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Abstract 

This research provided an overview the major challenges facing the Egyptian social 

health insurance, such as economic, political, social and epidemiological challenges 

and called for achieving universal health coverage. Egyptian social health insurance 

needs a major structural and operational reform to overcome these challenges and 

achieve a roadmap to universal health coverage for all. 

One of the fundamental components of the universal health coverage is defining the 

health benefit packages according to recognized criteria; giving priority to services 

which benefit more people and reducing the burden of the amount of out of pocket 

payments.  

This research focused on reforming the health insurance benefit packages delivery 

through prioritizing areas related to service delivery, the quality of health care 

services and improving the health services for the most disadvantages group. 

To achieve that, SPSS program was used and analyzed the data collected through 

different statistical methods and hepatitis virus C (HCV) was quantified by disabil-

ity adjusted life years (DALY) measure.  

The results of this research were emerged number of the strategies and criteria for 

health care service delivery reform.    

Providing an integrated package of family health services mapped to the growing 

burden of disease, the separation of purchasing of healthcare services from service 

provision to enhance accountability in the social  health insurance  system, especial-

ly for disadvantaged groups , Increasing quality of healthcare, a shift toward more 

proactive approach needed for preventive , chronic diseases Management , improv-

ing the drug supply and ensuring equitable distribution of responsive health work-

force through performance based incentives and accreditation are the top priority for 

health care benefit package delivery reform .  
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I.  Preface 
 

   The public health coverage for the Egyptian population is provided through a 

combination of social health insurance and subsidized government health services.  

   Egypt has a high complicated health care system, with many public and private 

providers and financing agent. Health care services in Egypt are currently managed, 

financed and provided by agencies in the various sectors of the government under 

different laws, operating with variable levels of independence and by also provided 

by private providers of variable categories and at variable levels of intervention. 

(Kheder, 2015)  

   This research shaded the challenges of Egyptian health care to improve and ensure 

health and well-being of the Egyptians and the social and economic changes of a 

people, high out of pocket payments (OOP) and non- universal coverage for all by 

social health insurance (SHI) in Egypt as a result of inefficient and ineffective health 

care services provided.  

   The fundamental role of SHI system is not only to improve population health but 

also to protect households from financial catastrophe associated with illness (Rahman 

MM, 2013)  

    Egypt was a pioneer in the social health insurance coverage in the early 1960s. The 

Egyptian SHI coverage is provided through the health insurance organization (HIO). 

According to HIO report 2012/2013, HIO covers 58% of the population 

    HIO represents as both service purchaser and provider through health facilities and 

operate its own primary care, in addition to some secondary and tertiary care services 

it owns. The majority of the population under HIO coverage (74%) is schoolchildren 

and infants. The smallest bulk (6%) is widows and pensioners, the reaming 20% of 

insured are from the active work force. (World Health Organization, 2006) 

    The ministry of health and population (MOHP) and other government’s agencies 

operate a nationwide network of government health care providers, primary, second-
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ary and tertiary and provide free or substantially subsidized health services to the 

citizens not covered under HIO. 

  The prime welfare objectives of social health insurance are to prevent large OOP 

expenditures, to provide universal healthcare coverage, to increase appropriate 

utilization of health services and to improve health status. 

  The expansion in the social health insurance system will have significant impact on 

reducing out- of- pocket (OOP). (Hammad, 2012) 

   Achieving universal health coverage (UHC) means that everyone in the population 

has access to appropriate, curative, preventive and rehabilitative health care services 

when they need them at an affordable cost and protect the population against cata-

strophic health expenditure. The (UHC) has three dimensions (Tien, 2012): 

a) Breadth of coverage: the proportion of covering. 

b) Depth of coverage : which includes : 

  Total services are included in benefit packages. 

  Availability of benefit package. 

   Quality of care.  

c) Height of coverage: which includes: 

 Level of out of pocket.             

 Catastrophic health expenditures. 

   Designing adequate health care services (benefit packages) is the backbone of 

achieving UHC and improving the performance of the health care system. Techno-

logical advances and the new medicines, diagnostics, and interventions called the 

introduction of a systematic and transparent mechanism to decide which interventions 

would be covered in the package. Interventions for the health benefit package should 

be selected by combining burden of disease and cost- effectiveness analyses with 

other criteria, including affordability, feasibility of implementation and links with 

catastrophic health expenditures. The health benefit packages don't have only a 

technical dimension but also a political dimension. 
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II- Research Problem 
 

   Social health insurance system in Egypt has inefficient and ineffective health care 

services provided which are not able to achieve the goals of health care system 

effectively.  The majority of public health care services suffer from weak conditions. 

(Abd El Mogeith, 2014) 

   HIO currently covers about 58% of the population, however, the aim within the 

next few years within to extend it to cover 100% of the Egyptian population achiev-

ing UHC, regardless of their financial resources.  

   According to national health accounts NHA 2008/2009 report, Egypt has the 

highest burden of out-of-pocket (OOP) spending (it was approximately 72%) com-

paring with other middle income countries in the region, however the government 

spending as a percentage of total health expenditures and the budget of government is 

the lowest (it was approximately 25%) (Hammad, 2012). 

   In Egyptian social health insurance scheme, the health care services (benefit pack-

ages) lack cost-effective interventions, a limited access, low quality of health care 

services and there isn’t a scientific approach to define the benefit package so health 

care services delivery reform is required to concentrate scarce resources on the health 

services providing to achieve UHC and protect all households against catastrophic 

health expenditures. Thus, HIO requires structural and operational reform and equity 

reform by measuring the coverage and access. 

 

The following questions need to be answered:  

 How are the priority services to integrate these services into health insurance 

system? 

 How to increase the services utilization among the poor from the benefit design 

perspective? 
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III. Research objective 
    

   To arrive at designing a conceptual model framework of a suitable benefit package 

for the Egyptian social health insurance system by measuring the managerial health 

outcomes and the clinical health outcomes (mortality –morbidity –the epidemiologi-

cal transition and the burden of disease burden) through the following objectives: 

1. Measuring Patients’ satisfaction as it is the basic objective for healthcare service 

provider and related to quality of services provided by healthcare.   

2. Measuring the health professionals' job satisfaction on SHI system to increase 

the effective delivery of health care services.  

3. Balancing the trade- off between of equity and quality of health services. 

4. Priority setting of the integrated health interventions according to the burden of 

disease. 

             

IV. Research importance 
 

  After the January 25
th

 revolution, the poverty rates increase and the ability of the 

Egyptians to pay for health care services are limited which push the households to 

expose to catastrophic health expenditures, where the health care expenditures and 

impoverishment are linked to economic status, so government should achieve univer-

sal Coverage through social health insurance to protect all Egyptian against cata-

strophic health expenditures.  

1) This research is important for successful social health insurance in Egypt: 

a) At the level of individual, the different needs and priorities regarding disease 

burden, poverty, age, gender and employment status must be considered and 

adequately addressed. 

b) At the system or scheme level, the provision of benefits must be enabled and 

guaranteed by adequate, efficient and effective management and financing 

process as well as the availability of resources medical equipment and staff. 
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This research will increase the ability of Egypt to expand universal coverage through 

social health insurance by providing health care services delivery reform.  

2) This research is important for the poor: 

   Improving the quality of health care services will target the poor to use the health 

delivery and increase the population health by reducing the burden of diseases and 

the accessibility of health care services. The poor can’t access to health care services 

because of (the poverty, geographical Location, lack of employment, bad planning 

and management of the health services and unavailability of services to treat with 

particular diseases).  

3) The importance of research for decision makers in designing suitable benefit 

packages. This research will help in:  

a) Improving the quality health benefit packages for Egyptian SHI scheme.  

b) Reallocating resources in favor of the poor and making the priority setting of 

health expenditures. 

This research will help the decision makers to re-design a suitable benefit package for 

reaching the universal coverage which protect against the greatest financial risks due 

to catastrophic events or illness and promoting the right care to the right patient in the 

right setting at the right time. 

 

V. Literature review 

a) Arabic studies related to the Egyptian social health insurance: 

 Study of Mohamed El-Sharkawy (2010): 

   This research aimed to increase the efficiency of Egyptian social health insur-

ance scheme to achieve the required purposes to the beneficiaries. To achieve this 

aim the researcher studied the constraints which face the current Egyptian social 

health insurance system, also used a statistical model (Wilkson test) which classi-

fied the work force under the law no. 79 and no.32 of 1970 into some criteria (the 
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standard of living, the occupation, the degree of risk) to achieve the equity princi-

ple of the social health insurance scheme.    

The most important results of this study were: 

i. There was a lack of satisfaction of beneficiaries on the quality of health services 

which is provided by the current social health system. 

ii. There was an increase in health care services costs because of continuous tech-

nology development; however the ratio of contribution remained the same leading 

to a negative financial gap between the revenue and expenditures.  

iii. The results of Wilkson test illustrated that the social health insurance scheme as an 

independent variable affected the level of satisfaction of the beneficiaries, which 

mean the need to maintain the elements of social health insurance system. 

 

b) English studies related to the social health insurance: 

1. Study of kapiriri (2004): 

   This study was conducted in Uganda to determine the cost-effectiveness of inter-

ventions and disease's severity as key standards in setting the priorities, and identify-

ing the main players in health in Uganda.  The methodology of literature review and 

self – administrated questionnaire were used. Respondents involved mainly health 

professionals. This study used three different simulations, assuming the same charac-

teristics of patient and the same treatment results but with changing the disease's 

severity or cost-effectiveness of intervention, in order to determine the preferences of 

respondents regarding the cost-effectiveness and severity.  

