, they appear to be the best available on which to base
 
projections of the costs of an expanded health care reimbursement system.
 

4.2.4.2 	Costs of NSSF System Extrapolated for All of Lebanon
 
A detailed breakdown of the costs of the NSSF 1982 population, adjusted to
 

reflect the new uniform tariff, is presented in Table 4.2.4.2.1 below. This 
shows the costs of the NSSF in reimbursing its insureds in the year 1982, with 
cost adjusted upward to reflect the adoption of the new uniform tariff of fees, 
services and procedures. The data are presented on the basis of costs per 
insured (215,000 persons). The costs per insured a.,e LL 760. Mr. Gaston 
Cordahi, Chief Actuary, NSSF and the Team Leader worked out the necessary 
calculations required to estimate the costs of providing third class coverage to 
the entire Lebanese population of 3 million persons, using costs and expected 
rates of utilization as presented in Table 4.2.4.2.1. 

Rates of utilization in the 1982 NSSF population are 5.5 medical
 
consultations or visits, .93 hospital bed days for illness, and .155 hospital bed
 
days for maternity per insured, respectively. The cost of hospitalization is
 
LL 282.9 per insured, which includes costs of wife (or husband) and other
 
dependents (including children) who are covered at the charge of the insured.
 
The total of hospital bed days is the sum of days of hospitalization for illness
 
and the number of days of hospitalization for maternity. Hospital bed days for
 
illness per insured plus hospital bed days for maternity per insured is .93 plus 
.155 or 1.085. Dividing the total cost of hospitalization per insured, LL 282.9 
by the total bed days for illness and maternity per insured yields an average 
reimbursed cost per hospital patient day of LL 260.24 per insured. To this must 
be added LL 12.20 which is the cost per day of hospitalization per insured
 
incurred in connection with persons treated abroad, yielding a total cost per

hospital day of treatment per insured of LL 272.92. The result is a cost per 
hospital day per insured that includes the weighted costs of hospitalization for 
illness, maternity and treatment abroad of persons covered by the NSSF. 

Two aaditional factors were taken into account in arriving at a final cost 
per day of hospitalization per insured. First, 7% was allowed for administrative 
overhead and 5% was allowed as a safety factor. The resulting figure, LL 272.92 
x 1.05 x 1.07 yields LL 306.62 as the cost per day of hospitalization per 
insured. Dividing 1.085 (the total of hospital days for illness and hospital 
days for maternity per insured) by the average number of insureds plus dependent 
beneficiaries, 3, yields .36 as the average number of days of hospitalization per 
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Table 4.2.4.2.1 - NSSF Costs: 1982 (LL) 

I. Ambulatory Care Per Insured/year 

Consultations - Visits 24.04 x 5.5 c.v. = 132.22 

Medical procedure 3.5 x " = 19.25 
Drugs 46.0 x " = 253.0 

Laboratories 5.33 x " = 29.32 
X-Rays 4.07 x = 22.39 
Various 0.15 x " = 0.82 457.0 
Maternity (outside ospital) 329.0 x " = 4.93 4.93 461.9 

II. Hospitalization 

Care at the hospital 

Bed. 60.44 x 0.93 = 65.51 
Dr. Visit at hospital 17.40 x r = 16.18 
Drugs 36.92 x " = 34.34 

Laboratory 18.11 x " = 16.84 

X-Rays 13.77 In = 12.81 

Serum 5.08 x " 4.72 
Oxygen 2.68 x " = 2.49 
Cast 1.78 x " = 1.66 154.55 

Medical Acts & Surgery 

Acts (surgery 43, 11 and 
Med 28, 27 60.67 x 0.93 56.42 

Operating Room 16.49 x " 15.34 

Anesthesia-Reanimatio 11.88 x " 11.05 82.81 

Maternity 

Bed 70.44 x 0.155 = 10.92 

Act in Maternity 144.10 x " = 22.33 

Various (delivery room 
Nursery) 79.32 x " = 12.30 45.55 282.9 

Other 

Treatment Abroad 13.24 

Funeral Fees 2.2/yr 

Total Coat Per Insured 760.24 

Source: NSSF 
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beneficiary based on the 1982 operating experience of the NSSF. 
 Multiplying this
 
rate of expected bed days per person tim3s a population of 3 million people (.36

x 3 million) yields 1.08 million expected patient days of hospitalization for
 
illness and maternity for the total population. (Note that assuming that
 
hospitals operate at 80% capacity occupancy, each bed could provide .8 (365) or
 
292 patient days annually. Dividing 1.08 million annual bed days by 292 yields

3698 as 
the number of hospital beds needed to serve a population of 3 million in
 
Lebanon assuming no differences in the pattern of illness and rates of
 
utilization between the entire population and that experienced by the NSSF in
 
1982. Clearly, location factors, travel considerations, and pockets of need must
 
be taken into account. However, it is very hard to make the case that the

existing 6400 beds, fully and effectively rehabilitated and operating, could not
 
meet the, bulk of the needs of the Lebanese people for general acute hospital
 
services).
 

Given that the cost per hospital day including costs of illness, maternity

and allowing for administrative costs and an element of safety and treatment
 
abroad is LL 306.62, multiplying this by 1.08 million annual bed days, yields

LL 331 million needed for reimbursement for hospital inpatient services on behalf
 
of the entire population.
 

Table 4.2.4.2.1 reveals that the NSSF population consumed 5.5 outpatient

consultations or visits per insured in 1982. 
 Dividing 5.5 by 3 yields 1.83 as
 
the number of outpatient consultations or visits per beneficiary in the NSSF in
 
1982. 
 Also Table 4.2.4.2.1 shows LL 457 as the cost of ambulatory care per

insured with the exception of maternity. The NSSF pays 100% of the cost of
 
maternity services, if rendered outside a hospital. 
This cost includes prenatal,

antenatal, and delivery charges plus medicines prescribed by midwives, and on
 
average is LL.329. This cost when multiplied by .015, the frequency of
 
occurrence of this expense per insured, yields an additional outpatient cost per

insured of LL 4.93. Adding LL 457 and 
 4.93 together gives the total of
 
outpatient services per insured as LL 461.9. 
Total outpatient costs per insured
 
of LL 461.9, when divided by 5.5, yields LL 83.98 as the average cost of
 
outpatient medical services per NSSF beneficiary in 1982.
 

Multiplying 1.83 (the average number of outpatient visits per beneficiary)

by a population of 3 million yields 5.5 million outpatient visits annually.

Multiplying this number by LL 83.98 (the average cost per outpatient visit)

yields LL 461.9 million as the total cost of outpatient care for a population of
 
3 million whose utilization, health needs, and rates of medical costs are the
 
same as 
the NSSF population in 1982. If a contingency allowance of 5% and 7%
 
administrative overhead is added, the resulting figure (LL 461.9 million x 1.05 x
 
1.07) is LL 517.9 million. The total cost of outpatient and inpatient medical
 
services reimbursement that would be required to expand NSSF coverage to a
 
population of 3 million (LL 331 million plus LL 517.9) rounded to the nearest
 
million is LL 849 million.
 

However, the current population living in Lebanon is estimated to be
 
2.75 million, not 3 million. Thus the costs of expansion of coverage to the
 
immediate population would involve less cost if 250,000 fewer persons need to be
 
covered. 
The reduction in the costs of inpatient hospital services uitlization
 
would be .36 x 250,000 x LL 306.62, the average cost per day, or LL 27.6
 
million. 
The reduction in the cost of outpatient services cost reimbursement
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would be 1.83 expected outpatient visits x 250,000 x LL 83.98, the average cost 
for outpatient visits, at LL 38.5 million.
 

An additional 35,000 persons would be covered strictly by the military

health services. Contract employees and dependents only would be covered by the
 
NHSS. This additional cost reduction on account of inpatient service3 would
 
equal .36 x 35,000 x LL 306.62 or LL 3.86 million. Cost reductions on account of
 
reduced outpatient services on behalf of military would equal 1.833 x 35,000 x
 
83.98, or LL 5.38 million.
 

While part of the outpatient medical services needs of an estimated 195,000
 
persons are served by dispensaries operated by the OSD, no subtraction is made
 
due to the fact that while 8.0 million of state funds are spent on these 
programs, OSD units provide social services in addition to outpatient health
 
services. Allowance could be made for outpatient services providod in municipal

dispensaries, representing LL 20 million of outpatient services in 1982.
 
However, the authors do not feel that they know enough about these facilities and
 
dispensaries to take them into account at this time. 

The sum of cost reimbursement needs to cover the nation through the NHSS
 
would be reduced by 75.3 million (LL 26.5 and LL 39.5 million for inpatient and
 
outpatient costs due to 250,000 Lebanese currently living out-of-country and
 
LL 3.86 and LL 5.38 million on inpatient and outpatient services provided to
 
35,000 million and public security force direct hire).
 

One may conjecture as to the desirability of excluding the very rich 
estimated at 5% of the total pcpulation or 150,000 persons. If this were done, 
additional reimbursement cost savings of 16.6 million (.36 x 150,000 x LL 306.62) 
on inpatient copts and LL 23 million (1.83 x 150,000 x LL 83.98) on outpatient
costs could be effected. Summary data of reimbursement cost estimates of the 
NHSS according to different levels of population coverage are presented in Table 
4.2.4.2.2 below.
 

4.2.4.3 	Estimation of Revenues Needed and Sources
 
As presented in Section 3.2 of this report, the public sector and the
 

private insurance sector, (the latter defined to include self-insured and private

health insurance plans), spent an estimated 551 million in 1982 on health
 
services. This figure includes the sum of the entire MOH budget, and outlays

made 	 by the NSSF, UGCS, Military, OSD, municipalities and the private insurance 
sector. However, for the purposes at hand, one must look at revenue sources
 
available solely for reimbursement of third class health services delivered.
 
Also we exclude municipalities, OSD, and the private insurance sector. 
Table
 
4.2.4.2 below presents a summary of revenues immediately available for
 
reimbursement of third class health services.
 

In Table 4.2.4.2.3, the LL 160 million transferred from the MOF to the MOH
 
as part of the latter ministry's budget is a clear-cut cost-pass-through from the 
public sector to the private health sector. The case of the NSSF is a bit more
 
complicated. NSSF officials report that, under normal conditions, NSSF 
collection from wage assessments yields approximately LL L44 million annually.
Unfortunately, due to war, the NSSF was not able to make full collections last 
year. However, indications are that by the end of the year monthly wage

assesoment collections were at the appropriate level and may be presumed to 
continue at the appropriate level rate to yield roughly LL 144 million on an 



Table 4.2.4.2.2 - Summary of Estimates of NH1 Costs by Level of
 

Population Coverage
 

Total Population(m) Excluded Level of Population(M) 
Inpatient Costs(LL) Outpatient Cost(LLM) Total Costs(LLM)
 

1. 3.0 	 0 
 331.0 
 17.9 	 849.0
 

2. 2.75 	 250,000 out-of-country 
 303.4 	 179.41 782.8
 

3. 	 2.40 250,000 out-of country plus 35,000 299.5 q74.0 773.5
 
military and public security force
 
direct hire 

4. 2.25 	 All as in 2 and 3 above plus 150,000 282.9 	 451.0 
 733.9
 
"rich"
 

Source: Calculations of 	the authors primarily based on NSSF data. 

w
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Table 4.2.4.2.3 - Summary of Estimated Public Revenue Sources 

Agency Revenue Sources volume of Revenues (LLM) 

MOH MOF 160.0 

NSSF 

A. Payroll Taxes 144.0 

B. MOF 36.0 

Military MOD 50.0 

UGCS Payroll Taxes 50.0 

440.0 
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annual basis. The second element of NSSF revenue presented in Table 4.2.4.2.3 is
 
paid by the MOF which by law is equal to 25% of NSSF expenditures. Given LL 144
 
million of expenditures the second NSSF revenue component is LL 36 million (.25 x
 
LL 144 million).
 

Note that although actual expenditures of the NSSF were estimated at LL 144
 
million in 1982, the new uniform fee tariff adopted by the Task Force on Health,
 
Financing, MOH, is estimated to add to NHSS expenditures by about LL 19 million
 
in 1982 operating expenditure. Thus the total 1982 NSSF expenditures would have
 
been 	LL 163, had the new fee schedule been in effect. Based on the theoretical
 
expenditure of LL 163 the MOF would be obligated to pay the NSSF roughly LL 41
 
million (.25 x LL 163 million).
 

The level of revenue available to the new NHSS from military sources, LL 50
 
million, consists of an estimate of payroll tax assessments that would be
 
required for the NHSS to reimburse the medical costs of contract employees, and
 
dependents of both military and security force direct hire and contract
 
employees. This could be paid by the MOD as a lump-sum annually to the NHSS,
 
that 	is'calculated on the basis of the average rate of revenue collection per
 
NSSF 	beneficiary. For example, if the total payroll tax assessment of the NSSF
 
is LL 144 million on behalf of coverage for 645,000 beneficiaries, the rate the
 
MOD would pay for each military contract employee and/or dependent would be
 
LL 223 annually (LL 144 million ' 645,000) multiplied by the number of persons 
covered. Since the military services currently covers 250,000 persons of which
 
35,000 are military, a total of 215,000 persons would be covered by the NHSS at a
 
rough cost of LL 50 (LL 223 x 215,000 plus an allowance of roughly LL 2 for extra 
allowances according to rank privileges. 

The LL 50 million for UGSC could also be paid by the NHSS on the same basis 
as military contributions. The UGSC currently covers roughly 220,000 persons 
including civil service direct hire and dependents. Total contributions would be 
roughly LL 50 (LL 223 x 220,000 plus an allowance of roughly LL 1 million for 
amenity services commensurate with the high rank and status of certain civil 
servants. 

4.2.4.4 Revenue and Cost Imbalances a±±d Some Options
The analysis of the two preceding sections reveal that there would exist
 

imbalances between revenues and costs if the new NHSS were established
 
immediately and coverage were expanded to include persons not covered by any
 
existing system. These imbalances vary depending on the contemplated population
 
coverage. The corresponding estimated levels of expenditures, costs, revenues,
 
and estimated shortfalls (or deficits) are summarized in Table 4.2.4.4 below. 

Table 4.2.4.4 reveals that there are significant shortfalls between costs 
and revenues if efforts were made to establish of NHSS immediately or even in the 
near future, unless ways can be found to either increase revenues or reduce 
costs. Various options are explored below. 

4.2.4.4.1 	 Coverage Options
 
Although it may not be politically feasible, cost reimbursement levels could
 

be scaled down. Restrictions could be placed on the maximum number of days of 
hospitalizatioi and outpatient visits for which reimbursement would be provided

annually, and the number of maternity cases for which reimbursement is allowable 
per family, the latter restriction encouraging family planning. Restrictions
 



Table 4.2.4.4 -
Cost, Revenues, and Deficits By Population
 

Coverage of NHSS
 
Population Coverage(M) 
Population Excluded(M) 
Total Cobts(LLM) Revenues(LLM) Deficit(LLM)
 
1. 3.0 
 0 
 848.9 
 440.0 
 408.9
 
2. 2.75 
 250,000 out-of-country 
 782.8 
 4140.0 
 342.8 
3. 2.4 
 250,000 out-of-country 
 773.5 
 440.0 
 333.5
 

plus direct hire Military 
and Publio Security Forces 

4. 2.25 
 All as in 2 and 3 above 733.9 
 440.0 
 293.9

plus 110,000 "rich" 

Source: Calculations of the authors based an preceding tables. 

ON 
0o 
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could also be placed on various types of services, dental care, prosthetic
 
devices, eye glasses, etc. Reimbursement rates to hospitals could be reduced
 
gradually according to days of care rendered beyond average lengths of stay for
 
cases of given degrees of severity.
 

Population coverage should be expanded gradually with every individual being
 
required to carry a health card indicating eligibility for coverage by the NHSS
 
system. These cards could be validated annually by the NHSS upon individuals
 
presenting proof of having contributed to the NHSS system. Civil servants and
 
private sector employees covered by the NSSF coulu present documentation that
 
they are employees in good standing and are paying payroll taxes. Employers
 
themselves could be required to acquire certificates of compliance from the NHSS
 
that thei are currently complying with the payroll assessment law and supply
 
lists of employees for which payroll taxes have been paid to the NHSS system.
 

The self-employed in commercial business, service sector and agriculture
 
could gradually be brought into the system upon payment of a lump sum tax paid

annually with a stamp being affixed to the NHSS eligibility card. In this way
 
coverage could be extended gradually, with additional revenues brought into the
 
system as coverage is extended.
 

4.2.4.4.2 fevenue Enhancement Options 
Currently, insureds covered under the existing NSSF are required to pay 1.5% 

ot earnings, up to a maximum of LL 750 per annum, and the employer pays 5.5% on
 
this same wage base. The maximum employee contribution is reached at LL 50,000 
of wages per annum (.015 x LL 50,000 = LL 750). Thus to the extent that there 
are emloyees covered by the NSSF who earn in excess of LL 50,000 per annum, the 
current assessment scheme is regressive. Such a wage base assessment produces a
 
tax that is regeessive, because the total tax paid by high wage earners (earning 
over LL 50,000 per annum) is a smaller proportion of income than the proportion 
of tax paid relative to income of low wage earners.
 

A non-regressive, but proportional tax would exist if all insureds of the
 
NSSF were assessed a flat 7% of wages. A 7% proportional tax on all wage income
 
of insureds would provide a comprehensive tax assessment base. NSSF officials
 
state that the average wage of all employees covered is LL 20,400 per annum. A
 
7% proportional tax on all wage income excluding allowances would provide LL 307
 
million (.07 x LL 20,400 x 215,000) or LL 163 million in addition to the LL 144
 
currently available to the system. To the extent that there are employees
 
earning LL 50,000 or above, the law would have to be changed to require them to 
contribute 1.5% above all wages, and thus contribute more than LL 750 per annum,
 
which is currently the legal maximum, or the LL 307 million figure would have to 

-be revised downward to the extent that there are substantial numbers of NSSF 
employees currently earning LL 50,000 or above. 

The NSSF has proposed a tax on electricity as a means of raising revenues to 
finance reimbursement of the costs of hospital services. The proposal is very

appealing insofar as, on the surface, it would seem to provide a very 
comprehensive tax base, since 98% of the Lebanese have access to and use 
electrical services. However two considerations must be taken into account. 
Firtit, every ministery would like to finance its operations by levying a tax on 
such a comprehensive tax base. Second, the electricity board currently is losing
 
money (approximately LL 191 million annually). Thus taxing electrical services 
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to finance reimbursemennt of medical services does riot appear feasible at this 
time. 

"Health taxes" on cigarettes and alcoholic beverages would tend to reduce
 
consumption and thus promote public health, but could be expected to raise only

modest sums of revenue. For example, assuming that 1.5 million packs of
 
cigarettes are smoked annually, a 10% 
tax on an average cost per package at
 
LL 1.75 would yield less than LL .3 million annually (LL 1.75 x .1 x 1.5
 
million). If 100 million packs were taxed annually, the yield would be 17.5
 
million; or about 275,000 people smoking one pack a day.
 

A flat lump-sum tax on physicians who are operating private hospitals and/or

clinics would perhaps be more useful as a revenue source. Also, currently income
 
taxes on professional services are largely avoided in Lebanon. 
It is estimated
 
that income taxes in total produce roughly only LL 200.0 million annually. A tax
 
on private medical practice would also increase the attractiveness of public

service.from what is the case currently, since taxes of public servants are
 
currently withheld from wages and thus are not avoided, while physiciann in the
 
private medical sector are able to avoid paying virtually any taxes. However,

given the small numbers of physicians in the system, roughly 2,400, only a rather
 
small vlume of revenue could be raised in this fashion. A lump sum tax of
 
LL Ir.,000 per physician would yield only LL 24 million (LL 10,000 x 2400). 
 Such
 
a tax would not be fair, particularly if levied on doctors in public service.
 
However, this is not to say that physicians in private practice should not be
 
taxed more heavily using lump-sum taxes, better enforced income taxes, or some
 
combination of the two.
 

4.2.4.4.3 Summary of Options
 
Summing up revenue enhancament options, revenue sources of greatest

significance seem to exist in the area of levying a completely proportional tax 
on insureds covered by what is currently the NSSF and in the absence of a wage or 
income base on which payroll income taxes may be assessed in the case of new 
entrants. 
Nesly covered persons brought into the expanded NHSS system would be
 
assessed a lump-sum entitlement fee. Shortfalls in revenues and costs as
 
presented in Table 4.2.4.4. above range from a high of LL 408.9 to a low of about
 
LL 294 million, the latter figure excluding the 250,000 Lebanese living abroad
 
and 35,000 direct hire military and public security force direct hire, and the
 
150,000 persons presumed to be rich.
 

These shortfalls would be reduced significantly if some of the reimbursement
 
restrictions were enacted as suggested in Subsection 4.2.4.4.1 above. 
However,
 
even with no reductions in services reimbursement levels, taxing all income of
 
current NSSF covered insureds would yield LL 163 million of additional revenue.
 
Subtracting this from the deficit occurring in the event that a population of
 
2.75 million persons were covered, LL 342.8 yields a deficit of roughly LL 180 
million. Since the target population of expanded coverage consists of 
approximately 1 million persons, expanded population coverage entitlement fees of 
LL 180 per capita on the average would bring estimated revenues into balance with 
costs. Those currently living abroad could be similarly assessed upon their
 
return to Lebanon, or at even a higher rate, if appropriate and possible.
 

Since many of those who are prisently not covered may be presumed to be low
 
income or even medically indigent, entitlement fees could not be uniform. Also,

t1,. State would have to provide additional funds to cover the costs of those who
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are medically indigent. Thus the NHSS needs to operate with the anticipation of
 
having a surplus over estimated costs with which to cover the cost of providing
 
for the medically indigent.
 

By present law the State is obligated to pay 25% of NSSF expenditures which
 
clearly would apply to the newly proposed NHSF. If NHSS expenditures increased
 
by LL 163 million as a result of levying a flat 7% on all wages and salaries
 
earned by employees covered by the system, the State's obligation would increase
 
by roughly LL 41 million. This in principle would provide a modest surplus of
 
revenue over costs in all cases of population coverage. The revenue, cost, and
 
surplus implications of different levels of population coverage and assessments
 
discussed above are presented in Table 4.2.4.4.3 below.
 

The analysis of revenue sources places principal reliance on private sector
 
employers and employees to finance the expansion of the NHSS system. The authors
 
do not advocate that this be done, because the burden on 
those currently in the
 
system would be inequitable. A flat 7% tax on total wages would require

contributions per insureds currently in the system of LL 1428, with .015 x LL
 
20,400 = LL 360 and .055 x LL 20,400 = LL 1122 on the average paid by employees
and employers, respectively. The LL 1428 compares with anticipated expenditures
of only LL 760 annually per insured. The analysis was undertaken for 
illustrative purposes only, showing that coverage could be immediately extended
 
and financed, if the GOL desires to do so.
 

The burden on private sector employers and employees would be lessened if
 
the State were able to enforce the current income law better and to assess those
 
currently not covered by any assessment system, roughly 1.0 million living in
 
country and .25 millio living out of country, at a higher average rate than
 
LL 175 annually as was assumed for illustrative purposes above.
 

The crux of the problem lies in the unavailability, under the current
 
situation of tax law and lack of enforcement, of an adequate comprehensive tax 
base on which to make assessments. There is also a problem in the apparent
reluctance or inability of government to determine individual levels of income 
and wealth as a basis for equitable lump-sum assessments. 

Ideally, what the authors would advocate is either a uniform per capita 
assessment, or one graduated according to expected rates of utilization, either
 
of which being tempered by considerations of ability to pay, such that the rich
 
assume part of the burden of paying for benefits accorded to the poor. In light
 
of the current fiscal structure of the GOL, such an ideal is impossible to
 
obtain. Thus we again emphasize the advisability of only gradually expanding
NHSS coverage over a period of 5-10 years, and continuing to seek ways to broaden
the fiscal basis of the system in the interests of achieving greater degrees of 
equity. 

Initially efforts could begin with merging the UGCS and the NSSF thus 
forming the nucleus of the NHSS and working out equitable benefit and revenue 
structures. £his could be done very quickly, say within one year. The next step
would be to shift the reimbursement activities of the MOH over to the NHSS. 
 The
 
final step would be to incorporate the reimbursement of the military into an 
entirely consolidated public sector medical sector cost reimbursement system
which would constitute the fully formed NESS. 



Table 4.2.44.43 
Sumaory of Added Revenue Sources and Resulting SL.pluses of NHSS
 
Depending on Population Coverage
 

(1) (2) (3) 
 (4)P' (5)
Population (M). Int'l Deficit Add, Payroll Tax Lu,p Sum Tax 
(6) (7)


Add. Cont. by Total Surplus (LLM)
+ (LLM) (LLM) (LLM) State (LLM) (LLM) (6)-(2)
 

1. 3.0 408.9 163.0 a. 180.0 (in 
 41.0 429.0 20.1
 
country)
 

b. 43.0 (out
 
of country)
 

2. 2.75 342.8 163.0 180.0 (in 
 41.0 384.0 41.2
 
country)
 

3. 2.1t 333.5 163.0 
 180.0 (in 41.0 
 384.0 50.5
 
country)
 

4. 2.25 293.9 163.0 130.0 (in 
 41.0 384.0 90.1
 
country'
 

Source: Calculations of the authors.
 

' Assumes a flat proportional payroll tax of 7% on private sector employees. 
V* Assumes an annual lump sum assessment of LL 175 on persons newly Joiiing the system: 
 a) 1 million currentlyliving in country, and b) 250. 00 currently livin 
 out of country with a lump-sum tax levied upon return.
 

04 

http:4.2.44.43
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5.0 	 Recommendations for Follow-Up Technical Assistance 
The authors of this report recognize that additional work needs to be done
 

in order to facilitate the establishment of the NHSS. Technical assistance is
 
needed in numerous areas as described below.
 

5.1 	 Establishing Minimum Data Base 
Assistance is needed in establishing, maintaining and projecting a minimum 

consistent data base, including statistics concerning the following:
 
- Population
 
- Number in work force
 
- Gross domestic product
 
- Salaries and wages 
- Number of doctors
 
- Number of hospital beds
 
- Number of hospital admissions
 
- Hospital average length of stay
 
- Number of outpatient attendances
 
- Hospital costs
 
- Total expenditures for health care
 

It is impoi-tant that there be a single authoritative information source in 
the system management and a timely distribution of the information. With a 
single source for information gathering, processing and reporting, all managers
and their staffs would have a common basis for planning and operating the 
system. Also, the other providers of health care should have access to the same
 
authoritative information. This would be an important step in fostering
 
understanding and coordination among the major providers. 

5.2 	 Study of Determinants of Utilization 
Of crucial importance is to develop methods for anticipating changes in
 

utilization patterns. For instance, a change in utilization of any of the items
 
below would have a substantial impact on the cost of health care in the future. 
The factors determining the following rates are: 
- Number of doctors per 1,000 population
 
- Number of hospital employees per patient day 
- Number of hospital admissions per 1,000 population
 
- Average length of stay in hospital
 
- Number of outpatient attendances per 1,000 population.
 

Expected changes I.n utilization which will be largely the result of changes
in the disease patterns and the age-sex distribution should be built into five 
year projections. 

5.3 	 Development of St andards for Health Facilities 
The MOH should review its standards and procedures for inspection, 

certification and monitoring of medical care facilities, establish new ones and 
maintain them. Measures to force compliance must be strengthened. Major areas 
of concern include the following;
 
- Structural condition of buildings 
- Operating safety of mechanical, electrical and other systems including use of 

explosive gases, radiation producing devices, etc. 
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5.4 	Develop Programs to Improve and Strengthen the Quality of Patient Care
 
Assistance is needed to develop and strengthen the quality of patient care


with establishment of performance criteria and standards to achieve quality
 
assurance, including the following:
 
- Tissue commi tees
 
- Chart review for:
 

- Adequacy of medical records
 
- Accuracy of diagnoses and appropriateness of diagnostic and therapeutic
 
procedures
 

-
 Utilization review to assess whether level of care is appropriate for
 
condition treated-i.e., length of stay, appropriate use of facility and
 
other resources, cost of care, etc.
 

The 	Ministry of Health should encourage medical schools to take the lead in

developing standards and practical ways to monitor, and enforce compliance of
these standards. Assistance can be provided to establish linkages between

medical .schools, the MOH and private facilities in order to provide training for
students and house staff concerning the scope of services and quality of care 	 to 
be maintained in these facilities.
 

5.5 	 Assist in the Development of Programs Designed to Contain Costs
 
The following areas are vital:
 

-. Computer based auditing and cost control.
 
-	 Performance cost standards relating to length of stay and proper patient

management, including relating diagnosis, treatment, and discharge criteria. 
- Standards concerning appropriate referral to hospitals
 
- Adherence to legal fee and fee tariffs
 
- Appropriate uses of ancillary medical 
 services 
- Development of certificate of need criteria
 
-
 Appropriate standards of cost for prospective reimbursement of private and
 

public health facilities
 

5.6 	 Establishment of a National Drug Plan
 
Approximately 40% of health care expenditures in Lebanon are for drugs. 
 Thepresent situation is chaotic with an enormous number of drugs available. Prices 

for the same generic drug vary greatly. 

To rationalize the system, a national formulary needs to be developed andused. An educational campaign directed both at physicians and the public and
covering the selection and use of drugs is necessary. Analysis of drugselection, procurement process, distribution and presentation of products, and 
drug use should lead to reforms and cost savings. Improvements in drug selection 
and management could save up to 30% of present drug costs to the consumer. 