   This study showed that, the national survey respondents' preferences were different 

from those elicited in the in-depth interviews with the development partners. While 

the majority of the survey respondents preferred the disease's severity than the cost-

effectiveness of intervention as a guiding principle, most of the development partners 

preferred the cost-effectiveness of intervention.  
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2. Study of Tangcharoensathien Prakongsai Limwattanannon Patcharanarumol 

and gongudomusk (2007): 

   This study aimed to illustrate the policy strategies of achieving UHC in Thailand 

and evaluated how this reform achieved policy objectives of improving equity and 

efficiency of the health care system and long term financial sustainability in Thailand. 

Achievement of the UHC policy in terms equity in health care finance, the health 

service utilization and public subsidies.  

   In 2002, universal coverage scheme (UCS) had launched for the whole population 

by introducing a tax-funded health insurance scheme to approximately 47 million 

people who weren’t ensured under the civil servant medical benefit scheme (CMBS) 

and the social security scheme (SSS).   

The lessons learned from achieving UHC in Thailand were: 

i. Success of UCS policy depended on the strengths of the health care infrastructure 

and equity in delivering health care services between rural and urban areas. 

ii. Health care financing of the UCS appraisal led to rational access to the health care 

and effective financial risk protection through a comprehensive benefit packages. 

iii. The coordination between data procedures of the national statistical office and data 

users of the ministry of population and health and the ability of researchers to com-

municate with policy makers support the process of the policy implementation. 

iv. The district health system (DHS) was a typical contractor unit of primary care for 

the national health security office which needs a new mechanism of quality im-

provement for DHS. DHS was a pivotal role for the poor subsidies and enhances the 

rational use of low cost integrated services, while ensuring proper referral.   

v. The responsiveness to concerns of the stakeholders who participated in the process 

of policy implementation.   
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3. Study of Andaleeb, Siddique and Kandahar (2007):  

   This study aimed to specify the determinants regarding the satisfaction of patients 

with private, public and foreign hospitals. In order to achieve this purpose, a survey 

was conducted including inpatients in private and public hospitals in Dhaka city 

compared with the patients who had experienced hospital services in a foreign coun-

try. The results were estimated from probability and non-probability sampling pro-

cess. Regression models were used to determine the main factors that affected the 

satisfaction of patient in the different types of hospitals. This model was represented 

by the equation: 

Satisfaction = a + b1 (doctor service orientation) + b2 (nurse service orientation) + b3 

(tangible hospitals) + b4 (tangible staff) + b5 (access composite) + b6 (treatment costs) 

+ b7 (process features) + b8 (baksheesh) + error.  

 

The most important results of this study were: 

i. A comprehensive model of patients' satisfaction had several policy implications in 

order to identify the needs of patient, develop standards, design services processes 

and systems, provide training programs, manage demand and capacity and develop 

the quality of services. 

ii. Improving the medical care in Bangladesh requested attention to the features of 

service that are frequently rated by the patients. Such features involve tangibles, 

doctors, nurses, process features, etc. As well, extra organizational issues which 

have a vital role must also be addressed, in order to enhance the health care system. 

iii. In addition to the vital role of doctors in the satisfaction of patient, policy makers 

in Bangladesh should establish a professional development program (PDP) for 

physicians to offer the required technical training and must recognize that a group 

of patients preferred quality services to a cheaper but an inferior solution that may 

be added to the future costs. 
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4. Study of Bashir Fathi (2008):  

   This study aimed to measure the satisfaction of patients with the provided services 

at Nablus hospitals, and to identify the factors affecting the satisfaction of patients, 

which include technical quality, room services, accessibility and availability of 

services, and interpersonal skills of health care providers. To achieve that, adult 

inpatients totaled 365 were interviewed via a comprehensive questionnaire to rate the 

level of satisfaction of services received by 5- point Liker Scale. They were chosen 

randomly by a stratified random sampling. 

 

The most important results of this study were:   

i. The patients in governmental hospitals were less satisfied than those in non-

governmental hospitals. Around 70.2% of respondents in the survey rated their satis-

faction with governmental hospitals from good to very good. 

ii. However, in non-governmental hospitals, more than 90 % of respondents rated it 

from good to very good. 

iii. Females were more satisfied than males; high income patients were more satisfied 

than those with low income. In addition, older patients were more satisfied than the 

younger patients. 

iv. Moreover, patients that waited long time (more than one hour) to get a bed in the 

hospital were less satisfied than the other patients. 

 

5. Study of Limwattananons, Vongmongkolv and Hansonk (2011): 

  This study aimed to measure the equity effect of achieving universal coverage (UC) 

on the distribution of benefits of public health service utilization, protection against 

the expensive medical care costs risk (financial catastrophe), and the burdens of 

health care funding (measured by funding incidence). In order to achieve this objec-

tive, Benefit and funding analysis methods were used to assess the distribution of 

public health care subsidies and burdens of funding before and after the UC. The 
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occurrence of financial catastrophe was assessed using a standard threshold of 10% 

of household consumption expenditure. 

 

The results of this study were: 

i. The share regarding household out-of-pocket payments for health and the share 

regarding households facing catastrophic expenditure on health were reduced 

greatly from 2000 to 2006. The first (poorest) quintile had a 77.5% decline in the 

percentage of households facing catastrophic health spending, whereas there was a 

41% reduction in the share of households in the 5
th

 (least poor) quintile. 

ii. After introducing the UC scheme, the public service utilization remained pro-poor. 

In general, the public subsidies were to be pro-poor for the inpatient and outpatient 

services. On the contrary, the utilization of teaching hospitals was pro-rich because 

they served the better-off members of insurance schemes.  

 

6. Study of Shankar Prinja, Manmeet Kaur and Rajesh Kumar (2012):  

  This study aimed to provide risk pooling mechanism and achieve UHC with the 

object of ensuring fairness, quality care, and efficiency. The Indian health system 

needed for risk pooling because of the following reasons: 

 The public health infrastructure lies underutilized. 

 High OOP health expenses makes parries to access for health care and pushes 

25% of the population below the poverty line because of catastrophic health ex-

penditures. 

 The costs of healthcare were increased as a result of epidemics, demographic, 

and social transition.  

India has two main social health insurance scheme (ESIS) and central government 

health scheme (CGHS). These two schemes were under immense criticism because 

they were ineffective and had poor quality in health care. So, this study recommended 

institutionalizing the tax-funded universal health insurance scheme (UHIS). 
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India reformed the health insurance system institutionalization of UHIS; this priori-

tized the need for rationing and the rights “the benefit packages”. 

The most important results of this study were: 

i. UHIS wasn’t the only answer to the problems of Indian’s health system. 

ii. This scheme had attributes in order to improve the efficiency of system through 

introducing capitation payments, and purchaser-provider split. The scheme was eq-

uitable because the proposed scheme got revenue from the direct general tax, and 

exempted the groups from the sharing costs. Moreover, it offered opportunity to im-

prove the public and private sector quality via the accreditation system. Finally, the 

scheme had a possibility to reinforce the public healthcare system through introduc-

ing incentive systems for public sector providers and developing infrastructure. 

  

7. Study of Heba El-Sayed (2013):  

  The objective of this study was to assess to what extent the Egypt health sector 

program reform (HSPR) was actually helping to enhance the population health status 

and social well-being through assessing the impact of health sector reform program 

on equity indicators: access and coverage. To achieve this objective, This study used  

a cross sectional study, using a multi stage stratified random sampling technique 

representing upper and lower Egypt; urban and rural facilities.  

The required data for this study was collected from two main data sources: 

 Data obtained from medical records, health information system in selected facilities.  

 Data from health information system in Menoufia Directorate of Health Affairs and; 

Beni-Swif Directorate of Health Affairs and MOHP. 

The results of this study were:  

i. There were wide differences in coverage and accessibility between upper and lower 

Egypt health services as well as between rural and urban health services. 
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ii. Lack of proper (infrastructure) and / or manpower (human resources) in both gover-

norates was a major cause that restricted the extension of HSRP intervention to cov-

er all families. 

iii. There were defects in actual coverage dimensions (Acceptability and adequacy of 

service). 

iv. Limited the affordable access to health services which was reflected on decreasing 

service output and increased cost of services delivered plus annual subscription in 

Menoufia's facilities contracted with FHF. 

 

8. Study of Omkolthoum El-Sayed (2014): 

   This study investigated what extent the Egyptian legal institutional framework of 

health care system HIO, family health fund FHF and program for treatment at the 

expenses of the state (PTES) protected the poor from the health catastrophic expendi-

tures. This study measured comprehensiveness universal coverage and equitable 

financing.  The researcher used these indicators for assessing the rules, laws, regula-

tions and other related legal framework. 

 

The results of these programs were the following: 

i. The current HIO program provided moderate level of protection against financial 

risk and also provided reasonable health services (basic benefit package). 

ii. PTES provided a strong protection against financial risks related both the cata-

strophic and OOP expenditures. 

iii. FHF provided the best program to address UHC for chronic critical illness. 

 

9.  Study of Saravi (2015): 

  This study aimed to develop criteria for providing complementary health insurance 

(CHI) benefit packages which provided by the medical service insurance organization. 

Developing CHI benefit packages had been one of the main challenges of health 
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insurance organization in Iran.  Because of budget constraints in Iran, determining the 

criteria and prioritization them were necessary. To achieve this, a qualitative study had 

been conducted and a semi-structured interviewed was used. 

  Twenty criteria were identified for four main dimensions of the benefit Packages 

including the beneficiaries (needs and preferences of insured) , the commitments of 

insurance service (equity, quality, efficiency and the comprehensiveness of services) , 

financial resources (equity in funding , efficiency of resources and CHI funding ) and 

medical service insurance organization priorities (policy-making and planning, health-

centeredness and equity-centeredness in deprived areas).  

 

The results of this study were: 

i. The need for determining the criteria and priority setting were important.  

ii. The inefficiency of the current system could be decreased by adopting important 

criteria such as equity, clinical guidelines, effectiveness, and efficiency, manage-

ment of the costs, the disease and the providers of CHI benefit packages.  

iii. Comprehensive policies should also be adopted for providing the beneficiaries 

with health and avoiding burden on them due to the huge cost of the diseases. 

Comment on the previous studies:  

  The previous studies didn't mention the strategies and policies for health care delivery 

reform measures, in accordance with the aging of the population and the rapid increase 

in chronic diseases.  

  As well, they didn't mention the health providers' job satisfaction as an important 

indicator to increase the quality of health care services and assess the efficiency of 

health care delivery. 

  Moreover, they didn't touch all aspects of the health care delivery health care: staff 

training, staff job satisfaction, management, patient satisfaction, and financial protec-

tion, quality of care and equity of both access and clinical outcomes (quantifying the 

burden of diseases). 
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VI.   Research hypothesis 

   As the benefit packages is the backbone of the health care system and can cover the 

three dimensions of the health care system the overall population, the number and the 

characteristics of the service and the amount of coverage for medical expenses.   

(Saravi , 2015). The dimensions of the health care system were taken into considera-

tions. And then, the hypotheses are divided into 2 groups, one group for each ques-

tionnaire as follow: 

(a) Hypothesis for the beneficiaries’ questionnaire: 

   H0a1: there is no significant effect of the beneficiaries’ perception for satisfaction on 

their (SHI) system on the performance of the benefit packages. From the previous 

hypothesis, six-sub hypotheses were proposed: 

 There is no significant effect of the beneficiaries’ perception for satisification on the 

dimension infrastructure of their SHI system on the performance benefit packages.   

 There is no significant effect of the beneficiaries’ perception for satisification on 

dimension Manpower of their SHI system on the performance of the benefit pack-

ages. 

 There is no significant effect of the beneficiaries’ perception for satisification on 

dimension service delivery and provision of their SHI system on the performance 

of the benefit packages. 

 There is no significant effect of the beneficiaries’ perception for satisification on 

dimension finance of their SHI system on the performance of the benefit packages. 

 There is no significant effect of the beneficiaries’ perception for satisification on 

dimension perceived equity of their SHI system on the performance of the benefit 

packages. 

 There is no significant effect of beneficiaries’ perception for satisification on 

dimension public participation of their SHI system on the performance of the bene-

fit packages.  
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H0a2: there is no significant effect of the beneficiaries’ demographic characteristics on 

the satisfaction on SHI system. 

From the previous hypothesis, five-sub hypotheses were proposed: 

 There is no significant difference between the  beneficiaries’ perception for satis-

faction on  SHI system  according to " gender " 

 There is no significant difference between  the beneficiaries’ perception for satis-

faction on  SHI  system  according to " age " 

 There is no significant difference between the  beneficiaries’ perception for satis-

faction on  SHI  system  according to " educational status " 

 There is no significant difference between the  beneficiaries’  perception for satis-

faction on  SHI  system  according to " occupational  status " 

 There is no significant difference between  the beneficiaries’ perception for satis-

faction on  SHI  system  according to " income group " 

 

H0a3: there is no significant effect of improvement of the beneficiaries’ satisfaction on 

SHI system on the performance of the benefit packages.  

 

H0a4: there is no significant effect of beneficiaries’ views on ranking reform priorities 

toward SHI system on the performance of the benefit packages.  

 

The job satisfaction for the health providers is an important indicator in assessing the 

efficiency of the health care service. Also, it will lead increase the utilization of health 

care delivery as result of quality improvement of health care services. Moreover, 

satisfied health providers also contribute to higher quality and better outcomes of the 

health care services.  
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 (b) Hypotheses for the health Professionals’ questionnaire: 

   H0b1: there is no significant effect of health Professionals’ perception for job satisfac-

tion on their (SHI) system on the performance of the benefit packages. 

From the previous hypothesis, six-sub hypotheses were proposed: 

 There is no significant effect of the health Professionals’ perception for satisfaction 

on dimension infrastructure of their SHI system on the performance of the benefit 

packages. 

 There is no significant effect of health Professionals’ perception for satisfaction on 

dimension Manpower of their SHI system on the performance of the benefit pack-

ages. 

 There is no significant effect of the health Professionals’ perception for satisfaction 

on dimension service delivery and provision of their SHI system on the perfor-

mance of the benefit packages. 

 There is no significant effect of the health Professionals’ perception for satisfaction 

on dimension finance of their SHI system on the performance of the benefit pack-

ages. 

 There is no significant effect of the health Professionals’ perception for satisfaction 

on dimension perceived equity of their SHI system on the performance of the bene-

fit packages. 

 There is no significant effect of the health Professionals’ perception for satisfaction 

on dimension public participation of their SHI system on the performance of the 

benefit packages. 

 

H0b2: there is no significant effect of the Professionals’ demographic characteristics on 

the job satisification on SHI system. 

From the previous hypothesis, five-sub hypotheses were proposed: 
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 There is no significant difference between the  health Professionals’ perception for 

job satisfaction  on SHI system  according to "gender" 

  There is no significant difference between the health Professionals’ perception for 

job satisfaction on SHI system according to "age" 

 There is no significant difference between the  health Professionals’ perception for 

job satisfaction on SHI system according to "Marital status" 

 There is no significant difference between the  health Professionals’ perception for 

job satisfaction on SHI system according to "professionals " 

 There is no significant difference between  the health Professionals’  perception for 

job satisfaction on SHI system according to "type of working" 

 

H0b3: there is no significant effect of the health Professionals’ views of ranking reform 

priorities toward the health care system on the performance on the benefit packages. 

 

H0b4: there is no significant effect of the health Professionals’ views on ranking reform 

priorities related to them on the performance of the benefit packages. 

 

VII.   Research methodology 

In order to measure the beneficiaries' and the health professionals' perception for 

satisfaction on their social health insurance system and the performance of the health 

benefit packages. Questionnaires and one-to-one interviews were adopted with the 

group of the beneficiaries of health insurance clinics and hospitals, the physicians and 

the health professionals in health insurance facilities.  

 Two – stage questionnaire form : 

 The first stage: questionnaire of beneficiaries of SHI.  

 The second stage: questionnaire of the health providers of health insurance or-

ganizations. 
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 Quantifying the burden of disease by using disability adjusted life years (DALY) 

of Hepatitis virus C (HCV), as an example of other diseases to set priority health 

benefit package and health interventions according to the burden of disease. 

  

VIII. Research limitations  

 This research was applied in 6
th

 October hospital, Al-haram comprehensive clinic, 

Ahmed-Oraby clinic and Jazeera El-Dahab clinics in Giza. Atfal Masr hospital – 

Nasr city hospital - El mokattam hospital in Cairo.  

 The beneficiaries of Egyptian SHI, the physicians and health professionals, who 

work in that clinics and hospitals.  

 The data of calculating DALY of hepatitis virus C (HCV) was collected from  :  

i. Egyptian demographic health survey (EDHS) 2008 and 2014. 

ii. The publication data from world health organization (WHO), central Agency 

for public mobilization and statistics (CAPMAS) and ministry of health and 

population (MOHP). 

iii. The cases that had been treated with interferon from 6/2012 to 1/2014 from 

the national liver institute center of HCV-information center of HCV data. 

 

IX   Research Plan 
 

In order to achieve the previous objective, the research was organized as follows:  

Chapter one: Achieving universal health coverage through social health insurance 

system.    

Chapter two: Overview of improving health benefits package delivery. 

Chapter three: Estimating the burden of disease of HCV in Egypt. 

Chapter four: Analysis and Results. 

Research Conclusions and Recommendations. 
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Achieving universal health  

    coverage through social 
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1.1 Introduction 

   Egypt has major achievements in improving the health status of its population, life 

expectancy has been increasing and reached 74 years for female and 71 years for male 

in 2015. It has multiple challenges in order to achieve social justices in the health care 

for all population.  

   Egypt has illustrated strong commitment to the goals of Millennium disease goals 

(MDGs). (International Labour Organization, 2009)  

   Egyptian Social health insurance covers only 58% of the population; it will be 

expanded to encompass all Egyptians, especially those who work in informal sector in 

2030 by new Egyptian universal health insurance law. This law is considered as 

umbrella of comprehensive social health insurance for all under one law by imposing 

compulsory monthly contributions  

1.1.1 The health care system  

Health care system should have three goals (World Health Organization, 2000): 

         (i)  Improving the health of the populations. 

         (ii)  Responding to the reasonable expectations of those populations.             

         (iii) Collecting the funds with fairness way.   

   A safe, efficient and accessible health care system is the backbone of UHC which is 

the target of all countries. Health service provision, health services inputs stewardship 

and health financing are the main functions of health care system. Stewardship sets the 

policy framework for the overall health system and touches all aspects of the health 

care delivery system. The three important components of effective stewardship are: 

regulation of health service delivery, decentralization of organizational structure and 

health promotion (ElAnani, 2014). 

 

  The Egyptian government seeks designing health care system that meets the expecta-

tions of all population.    
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  It has been widely recognized that poor health is an important cause of poverty, 

especially among the low and middle-income countries. One of the reasons is the 

absence of public financial protection against the medical consumption risk in these 

countries. (AbduLatif, 2013). 

  Health care system in Egypt, as well as, heath care sector of developing countries   

faces many common problems such as: poor resources allocation, underfunding of 

healthcare, inequality in finance and mismanagement. 

  SHI system is one of the principal methods of health financing. It was established on 

the principles of solidarity and equity, rather than profit market insurance.  

  The design of SHI essentially involves maximizing social benefits under financial 

and political constraints preventing from large expenditures OOP. (Carrin, 2005)  

  The comprehensiveness benefit package is one of the supplies of SHI; the private 

health insurance may not cover the health care of low-income people and more risky 

people. (Carrin, 2004)  

  The key question in designing SHI is how to match the goals of health insurance with 

scarce resources and what services should be include. 