5.7 	 Assistance in Exploring Possibilities for Private Sector Initiatives
 
Areas would include the following: 

- Establishment of HMO's in AHAs 
- Possibilities of expanded private health insurance involvement in the 

financing of medical services cost reimbursement. 

5.8 	 Recoemded Project
In conclusion, the authors recommend that a Financial Management and Medical

Quality Assurance Project be designed and implemented by the GOL with assistance
and support from the USAID. Thiz 	project would assist in consolidating all 
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public sector medical cost reimbursement agencies into the NHSS. Technical 
assistance under such a project would be provided by a combination of long-term 
and short-term United States experts working cooperatively with local experts
 
affiliated with the MOH, local universities, and what is currently the NSSF. The
 
project would be designed and implemented in close cooperation with the existing
 
USAID assisted project establishing a planning unit in the MOH.
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LIST OF REFERENCES FOR STUDY
 

Several references were taken from the personal files of Lebanese health
 
officials and consist of personal notes and memoranda, as well as formal
 
documents. Unfortunately many of the references are undated and precise
 
authorship could not be established. Copies of all documents listed below are on
 
file at the USAID mission in Lebanon. The list of references presented below is
 
in order in which documents were made available to and read by members of the
 
team. Since authorship is not always known and documents are often undated,
 
references are cited first by title (sometimes rather arbitrarily assigned by the
 
authors as necessary), followed by authors, agency and date, if'known.
 

0 

1. 	General Information Concerning Lebanon Health Care Delivery System, (undated
 
memorandum).
 

2. 	Number of Pharmacists, Pharmacies, Depots, Manufacturers, Drug Closets and
 
Medical Laboratories in Lebanon, (undated memorandum), MOH.
 

3. 	 The Health Care System of Lebanon: A Past, A Present and A Future, by His 
Excellency Dr. Adnan Mroueh, Minister of Health and Social Affairs, National 
Council on International Health, Washington D.C., December 1982. 

4. 	Some Indicators and Statistics in Lebanon, (undated memorandum, referencing
 
"World Bank Statistics - 1982").
 

5. 	 Population and Family Planning in Lebanon: Problems, Perceptions, and
 
Programs, by Samir Khalaf, AUB, May 1978.
 

6. 	Medical Care Utilization In the Village of Shinulan, by Nada Maroun, Hassan 
Ramadan, Antoine t.: 'oum, Fayeck Shamma, Mona Shehab, and Roula Yasin, AUB 
Spring Se-aester, 1961/82. 

7. 	Thoughts o)n Reorganization, MOH, November 1982.
 
8. 	Assesszent of Rehabilitation Needs and Resources in Lebanon, by Joseph
 

LaRocca & Sterling B. Brinkley, M.D., USAID, November 15, 1982.
 
9. 	Directorate for Area Health Systems, by Dr. Rachid Bashur, University of
 

Michigan, January 28, 1983. 
'10. 	 Report on a Visit to Lebanon, by Dr. D. Verdugo-Binimelis, WHO, November
 

1973.
 
11. 	 Proposal to Tax Electricity Services to Finance Hospitalization for All the
 

Lebanese, by Dr. Rida Wahid, NSSF, October 1980.
 
12. 	 Lebanese 1epublic, Budget for Ministry of Public Health, 1981-1983, MOH
 

translatk-d in January 1983.
 
13. 	 Hospital 3tatistics, Specialized Hospitals, 1979 and 1980, (undated
 

memorandum).
 
14. 	 Hospital Statistics, Medium Hospitals, 1978-1980, (undated memorandum).
 
15. 	 Hospital Statistics, Large Hospitals, 1979-1980, (undated memorandum).
 
16. 	 Urgent and Immediate Needs in the Health Services, (undated memorandum).
17. 	 Hospitalization in Private Hospitals in Lebanon Financed by Ministry of 

Health, 1980, (undated memorandum prepared by Syndicate of Private 
Hospitals). 

18. 	 Employment Problems in Lebanon, National Office of Employment, January 1983. 
19. 	 Lebanese Health Sector Financing, Problems, Issues and Recommendations, by 

Dr. J. Jeffers, Yebruary 7, 1983, (Draft outline of study). 
20. 	 Health Assessment of Palestinian Refugees in Beirut and Southern Lebanon, by 

Bill G. Grigps, International Health Program Office, October 19, 1982. 
21. 	 Report on Foodborne and Waterborne Disease Surveillance in Lebanon, by Kamal 

T. Abou-Daoud, M.D., July 6, 1981.
 
22. 	 The Lebanese Economy in 1981 - Middle East Economic Consultants, edited by
 

Maroun Iskoubart and Elias Baroud, October 1982.
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23. 	 Anatomy of a Hospital in Distress, by Sameer I. Shehadi, M.D., Faculty of

Medicine, AUB, reprinted from Bulletin of the American College of Surgeons,
 
June 	1977.
 

24. 	 Hospital Statistics, Small Hospitals, 1979-1980,"(undated memorandum).

25. 	 Hospital System in Lebanon, (undated memorandum).

26. 	 The Administrative Implications of the Agenda Papers on Health, by CDR Staff,


March 1979.
 
27. 	 Facts on NSSF, (undated memorandum).

28. 	 Hospital Statistics, January 1980, (undated memorandum).

29. 	 Report on the Activities of the Mobile Clinic, from Sept. - Dec. 1982, Red
 

Cross of Lebanon, January 20, 1983.
 
30. 	 Medical and Social Services, rendered by the Lebanese Red Cross during the

Israeli War and the Seige of Beirut, Red Cross of Lebanon, August 6, 1983. 
31. 	 Health Situation in Lebanon, by Micheline Khalaf, CDR, (undated).

32. 	 Drugs Statistical Studies, (undated MOH memorandum).

33. 	 Hospital System in Lebanon, by Samira Janih, November 1982. 
34. 	 Distribution of Costs of Services and Maternity in the NSSF System, 1982,

Adjusted to Reflect New Uniform Tariff, NSSF, February 1, 1983.35. 	 Statistical Realities of Medical Profession, National Office of Employment,
February 1983, (in French).

36. 	 Organogram of MOH, Republic of Lebanon, MOH, February 1983. 
37. 	 Foreign Economic Trends and Their Implications for the United States:
 

Lebanon, American Embassy, August 1982. 
3f. 	 The Upper Metn Health System, Project Proposal, submitted to USAID, October
 

1982, by AUB.
39. 	 The Lebanese Economy in 1980, Middle East Consultants in Beirut, 1980. 
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ANNEX A: SCOPE OF WORK
 

A. Review available health financing information on.the MOH, the NSSF, other
 
ministries, the private sector, and third party insurers.
 
B. Collect additional information as necessary to prepare a description of how
 
health care is financed in Lebanon, describing the problems and weaknesses with
 
the financing mechanisms currently in use.
 
C. Propose alternative strategies and mechanisms for resolving these problems
 
and produce a rational, cost effective financing plan compatible with the
 
Lebanese context addressing: 

1. Fiscal accountability
 
2. ,Training 
3. Cost containment 
4. Demand and supply factors 
5. Allocation of GOL resources, cost analysis, financial planning and
 
information system requirements.
 

D. Examine need for follow-on technical assistance and recommend candidates. 
E. Prior to departure, prepare draft of findings and recommendations and present
 
seminar on these results to selected MOH personnel. 
F. Prepare and deliver final report to NE/TECH/HPN within two weeks of time of 
departure from Lebanon. 

Division of Tasks between Drs. Jeffers and Zukin 
A. Dr. Jeffers (Team Leader) 

1. 	Make contact with all government and private health sector agencies
 
relevant to the study.
 

2. Draft detailed outline of report.
 
3. Assemble documents and reports needed for the study.
 
4. 	Draft major sections of the report pertaining to general
 

characteristics of health sector, description of health
 
financing mechanisms, and weaknesses of the current financial 
mechanisms in use. 

5. With Dr. Zukin, draft sections of the report proposing 
alternative strategies for resolving financial prob:,ems as
 
detailed in I.C. above and needs for technical assinstance and 
possible candidates.
 

6. 	 Together with Dr. Zukin, present seminar on findings of the study 
including possible needs for follow-on technical assistance, to 
USAID/Lebanon and selected MOH personnel. 

7. 	 Take responsibility foe preparing final draft of report and submitting it 
to NE/TECH/HPN, within two weeks of team's departure from Lebanon. 

8. Coordinate with WHO, IBRD, and other international agencies in Lebanon as 
necessary for achieving the objectives of the study and assisting in 
drafting strengthening financing mechanisms and administrative reform, PID. 

B. Dr. Zukin 
1. 	 Follow-up on contacts with government and private health agencies
 
relevant to the study, as necessary.
 

2. Review and assist in revision of draft outline of the report and assemble
 
additional data and information as necessary. 

3. 	 Take major responsibility for assessing quality of health care provided, 
need for quality assurance programs, and drafting section of report dealing 
with 	these matters.
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4. 	Take major responsibility for assessing financial implications of
 
existing mechanisms for acquiring, registering, pricing and distributing
 
pharmaceuticals as related to the study and drafting section of the report

dealing with these matters.
 

5. With Dr. Jeffers, draft sections of the report proposing alternative
 
strategies for resolving financial problems as detailed in I.C. above and
 
needs for technical assistance and possible candidates.
 

6. 	Together with Dr. Jeffers, draft sections of the report proposing
 
alternative strategies for resolving financial problems as detailed in I.C.
 
above and needs for technical assistance and possible candidates.
 
7. 	Review final report and make final comments within two weeks after team's
 
departure from Lebanon, prior to submission to NE/TECH/HPN.
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ANNEX B: PERSONS CONTACTED* 

Mr. Abiad, Director, Makassid Hospital
 
Mr. Abdel Loutfi Affiouni, Chief of Financial Department, Union of Civil Servants
 
Mr. Ajouz, V.P. Public Relations, MEA at the International Airport
 
Dr. Armenian, Dean, School of Public Health, AUB
 
Mrs. Claire Aweyjan, Director of Health, Insurance Plan, AUB
 
Mr. Abdallah Baltagi, Chief of Planning, Facility Design and Equipment
 

Acquisition, Ministry of Health
 
Dr. Rachid Bashshur, Professor, School of Public Health, University of Michigan
 
Mr. Malcolm Butler, Director USAID Mission to Lebanon
 
Mrs. Letitia Bytler, Asst. Program Officer, USAID Mission to Lebanon
 
Mr. Chebara, Chief Pharmacist, MOH
 
Mr. Khattas Chebli, Director General, Ministry of Finance
 
Mr. Gaston Cordahi, Chief Actuary, National Social Security Fund 
Mr. Claude Debs, Secretary, Syndicate of Private Hospitals 
Hon. Robert Dillon, U.S. Ambassador to Republic of Lebanon 
Mrs. Hayat El-Salh, Director of Health Department, Union of Civil Servants 
Dr. Fadlallah, Chief of Union of Civil Servants 
Dr. Antoine Farjallah, Dirictor of Hospitals and Health Centers, MOH 
Dr. Edgar Gedeon, Patholoist, Rizk Hospital
 
Dr. George Hakim, Director, Batroun Hospital

Mr. Ibrahim Hamdan, Director, Office of Public Relations, National Social 

Security System
 
Miss Nevine Hammud, MPH candidate, AUB 
Mr. Jamil Hamra, American Life Insurance Company
Mr. Abbas Khalaf, V.P. of American Mutual Life Insurance Co. in Lebanon 
Mr. Michel Khoury, Medical Director and Staff of Dahr-el-Bacheck, MOH Hospital
 
Mrs. Issa el Khoury, President of Lebanese Red Cross
 
Miss Claude Knesevitch, Economic Specialist, United States Embassy
 
Dr. Nabil Kronfol, Chairman of Deptartment of Health Sciences, AUB
 
Mrs. Kronfol, Vice President of the Lebanese Red Cross
 
Mrs. Kuttaneh, Member of Central Committee, Lebanese Red Cross
 
Mr. M. Kuzayli, Director, AUH
 
Captain Alexandre Matta, Military Health Corp, Lebanese Army 
Mr. William McIntyre, Deputy Director, USAID Mission to Lebanon 
Mr. Assad Mobarak, Director of Budgeting, MOH 
Mr. Jean Mourad, Director General, National Employment Office 
Dr. William Moussy-, Medical Director and Staff Physician, Batroun Hospital
H.E. Dr. Adnan Mroueh, Minister of Health and Labor and Social Affairs 
Dr. Nabil Nassar, Director, University Health Services
 
Dr. Haif Nassif, Professor, Faculty of Medicine, AUB
 
Mr. Natour, General Director of Electricite du Liban
 
Dr. Fawzi Odeimi, Director, Jounieh Hospital
 
Dr. Qomeir, Director of Medical Services, Lebanese Army
 
Mr. Shaik Mahdi Sadek, Director General, Office of Social Development
 
Dr. Robert Saidi, Director General, MOH
 
Mr. Sawi Salame, Director, Employment Services
 
Dr. Salah Sawaya, Director of Statistical Services, NSSF
 
Mr. Kurt Shafer, Program Officer, USAID Mission to Lebanon
 
Dr. George Tabbara, V.P., Order of Lebanese Physicians

Dr. Ridah Wahid, Director, National Social Security System
Dr. Fred H. Zebouni, Medical Director, Union of Civil Servants 

*Colleagues who were members of the WHO/LRCS and World Bank mission are not 
included in this list.
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ANNEX C
 
FEASIBILITY ASSESSMENT FOR A PREPAID HEALTH CARE PROGRAM * 

Several phases are involved in the development of a prepaid health care
 
program, each following on the successful completion of the previous phase.
 
1. Pre-Feasibility Study to establish potential interest.
 
2. Phase I - Feasibility study to determine:
 

a. If all of the essential components of the proposed health program are
 
presenb or can be assembled. Specifically we need to know: 1) whether a
 
group practice can be established in this social milieu and situation and
 
if not, whether some alternative arrangements cal be made to provide
 
physicians services without compromising the integrity of the system; 2)
 
the level of expertise currently existing among management, paramedical
 
and other personnel; and 3) the level of commitment existing or that can
 
be generated to support the proposee Dogram.
 

b. A 	preliminary market survey in which the following are estimated:
 
1) The population base potentially to be served including assessment of
 
its health status and the scope and amount of health services or other
 
activities required to meet health care needs, including specification
 
of basic services to be provided.
 
2) The design of an appropriate health care delivery system.
 
3) The size of the membership (the population actually to be served)
 
and the membership premiums that must be charged in order for the
 
program to reach a breakeven point.
 

4) The expected membership premium rates that can be levied or
 
collected from the various possible sources of funding (e.g., the
 
population itself, levels of government, outside aid, social insurance,
 
etc-).
 
5) Probable market penetration and under what circumstances (e.g.,
 
differing levels of cost vs. package of services).
 

Phase I consists of collecting mid analyzing essential data and estimating
 
the potential success of the proposed program. Its output would be a preliminary
 
design of the health care delivery system, a schedule of benefits (scope of
 
services) to be offered, a forecasted per person, a per family, per month cost
 
and projected snurce(s) of funds to cover the forecasted cost, based on the
 
estimated size of the population to be served as derived from the market
 
survey. This phase typically requires about three months, including the services
 
of an experienced HMO physician, a statistically-oriented specialist in medical
 
economics and marketing, and a health facilities/health plan expert. Not all of
 
these individuals would necessarily be required at site for the full three
 
months, however.
 
3. 	Phase II
 

Presuming on the basis of Phase I study, the programs appears feasible;
 
Phase II, the pre-implementation phase, would follow and would take an estimated
 
four to six months to complete. In Phase II, the program components would be
 
delineated, including:
 

a) The identification of an initial enrollment group, the development of an 
enrollment strategy and the initiation of an enrollment program. 

b) The establislment of a medical group or other physician arrangement and 
the development of a time table for commencemewnt of operations.
 

c) The establishment of a financial group to bring together the required
 
funds.
 

d) The identification of facilities to be used and establishment of a
 
facilities and operations management group.
 

e) The development of an operational plan and a budget for the first twelve
 
months of operations.
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f) The development of management and support systems, such as accounting,
 
management control, operating and reporting systems, medical records,
 
etc.
 

g) The recruitment and selection of employees and establishment of training
 
programs.
 

h) Coordination of the enrollment, medical, financial and management groups
 
to assure commencement of operations on the target date.
 

4. Phase III - Implementation
 
5. 	Technical Personnel Required to Assess, Develop and Implement the Program:
 

a) For feasibility study, a physician experience in prepaid group practice,
 
a statistically-oriented, medical economist/market researcher, a health
 
plan/facilities manager.
 

b) For pre-implementation and implementation, a similarly qualified
 
physician and health plan/facility expert.
 

* Prepared by Paul Zukin,M.D., M.P.H., 1977. 
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ANNEX D 
Information Required for NHSS
 

A. Facilities 
1. Name 
2. Location 
3. Owner 
4. Services
 
5. Capacity
 
6. Classification
 
7. Classification Status
 
8., Authorized Charges for Services
 
9. Staffing
 

10. Utilization
 
11. Reimbursement 

B. Patients 
1." Name
 
2. Employment
 
3. Address
 
4. Relatives
 
5. Medical History
 
6. Diagnosis
 
7. Treatment
 
8. Medications
 
9. Charges
 

10. Eligibility for Reimbursement
 
11. Age.(Date and place of birth)
 
12. Sex 
13. Citizenship 
14. Utilization
 
15. Reimbursement
 

C. Practitioners 
1. Name
 
2. Address
 
3. Degree
 
4. License Status
 
5. Places of Practice
 
6. Specialization

7. Reimbursement 



Annex E to the Report of the February 1983
 

WHO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

HOSPITALS IN LEBANON
 

1. The present status of hospital facilities inLebanon
 

1.1 The existing Government hospitals
 

The Government hospitals provide for those who do not have the means 
to have
 
private hospital treatment 
or who do not have the benefits of insurance.
 
They, therefore, have the disadvantage of a stigma that affected their
has 

degree of use and the services that they offer. Because of this and because
 
of lack of confidence in hospital services, people make the effort to find the
 
money to be treated privately ifthey can.
 

The Government of Lebanon also makes 
extensive reimbursements for private
 
sector services 
to be provided to patients authorized to seek them by
 
Government of Lebanon. (68% of total MOH budget in 1982).
 

Only 12 MOH Government hospitals are now operational, with an average of 47
 
beds each; some other smaller Government hospital properties exist, 
but are
 
not operational.
 

Given the adverse circumstances, it is
a tribute that the Government hospitals
 
have been able to carry on both in and out patient treatment with little 
improvements during the war years and with out-dated and under-equipped 
buildings. 
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A number of the hospitals have a continuing history of care being given by
 
religious orders, who have provided the order and management that due to the
 
war has been difficult to implement from central 
sources. Control, supplies
 
development and financing from central government have therefore been weak.
 

Eight of the twelve MOH Government hospitals were visited, although due to the
 
constraints of time only brief impressions could be obtained. The AUB,
 
however, carried out a more 
detailed survey of each hospital by students of
 
the Faculty of Health Sciences in February 1983. They were able to provide
 
statistics and data not previously available. A summary is contained in Annex
 
Table E-l. There is a hospital for each Mohafazat (province) but only some
 
hospitals for the Kada (areas).
 

One of the difficulties of the 
war years has been that accurate data on
 
hospitals has not been available. A previous Ministry of Health figure was
 
that the total capacity of Government hospitals was 1 543 beds. The figures
 
now given by the AUB survey indicated an in use number of 573 with an
 
extension capacity to 1 194. Current MOH estimates (February 1983) indicate
 
690 active public hospital beds, only 20 of them in Beirut.
 

The Government hospitals, although relatively few in number, are all
 
under-utilized, and many hav capacity 
for immediate expansion within the
 
existing framework. A brief description of each hospital is in Annex Table
 
E-2, although it has to 
be noted that to obtain a more detailed description
 

takes considerably more time than was available.
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1.2 Private hospitals
 

Annex Table E-6 
lists private sector general hospitals, with the number of
 
beds for each, by three major categories of general hospitals: university
 
hospita's (total of 721 beds); hospitals 
belonging to religious communities
 
and categorized as "non-profit" 
(1 777 beds); and "for profit" private
 
hospitals (3 390 beds).
 

Members of the WHO/LRCS 
mission found that the few selected "private"
 
hospitals 
which they visited (actually predominantly nonprofit hospitals
 
belonging to religious groups; 
see 
Annex Table E-3 for examples) appeared to
 
be well-run. No more general statement can 
be made regarding the operations
 
or quality of 
care of the several categories of "private" hospitals, because
 
few data are available and a considerable number visits
of would be
 
necessary. It appears that there is 
a considerable difference between some of
 
these hospitals run by private doctors for profit and those 
run under either
 
charitable status 
or a Board of Management of trustee status; 
 those in the
 
latter category include 
centres of excellence in which the 
effective major
 
hospital 
work of the country is done, including medical training oF doctors
 
and nurses. 
 It had been stated that many of the private hospitals are of poor
 
quality and are only used because there is 
no better alternative.
 

The concept that health 
care is a commodity like any other has produced 
a
 
proliferation of clinics 
of varying quality. 
They cannot offer the services
 
of the major hospitals and are in themselves evidence of a system based on the
 
profit motive that is not consistent with the real needs of the people.
 

Private hospitals 
 aim to offer different grades of accommodation for
 
in-patients, but the same degree of medical 
care. Patients can choose between
 
grade 1, 2 and 3 accommodation at differing levels of cost.
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1.3 Hospitals for long-term care
 

The Government does not own hospitals for the chronic sick but pays to bed.
 
Mental illness 4 institutions, totalling 1 305 beds
 
T.B. 3 institutions, totalling 235 beds
 
Chronic illness 10 institutions, totalling 1 695 beds
 
Rehabilitation 7 institutions, totalling 
 183 beds
 

1l4 Immediate plans for re-construction and development currently bein 
undertaken in Government hospitals
 

Work is restricted 
to repairing and restoring damaged facilities. Due to thc
 
new situation produced by fighting 
in recent years, it has been undertaken .,v
 
outside bodies, in co-operation with the Ministry of Health and under the
 
direction of 
the Council for Development and Reconstruction (CDR). These
 

comprise:
 

Fifty-two reconstruction projects being undertaken by CDR and administered
 
by UNICEF, mainly as turn-key projects. They comprise health projects,
 
drinking water, education and community self-help projects. Included
 
(Health U36) is a temporary hospital at Saida, for which USl 1 million As 
allocated for construction. A note is added that equipment may be 
provided by the EEC. (EEC feasibility study to be carried out). 

Contract for construction of 60 bed hospital in Hasbaya was due to be let
 
in December 1981, 
to be financed by the EEC at a cost of approximately LL.
 

10 m.
 

1.5 Health care (MOH, ODS and some voluntary agencies supported by ODS)
 

The distinctiQn between a small hospital and a large health centre.is somewhat
 
blurred. Nevertheless, a health centre 
now exists at Halba, which is to
 
operate in conjunction with a hospital. A more typical health centre was
 

http:centre.is
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visited at Ghaziha, where it was apparent that the 
health centre building
 
itself was not a significant factor in the operation of the centre. 
 It was
 
simply a collection of allocated, for office,
rooms, waiting, treatment,
 
pharmacy, administration and two doctors/examination rooms. Two rooms were
 
unused. Similar accommodation (approximately 250 square meters) could
 
probably be made available in most places.
 

There are no real health centres except at Halba, which at present is not
 
operational, being lacking 
in support. Throughout the country there 
are
 
dispensaries which, with proper management, could be upgraded to small health
 

centres.
 

2. Strategy as a framework for action
 

2.1 Hospitals 
are among the most complex and expensive of building types. The
 
complexities of a modern hospital 
are under-estimated in Lebanon, due in part
 
to the commercial approach health
to care. These complexities must be
 
understood and faced.
 

2.2 The first strategy is to make use of 
the existing beds that can be made
 
available, doubling the total.
 

2.3 There should be an immediate temporary hospital to replace the one
 
partially destroyed at 
Saida by act of war, because there are no' government
 
facilities 
 to meet the need other than a small converted out-patient
 
department. Building and commissioning permanent hospitals takes 
too long
 
(2-3 years) to meet the need.
 

2.4 One new model hospital should be built 
to give visible evidence of what
 
the state intends 
as its policy; this could possibly be the new permanent
 

hospital at Saida.
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2.5 Further state hospitals should be built over the 
next 20 years on the
 
basis of "centres of excellence". (Note in this 
context that the conventional
 
costs per bed now used 
can be unreliable as out
a guide and of keeping with
 
the concept of hospitals as places where active treatment is given as opposed
 
to simply beds insufficiently supported by diagnosis, 
treatment and service
 
departments).
 

2.6 In the interim period before the contruction of hospitals, the MOH should
 
work in co-operation with some 
of the more suitable private hospitals, with
 
the objective of combining with them under the direction of 
a National Health
 

Authority.
 

2.7 Part of each annual budget should be allocated to upgrading the facilities
 
of the existing under-equipped hospitals, which will then be seen to better.
 

2.8 Each hospital should have an individual development plan based on studies
 
to be carried out which will determine the demographic need.
 

3. Recommendations on the immediate needs
 

3.1 Implementation of the temporary hospital at Saida and the UNICEF projects
 

(Annex Table E-4).
 

3.2 Completion of partially completed or 
partially occupied hospitals, in
 
parallel with solution 
to the problems of 
staffing, finance and management.
 
(Orange Nassan, Dahr el 
Bacheq, Tyr, Tripoli, Karantina and Baabda).
 

3.3 Preparation of operational policies for each hospital, with the intent to
 
underline the new health policy and its implementation.
 

3.4 Preparation and-enforcement of maintenance and service procedures 
so' that
 
all the support functions of the hospitals work properly.
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3.5 The system of payment for private hospitals needs to be improved (listed
 
also under medium-term needs).
 

3.6 Preparation of development plans for hospitals.
 

3.7 Commencement of development plans for upgrading existing hospitals.
 

3.8 Establishment of Area Health Authorities, etc.
 

4. Recommendations on the medium-term needs (3 years)
 

4.1 Continuation of the procedures established under short-term needs, with
 
development of existing institutions, rather than changing to new ones.
 

4.2 Possible construction of new hospitals at Qbayat and Nabatiye.
 

4.3 Possible commencement of a new Government teaching hospital and faculty of
 
medicine, with training school for nurses 
and para-medicals, at a site to be
 
determined, for the University of Lebanon, at say 300 to 500 beds, with 80-100
 
medical students per year (Omits need for overseas training).
 

4.4 Re-commencement of the uncompleted framework for 
500 bed new hospital
 

building at Baabda.
 

4.5 Implementation of proper demographic studies to determine the need, based
 
on 
the new health policy, as opposed to the present hospital system for those,
 
unable to go to private hospitals. The demographic studies to be carried out
 
by an independent source, to prevent mere codification of existing practices.
 

4.6 Implementation, at area 
level, of nurses and para-medical training schoolL
 

at each area hospital.
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4.7 Establishment of a 
plan and system for long-term development of hospitals.
 

4.8 Budgeting for increased running costs in addition to capital costs.
 

4.9 Due to high cost of hospitals, making primary 
health care the overall
 
priority, on the basis 
that 90 to 95% of comprehensive medical care problems
 
can be solved on an ambulatory basis.
 

5. Recommendations on long-term needs (beyond 3 years)
 

5.1 A model for the long-term system could be as Annex Table E-5. A
 
functional programme is necessary for each project to specify the aims, 
scope
 
and function to be achieved.
 

5.2 The pattern of hospital care will not remain static. 
 In addition to
 
sufficient provision for expansion of the 
various departments of hospitals,
 
provision needs to be made 
for the setting up and development of research
 
institutes or smaller scale research work at area hospitals.
 

5.3 Provision of fully equipped, purposefully designed health centres, with
 
emphasis on preventative medicine, priiary health care 
and post hospital and
 
home care, to limit unnecessary growth in hospitals.
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GOVERNMENT HOSPITALS IN LEBANON
 
DATA SHEET, FEBRUARY 1983
 

NAME OF HOSPITAL BEDS 
operational total 

PERSONNEL 
MD's Nurses Aids Techs 

ADMISSIONS PT.DAYS OPERATIONq X- RAY EXAMS OUT PATIE 
DEPT.0.P. 

(FTE) 
TRIPOLI (QOBEH) 50 250 29 12 17 9- 2885 11432 254 10071 12,321 

(KARANTINA 
BEIRUT GOVERNMENTHOSPITAL 28 175 19 6 27 11 1131 4524 694 12969 16,096 

TRIPOLINASSAU)(ORANGE 

JEZZINE 

40 80 8 5 25 4 3224 6682 0 0 4,551 

GOVERNMENT HOSPITAL 0 25 4.5 3 5 3 1024 4096 12 0 7,210 
BA'ABDA 60 157 16.7 10 40 8 2641 13384 787 10061 43,318 
rYRE 60 80 20.5 7 8 5 3243 19458 1330 2530 28,383 
SIDON 30 30 26 18 43 14 864 3456 0 3424 4,407 m 

(3 mos.only) 

ARJEYOUN 45 45 0 4 7 1 (last 2 mos)80 1440 0 0 30,000 
TIBNINE 35 35 16.5 13 29 5 3478 20868 1375 2998 26,590 
DHAR EL BACHEQ 40 150 6 11 10 1456 9864 389 4432 13,699 
BARTOUN 85 85 38 17 47 10 4,069 30,600 2383 13,370 11,735 
BA'ALBECK 100 100 8 15 37 6 3472 13726 398 6290 12,071 
tOTAL 573 1194 148.2 99 249 76 22384 108930 5239 52775 221,325 



No. of bed3 


Bed occupancy 


Site 


Overall planning 


Circulation 


Wards 


Outpatients
 
Diagnostic facilities
 
Theatres 


Services departments
 
Equipment
 

(Annex Table E-2, p.1)
 

BATROUN HOSPITAL 
 OUTLINE ASSESSMENT
 

85
 

65%
 

Suitable
 

Adequate
 

Adequate
 

Adequate: absence of back-up facilities.
 