The evaluation results chain of SHI determinates can be concluded in the following 

figure (1-1) 

               Figure (1-1): Determinates of the social health insurance  

 

 

 

       

 

                           

                                             Source: Evans, 2012 
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  The previous figure illustrated all dimensions of SHI that should be integrated to 

achieve goals of the health care system though access, quality, safety and high utiliza-

tion of health care services. 

1.2 Health care system in Egypt 

  Egypt has a highly fragmented health care system, with many different public, private 

providers and financing agents. They are ministry of health and population (MOHP), 

health insurance organization (HIO), and other public sector such as the curative care 

organization (CCO), teaching hospitals and institutions organizations (THIO) and non 

– governmental organizations (NGOs) involved in health which are non-profit organi-

zations in addition to private insurance plans (EGY care). (World Health Organization, 

2006)    

   The MOHP has the largest network of primary, secondary and tertiary services in 

Egypt and it has a pivotal role in decision- making, which is currently the primary 

provider of preventive and curative care, composed of approximately 5000 health 

facilities and more than 80,000 beds nationwide. The majority funding of MOHP came 

from the ministry of finance. (Sayed, 2013) 

Figure (1-2) illustrates structure and organization of the health care providers in Egypt. 

Figure (1-2) the structure of the health care providers in Egypt  

                    
 

 

 

 

 

 

 

                                            

                                              Source: By the researcher  
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1.2.1 Social health insurance in Egypt 

   HIO is the major health care administrator in Egypt under MOHP. It acts as both 

insurer and provider of the health care to employees, pensioners, widows, students and 

schoolchildren. It provides benefits to its beneficiaries through the inpatients and 

outpatients it owns, and the physicians it employs. The HIO outpatient care structure 

represents as a gatekeeper to promote the more efficient use of resources. 

  The introduction of new regulations like insurance schemes for the students and the 

preschool children caused a considerable extension of HIO. Approximately 58% of the 

population is covered by HIO in 2013. The majority of its funding comes from the 

contributions and co-payments. (Abd El Mogeith, 2014) 

1.2.2 The coverage in Egypt 

   In Egypt, SHI already exists with limited population coverage (e.g. for civil servants 

or employees of large enterprises), most of the population has access to healthcare but 

provision is fragmented. The Egyptian government does their efforts to increase the 

number of beneficiaries and the SHI coverage ratio. 

  The numbers of beneficiaries of social health insurance are increasing through the 

development of laws of social health insurance (Sayed, 2013):   

   Law no. 32 of 1975, the Social Insurance Law, introduced health care cover for 

certain government employees. The financing of the costs relies on monthly payroll 

deductions from their wages 0.5% paid by the employee and 1.5% paid by the employ-

er. The law allows co-payments to be up to 50% to be regulated by decree. 

   Law no. 79 of 1975, the Social Insurance Law, introduced healthcare cover for other 

government employees, as well as employees in the private sectors, pensioners and 

widows. The contribution rate is set at 1% for employees and 3% for employers, 1% 

for pensioners. This law also allowed employers to opt out of contributions to HIO on 

the basis that they purchase private health insurance for their employees instead. 
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   Law no. 99 of 1992 established the student health insurance program for schoolchil-

dren and students. The contribution of each student is EGP 4 per child or student 

additional contributions of 10% of the school enrollment have to pay for students in 

private school up to a maximum of EGP 50.  

    Law no. 380 of 1997 regulated the coverage of pre-school. The financing of                     

the costs is through a lump sum contribution of each child’s guardian EGP 5.    

   Different laws and regulations which deal with the beneficiaries are one of the 

problems which face HIO in Egypt.  

   Law no. 3 of 2017 abolished law no. 32 of 1975 and allowed Law no.79 to be the 

prevalent for all workers. It amended annual subscriptions for the students to be EGP 

12.  

 

The following table (1-1) illustrates the increase in the number of beneficiaries of HIO. 

Table (1-1): the development numbers of the beneficiaries of HIO from 2000 

to 2013 in Egypt
1
  

 2000 2005 2010 2012 2013 

 

The total popula-

tions 

63,860,000 
 

70,784,000 

 

77,775,247 

 

79,602,650 

 

83,667,047 

The beneficiaries 26,834,307 36,660,258 45,004,312 46,813,758 48,678,227 

The increase ratio 29.80% 36.60% 22.80%        4%   4% 

 

The coverage ratio 

 

42% 

 

52% 

 

57.8% 

 

58% 

 

58.2% 

Source: made by the researcher depending on 

HIO report 2010/2011and HIO report 2013 
 

  From the previous table illustrated that HIO beneficiaries were increased. After 

implementing law 99 for the year 1992, the number of beneficiaries were more than 25 
                                                           

1
 
1  The HIO reports are available until 2013 only. 
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million in 2000. This number started moving until more than 48,678,227 million in 

2013. However, the percentage of coverage is only 58% of the population, this because 

of current health insurance laws defined beneficiaries on the basis of employments 

status and school enrollment. 

1.2.3. Health care financing and expenditure in Egypt 

  The financing sources include government spending which come from direct tax 

revenues, out of pocket (OOP) spending and donors assistance usually by charity 

entitles. Egypt is the lowest spender in the Middle East and South Africa compared to 

other developing countries which have similar levels of economic development (as 

shown in figure 1-3).  

The total health expenditure in Egypt amounted to be 5.6% of GDP in 2014 ( World 

Health Organization, 2014).  

 

Figure (1-3): health financing indicators between countries 

                              Source: World Bank, 2015 
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   The shortage of health spending in Egypt resulted in pushing 7% of the Egyptians 

into the poverty. Also, considering 6% of the households suffer from the catastrophic 

health expenditures which concentrate in the rural areas compared to the urban   areas. 

(Rashad, 2012) 

The flows of the health financing can be categorized into the following groups ( World 

Health Organization, 2014): 

 From ministry of finance to MOHP and other ministries’ budget. 

 From the households directly to the private providers and pharmacies. 

    Total health expenditures (THE) are the sum of public and private health expenditure. 

It covers the provision of health services (preventive and curative), family planning 

activities, nutrition activities, and emergency aid designated for health. 

  Figure (1-4) summarizes the percentage of (THE) from financing agents to the health 

care financing. The most majority of Egypt’s spending came directly from (OOP) ac-

counted for 72% of (THE). In Egypt, OOP is the main financing source which increases 

the poverty and may increase the inequalities in health care. In comparison, public agents 

accounted for 28% of (THE) and private insurance programs as well as firms and NGOs 

were responsible for 2%. Table (1-2) illustrates health spending in Egypt.                     

                         Figure (1-4) sources of health financing in Egypt  

 

                                  Source: NHA 2008/2009 
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         Table (1-2): total health spending in Egypt from 2006 to 2012  

 2006 2007 2008 2009 2010 2011 2012 

Total health care spending as 

% of GDP 

5.3 4.9 4.8 5.9 4.7 4.9 5.3 

Public healthcare spending as 

% of total health spending 

44.2 41.2 42.2 41.1 39.2 40.7 39 

OOP spending as % of the to-

tal health spending 

55.8 58.8 57.8 58.9 60.8 59.4 61 

                         Source: WHO global health observatory 2013  

 

   The previous table reflects that the greater part of health spending coming from the 

private sector. It also reflects low of the total health expenditures as % of GDP (it 

accounted for 4.9% in 2011). (Sayed, 2013)  

 1.2.4 The financial risk protection in Egypt 

   The implementation of a universal social health system is along with calls for social 

juristic after 25
th

 revolution.  

   HIO is the primary insurance provider in decreasing financial barriers to access 

health care services and limit catastrophic spending on health. 

   There are a lot of public programs which aim to help the poor to face the health 

related financial burden of these programs include the program for treatment at the 

expenses of state (PTES) and family health fund (FHF) programs. 

   In 1990, Egypt had launched its first comprehensive health care reform- PTES which 

was considered as a special fund program. This program was launched to cover certain 

health services (territory services) for the people who can’t access these services and 

were not covered by HIO. The chronic diseases, renal failure, orthopedic surgeries, 

oncology and ophthalmology are the main five diseases of this program.  

   In 2013, almost 1.5 million citizens benefited from this program. The expenditures 

for the program reached EGP 2.8 b in 2013 for treating chronic diseases, renal failure, 
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Hepatitis C virus (HCV), orthopedic surgeries and cardiovascular diseases. (Abd El-

Mogeith, 2014)  

   In 1997, Health Sector Program Reform (HSPR) was initiated to UHC for all popula-

tions both objectives need the establishment of a purchaser of healthcare services 

within the public health sector in Egypt.   

   In 2001, family health fund (FHF) was established. The concept of the FHF is to act 

as the main contracting and purchasing agency for the quality basic healthcare services 

on behalf of the beneficiaries. (This program will be discussed in details further). 

There are inefficiencies within each program: 

I. HIO has a dual as provider and purchaser. It is inefficient and unable to provide 

a comprehensive benefit packages because of its obligations (it spends 30% of 

its budget on salaries and 19% on administrative expenses). 

II. PTES is not a true purchaser. It covers only 1.7 million of the Egyptians. In 

2005, PTES overspent its budget 100%, half billion pounds deficit had been ac-

cumulated. 

III. FHFs are a relatively new player in Egypt’s health care, where they were piloted 

in five governorates. They faced the difficulties due to weak referral systems, 

limited enrollment and lower contribution rates (World Bank, 2015). 

1.2.5 The structure of health care services in Egypt    

   As mentioned before, MOHP has the largest network of primary, secondary, tertiary 

services and inpatient health care services in Egypt. More visits occur in its hospitals 

comparing with MOHP outpatients. It provides free health services to citizens not 

covered under HIO, PTES and FHF. 

   HIO is the administrator and the provider of the state health care, which provides 

medical services through its hospitals, clinical and pharmacies. It has currently 37 

hospitals, 600 clinics, 78 work related injury centers, 34 general medical committee 

and thousands of school clinics. (Sayed, 2013) 
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An overview of the health care services (benefit packages) is illustrated in the table 

below: 

Table (1-3) overview of health care services delivery in Egypt 

Scheme Benefit packages 

HIO 

Comprehensive benefit package (primary, 

secondary and tertiary care) for all 

HIO beneficiaries 

PTES 

Reimbursement of cost for tertiary care for 

successful applicants (both uninsured 

and HIO beneficiaries) 

FHF 
Primary care mainly for those not covered 

under HIO or other insurance 

                               Source: International Labor Organization, 2009  
 

The laws of HIO did not define an explicit benefit package, yet throughout years, HIO 

put general rules that controlled and governed the services provision, the basic benefit 

packages could be categorized as follows: (Abd El Mogeith,2014 , p.38&39 )  

1) “Negative List”; 

  That comprises services HIO did not provide. The list was  subdivided into Drugs 

(not included in HIO drug formulary), some surgical procedures, some prostheses, 

outpatient visits outside HIO, inpatient hospital stay, epidemic diseases, hospice care, 

complementary and alternative medicine, home health care, ambulance services and 

natural catastrophe insurance.  

2) “Co-insurance” of the beneficiaries; 

a) Preschool children and school students: they share one third of the prices of out-

patient medications, with exception of chronic diseases, where patients are ex-

empted from sharing. 

b) Law 32 beneficiaries share 10% of each outpatient X-ray prices, with a maxi-

mum of EGP 20 for each test. It is planned by "new universal Egyptian social 
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health law" that the beneficiaries share 10% of each outpatient's X-ray price, 

with a maximum of EGP 200 for each test. 

c) Law 32 beneficiaries share 25% of the outpatient medications. It is planned by 

"new law", that the beneficiaries share 20% of each outpatient's medications, 

with a maximum of EGP 50.  

3)  “Co-Payment” of the beneficiaries; 

a) Law 79 beneficiaries, pensioners and widows pay one EGP for every outpatient 

consultant visit. 

b) Law 32 beneficiaries pay 0.5 EGP for the general practitioner visit, one EGP for 

the specialist visit and one more EGP for the consultant visit in the outpatient 

services.  

It is amended to be 3 EGP for the general practitioner visit, 5EGP for the specialist 

visit and 10 EGP for the consult and visit in the outpatient services by new Egyptian 

universal health insurance law.  

c) Beneficiaries pay the prices of all contraceptive means. 

d) All beneficiaries pay EGP 2 for every home visit; while, school students pay 

EGP 3 - 5 according to distance their home is from the clinic. It is planned the 

beneficiaries pay EGP 30 for every home visit; while school students pay EGP 

12 according to law  no.3 of  year 2017. 

 

4) Reimbursement; 

  HIO provides the beneficiaries with surgical procedures and other healthcare services 

in its own hospitals. Beneficiaries, also have the right to be treated in other hospitals 

that are contracted with HIO through having transferrable letters from HIO. In case of 

emergency, usually patients are treated outside HIO hospitals, HIO should be informed 

within 48 hours from admission in order to visit the patient and assess the feasibility of 

transference to HIO hospital.  
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5) Cost Sharing of HIO; 

  HIO shares in the costs of the following: catastrophic conditions, provided that there 

is a beforehand approval from HIO to have the service; liver transplantation, cornea 

transplantation, kidney transplantation, heart surgery, Cochlea transplantation, and Hip 

and Knee Arthroplasty. 

  The main challenge of social health insurance in Egypt is allocating limited resources 

across unlimited demand for health services.  

  Egypt is facing many barriers that could have a negative impact on the quality and 

effectiveness of the delivered primary health care service (World Health Organization, 

2006):   

  The benefit packages of HIO has no limits either on quantity of service provid-

ed or costs, and there is no effective mechanism in place to rationalize the use of 

health services by the beneficiaries or by the providers and control the utilization 

and costs of its services. 

 The poor coverage for chronic diseases and prevention care: fee-for services 

provider payment methods and freedom of access to health care service –make 

SHI a very inefficient system for meeting health needs. 

  It suffers from poorly trained medical staff, lack of rural health centers and the 

most of hospitals' equipment is outdated maintained. 

 Lack of regular attendance of physicians because of low incentives and salaries.   

 Weakness of an efficient medication strategy and supply system related them, 

which leads to purchase them from out- pharmacies.  

 Disease burden; due to demographic, epidemiologic and nutrition transition, 

Egypt has a very long list of health problems: high rate of population growth, 

endemic and infectious diseases, high maternal and child morbidity and mortali-

ty. According to (WHO), non-communicable diseases (NCDs) such as cardio-

vascular diseases, diabetes, cancer and chronic respiratory diseases, are estimat-
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ed to account for 82% of all deaths in Egypt, the prevalence of diabetes is 17%  

and the prevalence of hypertension is a 40% prevalence of hypertension in 

Egypt, with obesity also a growing local problem, according to the 2011/2012 

STEP wise survey, conducted by the MOHP in collaboration with (WHO) had 

declared that, by year 2030, Egypt will be one of the top ten countries regarding 

the number of diabetics. Additionally, Egypt has public health problems related 

to injuries and accidents, smoking, addiction and disabilities, this pattern of dis-

ease burden necessitates. (Kheder ,2015)  

 60% of all primary visits take places in private sectors. 

 Public health services are not responsive to patients. Although the social health 

system has the largest network of medical facilities, according to Egyptian NHS 

report in 2008/2009 only 8.1% of the beneficiaries use outpatient health care and 

21% of them use inpatient health care of HIO facilities because the coverage 

was not satisfactory, long waiting time, crowdedness in clinics and the red tape, 

resulting in patients paying for the private health services. 

 

The utilization of health care services in Egypt by gender and economic class are 

shown below (Sharon Nakhimovsky, 2011):  

a)  The utilization of health care services by gender in Egypt :  

   According to Egyptian NHA report 2008/2009, annual per capita utilization rates 

for outpatient and inpatient care by gender is illustrated that the women use more 

health care services than men. 

(I) Choice of the provider for outpatient care by gender: 

 

 

 

 



51 
 

Figure (1-5): the utilization of outpatient care provider by gender in Egypt  

 

 

 

 

                                     Source : NHA 2008/2009  

    

                                              Source: NHA 2008/2009 

As shown in figure (1-5), women are more likely than men to use private clinics, 

MOHP hospitals and MOHP outpatient clinics. Women are less likely than to use HIO 

facilities for outpatient care. Both men and women are equal to use pharmacies. 

  
(II) Choice of the provider for inpatient care by gender:    

   Figure (1-6): the utilization of inpatient care provider by gender in Egypt   

            

 

 

 

                                        

                                      

                                  Source : NHA 2008/2009. 

 

  As shown in figure (1-6) women are less likely than men to use MOHP hospitals, 

HIO facilities and other governments. Women are more likely than to use private 

clinics and others.   
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b) utilization of the health care services by income in Egypt  

 (I)   choice of the outpatient care provider by the economic class:  

      Figure (1-7): the utilization of outpatient care by income quintile in Egypt    

 

 

 

 

 

                             Source: NHA 2008/2009. 

   As shown in figure (1-7), those in the highest income quintile are more likely to use 

outpatients private clinics and less likely to use MOHP outpatient facilities, MOHP 

hospitals and HIO facilities. As expected, MOHP facilities and other government 

sectors is preferred provider outpatient for the poor. The utilization of HIO facilities 

outpatient steadily increases with income.  

 

II) Choice of the inpatient care provider by the economic class:  

           Figure (1-8): the utilization of inpatient care by income quintile in Egypt  

 

 

 

 

 

 

 

 

                                       

                                      Source: NHA 2008/2009. 
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  Comparing with the inpatient care provider as shown in figure (1-8), the utilization of 

MOHP inpatient facilities is more frequent than MOHP outpatient facilities that 

because of the high fees inpatient care in the private sectors. Those in the highest 

income quintile are more likely to use inpatients private clinics and less likely to use 

MOHP inpatient facilities, MOHP hospitals and HIO facilities. As expected, HIO 

facilities, MOHP facilities and other government sectors are preferred provider inpa-

tient for the poor. 

These results of the above figures illustrated that:  

I. The lowest and highest income quintile preferred the private facilities.  

II. a decrease  in the utilization rate of health care services (inpatients and outpatients) 

of MOHP and HIO facilities and other governments due to shortage in access and 

quality of health care services and shortage in health workforce (physicians, nurses 

and midwives, other health-care workers); infrastructure (hospitals, and hospital 

and psychiatric beds) .  

 

1.2.6 The private healthcare in Egypt 

   Since 1990, Egyptian government put the horizontal measures to encourage the 

private sector. After the privatization policies in Egyptian market, the private health 

sector has expanded and estimated providing 50%-70% of the health care services.  

   The private sector is staffed with well trained and well paid doctors and ancillary 

staff, with access to modern equipment in a range of clinics and hospitals and high 

quality services, it is estimated that 60% of primary health care visits occur in private 

facilities and private hospitals accounted 40% of the total owned by a board of mem-

bers and a joint venture company.  The private sector offers mainly curative care but 

also some preventive care such as family planning and immunizations private health 

care services are financed through insurance company, professional organizations and 

NGOS. (Sayed, 2013) 
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   The number of private medical insurance (PMI) has expanded in Egypt, the public 

insurance companies (now Misr insurance and Misr life insurance) have written most of 

PMI business, although new international companies have successful competed for 

market share. The Egyptian private health insurance market is developing continuously.  

   The Egyptian financial supervisory supervises PMI sector as part of its duties in 

supervising insurance. The Egyptian PMI market offers a range of cover from basic to 

comprehensive. Comprehensive cover is on a substitute basis and provides a complete 

alternative to public healthcare provision. The division of health insurance market 

share among non-life PMI insurers in the financial year to June 2011 is shown below. 