Not seen. Reported to have 4 X-ray personnel.
 

Capacity for expansion Exists
 

Staffing 


Maintenance 


General Comments 


Proposal 


Well staffed
 

In need of re-decoration
 

A smaller hospital purchased from the Maronite
 
Society and leased to the Office of Social Security.

Organization is under the control of 
an Autonomous
 
Board. Charges 
are made for treatment in accordance
 
with varying circumstances; possible to pay extra to
 
have individual occupancy of a twin bedroom.
 
Consequentially, the hospital is well utilised and
 
reputed to be suitable to the people of Batrun. 
The
 
revenue generated is re-invested in the hospital.
 

The operational policy of the autonomous board should
 
be studied in detail for possible use elsewhere.
 



Z1-ospicais,tUL ., rageTfr
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TRIPOLI HOSPITIL (QOBEH) Outline Assessment
 

No. of Beds 


Occupancy site 


Site 


Overall Planning 


Circulation
 

Wards (general) 


Outpatients 


Diagnostic facilities 


Theatres 


Services Departments 


Equipment 


Capacity for Expansion 


Staffing 


Maintenance 


General comments 


Proposal 


50 beds operational
 

less then 65% Maternity'not functioning
 

Suitable
 

Basically functional
 

Congested but adequate: absence of back-up
 
facilities
 

2 Doctor's rooms. No treatment rooms
 

2 small floor mounted machines
 

2, No recovery
 

Kitchen inadequate for 200 beds.
 
Pharmacy only a small dispensary
 
Laundry no separate foul wash
 
CSSD missing: sterile supplies made up outside
 
theatre
 

Recently re-equipped by MOH from US
 

Space exists
 

Inadequate Nusring and auxilliary staff
 

Decoration good, but inadequate maintenance
 
staff. Incinerator out of order. Maintenance is
 
unsatisfactory
 

Re-opened in 1981, after closure during war
 

Requires adequate staffing to become fully
 
operational. Administration is restricted 
to 1
 
small room only. No ambulances
 

Can be expanded to detailed requirements after
 
staffing is assured
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(Annex Table E-2, p.3)
 

ORANGE NASSAU TRIPOLI OUTLINE ASSESSMENT
 

No. of beds 	 80 (40 beds operational) Maternity, pediatrics
 
and renal dialysis
 

Occupancy High
 

Site 
 Suitable
 

Overall planning Adequate
 

Wards 
 Suitable
 

Outpatients Maternity clinic
 

Theatres Delivery rooms only
 

Diagnostic 
 Portable X-ray machines but no technician 

Services Departments Laboratory suitable 

Equipment Good 

Capacity for expansion Exists 

Staffing Establishment 160, actual staff 50 - 60 

Maintenance Difficulties through shortage of staff 

Renal Dialysis A separate department, well set up for 8 beds (40 
persons) 

General Comments A private hospital, donated by the Dutch 
Government to the people of Lebanon. Standard of 
facilities is high, but the hospital is underused 
through lack of staff, particularly for 
pediatrics. Facilities exist for barrier nursing 
and premature babies, although at the time of the 
visit there was I child and I premature baby 

Proposal With adequate staffing and operational policies, 
the hospital has the capacity for full utilization 



No. of beds 


Occupancy 


Site 


Overall planning 


Circularion 


Wards(general) 


Outpatients 


Diagnostic facilities 


Theatres 


Services department 


Equipment 


Capacity for expansion 


Staffing 


Maintenance 


General comments 
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(Annex Table E-2, p.4)
 

KARANTINA (QUARANTAINE) HOSPITAL
 
OUTLINE ASSESSMENT
 

28 operational. 175 possible (general  not
 
quarantine)
 

50%
 

Suitable
 

Deficient
 

Poor
 

Congeste. but adequate: absence of back-up
 
facilities
 

Simple Doctors' rooms
 

2 simple X-rays
 

2 No recovery
 

Inadequate
 

Under equipped
 

Limited buildings feasible
 

Inadequate nursing and auxilliary staff
 

Inadequate through shortage of staff
 

Expansion to upper floors and adjoining buildings
 
was half completed in 1975 but has been left in
 
that state, primarily due to lack of staff
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(Annex Table E-2, p.5)
 

DAHREL BARCHQ (MT.LEBANON) OUTLINE ASSESSMENT
 

No. of beds 40 operational (150 nominal) 

Occupancy not known 

Site Magnificent mountain site, but difficult access 

Overall planning Basically functional 

Capacity for expansion Immediate up to 150 beds,but dependent on staff 
and equipment 

Other factors Not established 

General Comments An underused government hospital. One elderly 
patient reported to have been there for seven
 
years
 

Proposal 
 If the need for expcnsion is not significant, due
 
to difficult access, this hospital is ideally
 
suited for supplementing the present facilities
 
with specialised facilities for long term chronic
 
illnesses.
 



No. of beds 


Occupancy 


Site 


Overall planning 


Circulation 


Wards (general) 


Outpatients 


Diagnostic facilities 


Theatre 


Services Departments 


Equipment 


Capacity for expansion 


Staffing 


Maintenance 


General Comments 


Proposal 
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(Annex Table 3-2, p.6)
 

TYRE HOSPTIAL. OUTLINE ASSERSMENT
 

56 (76 originally)
 

90%
 

Congested
 

Deficient
 

Adequate
 

Congested : no bed services or back-up
 
facilities, no maternity
 

Separate new building
 

I old machine
 

2
 

Reputed inadequate (not seen)
 

Poor. No dental equipment, although 1 dentist
 
employee.
 

Difficult
 

Inadequate. 15 nurses only
 

Poor
 

The hospital has suffered through neglect during
 
years of war and related understaffing. There is
 
no alternative private hospital, except for
 
maternity. It has survived against all odds
 
through the war years
 

The existing hospital can be converted to other
 
uses. 
 In the short term, the upper floor used
 
for staff should be converted into patient bed
 
rooms and the staff housed elsewhere
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(Annex Table E-2, p.7)
 

BA'ABDA HOSPITAL OUTLINE ASSESSMENT
 

No. of beds available 159 2000m2
 

Occupancy 
 30 - 40%
 

Site General Magnificent hill top site
 

Overall Planning Deficient
 

Circulation 
 Inadequate
 

Wards 
 Congested but adequate: absence of back-up
 
facilities
 

Outpatients 	 Difficult for access for large numbers
 

Diagnostic facilities 2 simple X-ray?
 

Theatres 
 2 ? No recovery
 

Services Departments Deficient
 

Equipment 
 Under equipped (X-ray films developed manually)
 
No incinerator
 

Capacity for expansion See general observations
 

Staffing 
 Severe shortage of nursing and auxilliary staff
 
(10 registered nurses
 
40 assistant nurses)
 

Maintenance Inadequate through shortage of staff
 

Utilization 2461 admissions with 5 days stay
 

Records 
 A record system is just commencing
 

General Comments 	 The framework for a new 500 bed hospital already
 
exists,; it would, however, be premature to
 
complete it until staffing is assured. Can be
 
completed in 2 years.
 

Proposa 
 Subject to general comments, the new hospital
 
should be completed; the old hospital can be
 
converted for nurses' training, teaching etc.
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PRIVATE HOSPITALS
 

NOTRE DAME DE SECOURS. OUTLINE ASSESSMENT
 

NO. of beds 


Occupancy 


Site 


Overall planning 


Circulation 


Wards 


Outpatients 


Diagnostic facilities 


Theatres 


Services Departments 


Equipment 


Staffing 


Maintenance 


Capacity of Expansion 


General Comments 


Proposal 


70
 

High
 

Magnificent, but difficult access
 

Good
 

Good
 

Good, with full back-up facilities
 

?
 

?
 

2 ?
 

Adequate
 

Good
 

Good
 

Excellent
 

Intent to expand to 120 beds
 

A private Maronite hospital, well organized with
 
immediate attraction to patient and visitor.
 
Payment is generally insurance based.
 
7 beds are available for government patients, for
 
whom the bill is passed to the Government.
 
Grades of ward accommodation are 1,2 + 3, but all
 
are good and receive the same care.
 

The planning and arrangement is a model of what
 
can be the objective for similar sized public
 
hospitals.
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(Annex Table E-3, p.2) 

PRIVATE HOSPITALS
 

MAKASSET HOSPITAL 
 OUTLINE ASSESSMENT
 

No. of beds 
 200 with intent to extend to 300
 

Occupancy 
 90%
 

Site 
 Congested historic urban
 

Overall planning adapted historic, but working
 

Wards 
 vary according to grade, but all good with
 
bedhead and back-up facilities
 

Circulation depends on use of two lifts in high rise urban
 
situation
 

Outpatients
 

Diagnostic facilities 
 6 X V6y rooms, with intent to extend
 

Theatre 
 Fully equipped theatre suites
 

Services Departments 
 Require expansion to meet increasing bed numbers
 

Equipment 
 Good
 

Staffing 
 Good, benefiting from the hospitals' own School
 
of Nursing
 

Maintenance 
 Good
 

Capacity of Expansion 
 A site is reserved for long term expansion
 

General Comments 
 The Makasset Hospital is the principal Muslim
 
Hospital of Beirut. It is immediately apparent

that it is well run and administered. Besides
 
endorsed finances not available to Government
 
Hospitals, it charges according to the grade of
 
accommodation, with payment principally being
 
insurance based.
 

Proposal There is no cause for the Ministry of Health to 
seek to compete with hospitals of this status,
 
but rather to work in conjunction with them
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(Annex Table E-4, p.1)
 

COMPARISON OF ADVANTAGES FOR SAIDA TEMPORARY HOSPITALS
 
I. 

Advantages  Porta-Kamp, Texas 1. Advantages - Norconsult- Norway 

- Established pre fabricated system - Quick delivery + erection 

- Low F.O.B. cost, Houston 1 = $1,362,973 - Low cost  approx. LY, 1690m2 

at LL 3.88=1 = LL 5,288,335 excl. equipment 

- 3876m2of accommodation offered, - Erected cost (alternative III 

with part of equipment LL 6,487,000) 

- Suitable hospital layouts, 
capable of being modified as 
required to meet local needs 

- Can be adapted for other purpose 
later, for semi-permanent uses 

- Compact planning and single 
storey and area of 5 buildings 
-5 x 768 = 3840 

2.Disadvantages- Porta KampTexas 2.Disadvantages - Norconsult, Norway 

- No plan adapted to site single storey layout uses more-

site area 

- Erection and ground slab and services - Quality of finished materials 
in slabs excluded requires checking 

- F.O.B.cost likely to be very - Some planning errors (capable of 

misleading for final cost correction)
 
factor of x 2 to x 3?
 

- Equipment not included 
- Ward planning is dormitary not hospital 

=4 beds max. 11 x 4 +Ix2 46 beds,not 77 

- Structural division in wards and other 

rooms impedes use of space 

- Absence of back up rooms in wards 

- Kitchen small for patients' meals 
aid staff 
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(Annex Table E-4, p.2)
 

- Laundry domestic rather than hospital
 

- Specialized rooms adapted to meet the
 
system rather than the needs
 

- Insufficient evidence of design
 
to meet hospital needs
 

- Evidence of sale of a standard
 
product, as a temporary building
 
for any purpose. Fluctuation
 
contract.
 

Proposal by Norconsult for 130 bed temporary hospital in Saida
 

There are a wide range of temporary hospital building available, most of which
 
include design costs within the overall cost overheads. With any temporary

proposals, the main questions to be examined are 
:
 

1. Will the temporary buildings occupy land that will prejudice the development
 
of the final building?
 

2. What will be the longer term use for either the temporary buildings or the
 
site ?
 

3. Are the proposals suitable for- to meet the temporary needs?
 

The first two questions are related to the need to prepare an overall Development

Plan for the Hospital Site, stating the broad outlines of policy and programme,

which should be undertaken urgently. The importance of this cannot be
 
overstated. 
 There exist many examples of so called temporary buildings,occupying
 
the best pieces and lack of properly designed facilities.
 

A properly equipped permanent hospital is an expensive investment both in initial
 
and running costs. As a general principle, city type high rise buildings should
 
be avoided for this reason. Up to four floors high is the optimum, with good

horizontal communications between the parts achieved by hospital streets. 
The
 
relevance of this to Saida is that the permanent hospital should be on a site that

has this planning concept, with the attendant benefit of expansion of any of the
 
parts.
 

The temporary hospital plan offered is described 
ao being the plan shown as the
 
Noa'onsult leaflet, but constructed with local materials with pitched roofs rather
 
than the curved roof pre-fabricated system illustrated. Success obviously depends
 
on the ability to apply the system to local building; the difference in time
 
between this and erected imported pre-fabricated components need not be significant.
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(Annex Table E-4, p.3)
 

The plan demonstrated on the leaflet comprises five blocks, each 32 m x 24 m,
 
based on an 8 m square grid. There are two blocks of wards, 
two of mixed uses
 

and one for the service ancillaries.
 

The ward plans 
are open planned in units of 6 beds, with options to subdivide
 

into 3 beds, or cots, as required. A disadvantage is that it is necessary to
 
go through each 6 bed ward to get to 
the end one, which reduces flexibility
 

between male and female wards. 

One block usefully combines maternity, operating theatres and sterile
 

supplies, although 
a weakness of the system is that it is necessary to go past
 

the sterilization rooms to get to the operating theatre suite and through the
 
scrubs up area to get 
to the Doctor's rest room. This is a problem
 

encountered in using simple building uses but in terms of temporary buildings
 

it still compares favourdbly in provision with many existing buildings.
 

The main entrance relates 
to outpatients and Administration and is curiously
 

isolated from the other blocks. 
 In other words, the connecting
 

communications 
 spine corridor has off it in patient entry, accident and
 

emergency entry and supplies entry, but the administration and outpatients'
 

department is sealed off by the X ray and the emergency rooms.
 

A first conclusion is that the 130 bed hospital is offered as a tyke example
 

and is expected to be amended in detail to suit individual needs, within the
 

general terms of the system, in addition, therefore, to the communications
 

omission in the administration and out patient block, it is recommended that
 

the rooms offered are individually examined against what is seems to be the
 
need for the area if the other is likely to be accepted. A list of some such
 

questions is appended.
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(Norconsult. 130 bed Hospital)
 

Legend 
 Appendix
 

No. 
 Some questions on the facilities offered
 

3. 	 Are isolation beds suitable as such at the end of the
 

wards? or are they just single bed wards?
 

4. 	 How many children ? How many cots? Can they be separate? 

11. 	 How many examination rooms ? What about treatment rooms?
 

12. Is access to assisted bath wide enough ?
 

13-15 Is the administration suitable?
 

25 What is the need for Doctor's viewing to the X-ray room ?
 

28 Is the one X-ray room set up for barium ?
 

5 and 39 Is the separation of utility and lay up room desirable?
 

30 	 Will the doctors use one large room ?
 

43. 	 Should the delivery room be subdivided to two separate
 

rooms?
 

When do the mothers go after delivery?
 

The above questions are representative of items that may be usefully discussed
 

with Norconsult if the offer for the temporary hospital is accepted.
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(Annex Table E-5, p.1)
 

A Development Plan for Hospitals in the long-term
 

The long - term proposals are to develop each Area, which will have within 

it its own system of hospitals and health centres. The chain of referral 

would be : 

Health Centre for Primary Health Care, serving 20,000 to 30,000
 

persons.
 

Rural Hospitals, say with 120 beds- serving approximately 100,000
 

persons.
 

Area General Hospital 120 - 300 beds- serving approximately 200,000 

300,000 persons.
 

Specialist care, not available with the area, would be referred to a
 

National Hospital, e.g..Children, Opthalmic, Psychiatric.
/ 

1. Implications of the Plan.
 

1.1. This proposal transfers existing dispensaries, which would
 

become included in Health Centres. Central Hospitals would
 

become Area Training Centres for Doctor in practical clinical
 

experience, Nurses, para medical workers technicians. They
 

would also include rehabilitation and research facilities.
 

1.2. 	The technical support system for the system requires to be set
 

up and developed. Before each hospital becomes operational it
 

is necessary to have trained personnel at each level, requiring
 

a National training progamme and organization,
 

e.g. 	the chain of responsibility in maintenance is : 

Technicians and Maintenance operatives.
 

Hospital Wards officer
 

Area Chief Engineer
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1.3. 	 The Supplies system requires to be developed as above. There
 

already exists a Decree for a National Office for Drugs for the
 

procurement, storage and distribution of essential drugs, which
 

can be implemented within the system. Central distribution
 

allows one factory type laundry to be set up for the whole
 

area, instead of numerous small laundries. It does not have
 

to be directly connected to the main hospital buildings.
 

1.4. 	 Costs of the System. Capital costs of each area general
 

hospital, if implemented on the basis of places of active
 

treatment, as opposed to beds, will be expensive. Running costs
 

and the revenue consequences, must also be planned at the time
 

of initiation of each hospital, e.g. a Hospital costing LL 150
 

million will cost LL ',C-,) miiiia czch year to run.
 

2. 	 The predominance of the private sector has caused public
 

hospital outpatient facilities to be underdeveloped, to consist
 

simply of a small number of doctors' rooms, with clinics by
 

some specialists at various times during the week. The
 

concept of builiding up numbers on the basis of 'Doctor
 

Sessions' of, say, 18 per week at about 20 persons per session,
 

does not yet exist on the basis of a population catchment area,
 

or a referral system from the Primary Health Care System.
 

Basis 	for an Area Hospital Outpatients' Department.
 

3.1. 	 Consulting Facilities.
 

Consulting Room with 1 or 2 examination room- number dependent
 

as number of Doctor sessions; to include clinics for
 

casualties, orthopaedic fracture, maternity/Gynaecology,
 

physiotherapy, dental, paediatric,psychiatric, opthalmic,
 

urology, ENT..
 

Utility Room - cleai
 

Utility Room - dirty
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Test Room
 

Auxilliary : reception, waiting, stores, lavatories, etc.
 

3.2. 
 Outpatient Operating Suite, with anaesthetic, scrub-up, sterile
 

supply room, sisters' office, staff room.
 

3.3. X-ray room with pocessing , viewing, waiting and changing.
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GENERAL HOSPITALS IN THE PRIVATE SECTOR
 

t.iversities 


1.* erican Hospital - University of Beirut 


tel Dieu 


Hospitals belonging to communities
 

categorized as "nonprofit
 

3. H6pital St. Georges, Beyrouth 


4. Makassed, Beyrouth 


5. Libanais - Jehtaoui 


6. Sacrd Coeur, Hazmieh 


7. St. Charles, Hazmieh 


8. St. Joseph, Dora 


9. Islamique, Tripoli 


10. Behannds (mddecine & chirurgie) 


11. Zahraa, OuzaY 


12. Azounieh (mddecine & chirurgie) 


13. Tell. Chiha, Zahld 


14. Sayd6 - Ferzol 


15. Deir Kamar (m~decine & chirurgie) 


16. Hemline (m~decine & chirurgie) 


16 hospitals 


Beds
 

421
 

300
 

721
 

274
 

240
 

125
 

150 (.) 

120 (.) 

140 (.) 

160 

125 (xx) 

118
 

100 (xx)
 

100
 

35
 

30 (xx)
 

20 (xx)
 

2 498 beds
 

1 777
 

) The number was estimated by the Hospital Syndicate, because of lack
 

information.
 

These hospitals have a number of beds assigned to medicine and
 

urgery as "general hospitals" but also have some beds, which are
 
fincluded in this list, for mental, paralytical and pulmonary
 

ients.
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"FOR PROFIT" PRIVATE HOSPITALS
 

Beirut Beds Mount Lebanon Beds South Beds 
1. Barbir 120 Sahel, Gholini 150 Hammoud, Saida 162 
2. Rizk 80 N.D. Liban,Jounieh 120 Cheheib, Saida 150 
3. Najjar 

4. Attebbaa 

70 

40 

St. Martin, Jbeil 

A. Jaoudd, Jell.Dib 

75 

74 

Jebel Amd, Tyr 

Labib, Saida 

92 

75 
5. Tork 40 St. Louis, Jounieh 63 Alaa-Dine, 64 

Sarafand 
6. Hayek 60 Jbeil 55 Dalaa, Saida 50 
7. Khalifd 22 Arz, Zalka 54 Elias Elias Saida 42 
8. Trad 30 Samir Serhal, Rabw6 50 Nakeel, Saida 36 
9. Boydoun 23 St. Georges, Hadath 35 Assaf (St.Antoine) 23 
10. Adnan 23 St. Th~r~se, Hadath 50 Osseirane, Saida 20 

Haydar 
11. Moarbes 30 M. Mikhail,.Amchit 34 Ghandour,Nabatieh 18 
12. Bekhazi 20 Hajj, Achkout 30 Maamari, Saida 17 
13. Elie Karam 20 N.O. Deliviana, 54 Chaaban,Nabatieh 35 

Bekfaya 
14. Akhaa 16 Chehim Chouf 13 Hajj, Saida 15 
15. Bittar 32 Iman, Aley 60 Chabb 15 
16. St. Jean 15 Baakl~i' 40 

641 957 824 

+ Eye Hospital of 

Dr. Charaf U. Dine, 

Aley 20 
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1. Mazloun: Tripoli
2. Accar, Haba 
 90Bekaa
 
60 


4 Boujnla 
1. Ibn Sina, Baaibeck
Tr po7 45
3.M Razl, Tri p oli 5255 2.
5. Borji, Anioun 
Ahl l , Baalbeck 80
 

3. ihali.
6. Hossein!. 30 , Zahleh
Tripoli 32
45 
 4. U. Miss, Chtoura
7. Chahine Chahine, 5.Tell,30 ChIha, Zahl,
6. Sad 100
. Ferzol 

Tripoli 
 35 
8. Mar MansourHasroun 


30
9. Chahal, Tripoli 

26
10. Halim Chahine, 

20
 

Amioun
 
17. 
 Rahbane, 
Zghorta 


34
12. Bissar, Tripoli 

13. Tripoli, 30
 

Koura 

14. Batroun, 42
 

Batroun 

80
 

624 


1. This information 
324
 

isbased 
on statements
Paid their dues to the Hospital 
made by hospitals
verified. 
 Syndicate, that have
and they have not been
know, 


We have added to this list those other hospitals of Which we
 
ever ifthey have not Paid their dues to the Syndicae
2. Some other new hospitals are being established. know of one
e
Ajaltoun nit
of approximately 


150 beds, belonging
nuns. Five Other hospitals to a religious
are being installed community 
of
With a 
total of 400 to 500 beds. 

inSaida and In the South,
 
3. The above statistics 


are therefore 
approximate
caution, 
As soon as security will Perm t 
and subje


we w ill Undertake a
inventory.- Precise
 



Annex F to the Report of the February 1983
 

WHO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

HEALTH MANPOWER AND TRAINING IN LEBANON
 

1. Assessment of the current status of Lebanese Health Manpower and Training
 

1.1 Health manpower
 

In the past there was no clearly defined national health policy for Lebanon.
 

This situation has further been encouraged by the war over the past eight
 

years. As a result no comprehensive plan exists for health manpower
 

development.
 

The information base required for adequate planning is lacking, and the data
 

available are deficient. Recently the Minister of Health appointed several
 

task forces to study various aspects of the health system. The data given
 

below were obtained from the reports of these task forces, as well as during
 

visits to health agencies.
 

In 1980 there were 2 404 practising physicians in the country, out of a total
 

number of 3 383 registered physicians. Of the remaining registered
 

physicians, 252 were known to be residing permanently overseas and 727 could
 

not be traced to their known addresses. It was suggested that a number of the
 

latter group were living temporarily outside Lebanon.
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Considering the estimated population of Lebanon (3 000 000), the number of
 
practising physicians provides for a reasonable physician: population ratio
 
(I : 1 248) compared to other neighbouring apd developing countries. However,
 
the health care services are characterized by maldistribution of physicians,
 

as can be seen from Table F-1. The majority of physicians work in the private
 
sector, 
and of those who work with the Ministry of Health the majority do so
 
on a part-time basis (Table F-2). A large proportion of practising physicians
 

(58%) are specialists.
 

About 52% of all physicians registered between 1930-1980 graduated from
 
medical schools outside Lebanon. In recent years there has been a steady 
increase in the number of registered physicians graduating overseas, with a 
peak of 76% in 1979-80. Table F-3 shows the origins of the diplomas of 852 
Lebanese physicians registered by the MOH during 1971-1977. The licensing
 
procedure demands that all Lebanese graduates, whether they studied in Lebanon
 
or overseas, should apply for and pass an examination (colloquium) before they
 
are licensed to practice and are registered. The examination is organized by
 
the Ministry of Health.
 

By contrast to physicians, there is marked shortage of nurses and other allied
 

health personnel, especially at the middle levels (Table F-2).
 

The distribution of health manpower 
 in the public and private sectors
 
illustrates the major role which the latter plays 
in the health care system of
 

Lebanon.
 

1.2 Health personnel training institutions
 

The main health personnel training institutions in Lebanon are shown in
 

table 5.
 

There are two well established medical schools, one at the American University
 

of Beirut (AUB) and the other at St. Joseph University. Both are private
 
institutions more than a century old. At present AUB admits about 86 medical
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students per year and the St. Joseph University admits 110. The mission was
 

informed that two new private medical schools, recently started and not
 

officially recognized, are now training students in the premedical stage.
 

With the establishment of these new medical schools and the return of
 

increasing numbers of Lebanese medical graduates from abroad, the numbers of
 

physicians would exceed the health needs of Lebanon and create serious
 

problems. Medical education is expensive, and the need for its expansion
 

should be carefully studied on the basis of the country's health development
 

plan.
 

There are ten nursing schools, of which three (AUB, St. Joseph University, and
 

Lebanese University) offer training at the Bachelor Degree level. The rest
 

train nurses to the technical baccalaureate level. The AUB Faculty of Nursing
 

also offers an Associate Degree in nursing (2 years) which does not fit with
 

the Lebanese legislation which stipulates that only two types of nurses are
 

recognized, BS and Technical Baccalaureate. In 1981 the total numbers of
 

graduates from all nursing programmes was 285. It is important to note that
 

all the nursing schools except for two are located in Beirut and belong to the
 

private sector. There is difficulty in attracting sufficient numbers of
 

students to study nursing. Apart from the unattractive conditions of service,
 

the location of most nursing schools in Beirut seems to be responsible for
 

this situation, since families in rural areas are reluctant to allow their
 

daughters to come and live in Beirut. In planning any new nursing schools, it
 

is important, therefore, that these should be established in the
 

Mohafazat outside Beirut so that students would be living in or within easy
 

reach of their communities.
 

The category of nusing aid is found in hospitals and health centres all over
 

the country. There is no specific educational requirement for their
 

recruitment and they are attached to hospitals for in-service training.
 

There is one school for training sanitarians in the country. The training is
 

conventional and the graduates' role is limited to inspection of housing, food
 

stores and restaurants and to enforcement of legisiation.
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Plans for training village health workers on an experimental basis in Saida
 

have not been implemented. There are now efforts by voluntary organizations
 

to initiate in collaboration with the Ministry of Health some projects for
 

training of village health workers.
 

The Faculty of Health Sciences of the American University of Beirut provides
 

training at the Bachelor Degree level (B.S.) in environmental health,
 

biostatistics, and medical laboratory technology. The curriculum of the B.S.
 

programme is under review and it is planned to provide for a core course
 

during the first 1 1/2 years of the programme to be followed by 1 1/2 years in
 

the specific field of study. Consideration is also being given to the
 

introduction of two new programmes, one in health education and the other in
 

administration. The Faculty of Health Sciences also offers training at the
 

Masters level in epidemiology and in general public health, as well as in
 

health and hospital administration. The Master in Public Health can be taken
 

with emphasis on hospital administration and for physicians with experience
 

takes nine months. It is interesting to note that the Ministry of Health has
 

so far not taken advantage of these training facilities for training its
 

staff.
 

2. Outline of problems
 

The following are significant problems observed by the mission. Many of these
 

are already identified by the Government and have been reflected in recent
 

statements of the Minister of Health and in reports of various task forces.
 

2.1 In the absence of a clearly formulated national health policy, no health
 

manpower plans have been developed.
 

2.2 Lack of basic health information poses a serious constraint in
 

identifying health problems objectively and in setting priorities for planning
 

purposes. Data on various categories of manpower and on their numbers and
 

distribution are 1 ntary and not collated.
incomplete, sometimes frag,. The lack
 

of accurate and reliable information jeopardizes the efforts to formulate,
 

implement and evaluate of health and manpower plans. However, until an
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effective health information system is developed, the basic information
 

currently available (if properly compiled and used) could justify some
 

immediate action on priority problems that need urgent attention.
 

2.3 The health delivery system is fragmented in a multiplicity of both
 

public and private agencies which are not yet effectively coordinated. This
 

constitutes a serious constraint in planning comprehensively for the health
 

sector. Many of the agencies are competing for the same human resources.
 
Each agency operates independently to generate its own resources in an effort
 

to become self-contained. The salary structure within the public sector is
 
far less attractive than in the private sector aiid this has led to an
 

"internal drain" of available manpower into the private sector which dominates
 

the health services delivery system. It is paradoxical that, while the
 

Government spends a great amount of money (LL. 150-180 000 000 of MOH funds
 
alone in 1982) contracting the private sector for curative care of the
 

citizens, its own conditions of service remain unattractive. This is a major
 

constraint in securing the services of sufficient numbers of staff in the
 

public sector.
 

2.4 Although there is no shortage of physicians, there is a marked shortage
 

of paramedical health personnel, especially at the middle level. Furthermore,
 

the existing health manpower (and especially physicians) are poorly
 

distributed, with excessive concentration in urban settings and particularly
 

in Beirut, which has 52.6% of the total number of physicians.
 

2.5 There has been a steady increase in the number of Lebanese physicians
 
graduating abroad, and in recent years they constituted 52% of registered
 

physicians. These physicians are not well oriented to the health problems of
 
the country and the health system. The training programmes of physicians
 

andother health personnel studying in Lebanon are predominantly oriented to
 
curative hospital based medical care rather than to comprehensive health
 

care. There have been some efforts by the Faculty of Health Sciences of the
 

American University of Beirut to organize field training of it: students in
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the community in collaboration with the Ministry of Health 
and other health
 
agencies. However, due the it was not to
to war possible implement this
 

programme.
 

6. There is a strong need to improve the managerial capacity of the health
 
system, including management of the health planning process and the management
 

of implementation.
 

7. The establishment of health personnel training is
institutions 

apparently not effectively controlled or coordinated.
 

Comments on the new health policy
 

The policy statement 
is a major step forward since, when finally endorsed, it
 
provides the basis for a national health plan.
 

The new policy states that health is a constitutional right of the citizens 
and that the State is committed to provide personal and non personal, curative
 
and preventive, promotive and rehabilitative health services to. the people.
 
In the Lebanese context implementation of this policy requires close
 
consultation, involvement and commitment of the various health agencies,
 
including the private sector which dominates the health system at present. 
 It
 
is not clear how far the agencies have been involved and the degree of their
 

commitment.
 

There seems to be political support for the policy. However, sustained
 
efforts need to be exerted to enlist the cooperation and participation of all
 
concerned parties including representatives of health care agencies, health
 
occupations, training institutions, and consumers for purposes of realistic
 
planning and effective management of plan implementation. By seeking this
 
kind of involved participation throughout levels decision making all
of and 

levels of operation, it could be possible 
to link up the political and
 
technical processes related to the management of the health services. A
 

. mechanism needs to be established for this purpose.The proposed
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decentralization with Regional autonomy in the delivE,-y of health services
 

seems 
to be a good approach to increase health care coverage and improve the
 
quality of health services. There are, however, several issues which need to
 

be carefully considered and resolved. These include:
 

(i) The managerial skill required both at the central and
 

regional levels for planning and operation of the system.
 

(ii) Integration of the health agencies within the public
 

sector and coordination between the public and private sectors.
 

(iii) The present shortage of health manpower in the public
 

sector.
 

(iv) The possible resistance of health professional or political
 

groups to the proposed system.
 

(v) The mis-match between the training of health personnel 
at
 

present and the tasks they are expected to perform in the new
 

system.
 

(vi) The cost of operating effectively the Area Health System
 

throughout the country.
 

The Upper-Metn proposal for delivery of comprehensive services 
seems a 

reasonable model to adopt in the implementation of regionalized health 
services. The proposal was carefully planned on the initiative of the 
community, and its implementation will be based on partnership between the 

private sector, the Ministry of Health, the local Government authorities 

(Council of municipalities), a teaching institution (AUB Faculty of Health 
Sciences), and the community. No doubt this model will need modification 

according to the needs of the community to be served, the health agencies
 

operating in the area, available resources, etc.
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Therefore, although the policy for decentralization with establishment of Area
 
Health Systems has been endorsed, and rightly so, it would be wise to effect
 
implementation of the plan in stages in order to 
learn from the experience as
 
the system spreads an be able to identify constraints andovercome them. 
 This
 
is particularly important since it would take some 
time before the managerial
 
capacity of the system is strengthened and the required number of health
 
personnel, especially at the middle 
level, are trained in order to overcome
 

the present shortage.
 

4. 	 Recommendations
 

The action proposed in these recommendations is composed of two complementary
 
and partially overlapping phases, an initial phase (up to 12 months), leading
 
to a second phase (1983-1985) for a long-term health manpower development plan
 

4.1 	 Phase 1 (up to 12 months)
 

Some of 	the health manpower problems discussed earlier are obvious and could 
be alleviated by decisions which permit the necessary and appropriate action
 
to be taken.
 

4.1.1 	 Improvement of the managerial capacity of the Ministry
 

of Health
 

This can be done through organizing workshops on the managerial processes for
 
national health development. The training should include participants from
 
the central level of the Ministry of Health as well as from the provinces. It
 
is also highly desirable to involve participants from other health agencies in
 
the public sector. The workshops should be followed by formulation of the
 
detailed health plan and the programme for its implementation.
 



Annex F, Manpower, Page 9
 

4.1.2 Revision of Salary and Work Conditions for physicians and other health
 
personnel in the Public Sector to secure their full-time services and improve
 
the coverage and quality of care.
 

One alternative would be to pay them 200-300% of the salary as 
an allowance in
 
lieu of private practice. Such a scheme operates in several countries, e.g.,
 
Jordan and Iraq. Another alternative would be to recruit them on 
the basis of
 
a salary plus a fee for service with a maximum limit to income and with
 
admission privileges only 
at the hospital where they are employed. Other
 
incentives such ashousing and transport 
can also be considered for those who
 
work in rural areas. 
 As far as possible, personnel should be recruited to
 
serve in 
or within easy reach of their communities. A decision on this matter
 
is urgently needed 
since the success of the new policy for decentralization
 
and upgrading of the services would depend on it.
 

4.1.3 Expand training of middle-level health personnel through the
 
establishment and development of Health Training Institutes, initially one 
in
 
each province and eventually in every Area Health 
System; for training of
 
nurses, nurse-midwives, laboratory X-ray
technicians, technicians,
 
sanitarians, etc., according to the needs of the health services.
 

The shortage in these categories of workers is obvious and a decision on the
 
establishment of training institutes needs to be taken soon. The proposed
 
institutes should be affiliated to 
hospitals and other health care facilities
 
in the province for purposes of practical and field training. Such
 
arrangements are necessary to provide the service component of training and at
 
the same time should help to upgrade these services. The entry requirements 
would be 9 - 10 years of general education, and the trpining would be for 3 
years, leading to the Technical Baccalaureate. 

It would not be possible to embark on the establishment of all the institutes
 
at one time owing to the magnitude of the resources that would be required.
 
Therefore, they should be phased. If this recommendation is accepted, the
 
Government needs to take a decision 
soon on the number and site of the
 
proposed institutes, based on the resources that can 
be made available.
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The Faculty of Health Sciences at AUB can play a leading role in the
 
development of these institutes, in the light of the faculty members'
 

experience in the establishment of the College of Health Sciences in Bahrain.
 

The collaboration of WHO and/or other agencies may be sought in the training
 
of teachers, development of curricula, and provision of teaching aids in the
 
initial stages. Once a decision is made, it will take at least 2-3 years to
 

plan and prepare for starting the training programmes.
 

4.1.4 Orientation training for all manpower currently in the service and to
 
be recruited on the health problems of the country and on the organization and
 

operation of the health system. Such training could be undertaken through
 
collaboration of staff in the Faculty of Health Sciences of AUB and in the
 

Ministry of Health. The main areas to 
be covered would be disease patterns
 

and the organization, operating policies, and problems of the health systems.
 

4.1.5 It is also recommended that the existing legislation whereby new
 

graduates are required to serve in a rural 
area for two years before being
 

allowed to practice in a city be implemented.
 

4.1.6 In the meantime increasing emphasis should be given to the teaching of
 
community medicine for all health personnel and training in Family Practice
 

(which is offered as a specialty at the AUB) should be encouraged.
 

4.1.7 Studying the needs of various categories of health personnel for 
continuing education and developing a plan for a national system for 

continuing education. 

4.1.8 Utilization of available WHO fellowships for training Ministry of
 

Health staff at the Faculty of Health Sciences of AUB in shortage specialties
 

such as epidemiology, biostatistics, and health services and hospital
 

administration. WHO "internal" fellowships can be utilized more effectively
 

in the development of the manpower needed for the operation of the health
 

services.
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4.1.9 Undertaking a detailed 
manpower study within the framework of a
 
national health information system. 
The study would focus on the demographic,
 
academic and manpower characteristics of the health occupations in the country
 
as a basis for the organization of a professional registry in the Ministry of
 
Health. This registry will serve the purposes of health manpower planning and
 
of personnel administration and management. A personnel register will 
also
 
provide the basis for job description and classification which is essential
 
for task-oriented education.
 

4.1.10 Conducting 
a survey of health personnel training programmes, including
 
their types, locations, numbers of students, institutional affiliations,
 
categories trained, duration of training, graduates, staffing, etc.
 

4.1.11 Establishment of minimum requirements and necessary 
legislation for
 
the establishment of new Faculties of Medicine. 
 A decision is needed in this
 
matter in the light of the recent establishment of new medical schools. The
 
requirements will include pre-requisites such as need for more physicians,
 
philosophy and objectives 
of the school and its justification, as well as
 
physical facilities, size of enrolment, staff/student raio, availability of
 
health care 
facilities for clinical and community training, affiliation to a
 
university, etc. At present there does not seem be a need for
to a new
 
medical school, taking into consideration the current intake at AUB and St.
 
Joseph Univerisities, the increasing number of graduates foreign
from 

Universities, and the rate of population growth. There may be some
 
justification for the State to have its 
own medical school, proposed to be in
 
the Lebanese University since there is none at the moment. such
However, a
 
decision should be based on the of the detailed
results manpower study
 
recommended above. If on the basis of the 
study it is decided to start a
 
national school, then evory effort should be made to bring 
the two newly
 
established private medical schools under the 
umbrella of the Lebanese
 
University and pool their resources together with those of the 
Government to
 
establish the national school.
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4.2 Phase 2 (1983-1985)
 

4.2.1 Definition of the role and 
tasks of each category of health workers,
 
based on identified priority health problems, service targets, and the type
 
and amount of activities to be carried out.
 

4.2.2 Reexamining projections of manpower requirements to bring them more 
closely in line with the needs of the Area Health Systems and the training 
capacity of the country. 

4.2.3 Evaluation of the curricula 
of health personnel training programmes,
 
as a basis for reorientation of the education of health workers 
to meet the
 
objectives of the health system.
 

4.2.4 Organization within the Ministry of Health of 
a health manpower unit
 
which possesses or can call upon 
planning and programming skills. This unit
 
could be part of, or work closely with, the health information systems that
 
will be developed. The unit will be responsible for planning,
 
implementation, monitoring, and evaluation of the health manpower, development
 

programme.
 

4.2.5 Creation of a General Medical Council 
which would be responsible for
 
recognition of degrees, licensing examinations, licensing, and registration of
 
health professionals, monitoring the quality of care, 
and application of the
 
medical code ethics.
of The Council would also determine the number of
 
students that are required 
to study medicine or any other health profession,
 
whether within Lebanon or 
abroad, and lay down the criteria and procedures for
 
their selection. The Council 
would be under the Chairmanship of the Minister
 
of Health and have as members:
 

The Deans of Medical and other health Professions Schools
 
Representatives of the Ministry of Education
 

The Director-General of Health
 

Representatives of Professional Associations kOrders)
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The Council would function through 
various appointed committees (curricula,
 
examinations, licensing and registration, ethics, etc.).
 

4.2.6 Training 
of some physicians through sponsorship of the Ministry of
 
Health in medical schools in Lebanon. 
 The candidates for such sponsorship
 
should be selected from communities where there is shortage of physicians, and
 
they should be committed, through a financial bond, to serve in their
 
community for a minimum period of say 5 years.
 

4.2.7 
 Develop and implement the continuing education programmes planned in
 
Phase 1.
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TABLE F-i
 

DISTRIBUTION OF PHYSICIANS BY MOHAFAZATS (1980)
 

AREA BEIRUT MOUNT NORTH BEKAA SOUTH 
DISTRIBUTION LEBANON LEBANON LEBANON TOTAL 
OF 

PHYSICIANS 
POPULATION 664 000 1 046 000 458 000 255 000 314 000 2 737 000 

NO. OF
 
PHYSICIANS 1 264 
 580 233 
 159 168 2 404
 

PERCENTAGE OF
 

THE TOTAL NO.
 
OF PHYSICIANS 52.6 
 24.1 9.7 6.6 
 7.0 100
 

PHYSICIAN
 
POPULATION RATIO 
 1:525 1:1803 1:1965 1:1603 1:1869 1:1138
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TABLE F-2
 

PHYSICIANS ON CONTRACT WITH MINISTRY OF HEALTH,
 

LEBANON.
 

(As of February 1, 1983)
 

Full-time 120 

Office hours 29 

For 36 hours/week 38 
For 30 hours/week 14 

For 18 hours/week 37 
For 9 hours/week 35 

T o t a l 273
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TABLE F-3
 
Origins of diplomas among 852 Lebanese physicians registered by the MOH
 
during 1971-77*
 

Universities in Lebanon: 
 320
 

St. Joseph University: 225
 

American University of Beirut: 95
 

Universities outside of Lebanon 
 532
 

225 in French (France: 206**

Belgium: 13
 

Algeria: 6)
 

93 in English (Egypt: 9O; Australia: 1;
 
India: 1, Iraq:l)
 

214 in other languages

(USSR: 99;.East Germ: 26;
 
Spain: 26; Syria:23: CSSR: 14;

Bulgaria: 7; Rumania: 5;
 
Italy: 3; Austria: 2;

Greece: 2; Turkey: 2;
 
Albania, Argentina, Hungary,
 
Poland, Yugoslavia:- I each
 

* Source: Three Year Report of St. Joseph University, published in
 
L'Orient-Le Jour, Beirut
 

** France has now limited the admission of foreigners to 5%, which 
will
increase the number of 
Lebanese physicians taking their degrees in various
other countries in different languages and cultures.
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TABLE F-4
 

HEALTH PERSONNEL IN LEBANON 
- 1977 

Ratio of health workers
 

Number to general population
 
Doctors 
 2 000 1/1 080
 
Dentists 
 932 1/3 480
 
Pharmacists 
 894 1/3 635
 
Nurses 
 1 514 1/1 625
 
Nursing Aids 
 998 1/3 256
 
Midwives 
 500 1/6 500
 
Physiotherapists 
 . 96 1/33 854
 
Laboratory technicians 
 200 1/16 250
 
X-Ray technicians 
 20 1/162 500
 
Sanitarians 
 200 1/16 250
 

Source: Ministry of Health, October 1977
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TABLE F-5 

HEALTH PERSONNEL IRAININtG INSTTUrIO,S 

Schoo I 
Programitte 

En try 
Requirement Durat Ion 

No. of 
Gradu-

R e m a r k s 

ates 
(1981) 

A. EDJI IE Bot h schools have increased t.. - - ' 

1. AUB Faculty of Medicine M.D. 2nd part Bacc. 
3 years B.S. 

4 yrs + 
1 yr intern 

64 
intake, to E6 an~d 1.10 iespectic iy.
Two new madicaI schocls have . 
started by th-e private sect,),.. 'i 1re 
is also suggesLiua of strti;,: .. 

2.St. Joseph Faculty t.1.D. 2nd part Bacc. + 7 yrs incl. 

medical schoolUniversi ty. in the Lebailes. 

entrance exam. intern. 

B. PIIARr-IACY
St. Joseph Faculty of 
Pharmacy 

B.S. 2nd part B3cc. 5 yrs 30 

C. OEIcTISTRY 
St. Joseph Dental School B.S. 2nd part Bacc. 5 yrs 50 

D. PU2LIC HEALTH 
Faculty of lealth 
Sciences, AUB 

B.S.(Envir. 
(Riostat. 
(Lab.Tech. 

2nd part Bacc. 
13 yrs 

3 yrs 25 
4 

30 

The N'ed. Lab. Crurse graduated :iI:s 
first batch. But it is a &1f i ,,a
tion of a Diplo ,a course whic!-
sturt _d In 1951 and. Lhe total fi''"ler 
of graJuates = 500 

M.S. Epida-
nilology 

B.S. or Health 
Prefessio &V2 

2 years 3 
-_ 

exIperience 

.I.P.H/Gen.
llosp.AFn. 

B.S. or HealLh112 
I'rof.&2xperi ence 

Years)
9 months) 30 

" 

1I.P.ll/lhiealth e 2 3*rs (F.r.) F.T. full tiru 
Surv. 
l'osp. 3 yrs (P.T.) P.T. part t ime 



E. NURSIN;G1.ZUB School of Nursing, 
Beirut 

B.S. 

A.D. 
Ass.Degree 

l2yrs 
Baccalaureate 

9 yrs 

3 yrs 

3 yrs 

25 

15 
2. St. Joseph Univ. B.S. 12 yrs 3 yrs 60 

3. Lebanese University/ 
Lebanese Red Cross*Baabda B.S. 12 yrs 3*yrs - Ninist. Decree No. 6 "L'Association 

(Tripoli) 
(Beirut) 

4.Red Cross (Catiada) 

B.S. 
Tech.Bacc. 

Tech.Bacc. 

9 yrs 

9 yrs 

" 
3 yrs 

3 Yrs 

8 (1982) 

(20(1982) 
35 

25 

des Infiriers et InfirmRires 
Diplmds de la Croix Rcuoe 
Internatioaale (officially 
recognized 1 March 1973) 

5. Makassed 

(Beirut) 

Hospital Tech.Bacc. 9 yrs .3 yrs 25 

6. Charity Hosp.(Beirut 

7. Notre Dame Hospital 
(Jounieh) 

Tech.Bacc. 

Tech.Bacc. 

9 Yrs 

9 Yrs 

.3 yrs 

3 yrs 

30 

25 

8. Sahil School (Beirut) Tech.Bacc. 9 yrs 3 yrs 25 
9. Greek Orthodox 

(St- Ueoryes) (zeirut) 
Tech.Bacc. 9 yrs 3 yrs 10 

10. .baiiSclhoo (Jbei1) 

NURSING AIDS 

F. LAIRATORY TECHNICIANS 

Tech.Bacc. 

Nlo special 
qual. 

9 .rs 

Variable not 
spec ified 

3 yrs 

In-service 

--

7 

'Has no yrauuates yeL 

All over the country, attachied to 
hospitals 

raculty of 
A-II 

Health Science.., B.S. 2nd part 
r) 

Bacc. 3 rs 30 

St. Joseph Utniversity Tech.Bacc. 9 yrs 3 yrs 

Lebanese University 

G. 5,'421A.RIANIS 

Tech.Bacc. 9 yrs 3 yrs 

School of Sanitarians 
(Tripo I I) 

PlEns 

Diploma 
MUll 

l'hI.D, 

9-10 Yrs 

Us.S.t.S. + 2 yrs 
pract." exp. 

M~s.S. 

3 yrs 

2 Yrs 

5 J'rs 

The school is nm'w closed. It has so
far groduated 121). Graduates wee 
inot posted due Lo star. 
hon starti t T-L F,-tT,-only- -

Nurse's school vhore Iust-yraduate 
courses/degrees arc provided. 



Annex oto the Report of the February 1983
 
1 

WHO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

PRIMARY HEALTH CARE IN LEBANON
 

1. Introduction
 

The primary health care approach is not new to Lebanon. 
 Since the 1960's
 
changing theories of development linked health to other sectors: concern
 
with high infant, child and maternal mortality and morbidity rates directed
 
support to maternal and child health services with an emphasis on
 
prevention, and health professionals realized the value of involving the
 
community in decisions about its health, of the importance of a more
 
equitable.distribution of resources, and of the use of appropriate
 
technology. 
Law number 16352, passed in 1964,described how Lebanon was to
 
be divided into four 'polar centres' of health and included detail on the
 
hospital, health centres and community activities. In 1980 a further law
 
was passed to set up health centres across Lebanon. However, various
 
political, economic, planning, and management difficulties have hindered
 
putting these laws into effect, to the extent that there is not one health
 
centre in the country that delivers comprehensive primary health services.
 
Also, to many people in Lebanon primary health care means primary medical
 
care mainly available from hospitals and dispensaries, whereas the
 
emphasis,adapted to factors within Lebanon, should be on the provision of
 
front-line, first contact services and on continuity of care (referral
 
system), 
all within the framework of five basic principles. These
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principles are equitable distribution, community involvement, focus on
 
prevention, a multi-sectoral approach, and appropriate technology. Within
 
the 'ramework of these principles, the basic components of a primary health
 
care service are:
 

- Education about diseases, health problems, and their control 
- Safe water and sanitation systems 
- Maternal and child care, including family planning 
- Immunization 

- Appropriate treatment of common diseases and injuries 
- Provision of essential drugs 
- Promotion of proper nutrition 

2. The present situation and major trends inLebanon's health sector
 

Accurate data on dispensaries and health centres inLebanon, including the
 
actual number that are functioning, the levels of services offered, their
 
coverage and impact, and the types and number of staff, are unavailable.
 
Nor isthere data on the health and disease problems and needs in the
 
country. The lack of a health plan or policy has meant that many
 
dispensaries have been set up for business and/or political reasons rather
 
than on the basis of the needs of the population. Most care provided at
 
dispensaries isfree or fees of.up to 5 Lebanese Pounds are charged.
 

Table 1 shows the total number of dispensaries inLebanon by .4ohafazat
 
(region), with the population distribution. Of these 507 dispensaries,
 
59.2% are located inapartments, with the remaining 40.8% in separate
 
buildings. More than 80% of the total number of the dispensaries occupy an
 
area of less than 150 square meters. The table also shows that Beirut,
 
despite having the highest population, has the least number of dispensaries.
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Table 1. Dispensaries inLebanon and the Population Distribution by
 
Mohafazat.
 
Mohafazat 
 Number Percentage Population Distribution
 
Beirut 48 
 9.5 45%
 
North Lebanon 61 
 12 16%
 
Beqa'a 
 78 15.4 10%
 
South Lebanon 133 
 26.2 12%
 
Mount Lebanon 187 36.9 17%
 

Total 507 
 100% 100%
 

(Ref. AUB Study 1932, Dr Kronfol) (Ref. MOH, 1982)
 

In Table 2 the types of personnel employed in 268 of the 507 dispensaries
 
shows a heavily physician dominated situation. There are more physicians
 
than nurses, and almost equal numbers of ancillary staff (such as cleaners,
 
drivers etc.) to nurses. There is an average of seven workers per
 

dispensary.
 

Table 2 Personnel Employed in Dispensaries
 

Category 
 Number
 
Physicians 
 831
 
Nurses and midwives 
 534
 
Social worker 
 41
 
Pharmacists 
 12
 
Other 
 497
 

Total 
 1915 

(Ref. AUB Study 1982- Dr Kronfol)
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Funding of these same 268 dispensaries is from a variety of sources, but the
 
Ministry of Health and the Office of Social Development provide 47% of their
 
total budget (Table 3).
 

Table 3. Funding of Dispensaries.
 

Source 
 Percentage
 

Office of Social Development 26.2
 
Ministry of Health 
 21.3
 
Political parties 
 13.8
 
Red Cross 
 13.8
 
Mouvement Social 
 11.4
 
Voluntary organizations 
 4.9
 
Municipality 
 4.4
 
Community 
 1.0
 
International agencies 
 1.0
 

Others 
 1.0
 

ToOta 
 100%
 

(Ref. AUB Study 1982- Dr Kronfol)
 

It is generally admitted that nearly all dispensaries, especially those in
 
the rural areas, offer mostly curative care. This is partly a reflection
 
on the lack of a health policy at central level. It also reflects the fact
 
that the core curriculum of most doctors and nurses is 
not oriented to
 
community health, and therefore the importance of a preventive health
 

approach is not appreciated.
 

3. Ministry of Health proposals for strengthening Lebanon's health with
 

regard to primary health care (MOH, December 1982)'
 

The Ministry of Health's proposals for strengthening Lebanon's'health
 
services system emphasizes the following points which are all 
consonant
 

with development of effective primary health care:
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The State iscommitted to provide personal and non-personal,
 
curative and preventive, promotive and rehabilitative health
 
services to the Lebanese population
 

The political will isready to back up the new health policy with
 
moral and material support.
 

The community to be served isa full and effective partner inthe
 
planning, programming, implementation and evaluation of its health
 
services - through freely elected and active representatives.
 

Prevention should take precedence over cure, and rehabilitation
 
should follow disease - inthe conceptual strategy of the decision
 
makers inhealth.
 

A certain degree of autonomous control to the regional and
 
subregional units.
 

Promotion of the partnership with the private sector, the
 

professional associations and the labour unions.
 

With this new commitment to health, the challenge in primary health care
 

now to Lebanon is how to :
 

- Translate the new strong political will at national level into a
 

firm national strategy.
 

- Develop political will and support at the area level, and 

especially at community level, where defining a community may be 

difficult. 

- Develop minimum national policy guidelines which will allow each 

area to adapt primary health care to its particular characteristics 
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Adapt the concept and activities of primary health care to Lebanon
 
given the predominence of the private medicine, hospital,
 

physician orientation of the country.
 

Ensure that adequate capital and especially recurrent funds are
 
allocated by the government to primary health care services, in 
an
 

equitable manner.
 

Strengthen the existing management infrastructure at national and
 

area levels, especially area hosptials, the referral system,
 
supervision, and training, so that primary health care, which is
 
but one part of the health system, can rely on support from these
 

other levels of services.
 

Overcome professional politics. Professional status implies
 
adequate income, training and management for all levels of health
 
workers and is especially crucial if primary health care is to
 
attract high quality personnel and is not to be seen as second
 
best. How will the possible resistance of doctors be overcome?
 
The most influential doctors are possibly those whose first
 
interes, is cUrative medicine and for whom health is 
a business.
 

Develop effective collaboration and co-ordination with the private
 

sector, with the inter- and non-governmental organizations, and
 
with thd informal sector (e.g., traditional midwives), so that the
 
community benefits from the wealth of existing experience,
 

expertise and resources.
 

Establish an epidemiological approach to the development of
 
primary health care, so that the services developed are based on
 
the needs and problems as determined with each community, combined
 
with the professional knowledge and expertise available at local,
 

area and central levels.
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Decide what priorities (e.g., geographical areas, special social
 
groups) are necessary, within the stated policy.
 

Replicate the known successes of small local projects on a
 
national scale. The health plan ismainly a
top-down exercise, but
 
if the community isto be involved, the experiences of
 
non-governmental agencies, the universities, and the informal
 
sector need to be considered inorder to ensure that the
 
advantages of both 'top-down' and 'bottom-up' management processes
 
are realized.
 

These are some of the considerable difficulties facing Lebanon in
 
converting the primary health 
care approach into practice. The
 
introduction or establishment of two distinct levels of organization may
 
hopefully .permit primary health care to be implemented effectively, by
 
strengthening the planning and management capacity at the central level and
 
by developing support for primary health care close to the periphery, e.g.,
 
at area level. Area level support must also complement the strong sense of
 
self-reliance existing within most individuals, families and population
 

groups.
 

In the proposed model the central level will maintain its policy,
 
programming, legislative and budgeting activities but will permit, through
 
administrative decentralization, the creation of a comprehensive area
 

health level.
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4. Findings and conclusions.
 

The following strategies for implementing primary health care should be
 
considered within the overall health plan for Lebanon. 
However discussion
 
with the Lebanese authorities is still needed on how to realistically
 
integrate primary health care at central and area levels.
 

4.1 Reorganization for Support of Primary Health Care
 

4.1.1 Central Level.
 

Without a change of the present structure, there is a real danger that
 
the primary health care concept, with its policy implications, will not
 
be given the due attention it requires. Primary Health Care is best
 
integrated with Social Welfare, as to date the Office of Social
 
Development (presently with the Ministry of Labour) has proven itself
 
to be one of the only bodies that has come close to implementing the
 

primary health care approach.
 

Because of the present medical, hospital orientation of the country,
 
both within the medical profession and among the general population,
 

the reorganized "Ministry of Health and Social Affairs should have
 
either a newly created Directorate of Social Welfare and Primary Health
 
Care (see Diagram la) or a special Primary Health Care Unit within the
 
Planning Office which might then be called the Office of Planning and
 
PHC Programming; (see Diagram Ib). If a SW/PHC directorate were
 
established, there wouild be two offices within it, one for Social
 
Welfare and another for Primary Health Care (see Diagram 1c).
 

A central unit for primary health care would help ensure that centra.l
 
theoretical planning and local community successes would translate into
 
overall, appropriate primary health care plans. Policy guideines
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would be established that would give the area health authorities
 
minimum standards from which to adapt the approach according to their
 
own specific local characteristics.
 

4.1.2 The Directorate or Unit of Social Welfare and Primary Health Care
 

This would primarily be concerned with family and community health
 
services with a central co-ordinating office that will ensure
 
inter-sectoral co-ordination and co-operation, and collaboration and/or
 
co-ordination between the government, private and non-governmental
 
health agencies concerned with social welfare and primary health care
 
(see Diagram 2).
 

The Social Welfare Unit would include three offices, each primarily
 
concerned with social support services that directly affect the
 
well-being of the individual, family, and community:
 

- Child Lay Care Services.
 
- Family Case Work.
 