          Table (1-4) percentage of the private insurance co’s market share: 

Company percentage of market share 

Bupa Egypt 48.80% 

Misr 37.90% 

Delta 7.90% 

Suez Canal 1.80% 

Egyptian Saudi 1.30% 

Others 2.30% 

Source:  Sayed, 2013  

   In 2011, Bupa had captured almost half the market among non-life PMI. Then Misr 

Insurance Company had approximately 40% of the market among PMI.  

   MOHP has put forward a plan for a new HIO system in the new draft that would 

cover 70% of Egyptians by 2016, with the private sector (insurance companies) con-

tributing 20% of coverage at a cost of 16 Billion EGP.  (Maged, 2016) 

1.3 Universal health coverage (UHC) 

    As mentioned before, UHC guaranteed health care services to all at affordability cost 

and reduce financial burden of catastrophic health expenditures. In order to make the 

definition of UHC operational, there are many questions need to be answered to im-

prove and measure health services: which services are needed? By whom? Who decides 

which services are delivered the public budget? How can essential health services and 
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financial risk protection are made accessible to everyone? What indicators and data can 

be used to monitor progress toward UHC of essential health services and financial 

protection?   

   WHO motivates all developing countries to achieve UHC.  The two main indicators 

of UHC can be classified as health services coverage and financial protection cover-

age. (World Health Organization, 2013) 

  Each country should determine its own priority health problems, decides what health 

services are needed to address these problems and investigate how these services can 

be provided because the causes of ill-health and the capacity of financial protection 

differ from one country to another.  

 

 

1.3.1 The dimensions of UHC 

The UHC is known as a cube coverage which is defined in the three dimensions. The 

following figure (1-9) illustrates the transition to universal coverage: 

 

Figure (1-9): the dimensions of UHC 

 

 
                                           Source: WHO, 2010 

   UHC may not be an easy process as it needs high costs and timing. One of the 

greatest challenges of achieving UHC is: (World Health Organization, 2010)  

 Managing expenditures well that expenditures growth doesn’t exceed the available 

resources. 
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  The design of benefit package needs to define services covered, levels of copay-

ments, choice of health care providers, and conditions for reimbursement. 

 The Egyptian government seeks to achieve the UCH for all Egyptian while facing 

epidemiological transition and demographic changes. UHC is an effective when can 

achieve three dimensions, however, the limited resources and economic status after 

25
th

 January revolution in Egypt restricted achieving three dimensions of UHC, the 

decision makers should prioritize one dimension and that already happened when 

Egypt started health system reform program (HSPR), which focused on the reform of 

basic benefit package of health care services.  

  

1.4 Health sector program reform in Egypt 

   Health care reform has become a leading policy item for all countries. Its reform 

strategies focus on human resources reform, health care services reform, health sector 

reform, infrastructure reform and pharmaceutical reform.  

   In 1997, the Egyptian government with the united states agency for international 

development (USAID), the world bank (WB), the European union and the African 

Development Bank initiated a health sector program reform (HSPR) which was  a 

comprehensive program reform of health sector over a medium and long term to 

achieve UHC for all Egyptians and provide high quality and cost effective solutions 

for Egypt's health care needs. (Abdullatif, 2013) 

 

The Objectives of the HSPR in Egypt were : (Elzanaty, 2009)  

 An incremental approach to achieve UHC for all Egyptians through the develop-

ment of a national insurance fund and improve population health status and social 

well-being. 

 Decentralization of health services using a district planning and management ap-

proach. 
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 Provision of preventive, primitive and curative health services through the family 

health units, family health centers and discrete hospitals. A basic package of priority 

services would be financed through a single insurance entity, the family health fund 

(FHF), combining public funds and user co-payments according to ability to pay. 

 Integrating the provision of services provision at the facility level through the 

family physician was acting as gatekeeper of the health system and expanding the 

program for training and retraining of family health care physicians and nurses, 

with greater emphasis on preventive health care. 

 Ensuring the system's long-run financial sustainability. 

 Choice and competition among public and private health service providers.  

 Private sector will play an important role for HSPR to achieve its objectives by 

expanding the MOHP primary care delivery system because:  

1) There are aspects of the quality of care in the private sector that can be enhanced 

by applying specific interventions that are part of the reform improvements in the 

MOHP sector.  

2) The reform process needs to move beyond the MOHP, bringing support for health 

sector, strengthening more broadly, and representing the stakeholders within and 

outside the health sector.  

  In order to achieve coverage of all populations with basic benefit package (BBP) in 

the urban areas, partnership between HSPR and private sector is mandatory. 

  The important vision of this reform was to improve the quality of providers, increase 

patients' satisfaction and allow universal coverage for all through health services (they 

are  called BBP )  , which was designed based on the most health needs of population, 

availability of financial resources, efficiency, affordability and cost effective of inter-

ventions to treat the illness. To this end, quality improvement was one of the main 

objectives of the HSPR. (Abdullatif, 2009). 
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   Reforms focused on shifting from curative care to preventative and primary care by 

means of a family health model. Family health model (FHM) was a stage of HSPR, 

which aimed to use rare resources and benefited the people who were most in need 

with high quality services. Family health units and family health centers could offer 

comprehensive package of integrated health services to all members of the family with 

continuous improvement of quality and access to PHC. (Kheder, 2015) 

1.4.1 The components of the family health model (Gary Gaumer, 2005) 

1. Development of family health facility; which included infrastructure develop-

ment (number of health services, building design, patient flow and the level of 

health services), operational systems development (management information sys-

tem, quality improvement, accreditation program and management development). 

2. Referral system. It was developed to link between the different levels of services. 

Implementation of it had advantage to service receiver, service provider and health 

service facility. 

 For the service receiver, it helped identifying early detection. 

 For the service provider, it helped creating opportunities to train family physi-

cians and primary health care physicians, develop a medical education program 

based on health staff needs and ensure continuity of care; especially for chronic 

disease. 

 For the health services facilities, it helped increasing utilization rate of services 

of the family health services and enabled the hospital to perform its major role in 

taking care of cases that need secondary cares. 

3. District hospitals. Providing outpatient and inpatient curative, surgery and emer-

gency services and staffing at district hospitals included specialists to ensure a 

good managerial system and co-ordinate the different levels of health services. 
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4. Capacity building and manpower development; which included the develop-

ment of Egyptian board in medical specialties. It started in 1998 with 6 medical 

specialties and now has 26 specialties. 

 Family health fund (FHF): It was established by MOHP according to ministerial 

decree no.294 of 1999. The government should have other resources of finance 

such as budget transfer, a payroll tax, and co-payments. It was created to apply 

necessary finance mechanisms to collect, distribute resources in the frame of the 

current, future regulations and law degrees and to ensure sustainability of funds 

which separates funding from health services funding (El Sayed, 2013). It ensures 

both high quality service and completion between service providers to contract 

with the fund on equal criteria based on quality of service by separating service fi-

nance from service provision (Abdl-Latif, 2009).  

   FHF was contracting only for outpatients services .it needs to move toward inpa-

tient services and expand its contracting with the private sector. (World Health Or-

ganization, 2006) 

    HSPR had achieved significant improvements in health sector in the pilot gover-

norates (The BBP was implemented in Suez 2009, Sohag 2010 and Alex 2011)  

In order to improve the quality of the health services and make primary care pro-

viders more accountable, the MOHP quality has initiated an accreditation program 

which assesses the performance of public health facilities based on improvement 

national standards of accreditation of public health facilities based on the partner-

ship with WB and USAID. 

   "Health facility accreditation "is mandatory to contract with the FHF. Primary 

assessment is made of the facility to evaluate the current situation and the required 

needs to fulfill the accreditation program. The accreditation program is addressing 

the quality of performance of PHC facilities; within the Health Sector Reform .It is 

a systematic, comprehensive and periodic process of evaluating health care facili-
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ties according to a set of predetermined standards that define activities and struc-

ture to improve patient outcomes. Accreditation period will not exceed two years, 

accordingly, inspection from MOHP every one or two years would assess the ser-

vices and management quality to measure the impact of the accreditation process 

(Abdullatif, 2013).  

Accreditation process has four pillars: (i) Financial sustainability, (ii) Institutional 

sustainability, (iii) Political support and enabling environment, and (iv) Demand 

sustainability. Sustainability is very important to assure continuity of benefits 

gained during the life time of project activity. (Kheder, 2015)  

   In 2007 the Egyptian accreditation standards for primary health care were ac-

credited by the international society for quality of health care.  

 The vision of the Egyptian MOHP to achieve accreditation by 2020 and to apply 

all standards to all public health clinics in order to achieve high quality of health 

care. All accredited primary health care clinics in Cairo were  partially accredited, 

reaching from 75-85% of the national standards, due to the political instability in 

Egypt after 25 January, the inspection and renewal of accreditation was stopped 

(Abdullatif, 2013). 

   In order to achieve the objectives of HSPR, the government should prioritize 

health expenditures by accessing the primary health services to all populations and 

guaranteeing health protection for the poor. These objectives are discussed in the 

Egyptian new draft law in 2011; the government is finalizing new draft of compre-

hensive social health insurance to cover all by 2030.  This draft will provide better 

health for all Egyptian- takes into consideration the quality of health services to cit-

izens. (Maged, 2016).  
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2.1 Introduction 

   The main process in the health care system is the health care services “the benefit 

packages”, as it can cover the dimensions of the overall people, the number and 

characteristics of the services and the financial protection. WHO calls for an accessi-

ble, quality, affordable, equitable, efficiency and effective health care services for 

UHC.  

   The basic benefit package describes as primary health care (PHC) that provides with 

government for all, regardless of their financial ability and determines the performance 

of the health care system as well. 

   Many definitions were established by different organizations for PHC services 

definition, according to the declaration of Alma-Ata. PHC is an essential health care 

made universally accessible to individuals and families in the community by means 

acceptable to them, through their full participation and at a cost that the community 

and country can afford. It provides promotion, preventive and curative services 

(UNICE, 1978). 