- Educational Workshops,
 

The Primary Health Care Unit would include four offices :
 

-Health/Nutrition Education.
 

-School Health.
 

-Immunization.
 

-Family Health.
 

These primary health care offices are concerned with some of the main
 
components of a primary health care service. Their role will be to
 
develop policies inthe context of the overall primary health care
 
approach to ensure that primary health care forms the basis of the
 
health system. The co-ordinating office within the Directorate will
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ensure that those other components of primary health care that fall
 
within other Directorates (e.g., safe water and basic sanitation in
 
Environmental Health; appropriate treatment of common diseases and
 

injuries in Medical Care;-provision of essential drugs in the
 
Laboratories and Pharmacy Directorate) are linked and planned
 

effectively.
 

4.1.3 Area Level and Area Health and Social Authority
 

The area level will be one of the main keys to the success or failure
 

of primary health care. For primary health care can only be
 

implemented where a good infra-structure of hospitals and managerial
 
support (e.g. referral system, supervision, and training) exists.
 

Primary health care, which is but one part of the health system, and
 

not an alternative to the area health services, must be able to rely on
 
support to the primary health care approach from these other levels of
 

service.
 

Diagrams 3a and 3b show the proposed relationship of the community
 

health centres, where primary health care activities will primarily be
 

based, with the hospitals and the management support activities within
 

the office of the Executive Director.
 

4.2 Implementation of the main principles
 

The main activities in relation to support for primary health care may
 

need to be developed as follows:
 

4.2.1 Inter-sectoral co-operation.
 

Opportunities for developing inter-sectoral co-operation should be
 

given maximum support, to allow local health staff to respond to the
 

needs of other sectors (e.g. education, agriculture and industry) and
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to initiate their own demands of these sectors, leading to joint

planning for better health. 
 Both a formal and informal structure needs
 
to be set up to ensure regular dialogue and appropriate action. The
 
formal structure should encourage representatives from the private
 
sector (e.g.,private hospitals), the commercial sector (e.g.,
 
pharmacies and cigarette manufacturers), and from sectors such as
 
water, housing, and agriculture. Representatives may sit on the
 
Executive Board of the AHA.
 

4.2.2 Collaboration and/or Co-ordination between the government,
 
private, and non-government health agencies
 

This iscrucial, because so many health agencies exist and because the
 
private sector is very important. Inorder to avoid a predominance of
 
"top-down" planning from central level, the experience of
 
non-government agencies (such as voluntary organizations, academic
 
centres, and the informal sector) with realistic peri-urban and/or
 
village projects must be taken advantage of so that their 'bottom-up'
 
experiences can contribute to primary health care development.
 

4.2.3 Community participation
 

This can be developed through two main structures, Government and
 
informal.
 

The Government structure'for community participation (see Diagram 3a)
 
could involve, for example, the union of municipalities, which has
 
shown to be effective in some areas of Lebanon, with representation on
 
the Executive Board of the local AHA. 
 Itcould also involve elected
 
representatives of the community, both professional and other, who
 
w6uld sit on the Community Advisory Board which has a direct line of
 
communication to the Executive Director of the local AHA.
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The informal structure could involve mechanisms such as village or
 
community committees, including professional personnel and, for
 
example, priests, community elders, and traditional midwives, who may
 
elect a representative to sit on the Community Advisory Board.
 

4.2.4 Referral system
 

The community health centre will provide a comprehensive range of
 
primary health care activities but will need an effective mechanism for
 
the referral of more specialist medical care and for surgical 
care.
 
Referral would be primarily to the area level, and to the central level
 
only for complex cases. Within national guidelines, each area will
 
need to decide which types of illness can be dealt with within the
 
government hospitals and which will need referral to private hospitals.
 

4.2.5 Financial support
 

The seriousness of the government's sc.?port for primary health care
 
will particularly be reflected in the percentage of the health budget
 
allocated to primary health care. 
 At central level, the operating
 
development budget must reflect adequate capital and recurrent funds.
 
The development budget is important as the Minister of Health proposes
 
that it give more support to those communities with greater health
 

needs and/or smaller resources.
 

At area level strict control will be necessary to ensure that the
 
autonomous budget generated by the AHA community is equitably
 
distributed in the allocation of financial 
resources between primary
 
health care and hospital care. The role of the community health centre
 
in spending its proportion of the area budget will need to be planned
 

later in the light of further information.
 

Costing and financing details have not yet been developed.
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4.2.6 Manpower Development
 

Providing and retaining high quality workers within the community
 
health centres will require improvements insalary and status,
 
in-service training of trained personnel, and a strengthening of the
 
middle level workers such as nurses (through, for example, the
 
establishment of government nurse training schools). Consideration
 
should be given to limiting the implementation of any more basic
 
community health worker training programmes until important questions
 
concerning such workers (i.e., their functions, utilization, selection,
 
training, evaluation, and acceptance both by the community and by
 
existing professional bodies) have been answered.
 

At the present time there istoo much emphasis on hospital based care
 
and little on community health care. Admission requirement and
 
examinations are favouring intellectual capacities and neglect such
 
important human attributes as practical skills and attitudes. Ifthiis
 
remains unchanged, little can be expected from future health workers ir
 
terms of preparedness and competencies needed inprimary health care.
 

4.2.7 Management
 

The present weak management structure will need to be strengthened
 
through the re-orientation of health workers inboth management skills
 
and health care. An epidemiological approach to determine needs and
 
problems at both central and area level and within the community will
 
help ensure that planning decisions are taken at all levels, and that
 
day-to-day management especially,remains a local responsibility.
 

At central level, equitable distribution of resources will, for
 
example, be an important management issue. As an increasing
 
percentage of the population lives inBeirut and other cities and
 
towns, the needs of the peri-urban and poor must be not be neglected
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because of false beliefs that primary health care isprimarily for the
 
remote rural areas. Initially, one or two well designed health centres
 
that provide the elements of primary health care should be provided in each
 
Mohafazat.
 

4.2.8 Facilities, Equipment and Supplies
 

The establishment of the autonomous AHA's will hopefully minimize the
 
present reliance of government facilities outside Beirut on an extended
 
chain of bureaucratic procedures for obtaining equipment and supplies.
 

The provision of equipment should be standardized, especially where
 
offers from international agencies are concerned, so that lack of spare
 
parts and difficulties in regular maintenance will not continue to
 
contribute to most equipment's becoming unuseable within a few months.
 

Community health care centreswill need (apart from personnel) the
 
following inorder to provide high quality health care;
 

- A building of at least 200 square metres
 
- Appropriate basic equipment for preventive,
 
promotive, and curative health care
 

-
Basic laboratory, X-ray, transport and communication facilities
 
-
Adequate amounts of all essential drugs and supplies, regularly
 

received
 

- 5-6 day care beds
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5. Recommendations
 

5.1 Phase I.(up to 12 months)
 

Confirm the political will of the government by signing and
 
implementing new laws on the organization of primary health care.
 

Ensure that adequate capital and recurrent funds are allocated.
 

Establish an epidemiological approach to the development of primary
 
health care, with emphasis on evaluation of health care and on disease
 
surveillance, so that the services developed are based on the needs of
 
the population and take into account the available resources 
and
 
cultural, socio-economic and political factors.
 

Re-orient all 
levels of trained health workers in community health,
 
through national, area and local workshops.
 

Review the training curricula of all health workers, and ensure that
 
community health is 
a core subject for all.
 

Obtain the funds to establish a government nurse training school
 
(Baccalaureate technical level) in each Mohafazat.
 

Establish laws requiring graduates of government medical, nursing and
 
other health training establishments stay in government service for 2-3
 
years after completion of training.
 

Revise the salary and working conditions of all levels of health
 
workers. Allow each 
area health authority to determine the salary
 
structure, outside of civil service regulations (and in parallel try to
 
improve the civil service structure).
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Establish (upgrade) 2 health centres in each Mohafazat. Each might
 
cover a population of around 30000 and have a staff level of about 16
 
(e.g., 2-3 doctors, 2 nurses, 2 midwives, 2 practical nurses, 1
 
laboratory technician, 1 X ray technician, 1 sanitarian, 1 social
 
worker, and 1 clerk, 1 driver and cleaner.) Facilities should include
 
the provision of essential drugs, a basic laboratory, an X-ray machine,
 
one ambulance, a car, and possibly 5-6 day case beds.
 

Develop promotional structures within community health for all levels
 

of manpower.
 

Ensure that ifnurses prescribe treatment (e.g., during home visiting)
 
they are legally covered.
 

Establish a General Nursing Council and a General Medical Council.
 

Encourage the informal sector (e.g., traditional midwives) to play an
 

active role.
 

Create a link between physicians, nurses, and allied health personnel
 
which allows for regular exchange of information, supervision, and
 
in-service training.
 

Depending on the results of epidemiological and social science studies,
 
determine specifically where the health centres will 
be situated, how
 
they will relate to the hospitals, etc.
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5.2 Phase II (long-term, beginning in1983-1985)
 

Establish the nursing schools and the training centres for allied
 
health personnel.
 

Upgrade existing dispensaries throughout the whole country as
 
management and training skills are developed, and build new centres if
 
epidemiological, social science, and health care studies show them to
 
be necessary.
 

Develop health indicators (measures for assessing to what extent health
 
goals, objectives or targets are being met, or markers that help map
 
the trend, or need for change), and use them inmaking health services
 
planning and management decisions.
 

Seek the collaboration of traditional midwives,and integrate them into
 
services at the community level (with appropriate training).
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Annex H to the Report of the February 1983
 

WHO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

PREVENTIVE AND EPIDEMIOLOGICAL SERVICES
 

1. Introduction
 

The concept of public health has gradually expanded from its previous limited
 
concern with the physical environment and sanitation to cover preventive
 
se rvices and more recently promotion of positive health.
 

It now covers a variety of services including environmental health, disease
 
prevention and control, and social and occupational health. One of the
 
essential disciplines which cuts across all the above services is epidemiology.
 

Although the construction and maintenance costs of some of the elements of
 
public health services (e.g., water supply systems and sewage disposal plants)
 
are admittedly great, in the long run they prove to be less expensive than the
 
illnesses that are caused by deficiency in these services. It must therefore
 
be emphasized that preventive and promotive health activities offer a sound
 
financial investment to the individual and to the community.
 

Public health workers are at a disadvantage in that they cannot easily point
 
to their successes, unlike clinicians who with justification can point to the
 
saving of many specific lives by their judicious medical and surgical
 
management. 
 In addition, provisions for medical care are substantially
 
supported by the private sector, while public health services are always left
 
to t-he governments, and especially to Ministries of Health.
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Epidemiological information provides the foundation upon which all other parts
 

of the public health programme are constructed. Information on health
 

problems affecting the population is a basic essential tool for effective
 

health planning and programnming. To be able to determine needs for facilities
 

and services, it is necessary to measure the level of health of the population
 

and to be able to answer the questions as to the main health problems, their
 

magnitude, the groups affected, and when and where the probloms occur with the
 

greatest frequency.
 

The value of measuring the level of health does not stop at the stage of
 

planning for the provision of health servicesbut goes beyond that t
 

measuring the outcomes of the services and assessing their adequacy and
 

efficiency.
 

2. Assessment of the Situation
 

2.1 According to the organogram of the MOH preventive and promotive health
 

services at the peripheral level are the responsibility of the Qadaa medical
 

officers and the health workers. Unfortunately the Qadaa medical officers are
 

almost totally occupied with the provision of curative services in their
 

districts. The number of health workers who are actually engaged in
 

peripheral health services is very small. Their job descriptions are vague
 

and so they have little, if anyimpact. This rather weak peripheral structure
 

is reflected all through the preventive and promotive activities of the MOH.
 

2.2 The share of public health activities in the budget of the MOH is very
 

small and is less than 1% of what is allocated for treatment of cases of
 

illness.
 

2.3 Review of the present situation (detailed below) leads to the conclusion
 

.that public health activities, and especially preventive and epidemiological
 

services are rather marginal. They are not given the priority they deserve.
 

The use of appropriate epidemiology is almost absent at the various levels of
 

Government health services in Lebanon, but some key personnel are available
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for training epidemiological workers and developing an adequate national
 

epidemiological surveillance and analysis system.
 

2.3.1 The present fragmented private, curative health care system in Lebanon
 
lacks the ability to provide relevant epidemiological information. At the
 
local 
or community level, health personnel, especially doctors, rarely report
 
diseases to the health department, although they are obliged to do so 
(for
 
some diseases) by law. A similar situation axists with respect to health
 

establishments such as clinics, dispensaries and hospitals. 
This has resulted
 
in the present situation in which only scattered information is available to
 

the health authorities.
 

2.3.2 
 In the present situation all collected information is for usa by higher
 
levels only. Health workers collecting the information do not take part in
 
the analysis or the interpretation of the data and don't see how the data are
 
used, so they do not feel the value and the need for accuracy and
 

completeness. In addition, data analyses are not made against the essential
 

local background in the community.
 

2.3.3 The department of vital and health statistics of the MOH has been
 
non-functional and practically non-existent since 1975. 
 This department
 
produced annual reports for the years 1956 to 1971. 
 At that time its role was
 
only as a processor of information which in many instances was deficient both
 
in its comprehensiveness and in its quality. 
The collected data were rarely,
 
if ever, selected, collected, and processed to facilitate or improve decision
 
making, and rarely led to any actions. Hence, the essential basis of
 
epidemiological surveillance (namely information for action), was missing, and
 

it continues to be missing now, to the detriment of effective health services.
 

P.3.L4 At the central level of the MOH, there is an existing structure for
 

epidemiological services, yet these services have been almost, at a standstill
 
for many years in view of several constraints which are wel1 known to all
 

ccncerned. Central supervision over the minimal field activities is
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inadequate, as are the analysis, use, and feedback of available
 

epidemiological data. 
Many of these functions are practically non-existent.
 

Hence there are few or no possibilities for ensuring regular identification of
 
unusual situations such as outbreaks and epidemics or for ensuring appropriate
 

and timely responses.
 

2.3.5 
As a result of war, some risk factors such as disrupted sanitation,
 

population movements, etc., are accumulating and can stress the health
 

situation, especially in relation to communicable diseases outbreaks.
 

2.3.6 In spite of the above-mentioned situation, Lebanon is in a unique
 
situation of being potentially capable of developing and implementing sound
 
epidemiological work, in view of the.presence of Universities which have
 
well-experienced groups in training 
ind in the use of epidemiology. They have
 
been able, in the midst of the most difficult situations, to implement pilot
 

epidemiological surveillance activities which could with slight modification
 

serve as models for future development of these services in Lebanon.
 

3. The Proposed New Health Policy
 

The proposed new health policy with the primary health care approach offers a
 
good chance for the implementation of public health activities at the
 

peripheral level which is at present the weakest link in the development of
 
sound public health services. It has to be stressed here that preventive
 

services at this level should not have a special structure apart from other
 
aspects of health services. All health personnel at the primary health care
 

level should be responsible for offering all the basic elements of public
 

health.
 

With respect to the development of epidemiological services, it is to be noted
 
that the proposed general framework for a health information system for the
 
MOH (developed by the Task Force on Health Information) is a step forward in
 

the development of epidemiological services at the central level. 
 The
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national task force, however, did not give sufficient thought and
 
consideration to the local level as a source of information and to its
 
potential in the interpretation and utilization of information. 
At the local
 

level, where health workers are expected to help communities to solve their
 
health problems, the application of basic epidemiological principles can be
 
most helpful. Local health workers are most suited for this purpose as they
 
are often in the best position to interpret the situation in the light of
 
local realities. By bringing epidemiological principles to peripheral health
 

care, new dimensions will be added to this important tool, and several
 

benefits are envisaged, namely:
 

- Improvement of the quality of information and of its utilization,
 

not only at the local level but at the central level.
 

- Health workers will attain a certain degree of confidence and self
 
reliance based on analytical thinking. This will in turn help
 

them to give better support to the community they serve and to be
 
capable of effectively evaluating and managing the health of the
 

community,
 

- The practice of analytical thinking and decision-making will help
 
the health workers to motivate and educate the community and to
 

be capable of securing community participation.
 

- By local analysis and interpretation, necessary actions can be
 

taken on 
the spot in the light of the locai Nituation. This
 

gives a better chance for success of cor.trol activities.
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4. Recommendations
 

I 

The long-term objective for successful public health services should be
 
directed towards having these services as an integrated component of the
 

national health policy implemented at all levels of health services. The
 
following recommendations represent steps in that direction:
 

4.1 Reactivate and support the Directorate of Public Health at the Ministry,
 
under the leadership of an epidemiologist who should have the responsibility
 
of developing epidemiological services at all levels in close collaboration
 
with various sections, particularly health statistics and primary health
 
care. As well, the Public Health Department in each province should have the
 
services of a trained public health specialist.
 

4.2 There is an immediate need for evaluating the health situation and hence
 
the health needs. It is therefore recommended to initiate a National
 
Epidemiological Survey of morbidity to obtain population based information
 
from representative samples of the population of Lebanon. 
It should also
 

include an in-depth epidemiological investigation of the major health problems
 
in the country. The MOH Health Planning Unit will be-most suitable to
 
undertake this survey, in collaboration wich the School of Health Sciences of
 

the American University of Beirut.
 

4.3 In parallel with the above, it is necessary to work towards obtaining
 
accurate comprehensive information from the existing heal;h care system,
 
whether Government, private cn voluntary, and from individual health providers
 
and health establishments. 
The modality of this needs to be discussed in a
 
national seminar where all the authorities concerned will be represented. Due
 

consideration should be given to the design of the reporting forms and to the
 
mechanisms for reporting, including immediate reporting whenever needed.
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4.4 Responsible authorities of the MOH should discuss with training
 
institutes (perhaps in a national workshop) the need to strengthen the public
 
health teaching programmes and to 
ensure their comprehensive coverage of the
 
various disciplines. The contents of training are to be related to the tasks
 
envisaged for the particular category of health workers. 
However, a minimum
 
need will be that all health workers acquire the basic principles of public
 
health and particularly ability to make observations and to record, count,
 
classify and present their data using simple epidemiological tools such as
 
maps, charts, etc.
 

4.5 In-service training for health workers should be provided, through
 
organized courses, training manuals, and regular supportive supervision by the
 

central and regional staff.
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WHO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

ENVIRONMENTAL HEALTH
 

1. Situation Assessment
 

It is estimated that 95 per cent of the population of Lebanon are served by
 
public water supply systems, although severe deficiencies in the quantity
 
and allocation of public supplies are apparent, 
Most of the water supplies
 
are chlorinated, but many chlorinators have been out of order for
 
sometime. In Beirut, intermittent supply and decayed water and sewerage
 
pipes 
are posing a health hazard for the consumers. It is estimated that
 
nearly 50% of Beirut water supply is lost through leakage from broken
 
joints and pipes.
 

Wastewater does not receive any appropriate treatment or disposal under
 
safe controlled conditions. Raw sewage from municipal systems is used
 
directly in irrigation and washing of vegetables in the Bekaa Valley.
 
Sewage discharges from mountain communities enter sinkholes in streambeds,
 
and pass through cavernous-limestone formations to pollute large water
 
supply springs near the coast. 
 The coastal urban areas of Tripoli,
 
Jounieh, deirut and Saida discharge their raw domestic and industrial
 
wastes to the MVjiterranean Sea, either directly through short sea outfalls
 
or indirectly via small coastal streams, irrigation ditches, and drainage
 

channels.
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On-site or private wastewater dispsal systems do not perform adequately in
 
the populated regions of the country for a variety of reasons: 
 the
 
prevalence of multi-story buildings on small 
land plots; the generally
 
steep terrain and thin layers of pervious or clay soils; and the
 
cavernous-limestone formations underlying two-thirds of Lebanon. 
 Springs
 
are contaminated by on-site disposal systems, a situation which is
 
aggravated by the lack of control 
over land use and development in the
 

vicinity of springs.
 

Although adequate public health statistics are lacking, diarrhoeal and
 
parasitic diseases as well 
as viral hepatitis are prevalent.
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2. Recommendations regarding environmental health
 

2.1 Priorities for Wastewater*
 
-
 Stop the practice of irrigating agricultdral lands with raw sewage
 

unless adequate treatment of sewage is provided.
 
- Protection of water supply springs.
 
- Rehabilitation of existing works and completion of previously
 

designed works.
 

- Providing wastewater collection and treatment for major urban areas.
 
-
 Providing wastewater collection and treatment for inland wastersheds.
 
- Enhancing wastewater disposal at urban coastal 
areas by constructing
 

ocean outfalls.
 

- Completion of inland watershed protection.
 

2.2 Priorities for drainage*
 

- Channel cleaning.
 

- Rehabilitation of existing drainage systems.
 
- Relief drains and channel improvements for rectifying existing
 

problems and for providing for future develoment.
 

2.3 Priorities for solid wastes*
 
- Nationwide cleanup of litter and debris.
 

- Establishment of landfills and coastal reclamation sites.
 

2.4 Priorities for water supplies
 

- Development-of a national Master Plan for water supplies.
 
- Rehabilitation of old water networks.
 
-
 Improvement of maintenance of water treatment plants (chlorinators).
 

- Development of an appropriate drinking water quality management
 

system.
 

*See recommendations given in detail in: National Master Plans for
 
Wastewater, Drainage and Solid Wastes. 
 Project: National Waste Management

PIan LEB/BSM/002. 
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Annex Jito the Report of the February 1983
 

WHO/LRCS Health Sector Assessment and Planning Mission to Leban
 

MATERNAL AND CHILD HEALTH
 

SERVICES IN LEBANON*
 

I. Assessment of the Situation
 

While up-to-date population indices and disease incidence/prevalence data are
 
lacking, it is possible nevertheless to give some estimates on the present
 
state of affairs by making cautious inferences from data collected in selected
 
groups (3, 4, 5) and from observations and interviews during visits to public
 

and private hospitals, dispensaries, and basic services centres(6).
 

1.1 Morbidity Pattern
 

Upper Respiratory Tract Infections (URTI) and diarrhoeal diseases head the
 
list, no less than in many developing and industrialised countries.
 

Infectious diseases are endemic and run parallel to the socio-economic and
 
cultural characteristics of the various population groups in Lebanon. 
We have
 

*The concept of Maternal and Child Health 
(MCH) is well known in Lebanon and
 
is linked to Dr. Jamal K. Harfouche (1,2). Her efforts and achievements in
 
MCH are prominent, and her experience and sustained enthusiasm must make her
 
an invaluable advisor to the Lebanese Government. It is almost presumptuous

then to advise on what ought to be done in the field of MCH. 
 Most of our
 
assessment and recommendations therefore should be seen as a review of matters
 
which have already been analysed in depth by her and her collaborators.'
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been told that the incidence of skin infections was not increased during the
 

war to a visible extent; skin infections actually seem to be even less
 

prevalent now than before the war. (Hoi1jer it is also known that scabies and
 

other skin infections bear a social stigma and therefore their true prevalence
 
may be higher than reported). A malnutrition (PEM), according to all reports
 

we have received, is restricted to groups living in particularly difficult
 

situations (e.g. refugees). There seems to be a stable 5-10% of
 

undernutrition (defined as low-weight and height for age) in the underfives.
 

Studies on 
growth and illness patterns of Lebanese children were initiated in
 

1960. Local growth standards for boys and girls 1-18 months of age were
 

published in 1969 (7). Other local longitudinal health and growth data were
 
produced sone years later again (8), and the nutritional status was classified
 

according to weight/length (9).
 

According to various sources there is 
a high incidence of mental retardation
 

among children. They occur in clusters ano seem to be related to the mosaic
 

of different ethnic origins and to high consanguineous marriages in certain
 

communities (11,12).
 

i.2 Services
 

1.2.1 Service Patterns 

MCH services are provided in various settings (hospitals, dispensaries, basic
 
services units, and by private practitioners). They are usually of a curative
 

nature.
 

While there is a dense network of dispensaries, the type of services delivered
 

in them is governed by priorities set by the providers and therefore may not
 

be in accord with the needs of the consumers. The quality of care offered
 

varies greatly. Most government facilities suffer from the irregblar and
 

insufficient provision of drugs and of qualified health personnel. 
 Midwives
 

are only available in a few peripheral centres. Depending on the region and
 

community, traditional birth attendants (TBA) are responsible for abnut 40% of
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1.2.2 Immunizations
 

Immunization status varies greatly from community to community (4). 
 Most
 

health workers contacted believe that no more than 40-60% of susceptible
 

subjects are protected. Coverage, however, has been much higher where
 

concerted immunization campaigns have been conducted (3). There are anecdotal
 

reports of isolated cases of poliomyelities.
 

1.2.3 Records
 

There is a conspicuous absence of health records, and where available, they
 

are often incomplete, both clinic and home based.
 

1.2.4 Kindergarten
 

We have not been able to visit any kindergarten but a vivid account of their
 

dismal state of affairs has been given to us (10).
 

2. Comments and Conclusions
 

MCH is an 
integral part of primary health care (PHC) and constitutes one of
 

its pillars. Furthermore, preventive aspects in MCH should be given
 

prece% -ce over curative aspects.
 

It is striking that, despite low immunization levels and despite the
 

disruption of communities and medico-social services for them, infectious
 

diseases among children do not seem to be a major health problem so far. 
 It
 
would be wrong, however, to believe that no vaccinations are needed as long as
 

there are no signs of acute illness. Sporadic cases of poliomyelitis for
 
example, should alert the responsible authorities and lead to preventive
 

action.
 

Previous longitudinal and cross-sectional studies have assessed the
 

iutritional status of Lebanese children (7,8,9), yet we have not come across
 

n~ ~qtnadsdcotchats. 
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Patterns of treatment reflect linear cause/effect thinking with regard to
 
health and disease. In line with such thinking, drugs are thought by many to
 
be the answer to most health problems, and drugs are prescribed in an
 
indiscriminate and excessive way. 
For example, oral rehydration mixtures seem
 
to be readily available and are given to children suffering from diarrhoeal
 
disease, but unfortunately antibiotics and anti-diarrhoeal agents are often
 
prescribed concomitantly(13). 
 The hazards related to the administration of
 
antidiarrhoeal agents, especially when coupled with antibiotics such as
 
sulfonamides and/or neomycin, are described in many medical textbooks. 
The
 
predominance of curative over preventive services is alarming. 
The lack of
 
regular and appropriate supplies of drugs/equipment in peripheral centres is
 
obvious. 
These issues are clearly related to the lack of managerial and
 
administrative skills and to lack of coherent directives at a more central
 

level.
 

The TBA plays an important practical role in MCH: 
 she is the midwife who is
 
acceptable to many segments within the Lebanese population. It is not logical
 
that TBA are legally forbidden to do their work when it is widely known that
 
do practise and that their services will continue to be used by many families.
 

Maintenance of quality medical records is an essential part of medical care 
in
 
general. 
 The lack of good medical records is regrettable, among other
 
reasons, because they would constitute an invaluable help in the collection of
 
baseline and follow-up data on health and disease.
 

The building and equipment of kindergartens lies mainly within the
 
responsibilities of the Ministry of Education. 
However the message given to
 
us by health workers is clear enough: 
 MCH services must be included in their
 

operations.
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3. Recommendations/Proposals
 

3.1 Immediate Needs (6 months to 1 year)
 

3.1.1 MCH is an accepted part of community health care, and the country is in
 
the enviable position of having professionals of international reputation with
 
a wealth of on-site acquired experience whom the MOH must continue to tap as a
 

source of advice.
 

3.1.2 The reported recrudescence of poliomyelitis needs immediate and
 
unequivocal confirmation/refutation. A vaccination campaign against
 
poliomyelitis should be instituted. 
If a nationwide campaign proves
 
impossible at the present time, the focal areas of disease must be identified
 
and vaccination provided to all susceptibles in the concerned ammunities.
 

3.1.3 Training should be of an "in-service" type to start with, and particular
 
attentiun should be given to 
the importance of preventive care in MCH and to
 
the use of oral rehydration without anti-diarrhoeal agents.
 

3.2 Within the Next 3 Years
 

3.2.1 The full range of immunizations (DTP, Polio, Measles) should be provided
 
on a national 
(public) basis, including record maintenance both in a "family
 
health booklet" and in clinical record forms.
 

3.2.2 The full programme of MCH should include the following basic health
 

services:
 

- Environmental Health
 
- Health/Nutrition Education
 

- Personal Health Services: Maternal Health/Family lanning; 
- Child Health/Immunizations (incluaing. growth monitoring -and
periodic surveillance for early detection and management 
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of common illness and of possible nutritional deficiencies;
 

home visiting.
 

- School health
 

3.2.3 Additional monitoring to protect health of mothers and children should
 

include:
 

- Antenatal (pregnancy); VDRL; BP; weight gain; urine analysis
 

(albuminurea)
 

- Neonatal: anthropometric measurements (head circumference,
 

weight, length); BG and RH; PKU test; Red Reflex test (a
 

normal red reflex indicates that the lens is clear);
 

physical examination (structural abnormalities, e.g... cleft
 

palate, femoral pulses, cardiac souffles, breathing pattern,
 

icterus, ortolani for possible congenital hip dislocation
 

at age three months, and neurological status via sucking,
 

swallowing, primitive reflexes, arid tonus)
 

- Infant: Vision at 6 months - response to moving object
 

- squints are abnormal after
 

6 months
 

Hearing at 6-9 months (and again at the preschool
 

examination)
 

Check Hb at 3-4 months 

Start immunizations at 3-4 months
 

3.2.4 Growth charts should be reintroduced for the regular monitoring of
 

growth and development, at least among small children.
 