   Coverage is normally expressed by the proportion of the target population who can 

receive, or have received the service. The number of people for whom the service can 

be provided expresses the service capacity and indicates the potential of the service. 

On the other hand, the number of people who have received the service expresses the 

service output and indicates the actual performance of the service. Therefore, the 

coverage related to service capacity may be defined as potential coverage, and that 

related to service output is defined as actual coverage. The following figure (2-1) 

illustrated the health coverage services and utilization. (El Sayed, 2013) 
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 Figure (2-1): the tool of measuring the coverage indicator 

 

 

                                                 Utilization  

                                                                                   

 

 

 

 

  Potential coverage                                                       Actual coverage  

                                              

                   

 

                                        Source: El Sayed , 2013  

 

 

The components of the health care services of PHC are the following: (Alqattan, 2012) 

a) Health promotion services: these services have a major responsibility in provid-

ing the promotion services which enable the people to enhance their health popula-

tion. The objective of health promotion services is to reduce the differences in cur-

rent health status and assuring equal opportunities and the resource allocation 

which enable the people to achieve their the fullest health.  

b) The preventive health services: they have a responsibility for avoiding the progres-

sion of disease and injuries, and for enabling the early detection and treatments of 

disease. This includes vaccinations and screening tests for the cancer or high blood 

pressures.  

c) The curative services: they contain diagnosis, treatments and management of 

routine on emergency health conditions.  

 

The main themes of the health care services are the following: 

 Using clinical guidelines to improve the quality of services and making optimal 

use of resources. 

 Supervising the insurance services. 

Service capacity  Service output  

Target population 

(service target) 

se 

se 
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 Disease the insurance obligation. 

 Comprehensiveness of services (the necessity of comprehensive coverage of 

services).  

 Equity in providing the services. 

 Specifications of insurance services (assessment of health technology, paying 

attention to the vulnerable people). 

2.2 The components of the health care service delivery  

   Quality healthcare services are considered as the breadth of the coverage. They 

can be defined as "the provision of care that exceeds the patients’ expectations by 

providing effective and efficient health care services". They are as an intermediate 

outcome of a health service delivery organization, which has three dimensions: clini-

cal quality, management quality, and patients' satisfaction. (Mosadeghrad, 2014)  

    Generally, the patients' satisfaction measurement adds important contributions of the 

quality of health care services. Patients' satisfaction should have the priority in deliver-

ing health care services for the following reasons: 

i. Measuring the patients’ satisfaction plays a pivotal role in finding the weakness 

and strengths of the offered services.  

ii. Establishing the key device in selecting the health services and setting strategies 

in improving the health care services. 

 

The quality of health services can be measured through 4 categories: (Bailey, 2014) 

 Structure: this assessment includes the facilities and policies related to the health 

care delivery (i.e. promoting manpower, increasing financial resources for quality 

and infrastructure for quality). 

 Process: this assessment determines if the services provided for the patients are 

consistent with the routine clinical care or not. 
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 Outcome: this assessment evaluates the patients’ health services as a result of the 

care received. 

 Patient satisfaction: provides feedback on patients’ experiences of care. 

 

   The quality in health requires complex monitoring system and provides payment 

system with contracts between financing agency and health care services providers.  

The health care quality and quantity depends greatly on the availability of adequate 

numbers of trained health providers, who constitute the most important resources. If 

the health providers were highly satisfied, this would result in high level of patient 

satisfaction and high quality of PHC.  Physician job satisfaction is interrelated with 

quality of health care. (Kheder, 2015)  

   Health care providers' payment systems affect significantly on the quality, the cost of 

health care services and the resource allocation.  

   OECD countries implemented the payment for performance programs; in order to 

enhance the quality of care and improve health care system governance and purchasing 

strategies. Payment for performance programs are defined as financial incentives for 

the health providers to get better value of money and accomplish high quality of health 

care services.  

   Payment for performance programs may have positive impacts, which include 

developing the culture of performance measurement, monitoring the health providers, 

strengthening the public health approach, improving the population-based outcomes 

and developing the electronic medical records in primary care practice. (Cheryl 

Cashin, 2014) 

   An affordable health services delivery is a priority of any comprehensive national 

care reform. An affordable benefit package is defined as "the extent to which the level 

of co-payments and contribution rates are matched to the ability of individuals to pay". 

People tend to go to other facility than the one closer to them, which provide subsi-

dized rate of service. This dimension looks into direct cost such as doctor's fee as well 
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as indirect costs such as travel and medical costs that have an impact on overall access 

to healthcare. (El Sayed , 2013)  

   There are some issues which need to examine in Egypt, such as definition of benefit 

packages that are affordable, meeting the international standards and objectives and 

having access to health services without fear of financial effects. Achieving universal 

access to health services requires concentrating on the poor. e.g.: Upper Egypt, the 

coverage should be provided according to the size of poor and the regional distribution. 

(International Labour Organization, 2009)  

  As mentioned earlier, the main objective for providing health care services is improv-

ing the efficiency, the equity and the financial protection. 

 Efficiency: it means that the allocation of resources between primary health care and 

hospital service is most efficient. It relates the cost of healthcare to the outputs or  

 benefits obtained (incremental cost effectiveness ratio). It is important to examine 

how the money is allocated between different types of inputs needed such as (supplies, 

drugs, and utilities). In other words, getting the most outputs from the least amount of 

inputs to provide health services and achieve the financial protection for all. 

 Equity: it relates to the fair access of the quality health care among individuals. It 

examines where health spending are spent. In many developing countries, most of 

health spending occurs in urban areas. The important aspects of equity in the health 

care delivery are the utilization and the needs of the population. Equity in providing 

health care services has two aspects: horizontal equity (distribution of costs and bene-

fits across groups of similar socioeconomic or health status) and vertical equity (the 

distribution of costs and benefits across groups of differing status) in terms of access, 

finance, expenditures and the outcome. (Elanani, 2014)  
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The three dimension of the equity (access – finance – health expenditure) is illustrated 

in table (2-1)  

 

Table (2-1) the dimensions of equity                              

                                  Source: made by the researcher  

 Financial protection: it means a fair access to the health services over time without 

any reductions and reducing OOP costs to patients. Financial protection should re-

duce the poverty impact of health payments.  

 

   The criteria for determining the benefit package depends crucially on the representa-

tion of stakeholders in decision-making bodies, the transparency of procedures and the 

consistency of benefit decisions.  

   The main problem which faces the decisions makers is how to select a limited set of 

interventions that government can finance with available resources and that maximize 

health status. The process of allocating scarce resource needs more attentions because 

  

Concept of Equity 

Horizontal Vertical 
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Access 

Those with the same needs have 

equal Access to services.  

Those with higher needs have ac-

cess to more care or more inten-

sive care.  

Finance 

Those with the same  socioeconom-

ic positions pay the same for health 

care services  

The payment depends on the abil-

ity (i.e. high income households 

pay more than low-middle income 

households.   

 Health Ex-

penditure 

Those with the same socioeconom-

ic positions or similar health re-

ceive the same value of publicly 

funded services.  

Low-middle income households 

and households with more illness 

receive more than high-income 

households, and healthier house-

holds.  
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of expensive new technologies, interventions and increased demand stemming from 

demographic changes. Decisions–making on particular medical technology was largely 

determined by the physicians who provide evidence regarding new interventions which 

were suitable for inclusion in the benefit packages. 

 

2.3 The priority-setting of the health care services  

   Priority-setting "resource allocation" of health care services is required to provide a 

comprehensive range of key services. It can be defined as "the process of ranking 

interventions with the aim of informing decisions, deciding which subgroups have  to 

receive subsidize health care to ensure that the poor can afford access to health ser-

vices" . The development of the health benefit package will become an example of the 

priority setting.  

   Resource allocation mechanism is applied in designing the benefit packages such as: 

target different types of interventions (prevention versus treatment), different geogra-

phies (e.g. urban versus rural); different services (primary versus hospital care); differ-

ent population groups (e.g. women, children, or unemployed people); different illness 

(e.g. infectious diseases) or different technologies (e.g. vaccines or pharmaceuticals) 

among others. (Kalipso Chalkidou, 2016)   

   Health technology assessment (HTA) can be considered as useful path in order to 

broaden the knowledge base of range of professionals (policy-makers, care providers, 

academics and the citizens). This is to meet the priority health needs of the population 

and select the interventions and technologies. It is defined as systematic approach to 

evaluate the properties, impacts of health technologies such as new medicines, proce-

dures, health services, public health interventions and make trade-off alternatives. 

(Amanda Glassman, 2016). 
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   Moreover, an important step towards the basic package is to make an assessment of 

the services and their costs and to compare this with available financial resources and 

its application as a decision criterion that can be an important policy instrument to 

increase the overall efficiency of healthcare systems. (Stefan Greß, 2005).  

  The development of designing benefit packages should take into consideration the 

following criteria: "the burden of disease (BOD), cost effective analysis (CEA) of the 

interventions which responsible for the greater part of the disease burden, affordability 

and the service delivery". (World Health Organization, 2013)  

   In conclusion, priority- setting should be considered as component in the cycle of 

rational policy makers in designing benefit packages to cluster the health interventions, 

based on the BOD which has been developed to assess the different health population. 

CEA has been used to weigh the potential level benefits of different interventions 

against their economic costs and finally prioritize services whose coverage provides 

protection against financial risks.  

 

2.4 The burden of disease  

  The measures of the health population combine data on mortality and morbidity. 

These measures fall into two categories (Doncho Donev, 2010): 

(a)  Health expectations: they measure years of life gained or years of improved 

quality of life. The following measures are classified: 

 Disability -adjusted life expectancy DALE. 

 Quality -adjusted life expectancy QALE. 

 Disability –free life expectancy DFLY. 

 Health -adjusted life expectancy HALE. 
 