3.2.5 If a repeat study on a representative sample confirms earlier results of
 

a s~tisfactory nutritional status among preschool children, NCH programmes
 

should be directed preferably to the mother and child up to 2-year~s of age(8)
 

and underfive clinics may be uneconomical.
 

3.2.6 The importance of curricular changes (problem-based, community-oriented,
 

epidemiolocical-preventive approach) and reeducation at all levels of health
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manpower training has been stressed in this mission's reports on Health
 

Manpower and Training and on Primary Health Care. Managerial and
 

administrative skills must also be introduced.
 

3.2.7 Preventive services are an essential part of MCH. 
As the OSD (Office of
 

Social Development), associated with the municipality in some cases and with
 

voluntary agencies in other cases, have acquired much experience thr-ough their
 
long standing involvement in this sector of medical care, they should continue
 

to be given responsibility for the administration and coordination of such
 

services in the future.
 

3.2.8 Traditional birth attendants should be integrated and retrained. 
There
 
is evidence, however, that TBA are effective only when they are trained for
 

specific skills such as reducing the incidence/prevalence of neonatal tetanus
 
or when they work in close contact with highly professional systems of
 

maternal and perinatal health care(14).
 

3.2.9 Special studies should be conducted with regard to the autosomal
 

recessive inheritance of abnorm!l genes (carrying the same abnormal gene is
 

considerably increased in first cousin marriages) in the concerned
 

communities. Investigations of disorders of haemioglobin synthesis (sickle
 

cell disease; thalassaemic syndromes) should be done also. 
A service for
 

genetic counselling may be considered then.
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1. REVIEW AND ASSESSMENT OF THE CURRENT SITUATION
 

Structure and Function of the drug regulation and inspection services of the
 

Government of Lebanon
 

The drug regulatory and drug inspection services in Lebanon are 
the respon
sibility of the Department of Pharmacy within the Ministry of Health. 
 The
 

organizational chart of the Department and 
its position within the Ministry
 

of Health is shown below.
 

Director-General 

(Dr Robert Saadeh ) 

Director of Medical Care 
 Director of Primary Health 
 Director of Laboratorif
 
(Dr Maclonly) Care(Prevention) 
 (Dr Joseph Hatem)
 

- - '. . (Dr Mohanna) 

Head of Pharmacy
 
(Dr Nsouli)
 

Import and Narcotic Drug Inspection
 
export of 
 Drugs (Mr Chebaro)
 
drugs (Mr Haffer)
 
(Dr Marroun)
 

The Head of the Department of Pharmacy - Dr Nsouli, is 
supported by the
 
three section heads with their support personnel. Detailed discussions were
 
held with Dr Maroun, Mr Cheharo and Dr Nsouli regarding the nature and scope
 

of their'responsibilities, the problems and constraints they are 
facing and the
 

mechanisms needed to 
overcome these problems.
 

Registration of New Drugs
 

Wheneve.r an app Lication-.is -madeby-a.. licensed agenzt..or.-.pharmac.ist.o... .... 
rugister a new drug in Lebanon this application needs to be made 
in a regular
 

iorm entitled "Information and Documents demanded from foreign manufacturers 

http:Lication-.is


of pharmaceutical specialities"
 

The manufacturer needs to supply information about the pharmaceutical
 

concern, has to supply all scientific information about the drug, include results
 

of all clinical trials carried out with the drug by the pharmaceutical house in
 

different countries with the collaboration of clinical investigators, provides
 

the Department with the results of the pharmacokinetic studies, the stability
 

data of the drug, a sample of the drug together with its package insert.
 

If some information is not available in the documentation, it is asked for before the
 

particular drug is considered by the Registration Committee of New Drugs.
 

The pharmaceutical concern has to specifically state whether the drug is released
 

for use in the country of manufacture.
 

I was informed that,if the drug was not being marketed or approved for use
 

in the country of origin, it was not considered further for registration in
 

Lebanon.
 

Committee for Registration of New Drugs
 

This Committee is responsible for approving registration of new drugs
 

in Lebanon. This Committee meets approximately two weeks. The composition
 

of the Comittee is given below:
 

Director General, Ministry of Health 	 - Dr Robert Saadeh 

Chief of Inspection, Ministry of Health 	- Dr Husni Cheharo
 

Order of Physicians 	 - Dr Nadim Kortas 

Dr Sobhi Jermanos
 

Order of Pharmacists 	 - Dr Labib Atik
 

- Dr Cloud Loutfi
 

Ministry of Health 	 - Dr Ahan Marroun
 

I was fortunate to meet the Committee and had prolonged discussions both
 

iointly and individually. The criteria adopted by the Committee for
 

oons;idering whether the drug should be registered in Lebanon are:
 



(a) 	Safety of the Drug
 

(b) 	Efficacy of the Drug
 

(c) 	Whether the Drug is released in the country of
 

origin, and
 

(d) 	 Whether there is need for another drug of that 

type in the country 

The Conmnittee are attempting very hard to keep down to a minimum the new
 

drugs that could be registered. Since 1981, the Committee has allowed
 

registration of only 40 drugs. If the Committee is unable to decide on the
 

advisability of registering a particular drug, expert opinion is sought from
 

the American University of Beirut or Hotel Dieu experts.
 

Price Fixation Committee
 

The Committee for Registration of New Drugs also fixes the price of the
 

drug being sought to be registered. On the F.O.B. price of the drug:
 

7.5% 	is added for freight
 

7.0% 	for Customs, Insurance and port fees
 

10.0% for the Importer, and
 

30.0% added for the Pharmacy
 

Thus 	the rise in the price of a drug with a F.O.B. value of 100 is shown below:
 

100 + 7.5% 	 107.5 (freight - 7.5%)
 

107.5 	+ 7% 115 (Customs, Insurance and Port
 

fees - 7%)
 

115 + 10% -- 4 126.5 	(Importers or Profit - 10%)
 

126.5 + 30% 	 --- 164.45(Pharmacists' profit - 30%)
 

Fees 	to be paid by the agent
 

A fee of Pounds Ten (non refundable) has to be paid by the agent when
 

requesting registration of the drug. If the Pharmacy Department authorities or the
 

Coiinnittee for Registration of Drugs feel the need for getting an analysis of
 

rhe 	 sample carried out in a good laboratory, the agent has to pay for getting 



the drug analyzed. The Committee have a list of laboratories which will
 

carry out the tests and send their report to the agent.
 

It was pointed out all the time by the Committee members and the Director-


General, that, not having any Drug Quality Assurance Laboratory in the country,
 

was a great handicap and constraint. They are not able to get, except for
 

a very few, any samples of drugs analyzed here at the Drug Laboratories Section
 

of the Central Public Health Laboratories in the range of tests required. On
 

several occasions, it was pointed out that assistance for development of these
 

facilities would greatly assist the Committee and the Department of Pharmacy
 

to carry out the mandate given to them. The same constraint was mentioned later
 

again by the Head of the Inspection Services in the context of his section's
 

functioning. Samples which his unit suspect are substandard or illegal - not
 

registered, substandard or illegally presented under a false brand label,
 

cannot be tested in Lebanon or outside the country for lack of funds for outside.
 

testing and this hampered his unit's-programme of work in attempting to ensure
 

the safety and efficacy of the drugs on the market. Since this need was
 

repeatedly brought up, it is discussed here and will only be referred to again
 

when this report deals with the Central Public Health Laboratories.
 

Pricing of Drugs already*on the market
 

A recently formed committee has the mandate of looking into the prices
 

of drugs already on the market. The Committee consists of Dr Nsouli, Mr Cheharo an
 

Dr Marroun - all from the Department of Pharmacy. This Committee is just at the
 

moment discussing the guidelines to be followed by them.
 

import of generic drugs
 

Import of generic drugs are usually carried out in response to tender
 

vnquiries. Since the last two years the importer has to show to the drug
 

rontrol authorities a certificate' from the official authority in the country of
 

production indicating that the Government confirms that the general drug has
 

been produced according to the good manufacturing practices code. This is
 

in accordiince with the WHO Certification Scheme. Unfortunatel* permission
 



prior to two years has been given by the Government to importers to import
 

generic drugs without showing this certificate. This, it is felt by the
 

authorities, may have led 
to many generic drugs of a substandard quality
 

being brought into the country and being sold under false brand names.
 

Drug 	Inspection
 

The Chief of the Drug Inspectorate Section of the Department of Pharmacy
 

is assisted by eleven Inspectors. This visit is responsible for ensuring
 

that no illegal or substandard drugs are sold on the market and that proper
 

pharmaceutical practices are observed by importers and retailers.
 

Number of pharmacies, importers, agents and manufacting firms in Lebanon
 

In Lebanon there are 616 pharmacies, 95 importers of finished product
 

drugs, 7 manufacturing units and a handful of importers of generic drugs.
 

Of the 616 pharmacies, 296 are legally licensed pharmacies while there are
 

320 "illegal" pharmacies. "Illegal" pharmacies are those pharmacies that
 

started selling drugs after 1954 when no more licenses were given by the
 

Government. 
 These started to function without licenses and are "illegal" for
 

several reasons. One reason mentioned after was 
that the present law specifies
 

a distance to be mentioned between pharmacies and these pharmacies do not
 

maintain this distance and are 
therefore illegal. The Government is not
 

clear as to what can be done to these pharmacies now. Since they are
 

supplying a need it will not be possible to close them down. 
 There are 1125
 

pharmacists in the country.
 

Of the 17 manufacturing firms, two have very good facilities. 
 These are
 

(a) 	Middle East Pharmaceutical and Industrial Company S.A.L. which
 

formulates a wide range of Ciba Geigy drugs, and
 

(b) 	Frost and Company which produces a range of Merck, Sharpe and Dohme
 

products.
 

Both 	these manufacturing units also have a large range of 
their own products.
 



I 

I have seen one of these and was impressed by The quality control facilities
 

available, the tests being carried out and the calibre of the personnel. 


understand that the second is also of the same order. I understand that
 

standards of production and quality control are not the same in the other
 

fifteen manufacturing units which are much smaller units.
 

Inspection Schedule of Pharmacies
 

The team of eleven inspectors check each of the legal pharmacies every
 

two months. During the checking, the following are observed:
 

(a) 	Presence of pharmacist
 

(b) 	Shelf life of drugs - expiry dates
 

(c) 	Examination of all drugs sold e.g. is the drug registered,
 

does it have a batch number, how does the quality appear on
 

visual examination, what about the carton...
 

(d) 	The expiry date on sachets of antibiotics are checked
 

(e) 	The storage facilities and storage of perishable items such as
 

insulin, vaccines, I.V. solutions are checked.
 

(f) 	The shelf life of powdered milk and baby food is also checked.
 

If it is suspected that some of the drugs are illegal, a sample is taken
 

for analysis. The lack of adequate facilities for quality testing of drugs
 

acts as a break to inspection activities. It may be that the drug entity
 

is all right but the packing is false. In these cases, the pharmacist is
 

held responsible. If the drug has been imported by an importer, he and the
 

pharmacist who sells the drugs are held responsible. If the importer denies
 

importing the drug, then the pharmacist is held solely responsible.
 

Sale 	of Illegal Drugs on the Market
 

The Government and the public are seriously concerned about illegal drugs
 

being sold on thd market. They have requested f6r assistance in overcoming
 

this problem.
 



A look into the problem and discussionL with a wide range of persons involved
 

in control, import, manufacture and selling of drugs indicates that there 
are
 

several ways in which illegal drugs find their way into the market:
 

(1) 	The drug, often of inferior quality, perhaps past the expiry date,
 

is just smuggled into the country and finds its way into the
 

shelves of the pharmacist
 

(2) 	Substandard drugs may be produced in 
areas not totally under drug
 

inspection control of the Government and these again are 
found on
 

the market.
 

(3) 	Sometimes generic drugs imported into the country legally are misused
 

at some level, put 
into cartons of reputed brand names, also illegally
 

produced and sold on the market.
 

During my visit to the Ministry of Health, a sample of Bactrim was brought
 

in. This sample was collected by an inspector as he suspected it illegal.
was 


It was in a carton purporting to be that of Roche. There was no expiry date
 

but there was 
a batch number on the carton. This information was sent to
 

Roche -
Basle who confirmed that-the batch number indicated that the drug had been
 

produced by Roche in Turkey but 
that it had been produced seven years ago.
 

Obviously all expired cartons 
of the drug had been smuggled into Lebanon from
 

Turkey.
 

There are no easy solutions to this problem but, as will be 
seen in the
 

recomnendations to follow, a combination of:
 

(a) providing i-mmediately facilities to the Ministry for testing the quality 

of drugs 

(b) strengthening of the Inspectorate visit of the Ministry of Health, and 

(c) amending and strengthening the existing Drug Legislation will improve the 

situation. 



Since the last two months, the Inspection Visit is insisting that all drugs
 

exhibit a label which indicates the batch number,date of expiry and the price for
 

the public. All drugs not exhibiting this label would render the pharmacist
 

liable to prosecution. In several pharmacies I noticed this label and , if
 

this rule is strictly enforced this will certainly improve the position.
 

However, as of now, many drugs in the pharmacies I have visited did not also have
 

this label. It must, however, be stated that the 
move made by the Chief of
 

the inspecctorate Section and his staff is 
a commendable one and needs now to
 

be enforced.
 

Drug Analysis Section of 
the Central Public Health Laboratories
 

The Drug Analysis Section of the Central Public Health Laboratories
 

(Dr Hatem) had, before the war, been .carrying out analyses of several drugs.
 

The ,HO Regional Office at Alexandria had provided consultant support and fellow

ships to the drug analysis section. At least three staff members had been
 

awarded fellowships for training in quality control of drugs.
 

The laboratory was damaged badly during the war and 
a lot of equipment is
 

kept together in one room and probably cannot be used again. 
 The other pieces
 

oF equipment, not apparently damaged, are also not working. 
 The laboratory
 

authorities are taking steps to see 
what damage has been caused by the shelling.
 

This laboratory is the major facility of the Government in the area of
 

investigational sciences. The Government have now proposed that a National
 

Drug Quality Assurance Laboratories be established as 
part of" this laboratory.
 

Space is available as also the other facilities that will be shared by all the
 

departments e.g. stores, administration services, animal facilities, etc.
 

Tie organizational chart of the proposed new laboratory was 
discussed with the
 

Direccor, his staff and the WHO Consultant now working at the laboratories,
 

Dr Gatti. The Chief of the Inspection Unit of the Ministry of Health and
 

Dr Katras, a member of the Task Forre on Drugs was also present at the discussion.
 

A1 thu!; persons felt that it would b. appropriate to house the National Drug 

(Iuality Assurance Laboratories at this centre. 

One of the problems that will be faced will be the question of manpower. 

The only staff left in the Drug Analysis Section is one pharmacist, trained by 



1,1!0 in quality control procedures and one technician. The rest had left 
during the war. This issue was discussed with the Director of the Labo
ratories, 
Dr Hatem, who felt that manpower was 
not a problem in Lebanon and
 
that, if equipmenrt and supplies were provided by WHO, he would have no problem 
finding suitable persons to work in the laboratories. 

WHO is executing already a UNDP project on further development of 
central facilities at 
Beirut and development of regional laboratory facilities
 

at four regional centres. 
 A W1.HO Consultant 
is in position, but disturbed
 
conditions since his arrival have 
slowed down'his programnme of work.
 

Drug Legislation
 

There is 
legislation on all aspects of pharmaceutical import, manufacturing,
 
sales, price fixation and drug inspection. 
 I have been given legislation
 
pertaining to Pharmaceutical Laws, 
Price Fixation of Drugs, 1Manufacturing Laws,
 
etc. However, these laws were 
formulated around 1950 and it 
was felt by most
 
persons that 
the 
laws need revision, strengthening and updating. 
 There
 
appeared 
to be a consensus on this and this is 
being considered in the
 

rec ozmnenda t ion s. 

,.umber of Drugs on the Market 

The exact number of drug 
entities available on the market in Lebanon is
 
perhaps around 6 000 but this is a guesswork figure. The actual figure is 
not known. When the 
last Index was compiled of registered drug entities on
 
the market in 
1970, the number appeared to be around 2000. 
 Some persons in
 
the field put the number as high as 
16,000 preparations while still others say
 
it is between 8000 and 
12.000 preparations. 
 This does not include the very
 
many types of drugs from very many different sources 
from many different countries
 
during the war and after the war as 
aid. 
 The Government 
are very interested in
 
carry0ing out 
a 
study to make an inventory of 
all the drugs on the market.
 



They have already prepared a plan for carrying this out and publishing a computer
 

printout.
 

'here is, of course, an immediate need for this as reduction in the number
 

of drugs tobe used in the country and preparation of lists of essential drLgs
 

for different levels of health care 
including primary health care, 
can only
 

be carried out after it is known as to how many drugs 
are on the market. The
 

drugs beyond the 2000 number in 1970 
are not registered. They would need 
to
 

be registered after an inventory control is made. 
 This is dcalt with further
 

in the recommendations on the comiputerized drug formulary project.
 

The number of drugs used by the private sector are definitely on the high
 

side. 
 The Ax ierican University of Beirut has a Drug Formulary that runs to
 

about 20C0 prcparations.

Drugs'Purchase and Distribution-for the Public Hospitals
 

The Central Stores Depot procure, by asking for yearly tenders, drugs that
 

are then stored in the Central Drug Stores (one Chief Pharmacist supported by
 

eight others) and distributed to the Government hospitals in the country. 
 Site
 

visits to the Government hospitals indicated that, in 
general, there were
 

adequate numbers and types of drugs. 
 There were, of course, instances of
 
unusually long delays in replenishment of the drugs but in the present conditions
 

that things were not worse was a pleasant surprise. The Stores procure about
 

two entities which are very close to 
the WHO List of Essential Drugs by generic
 

names and then supply these to the public sector hospitals. The list of
 

drugs procured and supplied by the Depot is 
enclosed. On questioning, both
 

at the stores and at the hospital dispensaries I learnt that drugs not being
 
utilized in time and passing the expiry date 
, was not a significant problem.
 

Similarly, there appeared 
to be adequate drugs in the one dispensary that
 

the team visited on their way to Tyre after leaving Saida. These drugs 
are
 

.iven to the 
dispensaries by donation from private organizations in addition
 

toSiupply from the Ministry
 



Enclosure A lists the drugs supplied by the Central Depot and the
 

drugs found in the one dispensary visited between Saida and Tyre. The lis;t
 

of drL,gs supplied to all public hospitals is available.
 

Task Force on Drugs - WHO Programme on Drugs 

The Government have recently formed a Task Force on Drugs. The aims and 

objectives of this Task Force are the same as the WHNO Programme on drugs. The 

Task Force programme of work and deliberations were shared with me by Dr N.Kartas 

of the Department of Pharmacology of the American University of Beirut and 

Mr H. Cheharo - both members of the Task Force . The Task Force is very interes

ted in determining the number of drugs on the market and then in reducing the 

number of entities that need to be distributed by the governmental channels.
 

The group are also very conscious of the lack of drug quality control labo

ratory facilities in the country and have identified establishing such a centre
 

as a priority need. Finally the Task Force is very concerned at the prices
 

of drugs on the market and are making efforts to reduce this. It is very
 

heartening to see that the priorities of the lask Force on Drugs and the WIHO
 

Programme on Drugs are almost identical and have the same priorities. This
 

agrees well for future collaborative efforts between WHO and the Government of
 

Lebanon in the field of drugs.
 

Cost of Drugs - Formation of an autonomous drug agency
 

The Minister of Health, the Director General of Health Services, the
 

AUB Bains Trust led by Dr N.Kronfol, the Pharmacy Department at the Ministry
 

of Health are all concerned at the high prices of drugs and want that the prices
 

of drugs be reduced. Particularly unacceptable to them is the fact that 

prices of the same drugs are cheaper in Syria and Jordan. It was asked, for 

example, as to why the same pharmaccutical concern has different prices for the 

se dr,.ug in the same packing in different packings. The national authorities 

are fully aware, and brought this to our att.ntion that the number of pharma

-:ut ic;al import agents, number of pharmaceutical products are much more it' 

1.&alnon than in Jordan and Syria and this results in unnecessary use of unnecessary 



agents leading to an increase in cost. 
 However, reduction in the number of
 
entities to be used in Lebanon will take a long time and 
it may not be possible
 
for the Government 
to reduce the number of pharmaceutical import agents and
 
pharmaceutical companies. 
 The comparative figures are shot,-n 
below:
 

Country 
 No. of Pharmaceutical 
 No. of Pharma-
 Number of Pharmaceu:
 
Importing Agents 
 ceutical Companies cal products on the
 

market
 

Lebanon 
 89 
 488 
 12,000
 
Svra Govt.(2) 196 3,000 (1970) 

Jordan 
 36 
 189 
 2,538 (1979)
 

The Government have therefore taken the bold and decisive decision in their
 
efforts to reduce the 
cost of drugs on 13 January 1983, to establish by decree,
 
an autonomous 
Office of Drugs/National Drug Agency under contrcl of the Minister
 

of Health, that will be responsible for the import, export, purchase, 
selling
 

distribution and manufacture of drugs in the country. 
 The Agency would be
 
headed by the President of the Executive Council of the Agency who will be 
a 
Ph.D. Th 
Pharmacy, Medicine or Business Management. He would be a full time
 
employee. 
 The other members of the Council will be 
two from the Department of
 
Social Security, representing the 
Employers and Employees, and 
two others designated
 

by the 
Minister of Health with degrees in Law and Economics. There will be
 
another government official nominated by the Minister of Health.
 

There will be 
a Technical Comnmittee 
to assist the Drug Agency. This
 

Committee will consist of:
 

(a) A Professor of Pharmacology from each of the 
two universities
 

(b) A Representative of the Ministry of Health, Head of Pharmacy Department
 

(c) Representative of the Social Security Council - Head of Pharmacy Dcpartm 
(N) Representativesof each Syndicate of Physicians - i.e. two persons 

(e) Representatives of the Syndicate of Pharmacists - 2 



Each of the members 
should be either an M.D. or a Licensed pharmacist
 
in Lebanon. 
 They should not be concerned, in any way, in business with drugs.
 

The Technical Committee will: 

(a', Select drugs and pharmaceutical products for use in 
therapy
 

and aneasthesia that should be 
imported, exported or manufactured
 

in Lebanon. Their decision on 
these matters are binding on
 

the Executive Committee.
 

(b) Lay down conditions for calling tenders and the general conditions
 

of purchase.
 

(c) Check if the drugs received conform to 
the technical specifications
 

laid down
 

(d) Review lists of drugs,whenever necessary,but at 
least once a year
 

The Executive Cormmittee will be 
assisted by appropriate administrative and
 
support staff. The cor.ditions of service etc. 
 will be specified in a decree
 
taken by the Central Cabinet on the recommendations of the Minister.
 

There 
are other points mentioned in the decree relating 
to audit of the
 
accounts of this Office of Drugs, 
the policy to be laid down for pricing the
 
drugs, which could be studied in the copy of 
the original dacree attached with
 

this report.
 

However, two other points of importance need to be mentioned here. The
 
Office of Drugs/National.Drug Agency will be granted a loan, 
as soon as the
 
.ictivity starts, on the recorrnundat ion of the Ministers of Finance and Health. 
I'his Loan will be repaid according to the current laws. Finally, this 
Organization is not entitled to sell drugs or pharmaceuticals directly to the 
ptiblic except in ernergcncies which ;ill be decided by the Council of Ministers. 



This decree became effective on 13 January 1983 and exempts the working
 
of the office from the regulations from two earlier decrees: No. 6474 dated 16
 

January 1967 and No. 4517 
 dated 13 Ft2brucry 1972 which conflicts with 
some
 

of the things stated 
in the present decree. It also exempts this decree from the 

regulations in Decree No. 114 dated 12 June 1969 which also conflicts with
 

this decree and also Decree 34/67 concerned with representation of comercial 

products in the country.
 

One of the points raised by representatives of manufacturers of drugs
 
was 
whether WHO could assist them to obtain certificates of following good
 
manufacturing practices as 
it is 
difficult for them to obtain such certificates
 

locally from the Government due to the difficult situation that had prevailed
 

in the country for the last decade. 
 The export of drugs, particularly to the
 
Gulf countries had declined and, in this 
new place, they would like to export
 

their products. 
 They would welcome inspection by WHO or any organization that
 
could see 
the conditions prevailing, make recommendations for improvement 
if
 

needed and assist in their obtaining the certificate necessary for exporting
 

drugs. 

I:NCLS: Enclosure A: Drugs list at a dispensary between Saida and Tyre 

Copy of the Decree in Arabic 



ENCLOSURE A
 

DRUGS LIST AT A DISPENSARY BETWEEN SAIDA AND TYRE
 

Promethazine
 

Ativan
 

Phenerforih
 

Tetracycline
 

Litrison
 

Hexaform
 

Primperm
 

Klion
 

Penicillin
 

Bactrin
 

Inderal
 

Multivite 

Kavefenin
 

Berlictim
 

Forlife
 

Tetralysol
 

B. Complex
 

Baralgin Ampoules 

Nitrofurantoin 

Reserpine 

Aspirine 

Dolobiol 

Nic losamide 

Lasix 

Sponslor 

Dia zepan 

Ma r low 

Pendocellin 

Prcdn isolone. 
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RECO"THENDATIONTS
 



2. 	 IRECO .-IENDATIONS
 

2.1 	 Support to national programme for ensuring the safety and efficacy
 

of essential drugs in Lebanon.
 

2.1.1 	 Establishment of National Drug Quality Assurance Laboratories, Beirut
 

2:1.2 	 Strengthening of the Drug Inspectorate Section of the Ministry
 

of Health, Government of Lebanon
 

2.1.3 	 Amendment and Strengthening of existing drug legislation
 

2.2 	 Support to national drug policy formulation and development of a national
 

formulary
 

2.2.1 	 National Policy Statement on Drugs
 

2.2.2 	 Inventory and Registration of all drugs now available and being
 

used in Lebanon
 

2.3 	 Support to national efforts to reduce the price of drugs and decrease
 

unnecessary use of drugs.
 

2.3.1 	 Establishment of a National Drug Agency for procurement, storage
 

and distribution of essential drugs
 

2.3.2 	 Studies on drug utilization
 

2.3.3 	 Dissemination of objective information about rational use
 

of drugs.
 



2.1 	 Support to national programmne for ensuring the safety and efficacy 
of est enti! Iru s in Lebanon 

2.1.1 E-ab Iihtent of National Drug Quality Assurance Laboratories, Beirut 

IL is recommended that assistance be provided 
to the Government
 

of Lebanon for thhir proposal for establishment and development of the 

National Drug Quality Assurance Laboratories as part of the activities
 

of 	 the National Public Health Laboratories. W.HO had already provided 

assistance towards development of the chemical assay laboratories
 

of the National Public Health Laboratories in the past but nearly
 

all 	that had been achieved has been destroyed by the recent war.
 

Tmne 	proposed laboratory will have the capability of analyzing
 

quantitatively and qualitatively approximately one 
hundred priority
 

or essential drugs (Annex I), will be in 
a position to carry out
 

general pharmacological and acute and subacute toxicity studies
 

of drugs and also analyze the content of narcotic and psychotropic
 

drugs as required for medicological purposes. There will be
 

potentialities for development of a continued activity at the labo

ratories for functioning also as the laboratories of a Poison
 

Central Centre. 
 It is hoped that the Government of Lebanon will
 

take steps to create the staff positions planned for the National
 

Drug Regulatory Laboratories, Beirut.
 

Thu list of drugs that would be analyzed is shown in Annex I.
 

The 	laboratories, as planned, will consist of four sections:
 

Chemistry; Microbiology and Biochemistry; Pharmacology and Toxicology
 

and Narcotics Assay. Each 
section will be headed by a scientist
 

with an M.S. degree supported by a staff, initially, of two technical
 

assistants (B.S. level) and two technicians. The organogram
 

is shou.n in Annex II. The laboratories will be headed by a
 

scientist - Ph.D. level, with experience in analyses of drugs.
 



The WHO Regional Office at Alexandria already has embarked on a
 

programne of development of a network of drug quality assurance
 

laboratories in the region. Such laboratories have been
 

developed or are in stages of being developed at Amnan, Kabul,
 

Khartoum and Muscat. WHO had provided consultant assistance
 

and support for fellowships (four in recent years) to the
 

Government of Lebanon in their endeavour in this field which
 

unfortunately have had to undergo the sad experience of war.
 

It is recommended that support in this collaborative venture be
 

provided in the form of:
 

A) 	 Supplies
 

1. 	Equipment with spares: (List attached for all three
 

years 1983, 1984 and 1985 - Annex III).
 

2. 	Chemicals and Reagents :.List to be prepared
 

B) Consultant assistance
 

1983 : 1) 3 months consultantship in Chemical Analysis
 

2) 3 months consultantship in Microbiological and Biochemical
 

Analysis
 

1984 : 1) 3 months consultantship in Chemical Analysis
 

2) 3 months consultantship in Microbiological and Biochemical
 

Analysis
 

3) 	3 months consultantship in Pharmacology and Toxicology
 

1985 : 	No consultancy needed.
 

C) Training Courses and Fellowships
 

1983: 1) 2 fellowships for six months duration to be
 

provided to two persons.
 

1984: 	 1) 1 fellovship to be provided for six months
 

2) 1 training course to be organized at Beirut
 

1985: 	 1) L fel'owship to be provided for six m.nnchs
 

2) 1 Training Course to be organized at Beirut
 



Budget Estimates for all the years 1983, 1984 and 1985
 

A) 	 Supplies
 

1. Equipment with spares - 300,000.00 US Dollars 

2. 	Chemicals and reagents - 75,000.00 US Dollars 

3. 
Consultant Assistance - 15 man months 

4. 	Fellowships 
 -	 24 man months 

5. 	Training courses (2) - 10,000.00 US Dollars (approx.) 

It is expected and hoped that the facilities established will be
 

available for maximal use by all institutes and scientists interested
 

in carrying out research and training activities in the field of
 

drug 	assay, pharmacokinetics, clinical pharmacology, clinical
 

pharmacy and other related 
areas and that suitable arrangements for
 

this will be made by the authorities of the Central Public Health
 

Laboratories and the National Drug Quality Assurance Laboratories.
 

I mediate Programme for assisting the Government for carrying out
 
analyses of drugs
 

It will take approximately two years for the Drug Control Laboratories
 

to be in a position to carry out all the analyses required for all
 

the drugs. The authorities, however, require immediately to know
 

about the quality of four categories of pharmaceuticals:
 

(a) 	drugs being sought to be imported into the country - the quality
 

of which national authorities are dubious about,
 

(b) 	generic drugs being sought to be imported into the country,
 

(c) 	drugs appearing and being sold on the market which appear to be
 

illegal drugs 
- not registered, substandard or illegally presented
 

under a false brand label,
 

(d) 	drugs randomly collected for analysis of qtality.
 

http:10,000.00
http:75,000.00
http:300,000.00


It is recommended that, along the lines being organized for
 

other countries in 
the Region, VHO organizes a prograimne whereby
 

1000 samples each in the years 1981 and 193# 
and 500 in 198S are
 

analyzed at 
a selected Drug Quality Control Laboratory in other
 

parts of the world. The National Drug Laboratories at Upsala,
 

Sweden, the British Pharmacopoea Laboratories, London, and other
 

similar laboratories would be sent 
samples from Lebanon for analyses
 

of their contents.
 

It is proposed that the following budget be allocated for this
 

programme : 

1983 - 10,000. US Dollars 

1984 - 10,000 US Dollars 

1985 - 5,000 US Dollars 

Total - 25,000 UF2 Dollars 

Annex IV lists the laboratories where the analysis of drugs, 
stated in
 

Annex IIcould be organized if this recommendation is approved and
 

funded.
 



ANNEX I
 

DRUGS THAT WOULD BE ANALYZED AT THE DRUG CONTROL 

LABORATORIES, BEIRUT
 

Acetyl salicylic acid
 

Phenyl butazone and oxyphenobutazone
 

Indomethacin 

,;ienobarbitone
 

Al lopurinol
 

Ibuprofen
 

Pentazocine 

Paracetamol
 

L idocaine
 

Phenoxymethyl penicillin, Benzyl penicillin
 

Streptomycin 

7ry7z.hromycin 

Tetracycline, oxytetrocycline, doxycycline 

Nystatin 

Carlienecillin 

Cephaloridine 

Nit rofurantoin 

Gentamyc in 

Lincomycin 

Ampicillin 

Sul famethazole
 

Trimethoprim
 

Rifampicin 

Lithium carbonate 

Tobramyc in 



Su lfacectamide
 

Sul fadimidine
 

Aminophylline
 

Digitalis 

Heparin
 

Rese rpine 

Methyl dopa
 

Hydrochlorothiazide
 

Spirinolactone
 

Propranalol
 

Aluminium hydroxide
 

Atropine
 

Cimetadine
 

Cortisone and Hydrocortisone, Prednisone and Prednisolone
 

Chlorproppanide
 

Insulin
 

Oestradiol
 

Progesterone
 

Tollintamide
 

Isoproterenol
 

Piperazine
 

Chloroquin
 

Xetronidazole 

Chlorpromazine 

Meprobamate 

Imipiramine 

Diazepam 

Th iamine 

Ascorbic Acid
 

Ergometrine 

Vitamin 12
 

Pyrido:: ine 

V,'tamin A 

V i Lmai n B36 

Fo I ic Ac id 

ron 

NiC. f~j ~i dc 



Choline chloride 

D - 3 

Chlorpheniramine
 

Epinephrine 

Pethidine 

Morphine 

Promezathine
 



ANNEX II
 

ORGANIZATIONAL CHART OF NATIONAL DRUGS 

QUALITY ASSURANCE LAPORATORIES 

Head, Chemistry Sectioal 

(M.S.in chemistry) 


+ 


2 Medical Technologists 

(B.S.) 


and 


2 Technicians
 

Head - Ph.D. 

Head 

Biochemistry and 


Microbiology -


Section (M.S. in 


Microbiology) 


+ 

2 Medical Tech-


nologists (B.S.) 


and 


2 Technicians 


Head Head 

Pharmacology Narcotics Sectic 

and Toxicology (M.S. in Bio-

Section (M.S. chemistry) 

in Pharmacology) 

+ + 

2 Medical Tech- 2 Medical Tech

nologists nologists 

and and 

2 Technicians 2 Technicians 

Note: (1) Future expansion from 19S4 - 1986, depending on workload, will. be 

at level of medical technologists as one supervisor can supervise up 

to 4  5 assistants. 

(2) The central facilities of the Central Public Health Laboratories will 

be fully utilized e.g. stores, administration, library, procurement 

•inimal f.cilities, maintenance, etc. 



(3) it is expected that the facilities established will be available
 

for maximaluse by all institutes in the country for development
 

of drug assay, pharmacokinetics, clinical pharmacology, clinical
 

pharmacy and for developing research and training activities in
 

the country and in the region.
 



ANNEX III 

LIST OF SOME OF THE EQUIPMENT TO BE PURCHASED 
FOR THE DRUG QUALITY ASSURANCE LABORATORIES , BEIRUT
 

1. U.V. Spectrophotometer -
Double beam digital with recorder incorporated
 

and expansion of scale.
 

2. Double beam I.R. Spectrophotometer with recorder
 

3. Flame Photometer
 

4. 
H.P. L.C. Apparatus with Spect-ophotometric detector and with different columns
 

5. Gas chromatograph with flame ionisation detector and 
an ergon detector
 

with different columns
 

6. 
Oven with temperature and humid regulator
 

7. Ampoule parLiculate size counter 

8. Rotary vacuum evaporator
 

9. Ph.meter  digital with accessories
 

10. Temperature regulated with bath
 

11. Analytical Balance
 

12. Shaker and magnetic stirrer
 

19. I)s'.solution test apparatus 

I'1. ri.abilome ter 



15. Viscosimeter 

16. Ielting Point apparatus 

17. Binocular microscope
 

LS. Apparatus 
for testing hardening of tablets
 

19. Ampoule particle size counter
 

20. L.T.S. Kits  tanks, plates, plate holder, sprayers, microliter syringes,
 

U-V. lamp, absorbent materials
 

21. Incubators
 

22. Colony Counter
 

23. Opacity tubes
 

24. Nephelometer
 

25. Membrane filter set
 

26. Nedia and liophilized strains
 

27. Zone recorders
 

28. Turbometer
 

29. Automatic temperature recoraing for pyrogen testing
 

30. Guillotine
 

31. Torsion balances 

32. Surgical equipment for small animals 

33. Animal cages 



34. .Colorireter
 

35. Thermostacically controlled 
isolated balls
 

36. Automatic Injector 

37. Polygraph
 

38. Centrifuges - refrigerated and simple
 

39. Binocular Microscope
 

40. Histokinette
 

41. Aucoma ic tissue processing apparatus
 

42. Cryostat
 



ANNEX IV 

LABORATORIES WHERE ANALYSES OF DRUGS FROM 

LEBANON COULD BE ORGAIIZED 

1. Department of Drugs, Ministry of Health, Upsala, Sweden
 

2. 
 British Pharmacopoea Laboratories, London, England
 

3. 
 Swiss Federal Drug Laboratories, London, England
 

4. Institute Pasteur, Paris, France
 

5. Food and Drug Administration, Washington, USA
 

6. Institut Toxicologie, University of Paris, France
 

7. Drug Research Laboratories, Ottawa, Canada
 

8. The Pharnaceutical Society of Great Britain, London, England 

9. N.tional 
Drug Control Laboratories, Government 
of India, Calcutta, India
 

10. Food of Drug Laboratories, Government of Maharashtra, Bombay, 
India
 

11. The Phar-maceutical Society of Great Britain, London, England
 

12. Laboratory of the Government Chemist, London, England
 
L3. National Biological Standards Laboratory, Government of Australia, Canada
 

14. Zentrallaboratorium Wentscher Apotheker e.g. 
Eschlorn, Germany
 

15. Services du' 
Controle des Medicaments, Association de pharmaccutiques,
 

Brussels, Belgium 

16. State Institute for 
the Control of Drugs, Srobarova 48, Prague, Czechoslovakia
 

17. Institute for the Control of Drugs, Ulica, Mose Pljada 160, Zagreb,
 

Yugos lavia.
 



2.1.2 	 Strengthening of the Inspectorate Section of the Pharmacy 

Department of the Ministry of Health, Government of Lebanon 

In view of the many and varied problems, some of great complexity,
 

being faced by the staff of the Inspectorate Section of the Ministry
 

of Health, it is important that. their competence to deal with
 

these problems are strengthened side by side with the establishment
 

of the National Drug Quality Assurance Laboratories. Several
 

countries have faced and overcome, to a large degree, similar
 

situations relating to illegal use of generic imported drugs, illegal
 

presentation under a false label, sale of substandard and expired
 

drugs that are present in Lebanon today. Officers of the Inspectorate
 

Section of the Pharmacy Department of the Ministry of Health should
 

visit such countries and observe the measures taken to overcome these
 

prob Iems.
 

It is recommended that four three-month fellowships be provided
 

to four inspectors during 1982 and 1983. In addition it is
 

recommended that a training course should be organized for drug
 

control inspectorate personnel and others in 1984. The course
 

should be organized by those who had gone for training in 1982 and
 

1983 together with consultants from countries that have faced and
 

surmounted similar problems.
 

The reference books constantly needed by this unit have been
 

destroyed in the war. It is recomnended that such books e.g.
 

British Pharmacopoea, Nartindale's Extra Pharmacopoeae, Drugs,
 

be purchased.
 

The 	support recommended is:
 

A) 	 Fellowships 

1983 - two three-month fellowships 

1984 - two three-month fellowships. Total 12 man months 

B) Training Course to be held at Beirut in 1984 - 5,000 US Dollars 

C) Reference Books to be purchased - 3,500 US Dollars 



.2.1.3 Aumendment and Strengthening of existing Drug Legislation
 

The existing drug legislation operative in Lebanon at the present
 

time was adopted in 1950. Since then, the situation has changed
 

in several ways and the exiseing laws need to be modified to provide
 

more legal strength to the Drug Control Organization of the country.
 

It is understood that about forty cases ha-ve been 
filed by the Ministry
 

of Health against pharmacies selling drugs that appear to be illegal.
 

No conclusions have been reached or judgements delivered in the 
cases
 

and the pharmacies are carrying on their business as usual. The
 

drug legislation needs to be updated as regards requirements needed
 

for registration, penali:ies for breaking the law and other subjects
 

that have been delineated in a model Drug legislation prepared by
 

WH0. A copy of this enclosed model legislation (Annex V) has been
 

given to the national authorities.
 

It is recommended that two consultants assist the Government of Lebanon
 

by suggesting amendments to existing legislation. They should be
 

Arabic speaking specialists in French law and pharmacology/clinical
 

pharmacology respectively and should spend three months each at Beirut.
 

The existing laws relating to licensing of pharmacies will also be
 

examined and brought up to date by these consultants in consonance
 

with existing guideiines prevailing today for regulation and licensing
 

of pharmacies.
 



.2 Support to National Drug Policy Formulation and Development of a national
 

Fo ni lary
 

2.2.1 	 National Policy Statement on Drugs
 

It is recommended that the Government of Lebanon formulates and
 

releases a national policy statement on drugs. This would state
 

the policy of the Government regarding use of only safe and
 

effective drugs, its efforts to reduce the price of drugs by
 

direct import, its endeavours to prevent indiscriminate use of
 

drugs, particularly antibiotics and its aim to encourage rational
 

prescribing of those drugs identified as essential drugs for the
 

country. The national policy statement could also include a descriptic
 

of the Government's efforts to establish a National Drug Quality
 

Assurance Laboratories and a Drug Agency for procurement from
 

abroad of cheap drugs of good quality for distribution to all public
 

hospitals and other institutions. It is felt that the issuing of
 

such a National Policy Statement on Drugs will lay down the guidelines
 

for implementation of the government policy on drugs for the next
 

decade.
 

2.2.2 	 Inventory and Registration of all drugs now available and being used
 

in Lebanon
 

Since the last Index Des Produits Pharmaceutiques for Lebanon was
 

published in 1971-72, containing about two thousand preparations,
 

the actual'number of drug entities and products on the market today in
 

Lebanon is not known. It is felt that the number of drug products
 

may be around 6000. It is important that an inventory be made
 

iurnediately of all drugs on the market by what is commonly known as
 

the notification prbcedure. All manufacturers and distributors should
 

be requested to complete a form for notification within a given period
 

of time. All drugs for which this form has been received may continue
 



to be sold unless the authority finds inadequacies in quality or 

safety of the drug. If a manufacturer or distributor does not
 

complete the required form for the drug he 
is supplying, such a
 

drug must cease to be sold after a fixed date. The authorization
 

procedure follows the notification procedure. 
 All drugs donated
 

by external voluntary qgencies should also be included in the
 

inventory and registration procedure. 
 As a result, the Ministry
 

will become aware 
of the number of drugs available on the market or in
 

the hospitals in the country. 

Once this inventory has been completed, then attempts will be made
 

to 
reduce the number of drugs being imported into the country by
 

formulating a national formulary or 
list of essential drugs in the
 

country and allowing import only of those drugs. 
 This will result
 

in a decrease in the expenditure 
on drugs as unnecessary overprescriptic
 

will be avoided and those drugs that are available would be used with
 

discrimination and circumspection.
 

There is a peculiar'problem in Lebanon in that agents and distributors
 

have added on drugs .available in the market after informing the
 

Government in the 
last ten years but without actually receiving
 

approval for registration. Since this has happened over the last
 

ten years and these drugs are already on the market it is not possible
 

to 
examine only these drugs for purposes of registration. On the
 

contrary, it 
is proposed that all drugs, after the inventory has
 

been completed, be scrutinized to see whether the drug should be
 

allowed to be imported into the country. in this way, a list of
 

essential drugs for the country and a list of essential drugs needed
 

for primary health care shall be evolved.
 

It is proposed that a consultant be provided to the Government for
 

six months for: 



(a) 	assisting in preparation of 
a national policy statement on drug
 
(b) 	preparing the inventory, with national counterpart staff, of
 

drugs on the market, and
 

(c) 	assisting in development of the National Formulary or 
a list
 

of Essential Drugs."
 

The National Health Authorities, already in June 1982, have prepared a
 
project for preparing a National Inventory of Drugs 
on the market
 
and have requested for a total of 33,870.00 US Dollars for:
 

Phase I  collection and preparation of data
 

coding and classification of drugs
 

Phase II - Purchasing data and verification
 

Computer programming and analysis,and
 

Evaluation of programme results
 

This 	will result in publication of 1000 copies of the 
list of drugs
 

on the market.
 

It is recommended, therefore, that the Ministry of Health be provided
 

with th-
 following budget for these activities:
 

(a) 
Project proposal for preparation
 

of lists of drugs on the Lebanese market 
 33,870.00 US Dolla,'
 

(b) 	Consultant assistance 
 6 man months
 

http:33,870.00
http:33,870.00


2.3 	'Support to national Efforts to reduce the Price of Drugs and decrease
 

unnecessary Use of Drugs
 

2.3.1 	 Es tlishment of a National Drug Agency for Procurement,
 

Storage and Distribution of Drugs
 

The proposal approved by the Government for establishment of a
 

national drug agency for procurement, storage and distribution of
 

drugs is a step in the right direction towards decreasing the cost*
 

of drugs. Several countries have, by adopting similar measures
 

and establishing a governmental agency for import of cheap reliable
 

drugs after global tender for drugs have succeeded by reducing the
 

price of drugs by asmuch as 30%.
 

While welcoming this step , it is recommended that the further
 

modalities involved in establishing such an autonomous body should
 

be worked out in greater detail at a consultation which should be held
 

at Beirut as early as possible. Consultants who have been involved
 

in establishment of such an agency should draw up detailed plans and
 

projections for such an undertaking which would include reconnendations
 

on the size of staff to be recruited, the advisability or otherwise
 

of rising governmental channels or using a distributor from the
 

private sector for distribution of drugs, the cost effectiveness of such
 

an undertaking and the need, if any, forinitially carrying out a pilot 

study on a selected number of drugs - 5 to 10 in number. The drugs 

imported by the agency should be used for all patients in public 

governmental hospitals and dispensaries and should be prescribed for
 

all patients for whom the Government would be reimbursing the cost
 

of drugs.
 

It is recommended that this consultation meeting be held in May - June
 

1983 and that a sum of 25,000.00 US Dollars be kept apart for this
 

consultation. The consultation meeting would also elaborate on the
 

budget needed for this activity in 1983, 1984 and 19S5. If necessary,
 

,.H0 could initially consider undertaking the-responsibility for
 

procurement of drugs and delivering these to Beirut till the national
 

organization is established.
 

http:25,000.00


At the moment the Drug Agency has been planned to be outside the 
national health framework. (Annex V) shows an organizational chart 

where the procurement agency for drugs and the personnel responsible 
for new drug registration quality control of drugs and for manufacture
 

and import of drugs are 
all placed within the authority of a National
 

Drug Regulation Authority. 
 Although it may not be feasible 
to adopt
 

this type of administration at 
the moment in Lebanon due to existing
 
structure yet the possibility of developing such 
 a structure in the
 

future could be kept in mind.
 

2.3.2 Studies on Drug Utilization
 

Studies on drug utilization will indicate whether there 
is inappropriate
 

excessive or insufficient utilization of drugs in any population.
 

The results of such studies, taken in conjunction with the health
 

survey data on the prevalence of 
 ifferent diseases in a country will
 

demonstrate not only over consumption of drugs but also under-utilizatio
 

of drugs. 
 The results will enable decisions to be taken in instituting
 

corrective measures.
 

It 
is recommended that simple drug utilization studies be carried out
 

in at least 
two centres in the country. Protocols for carrying out
 
such studies have been developed by the WHO Regional Office at Alexandri
 

and similar studies are being initiated in four countries in the Region.
 

The protocols developed will be sent 
to the Ministry of Health and the
 

Task Force on Drugs and the Task Force on 
Statistics.
 

It is recommended that a sum of 15,000 US Dollars be provided to 
the
 

centres that will carry out 
these studies for 1983.
 



2.3.3 Dissemination of objective information about rational 
use of drugs
 

Dissemination of objective, uptodate, unbiased information about
 
drugs will provide doctors and pharmacists with a scientific frame
work for rational prescription and use 
of drugs. This will
 
reduce indiscriminate and unnecessary use 
of drugs, decrease the
 
expenditure 
on drugs and also reduce the incidence of organisms
 
becoming resistant to drugs, particularly antibiotics. The WHO
 
Regional Office will be publishing a three monthly "Drugs Digest"
 
from March -
April 1983. It is recomended that all doctors and
 
pharmacists in Lebanon are 
sent a copy of the journal, free.
 



___________ 

ANNEX V 

ORGANIZATIONIAL CHART OF A POSSIBLE NATIONAL 

DRUG !rEGULATORYAGENCY
 

Director
 
I 

1N1ew Drug Quality Control Import and 

Registration . 

and Licensing 

Central
 

Public \
 

Lboraories . - Laboratories Inspectorate 



Total Budget Implications for 1983, 
1984 and 1985
 

2.1.1 	 Establishment of National Drug Quality 
 385,000.00 US Dollars
As.;urance Laboratories, Beirut 
 15 mai months consultaricv
 
24 man months fellowships
 

2.1.2 	 Strengthening of 
the Drug Inspectorate-
 8,500.00 US 	Dollars

Section of the Ministry of Health, 
 12 man months fellowships

Government of Lebanon
 

2.1.3 
 Amendment and Strengthening of existing 
 6 man months consultancy
 
drug legislation
 

2.2.1 
 National Policy Statement on Drugs 
 ]
 
] 33,870.00 US Dollars
2.2.2 
 Inventory and Registration of all drugs 
 1 6 man months consultancy 

now available and being used in Lebanon 
 ] 

2.3.1 	 Establishment of a National Drug Agency 
 25,000 US Dollars
 
for procurement, storage and distribution
 
of essential drugs.
 

2.3.2 	 Studies on Drug Utilization 
 15,000 US Dollars
 

2.3.3 	 Dissemination of objective information
 
about drugs
 

TOTAL 

467,370.00 US Dollars
 
27 months consultancy
 
36 months fellowships
 

GRAND TOTAL Approximately ',925,370.00 US Dollars for three years.
 

http:925,370.00
http:467,370.00
http:33,870.00
http:8,500.00
http:385,000.00
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Annex L to the Report of the February-April 1983
 

WHO/LRCS Health Assessment and Planning Mission to Lebanon
 

HEALTH LABORATORIES
 

According to available 
 information, the situation regarding health
 
laboratories in Lebanon is 
as follows
 

1. Troatment-oriented laboratories
 

Curative medicine is essentially practiced 
by private institutions equipped
 
with medical laboratories performing the most common clinical tests for their 

patients.
 

In 1966, with WHO assistance, the Government set up laboratory diagnostic
 
services in selected public hospitals (Baabda, Saida, Halba, Tripoli, Zahl6).
 

In addition 
to the clinical laboratories attached to health 
centres, several
 
private laboratories in Lebanon 
(Beirut and major cities) 
perform medical
 

tests for ambulatory patients.
 

No information 
is available concerning the 
resources 
and the activities of
 

such treatment-oriented laboratories.
 

2. Prevention-oriented laboratories
 

In 1958 a Central Public Health Laboratory was established in Beirut in order 
to meet the demand for prevention-oriented tests of public interest
 
(epidemiological surveillance, food 
microbiology, environmental 
health, drug
 
corn trol, etc.). Since 1974, the activity of the Central Laboratory seems to 
have slack~m d as a result of the prcvailing situation in Lebanoa during the 
past eight years. The laboratory actually interrupted all activity in June 
19.32 bacaAse of the hostilities, and it was severely damaged by shelling in 
Au-.ust 1982. 
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At present (February 1983) repair works have 
been completed (with assistance
 
from Swiss Disaster Relief) and re-equipping of the various 
 laboratory
 

departmn1nts is under way (with jo'int assistance from UNICEF and W.'HO).
 
Therefore, it can be hoped 
that the Central Public Health Laboratory in Beirut
 

will be ooeratiooal again within a few months. 

We do not kno!: of any other prevention-oriented health laboratory in Lebanon. 
In order to remedy this deficiency, a Government-UNDP-WMO project
 
(LEE/ATm1/002) was designed in 1977 and signed by the parties concerned in 
1980. However, due to the prevailing circumstances, implementation of the
 

operational phase of the project could only 
start in 1982.
 

The project activities include development and strengthening of the Central
 

Laboratory in Beirut, establishment of 
 six public health peripheral
 
laboratories (Djedaideh, Tripoli, Zahl, Saida, 
 Baalbeck, Nabatieh), and
 

training of scientific and technical personnel.
 

3. -.eco:.,riendat ion: AJvisory Committee on Health Laboratories 

The Minister 
of Health of Lebanon rightly gives top priority to preventive
 
medicine activities and is planning to develop 
national epidemiological
 

surveillance 
services. Because health laboratories are an essential tool for
 
developing and implementing epidemiological surveillance and disease control
 
operations, programming in 
the field of medical laboratories should naturally
 

aim at developing the network of prevention-oriented laboratories. Since it
 
is not possible 
to develop sensible and realistic programmes without the
 
necessary information and basic data, 
a first step should be the collection of
 

necessary data.
 

The only re-omendation that can be made at present regarding health 

laoratories is that an Advisory Committee on Health Laboratories should be 
estc*lished to advise the Ministry of Health. The comnittee would be composed 

and permanentof Cairnan o of members, all appointed by the Minister of 
'r] :Lt: . The Chairman should be able to designate new r.:e:;bers to facilitiate 
the rcvicw of special problehms and solve thE'm quickly. Members should be 
se!-cted hoh among users of health laboratories and among speciali,;ts in the 
vris echnical Eields 
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4. Proposed objectives for a health laboratory network
 

The 	 advisory committee should propose to the Minister of Health the actions 

necessary for the establishment of a health laboratory network able to:
 

4.1 	 Carry out tests necessary for epidemiological surveillance and
 

communicable disease control 
as well as any other affection which is
 

a major public health problem.
 

4.2 	 Provide, regularly and periodically, to the ministerial services
 

concerned all data which 
can be submitted to statistical analyses
 

necessary for the establishment of prevention and control programmes.
 

4.3 	Participate in the training and further training of scientific and 

technical personnel in health laboratories.
 

4.4 	Undertake, at the request of the health authorities, any laboratory 

res2ar-ch which could help clarify and solve priority health problems 

in the country. 

5. Proaored short-term activities for an Advisory Committee on Health 

Laboratories 

The advisory committee should, in the short term"
 

5.1 Carry out a preliminary survey of laboratory service needs and
 

resources, in order to help define future servi\a needs and assess 

resources available and required.
 

5.2 	 Propose an "organizational chart" for the national health laboratory 

network.
 

5.3 	 Establish a list of tests which should be performed in health 

laboratories at various levels (central, internmediate, peripheral). 

5.-	 .St. nda z. ,- fo r tests, "a.'2n- i"tu cor.t thIi- cost, " 

reliability, reproducibility and simplicity of e::ecution. 
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5.5 Standardize the equipment and reagents required for performing the 

paonrd tests. 

5.6 Sta:ndardize the filing and registry s;jstem. 

country zbli 

different levels and, for each level, 

5.7 Assess the naeds of the in c health laboratories at 

assess the needs in premises, 

personnel, equipment, laboratory substances and supplies. 

5.8 Propose regulations applicable to health laboratories.
 

5.9 Report periodically to the Minister of Health the progress of work
on 


and suggest measures to achieve the objcctives.
 

6. 	 Prorosed Lcng-term activities for an Advisory Cormmittee on Health 

Labora;ories 

Follo~inZ the establishment of the health laboratoL-v network, the advisory 

comm1ittee could be asked to: 

6.1 Evaluate the activity of the health laboratory network. 

6.2 Propose adequate corrective measures, if necessary. 

6.3 Give advice and make suggestions regarding applied research to be
 

undertaken in relation to the needs of the country. 



Annex M to the Report of the February 1983
 

WHO/LRCS Health Sector Assessment and'Planning Mission to Lebanon
 

EMERGENCY MEDICAL SERVICES
 

1. Introduction.
 

A systematic network of emergency medical 
services (EMS) usually provides for
 
the detection 
and reporting of medical casualties, care at the scene, and
 
transport and care en route to the hospital (pre-hospital phase). At the
 
hospital, reception of the 
patient and immediate care/intervention must be
 
guaranteed 
round the clock (in-hospital phase). After hospitalization of
 
variable length, many patients will need 
continued care and rehabilitation,
 
including their reintegration into society (post-hospital phase).
 

Fig. 1. Diaeram Showing Relationships of Emergency Medicine and Follow-up
 

Pre-hospital phase 
 in-hospital phase post-hospital phase 

EZ oo 0 
o .- ) 

C) 4J 
to 

r4 
En 

Acute phase of EMS 
 Complementary phase of EM Care
 

This report will 
be restricted to the assessment of and recommendation for the
 
acute phase of EMS in Lebanon.
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Within the private sector 
some hospitals provide emergency 
care of variable
 
quality and 
at high costs to 
consumers and to contractors 
such 
as the MOH.

The "6quipes actives secourists" Lebanese Red Cross (LRC) have
of the 
 been

operating 
in the most reliable, continuous and enthusiastic way throughout all
 
those past troubled years. 
 However, 
their services
training is on the level of first 

are based on volunteers,
aid only, and governmental financial 
support

is meager (2 million 
LL yearly from MOH, 800,000 LL yearly from OSD 
for all
 
operations 
run by the LRC).
 

The Government of 
Lebanon has ordered 
a task force from the EMS 
Committee to

make plans for a comprehensive EMS programme 
for Lebanon and to 
 study,

recommend and implement 
means to 
upgrade hospital 
emergency departments in
government hospitals 
as 

Nasser and members

part of the overall EMS plan. Dr 


of the EMS Committee have completed an 
extensive review 
of 12 government

hospitals. That 
inventory was 
completed on 5/3/82. Eight 
smaller government

hospitals were 
 not 
 included in this inventory due to 
 their small

size/capacity, and private hospitals were 
not included for legal 
reasons. (Dr
Nasser, personal communications). This 
survey included 
 a review of supplies

and equipment available, of staffing and 
 training completed, and of

capabilities to provide prompt, efficient emergency care 
(1).
 

Since the 1979 
visit of US
a team of EMS experts, there have been several

meetings in Lebanon 
and the U.S. with Dr Nasser and US-EMS consulting staff

from various EIMS programmes in the U.S. 
 Several recommendations were made and
concrete projects for strengthening MOH hospital emergency department 
 and EMS

training 
and manpower development in Lebanon 
were set up (2,3,4). While the
 
strategy of putting the project 
into action has been changed several times in
the light of security problems 
and hostile 
conflict situations, 
the overall
 
objectives have remained the same
 

(a) Upgrade the 
 hospital emergency departments of government
 
hospitals to 
a level compatible with the needs 
of the Lebanese
 
population, principally those in the lower socio-economic level.
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(b) Implement an in-hospital training programme.
 
(c) Implement a pre-hospital training programme.
 
(d) Establish and improve management and administration of hospital
 

emergency departments in 
line with overall EMS system
 
development.
 

(e) Develop criteria for EMS personnel certification.
 
(f) Upgrade the and of
knowledge skills physicians in the urgent
 

care of critical patients.
 

The Ministry of Health has ruled that the EMS Committee (Chairman : Dr Nasser)
 
will work either under the auspices of the CDR or the Minister of Health.
 

3. Conclusions
 

Public emergency services are below standard and there is coherent system
no 


(pre-hospital /in-hospital) at present.
 

The pre-hospital phase is characterized by a lack of coordination of services,
 
virtual non-existence of services 
in some sectors, an uneven coverge (urban
 
versus rural), and limited training of necessary health manpower. The LRC
 
first aiders deserve particular esteem for the courage 
and motivation with
 
which they have continued to 
save lives under most difficult circumstances.
 
Already 
the LRC has been selected as the centre 
for emergency medical
 
technician training 
(ambulance drivers and attendants). Detailed plans for
 
the administrative structure, 
 for a network of posts including
 
radio-communications, for personnel 
and training, and for financing costs have
 
been made 
as far back as 1977 (5); plans have been revised slightly and
 
figures have been 
brought up-to-date repeatedly. The in-hospital phase shows
 
major deficiencies. Emergency rooms, where they exist, 
are poorly staffed and
 
inadequately equipped. Most physicians have 
received no formal training in EM
 
care. 
 The majority of Lebanese hospital emergency departments do not have 

hour medical coverage. The majority of nurses, 
paramedical and allied health
 
personnel have received no formal training in basic 
or advanced life support.
 
The organization of emergency facilities, 
if and where present, does not meet
 
the basic function of a hospital emergency department.
 

24 
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4. Recommendations
 

4.1 The EM1S Committee, under the leadership of Dr M. Nasser and conjointly
 
with consultants of the Office of International Affairs, Health Services
 
Administration, Rockville, Maryland, worked
have during some years on the
 
project of a coherent EMS for Lebanon and have their
made recommendations
 
(2,3,4). These must be considered in the first instance.
 

4.2 The EMS organizational entity must 
have the lead management function and
 
must have responsibility for the 
total system. It must include medical 
and
 
administrative leaders, with demonstrated 
management ability to allocate
 
resources, control operations and monitor 
the system's effectiveness to
 
increasing and changing demands for services. 
 This council may work under the
 
auspices of the CDR or 
have a direct feed-back line to the Minister of Health.
 

4.3 The LRC section of first-aid (secouristes) should be developed into the
 
centre in which all pre-hospital phase personnel gets trained 
(a curriculum
 
must be written 
which is based on the existing courses of first-aid.
 
Intensive life 
support training, e.g. cardiopulmonary resuscitation, must be
 
included). All pre-hospital phase operations be
should directed from and
 
coordinated by that 
same centre (coordination must include the 
concerned
 
activities by fire brigade, civil 
defense and MOH). All bodies involved must
 
be tuned-in to one and the same telecommunication system.
 

4.4 The physicians and nurses functioning 
in the system must have additional
 
training in cardiopulmonary resuscitation, 
 emergency care techniques, and
 
equipment utilization. Continuing education of all 
EMS personnel is mandatory
 
for maintaining the highest level of care 
 delivery.
 

4.5 In the development stage, training support 
from foreign agencies and
 
consultants 
may be needed, and continuing education for 
hospital emergency
 
department doctors and critical care should be
nurses provided (by, e.g., the
 
AUB.)
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4.6 The 
 EMS Council (in conjunction with the General 
 Medical Council
 
recommended 
 in other sections of this WHO/LRCS report) must deal with
 
questions of legislation for specialized health personnel and help set 
the
 
criteria for certification and recertification of EMS personnel.
 

4.7 Implementation of the pre-hospital 
and in-hospital phase should be started
 
together as far as possible. This is expected to be a joint venture 
by the
 
Office of International 
Health Services Administration Office of the 
US (with
 
support from AID) and the EMS committee for Lebanon.
 

While it had been planned to seek establishing emergency departments in
 
five cnvernment hospitals in a first phase 
(Ba'abda, Ba'albeck, Beirut,
 
Saida, Tripoli), it has been decided 
later and under the influence of new
 
events (Israeli invasion in the 
south) to restrict this phase I really to
 
the upgrading of hospital emergency departments in two government
 
hospitals in the Greater Beirut 
area (Karantina, Ba'abda). The first year
 
of 
 phase I will otherwise concentrate on appointing necessary medical 
and
 
allied health personnel, training staff (both in the US 
and if possible in
 
Lebanon ), making building alterations, contracting maintenance for
 
equipment, establishing the administrative structures, and buying
 
equipment.
 

The EMS committee is already projecting better wages than 
is the current
 
MOH r..te of salaries. 
 Other incentives that should attract potentially
 
good people are 
currently under consideration.
 

The Ministry of 
Health will make funds available to CDR to support the
 
staff and the operations of the EMS committe, 
salaries of MOH/hospital
 
emergency department staff, operations of hospital 
emergency departments,
 
maintenance contracts 
to 
assure that equiment will function at all times,
 
building renovations 
if and whereever needed, maintenance and expansion of
 
the EMS training centre. Six million LL 
are earmarked for this purpose.
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area the focus of implementation in the initial phase 
and one or two governmental hospitals should be selected for the 
establishment of hospital emergency departments. 

The Beirut will be 


Training of personnel necessary for the staffing of hospital 
emergency
 
departments in other governmental hospitals (must be redefined) must 
start
 

at the same time probably.
 

Technical assistance, i.e., training of emergency department directors,
 
physicians to become future instructors; RNs and technicians also to
 
become instructors 
 thereafter and training of the EMS-director in
 
administration, management and evaluation, 
and the (medical) equipment of
 
emergency departments is expected to be available from AID 
and will be
 
financed by them. AID 
is expected to reassess the situation in view of
 

recent change of strategy.
 

4.8 A strategy should be followed by which a succinct organizational framework
 
is basic and first, with training of health personnel, allocation of funds and
 

equipment coming second.
 

4.9 A mechanism should 
be found through which more governmental funds can be
 
allocated to the LRC for the development and running of their training 
and
 
operational base (pre-hospital phase).
 

4.10 in assigning priorities to various activities to strengthen health
 
services in Lebanon, consideration should be given to the following factors
 
which favor development of the EMS system:
 

a) It is a clearly visible part of health care.
 
b) It is 
a prototype content element of PHC and therefore can be used
 
as an"attraction" to the basic concept of "first contact care and
 
continuous care through referral".
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C) Providing high quality emergency care through the establishment of
 
hospital emergency department in governmental hospitals will be one
 
means by which the confidence of the people in these institutions can
 
be gained.
 

4.11 Private hospitals' emergency departments must comply with the standards 
set by the EMS governmental council in order to be included in the 
reimbursement regulations. 

4.12 The organization of disaster plans and continuous 
improvement in means to
 
procure relief in situations 
of natural and man-made disasters must be given
 
thought as soon as possible.
 

4.13 At a later stage efforts should be made 
to educate the people 
as to how
 
behave in order to avoid accidents (e.g., how to 
to 

drive safely) and what to
 
do first in an emergency situation.
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W[IO/LRCS Health Sector Assessment and Planning Mission to Lebanon
 

BLOOD TRANSFUSION SERVICES IN LEBANON
 

I. Assessment of the Situation
 

Available information indicates that about 40-50 000 units of blood are
Lransfused yearly in Lebanon. 
 Of these about 35-40 000 are collected in the
country, while 8 500 were sent from other countries in 1982. It is generally
recognized that a population of three million would need about 150 000 units
of blood, 
some of it divided into different components. The basic need for
factor VIII (production of which is very limited in Lebanon) would be about
45 000 donor units (as cryo-precipitate).
 

There are three main sources of blood in Lebanon, in addition to what is
 
received from international sources:
 

- The Lebanese Red Cross Blood Bank 
- The Lebanese Transfusion Centre 
- Private, Cormnmercial Blood Banks 

1.1 The Lebanese Red Cross Blood Bank
 

The Lebanese Red Cross Blood Bank was started in 1964, has continued with

essentially the same structure, and lacks sufficient management and
 
appropriate organization.
 

The Red Cross has 
one centre each in Beirut, Jounieh, Tripoli and Zahle. It
also has one 
unit in Beirut and one in Saida which do not collect blood but

have refrigerators and distribute blood that is 
sent from the centres.
 

The Lebanese Red Cross received 8 573 units of blood from other countries in
1932. 
 It also collected 5 063 units of blood in 1982 from different hospitals

approximately as follows:
 

Collected in Beirut 
 800 units
 
Collected in Tripoli 
 765 units
 
Collected in Saida 
 50 units
 
Collected in Jounieh 
 2 702 units
 
Collected in Zahle 
 751 units
 

5 068 units
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The 8 573 units received from other countries, plus the 5 068 units collected

in Lebanon, make a total of 13 641 
units from the Lebanese Red Cross in 1982.
 

The Ministry of Health gives an 
annual contribution to the Lebanese Red Cross

that roughly corresponds to the running costs of the transfusion activities
 
(yearly 700 - 300 000 L.L.). Hospitals and patients are not charged.
 

1.1.1 Notable advanta2es of the Lebanese Red Cross Blood Bank
 

Almost 20 years of activity and experience

Blood donation is voluntary and non-remunerated
 
Well known and respected
 
Neutrality concerning population groups

Access to international assistance and expertise
 

1.1.2 Notable disadvantaaes of the Lebanese Red Cross Blood Bank
 

Lack of sufficient management and organization

Blood donor recruitment not effective
 
Lack of professional contract with hospital laboratories
 

and hospital transfusion personnel

Defective practice of delivery of blood to hospitals


(Patients' relatives carry the blood bags)

No arrangements for 24 hour service
 

1.1.3 The Lebanese Red Cross thalassemia transfusion programme
 

Red Cross has since 1978 provided blood for transfusion of thalassemic
 
children. 
 About 150 thalassemic children need blood transfusions
 
frequently. Norway has provided about 3 000 units of red cell
 concentrates yearly, which has more or less covered the need. 

transfusions have been given at different hospitals. 

The
 

Frequent transfusions lead to iron overload, which needs treatment,

i.e., instillation of the drug Desferal. 
 Both the drug itself and the

installation apparatus are expensive. 
 The Lebanese Red Cross is now

planning a transfusion centre to perform both blood transfusion and

instillation of the drug (Desferal) for these children. 
 The cost
 
(excluding costs of blood and of personnel) will be, according to Dr
 
Rafie of the Lebanese Red Cross:
 

Investments 
 1 105 000 LL
 
Annual running costs 1 062 000 LL
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1.2 The Lebanese Transfusion Centre
 

The Lebane3e Transfusion Centre was started in 1972. 
 In principle it is a
 
non-prufit association, with 
a general assembly and a board of directors. It
 
has been recognized by the Government as being of public utility.
 

The Lebanese Transfusion Centre has 
a centre 'inBeirut and branches in 8 major

hospital laboratories, mostly in the Beirut area. 
 Written agreements exist
 
between the centre and hospitals.
 

The Lebanese Transfusion Centre collected 9 500 units of blood in 1982. 
 3 300
 
of those units were collected at Hotel-Dieu in Beirut. The Centre prepares

blood components, including factor VIII (bleeding factor).
 

In 1977 the Centre received substantial help from WHO, through the Government,

in the form of equipment. This equipment was 
looted, during the fighting,

but was partly recuperated in 1981.
 

The Centre charges a processing fee from the hospitals. The calculation is
 
based on direct costs and does not include investments. The fee is'approved

by the Ministry of Health. Wounded soldiers, thalassemic children, and
 
patients who are unable to pay are not required to pay. The rest of the
 
budget is covered by a membership fee of the association and by donations.
 

Notable advantaoes of the Lebanese Transfusion Centre
 

A growing programme under dynamic and professional leadership
 
Not profit-oriented
 
Blood donation is voluntary and non remunerated
 
Good contact with hospitals

Delivery of blood, laboratory testing and quality control
 
meet professional standards
 

24 hour service
 

2.2 Notable disadvantaoes of the Lebanese Transfusion Centre
 

Private association, though recognized by the Ministry of Health
 
Not well known by all sectors of the population

No formal affiliation to international organizations
 

3. Private, Commercial Blood Banks
 

The magnitude of activity of private, commercial blood banks is difficult to
 
estimate, but they may collect 40-50% of the total 
blood collected in Lebanon,

(i.e., 20 to 25 000 units of blood annually). They serve mostly small and
 
medium size private hospitals, but occasionally they also serve large

hospitals when the blood supply from the Red Cross or the Lebanese Transfusion
 
Centre is insufficient. Blood donors are paid different amounts depending on"ma:-'ket values". The price of rare blood may go very high. 
 Some private,
commercial blood banks may have quality controls, but most of them probably do
 
not.
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1.4 Other Sources
 

Information was obtained that some blood has also been collected by the
Palestinian Red Crescent Society.
 

A limited amount of blood is collected from-family members in emergency
situations, when blood from other sources is unavailable.
 

2. Conclusions
 

2.1 Lrhanon has no national blood transfusion programme and no reference
 
laboratory for blood type serology and transfusion.
 
2.2 There is 
a distinct shortage of blood, especially of "high quality"

blood obtained from voluntary non-remunerated donors.
 
2.3 A national programme is needed to meet the needs for blood for all
 
patients and to assure that only blood of high quality is provided.
 

3. Recommendations
 

3.1 Overall programme development
 

3.1.1 We recommend that the Ministry of Health appoint 
a National Organizing
Committee on blood transfusion, to establish an 
appropriate administrative
structure and to work out a detailed plan for the country's transfusion
service. The following representation should be included:
 

- Ministry of Health
 
- The Lebanese Red Cross
 
-
The Lebanese Blood Transfusion Centre
 
- University hospitals
 
- The syndicate of private hospitals
 

Later, when the country's transfusion service has been well established, the
National Organizing Committee would serve as 
a National Blood Transfusion
Board concerning policy matters, processing fees for blood and blood
components, and developing trends. 
 We suggest that the National Blood
Transfusion Board members should be appointed for terms of 3-4 years.
 

The main i-unctions of the Board would be:
 

- To outline policy and give guidelines for the country's trans
fusion service.
 

- To approve the yearly budget.
-
 To control that the transfusion service is carried and according 

-
to the law and the given requirements.

To appoint the medical director of the transfusion service. 
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The Board would have executive power in such matters, under the guidance of
the Minister of Health and of Lebanese law.
 

3.1.2 We recommend that the Ministry of Health take the initiative to
establish 
a blood transfusion service which is responsible to supply
high-quality blood for all 
needs of the country. The following points should
 
be observed:
 

- Blood transfusion and donation must follow the Code of Ethics
 
of the International Society of Blood Transfusion, adopted
also by the International Conference of the Red Cross in 1981.
 

- Blood donation should be voluntary and non-remunerated.
 

- Blood collection, processing and distribution to hospitals should

be effective and economical, and should minimize waste of blood.
 

Blood must be available on 
- a 24 hour basis. 

- The blood bank and transfusion service should have close coopera
tion and regular consultations with hospital doctors and other

transfusion personnel (formal and informal).
 

- Transfusion services must be effectively monitored to ensure that

patients are treated correctly and are not overcharged.
 

The transfusion service should have 
a programme of information
 
and education to the community as well 
as to health workers.
 

The scrvice should establish evaluation and relevant research

in the management and operation of the transfusion services.
 

The national transfusion service should be efficiently

organized and under professional management. 
 The medical
director should be a haematologist specialized in blood
 
banking fnd transfusion.
 

3.1.3 The existiny blood transfusion resources 
should be utilized, including
those of the Lebanese Red Cross and those of the Lebanese Blood Transfusion
Centre. 
 The Lebanesc Red Cross, acting as executing agency, would be the
natural 
body to take the responsibility for running the country's transfusion
service, with the M,1inistry of Health in position to control, outline policy,
and give financial support. 
 To take this responsibility, however, the
Lebanese Red Cross must be able to 
respond to the demanding challenge with 
an
adequate acministrative structure and a professional leadership. 
 This is a
most important requirement, which, after agreement of all parties, could be
implemented by integrating into the transfusion services the resources of the
Lebanese Tansfusion Centre, 
incl !ding its experienced and well qualified
director. The proposed organizational chart for Lebanese blood transfusion
 
s:2rvices is shown in Appendix I.
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3.2. 
 Immediate Actions Recommended
 

As soon 
as the National Organizing Committee is established, members should:
 

- Agree on the administrative structure.
 
-
 Appoint the medical director.
 
- Establish a professional leadership.
 
- Provide a budgec.
 
- Work out detailed plans for the country's transfusion service.
 

3.3 Recommended Actions in 1983-1986
 

Within the next 3 years, a national transfusion service, including a national
reference laboratory, should be well established in Beirut, with regional
centres in the North, South, Mt. 
Lebanon and Beqaa. Hospitals should be
contracted for local 
facilities to collect blood, perform cross-matching,

etc., 
and mobile units should be running in the most effective way.
 

Distribution lines should be developed to ensure that all hospitals get the
 
blood they need.
 

The centre in Beirut, in cooperation with the regional centres, should yearly

provide training courses for transfusion personnel, including hospital

doctors, nurses, and laboratory technicians.
 

Production of blood components should be done in the regional centres as well
 as in the centre 
in Beirut. This should also include production of bleeding

Factors 
(factor VIII) to meet the country's need.
 

'When

i the need of blood and blood components is covered by the national
I 

transfusion service, all comlmerce in blood should be forbidden by law.
 

Adequate financing of the national transfusion service must be assured,

including both capital and operating costs. Financing of services should in
principle be based on a processing fee paid by the hospital, but not passed on
to the patient. 
 The fee should be approved yearly by the Ministry of Health.
Additional costs, investments, etc., 
should be covered by the Ministry of
Health budget, donations, etc. 
 The Ministry of Health should contribute from
its budget. 
 Donations would be needed for investments and also to 
some extent
for running the programme, which is a high-cost programme per patient and
therefore might have a low budgetary priority with the Government.
 

The thalassemia centre must be reorganized and professional management

established for it (together with the organization of the country's blood
transjusion service). The thalassemia transfusion programme should be
developed further at the Red Cross and under 
a special administration.
 
Coordination with other blood transfusion activities, hospital services,
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research, etc., 
should be through the National Board established for the
country's blood transfusion service (See Annex 1I). 
 A thalassemia centre must
establish a close cooperation with hospitals, e.g., for surgery, which has to
be done in some patients. Fetal 
diagnosis, antenatal and genetic counselling
shoild be included in this programme, as well as research.
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APPENDIX N-I
 

ORGANIZATION OF THE LEBANESE 

BLOOD TRANSFUSION SERVICE
 

Minister of
 

Health
 

National Blood Transfusion
 

• Board
 

I 
B.O.
 

1 2 3 4 5 

RCCC = 
Lebanese Red Cross Central Committee
 

BD 
 = Board of Directors
 

D = General Director and Director of the Beirut Centre and
 

Reference Laboratory.
 

3 = Beirut Centre and Reference Laboratory.
 

1-2
 

4-5 = Regional Blood transfusion centres.
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ORGANIZATION 

APPENDIX N-2 

OF THE THALASSEMIA 

Minister of 

Health 

CENTRE 

National Blood Transfusion 

Board 

RCCC = 

D = 

Thalassemia 

Centre 

Lebanon Red Cross Central Comrm-ittee 

Director of Thalassemia centre 



Annex 0 to the Report of the February - April l9r3 

WEL,.rS "ealth Asses.ent ard l.ning >L 

NOTES REGAPDONG SOX'E AIEAS NOT COVERED ON THE W19O/LRCS I.,ISSION
AND OTHER EXPERTS' RELATED ACTIVITIES AID REPORTS 

Due to pressures of time and of inavailability of consultants and 
counterparts, the mission did not include several areas of major importance in 
Lebnon, su!h ,ns: 

- Dcm.-ngrerhy, population, and family p -.:,rC,
Environmental health (subject of reports sponsored by ERO and USAID),

- Occupational health (subject of a separate report by Dr M.S. El Batawi,
Chief Medical Officer of Occupational Health, WHO Geneva),Refugee health services (subject of rcports by other international 
agencies and 
not within the mandate of this mission or of the MOH,


- Rehabilitation (subject of a USA]D-sponsored report in November 1982), 
- Social science and area studies,
 
- Supplies and equipment (discussed with MOR 
 in late 1983 by World Bank 

and others). 

Due to scarcity of consistent and verifiable information in most areas and to 
shortage of time, other members of the mission were only partially able to 
fill in for some of the gaps in the team's composition. 
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WHO/LRCS Health Assessment and Planning Mission to Lebanon
 

WHO HEADQUARTERS CABLE TO THE MINISTRY OF HEALTH REGARDING EARLY ACTION
 
RECOMMENDAT IONS 

BEYROUTH :7194 

FOR EXCELLENCY DR ADVAN MROUEH MIISTER OF HEALTH
 
FURTHER OUR TELEPHONE COHNUNICATION TUESDAY 5 APRIL FOLLOWING IS
 
TEXT OF TELEX SENT ON 25 
fARCH QUOTE URGENT FOR MINISTRY OF
 
HEALTH ATTENTION PROF NADIL KRONFOL SUBJECT: WHO/LRCS PLANNING
 
UISSION TO LEBANON STOP INITIAL RECOMMENDATIONS FOR PRIORITY
 
ACTIONS BY GOVERNMENT OF LEBANON ONE PENDING SUBMISSION SHORTLY
 
OF ITS EXTENSIVE REPORT THEHMISSION PRESENTS TO MINHEALTH THE
 
FOLLOWING RECOMMENDEJ IKHEDIATE PRIORITY ACTIONS TO INITIATE AND 
PERMIT lAJOR IHPROVEMENTS IN PUBLIC AND PRIVATE HEALTH SECTOR
 
ORGANIZATIONS COMMA F-NANCE COPHA MANAGEMENT COMMA OPERATIONS
 
AND FUTURE PLANNING AS LISTED IN PARAGRAPHS TWO THROUGH FIVE
 
BELOW: TWO PUBLIC REAFFIRHATION SHOULD BE MADE BY HIGHEST LEVELS
 
OF GOVERNH11UT OF HEALTH SECTOR POLICY COALS AND OBJECTIVES IN
 
SUPPORT OF DECEMDER 1902 KOH STATEMENT STOP THREE LEGISLATION
 
SHOULD BE ENACTED (PREFERABLE BY 6 MAY 83 END OF EMERGENCY
 
POWERS) TO INITIATE AN1D PERMIT MAJOR IMPROVEfENT IN PUBLIC AND
 

EI.S/LEB 
 5.4.83 EHS 
 Dr Hussaein Gezairy 

(Signed) 

Dr Hussein Gezalry 

cc: RD/EMRO 
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SAUTE 

BEYROUTH PAGE 2 

PRIVATE HEALTH SECTOR ORGANIZATION COMMA FINANCE COMMA
 
I.MANAGEMENT COMMA OPERATIONS AND FUTURE PLANNING 
 THREE POINT ONE 
ENACT LEGISLATION REGARDING STRUCTURAL CHANGES IN THE HEALTH SECTOR:
 
THREE POINT ONE POINT ONE HERGE INTO THE MINISTRY OF HEALTH 
(RENAMED THE 
 INISTRY OF HEALTH AND SOCIAL AFFAIRS) THE HEALTH
 
SECTIONS OF TIE MINISTRY OF LABOUR AND SOCIAL AFFAIRS 
(I.Ev,
 

THE OFFICE OF SOCIAL DEVELOPMENT) AND THE HEALTH SERVICES SECTIONS 
OF THE MINISTRY OF THE INTERIOR (I.E., hEALTH SERVICES OF BEIRUT
 
AND OTHER MUNICIPALITIES) THREE POINT ONE POIr TWO ESTABLISH 
THE LEGAL AND ADMINISTRATIVE STUCTURE FOR A TATIONAL HEALTH 
SECURITY SYSTEM (DESCRInzn IN FORTCOMING FINANCING REPORT) BY 
INITIALLY (A) COTTSOLIDA0I6C ALL PUBLIC SECTOR HEALTH SERVICES COST 
REIRBURSEMBUTS I1N O1 F1IUANCING AGENCY AND (B) ESTABLISHING A 
UNIFORM FEE SCHEDULE FOR HEALTH SERVICES THREE POINT TWO DEVELOP 
DETAILED PLAN FOR THE INVEUMENTATION AND HANAGEMEITT OF A NATIONAL 
HEALTH SECURITY SYSTEM TEREE POINT THREE MANDATE THE ESTABLISHMENT
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SANTE
 

BEYROUTU 
 PACE 3
 

OF AUTONOMOUS AREA HEALTH AUTHORITIES TO ARRANGE FOR
 
THE PROVISION OF QUALITY HEALTH CARE TO ALL LEBANESE WITHIN
 
NATIONAL HEALTH POLICY (SEE ITEM TWO ABOVE) AND WITH EMPHASIS ON
 
EQUITABLE DISTRIBUTION PREVENTIVE SERVICES FIRST CONTACT CARE
 
AND CONTINUITY OF CARE (I11PLEMENTATION SHOULD BEGIN In BEI.UT 
AND INCLUDE JURISDICTION OVER HOSPITALS AND OTHER HEALTH RESOURCES 
WITHIN EACH AREA) FOUR IMMEDIATE ACTIONS TO PROTECT LEBANESE 

CONSUMERS FROH PRESENT HEALTH SERVICES PROBLEMS ENDANGERING
 
THEIR HEALTH (AND TO ASSERT AND CONFIRN THE POWER AND AUTHORITY 
OF THE HINISTRY OF HEALTH) FOUR POINT OUE TO DECREASE 
PHARfACHUTICAL SECTOR PROBLEMS FOUR POINT ONE POINT ONE CLOSE
 
ILLEGAL PHARMACIES FOUR POINT ONE POINT TWO CONTROL COUNTERFEIT 
AND XNEFFECTIVE OR OTHERWISE DANGEROUS DRUGS BY ENFORCING 
EXISTING LAUS (HAZINC FULL US OF REOOGHIZED INTERNATIONAL DRUG
 
TESTING LABORATORIES) ADD.FOUR POINT ONE POINT THREE DECREASE
 
TUE NUMBER OF DRUCE ON THE MARKET INITIALLY BY FORCING REMOVAL
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SANTE
 

BEYROUTH 
 PACE 4"
 

OF UNAPPROVED DRUGS THEN BY REVIE1I-1G ALL DRUGS
(INCLUDING THOSE PREVIOUSLY APPROVED AUD THOSE NETAILY SUBM.ITTED)


AND ALLOIlING MARKETING 
 ONLY OF THOSE WRIC8 ARE" SAFE EFFECTIVE 
AND NEEDED PER WHO ESSENTIAL LIST FOUR POINT TWO ESTI.BLISHI OR
ENFORCE LEGISLATION 
 SETTING STAUDARDS AND REQUIRENIITS FOR THE
ESTABLISIIrfET RECOGNITIO11 AND OPEPATION OF lE3ALTH PERSONN.EL 
TRAININC INSTITUTIONS ESPECIALLY KEDICAL SCHOOLS FOUR POINT THREE
ESTABLISH LIMITS ON THU AIOUNTS OF GOVERNMENT PUNDS WUICH WILL

3E AVAILABLE (ESPECIALLY THROUGH 
 THE NO) POR REI.BURS31.'uiT OF
PRIVATE SECTOR BEALTH CARE SERVICIUS AND ESTABLISH .1O'IITOR AND

ENFORCE 
 QUALITY STANDARDS FOR THOSE SERVICES (WHICH SHOULD ALSO
APPLY TO GOVERNMENT HEALTH SERVICES) FIVU ESTABLISH TUE MINISTRY
OF LZALTH'S NATIONAL HEALTH PLANNING UNIT (INCLUDII, A HEALTH
1ANPOWER PLANNING SECTION) ON A BASIS WHICH WILL MAXIMIZE USE OF 
ITS RECOMHEfDATIONS AND LEAD TO 
ITS INSTITUTIONALIZATION STOP

I!4U9EDIATELY USE NRPU TO DUDERTAME NATIONAL SURVEYS OF EPIDEHIOLOCY
 

http:PERSONN.EL
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SANTE
 

BEYROUTH 
 PAGE 5 

HEALTH KNOWLEDGE ATTITUDES AND PRACTICES HEALTH MANPOWER
 

AND HOSPITALS STOP THE UNIT SHOULD USE EARLY VALID RESULTS OF
 
THESE SURVEYS AS PARTIAL BASES FOR NATIONAL PLANS FOR HEALTH
 

MANPOWER DEVELOPMENT EPIDEMIOLOGICAL SERVICES PRIMARY HEALTH CARE
 

A HEALTH CENTER NETWORK ATDA NATIONAL MASTER PLAN FOR HOSPITALS
 
SIX !ISSION'S EXTENSIVE REPORT WILL FOLLOW SHORTLY STOP HONOURED
 

TO CONTRIBUTE TO THE RECONSTRUCTION OF LEBANON GUNN UNISANTE
 

GENEVA UNQUOTE REGARDS AND BEST WISHES
 

GEZAIRY UNISAITE
 

c=Glob 
 5.4.83 EMS 
 Dr nunscin Cezairy
 