(b)  The health gap: Health gaps measure lost years of full health in comparison with 

some ‘ideal’ health status following measures (indicators) are classified: 

 Healthy years of life lost (HYLL), 

 Quality adjusted life years (QALY), 
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 Disability adjusted life years (DALY). 

 

  It is needed to prioritize health interventions according to the highest burden of 

disease.   

  The global burden of disease (GBD) project developed two summary measures which 

are disability adjusted life years (DALY) and disability adjusted life expectancy 

(DALE) to provide a comprehensive assessment of the quantification burden of dis-

ease and injuries.  

 

2.4.1 Disability -adjusted life years (DALY)  

   Many studies used DALY to measure the burden of disease and injuries (such as the 

GBD study and the Australian burden of disease). DALY is considered as quantitative 

indicator of disease by GBD and WHO. DALY can measure the gap between a popu-

lation's actual health and an ideal level of health in a given year. 

   A ranking of disease burden by (DALYs) combines the impact of mortality (fetal 

health outcome) and morbidity (non-fetal health outcome) into one indicator and 

identifies the most serious health problems. The DALY measure is useful to make 

projections for the future combining mortality and morbidity. 

 Many countries are exploring the possibility of using DALYs as a measure of trends 

in disease burden and as a tool for cost-effectiveness studies and priority setting. 

(Mangen, 2013). 

  The values incorporate in the DALY indicators are life expectancy, disability weight 

and age weight. 

DALY has two components are:  (Brecht Devleesschauwer, 2014) 

a) The morbidity component; which are years of life lost due to disability (YLDs). It 

depends on the disability weight (DW), where it scaled from zero (perfect health) to 

one (worst possible health state). As well, it can be interpreted as the proportional 

reduction in good health due to an adverse health state. 
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b) The mortality component; which are years of life lost (YLLs). It can depend on 

life expectancy at the age of death. 

  DALY is the sum years of life lost (YLL) and years of life lost due to disability years 

(YLD). The calculations of DALY will be provided in details in the next chapter. 

  According to The GBD Study 2010 In Egypt, the top three causes of DALYs in 2010 

were ischemic heart disease, cerebrovascular disease, and cirrhosis of the liver. 

(instiute of health matrix and evaluation IHME, 2013) 

  The disease priorities implicitly set within (MDGs) should be considered in the 

design of an essential benefit package based on epidemiological considerations and 

achieving UHC that provides the opportunity to accelerate progress on the health 

related MDGs. 

 

2.4.2 Disability- adjusted life expectancy (DALE)  

  DALE summaries the expected number of years to be lived in what might be termed 

the equivalent of "full health" (Colin D Mathers, 2000) 

The values incorporate in the DALE indicators: 

 The prevalence of disability. 

 Disability weight. 

 Number of years of health life. 

 
 

2.4.3   Quality- adjusted life years (QALY) 

  QALY is a generic measure of disease burden, including both the quality and quantity 

of life live. DALY and QALY are technique similar in that they expressed health in 

(life years) and give weight to years lived with a disease. The difference between 

QALY and DALY depends on whether the QALY is expressed as health gain and 

DALY is expressed as a loss. 
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The relation between The QALYs gained and DALYs lost depends on (Sassi, 2006): 

• Age at onset. 

• The duration of the disease. 

• The quality of life and disease weight.  

 

  QALYs combine duration and quality of life and have been used in the assessment of 

the health interventions (this assessment is called cost utility analysis) and the treatments. 

   QALY is measured by health status of the patient on the scale zero and 1.Where zero 

represents the worst possible condition on death, and 1 represents the best condition.    

QALY can inform allocation decisions concerning the prioritizations of health care 

resources across competing interventions involve evaluating the impact on both costs and 

health outcomes. (Whitehead, 2010) 

 

2.5 Economic evaluation of the health interventions: 

  The decision of designing a basic benefit package can be among policy-makers and 

medical professions; they use economic evaluation to inform their decisions for devel-

opment of health care benefit packages by analyzing the relationships between the 

costs and clinical outcomes of services. 

The following techniques are techniques of economic evaluation of the interventions 

(Shawky, 2004): 

 Cost utility analysis (CUA); measures utility as quality-adjusted life years 

gained (QALYs). Costs per QALY are comparable across healthcare interven-

tions and it can help to determine whether or not an intervention provides good 

value for money. Cost per QALY estimation should be incremental to present the 

additional costs and health gains of choosing one intervention over another.  

 

 



73 
 

Cost utility ratio =  
                                             

                                                                              
                          

                                                                                                                                 (2.1) 

                            

 Cost benefit analysis (CBA); tries to determine the marginal benefit of services by 

expressing the costs and the outcome of services in the monetary value, usually mon-

ey, by asking the ability of the payment to achieve the health benefit the intervention 

used.  

The problem of using CBA is that there can be considerable disagreement on mone-

tary values to be placed on benefits and that some of the benefits of the interventions 

are difficult to be translated to monetary units. To avoid that, CEA is suitable for 

economic evaluation.  

 Cost effectiveness analysis (CEA); compares the costs and health gains of an 

intervention to assess the extent to which it can be regarded as providing value for 

money. CEA can assist in identifying benefit packages of priority health interven-

tions. The results are summarized in cost effective ratio (CER), which is calculated 

through: 

                      CER =  
                     

                                                                
    

                                                                                                                                            (2.2) 
                                                                                                                                 

   In the case of the interventions are mutually exclusive, where implementing one 

intervention means that another cannot be implemented, incremental cost effective 

ratio ICER. 

      ICER =  
                                            

                                                              
                                                                                                            

                                                                                                                         (2.3) 
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  Cost-effectiveness and disease burden are related because effectiveness is the re-

duction in burden caused by an intervention. DALY are used in CEA as currency for 

the effects of the interventions, that’s because DALY expresses both the amount of 

years saved and the disability status that the person will experience in these yeas 

(Musgrov, 2006). 

 

     CEA =  
                                        

                                                             
   

                                                                                                                                   (2.4) 

   WHO chooses interventions that are cost effective, which represents the likely health 

effects of changes in health care expenditure for averting a DALY of one to three 

times per capita income. This ratio is used as a measure of cost effectiveness in evalua-

tions of vaccination for low- and middle-income countries (Jessica Ochalek, 2015). 

  Based on estimates of the value of a statistical life of (WHO) in 2001, they have been 

used as generic and internationally applicable criteria to classify interventions which 

are evaluated as: 

a)  Highly cost-effective (less than1 x GDP per capita) 

b)  Cost-effective (less than 3 x GDP per capita) or not cost-effective (3 x GDP per 

capita or higher).  

  WHO recommended using the interventions is cost-effective, which informs deci-

sion-makers who have to determine where to allocate limited healthcare resources   

which is a tool for limited budget allocation.   

 

2.6 Health benefit package plan  

  Health benefit plan (HBP) is a policy instrument to support the explicit priority 

setting healthcare and achieving UHC. The establishment of HBP determines what 

services should be subsidized by the government and the excluded services from HBP 
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might be financed privately (by OOP or voluntary health insurance) (Amanda Glass-

man, 2014)           

  The World Bank and the (WHO) recommended (HBP) approach which is often 

promoted as an effective and efficient way of improving health service delivery and 

prioritizing health spending. HBPs in low- middle -income country consists of a 

limited list of public health and clinical services which will be provided at primary 

and/or secondary care level and reflects variation in economic, epidemiological and 

social conditions which can be directly funded by publicly mandatory insurance 

scheme (World Health Organization, 2008)    

HBP may be negative or positive list. The system in low-middle income countries uses 

HBP with different levels of explicitness and effectiveness to achieve UHC. (Ursula 

Giedion, 2014). Figure (2-2) illustrated ten elements and sustainable process for HBP. 

                    Figure (2-2) ten core elements of setting HBP 

 

 

 

 

 

 

 

 

 

 

 

 

 

                              

                                    Source: (Amanda Glassman, 2016) 

 

 

              

Source:  Amanda Glassman, 2016 
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   By establishing HBPs, health reform will ensure that every plan covers a range of 

health services which have a positive impact on health status and poverty reduction.  

   HBP approach has been characterized by maximizing aggregated population health 

benefits without catering for the distribution of this benefit (which is the main goal of 

the health care system), applying the same social-economic factors that influence 

disease epidemiology, assessing the cost of effectiveness of interventions which are the 

most cost-effective interventions, facilitating important resource allocation decisions 

and reducing the risk that providers will require OOP from patients to secure access to 

high-value services.  

   Finally, the services in the HBP should be provided to a level of quality that is 

satisfactory for the beneficiaries. A sustainable HBP will be properly costed using 

actuarially informed estimates of supply and demand, based on realistic projections of 

current and future utilization. (Amanda Glassman, 2016)  

  HBP is expected to improve resource allocation of health interventions by the follow-

ing (Kapiriri, 2013): 

 Improving efficiency in resource allocation: Efficiency can be analyzed from two 

perspectives; efficiency of the decision making process and efficiency in health care 

delivery, The HBP approach could have improved the efficiency of the priority set-

ting process by making available already selected intervention options that decision 

makers should prioritize and Conduct the BOD/ CEA. HBP was expected to im-

prove the efficiency of health care delivery by fostering resource allocation.  

 Political empowerment and accountability. Because HBPs generally provide a 

clear description of what services will be available for all, obviously there is a risk 

in using this argument, as limiting access to specific services tends to be politically 

unpopular.  

 Enhancing equity in access: The HBP approach was expected to improve equity 

by “guaranteeing” universal access to the selected minimum essential services 
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which should be available to every person with the same need, regardless of their 

age, gender or location. 

2.7 Experience of some countries for achieving universal benefit packages 

   Egypt started its health care system as national health services (like the system of 

UK) and now it is mixed system (like the system of United States). 

  It is useful to learn from international experience of countries that have successfully 

undertaken social health insurance reforms and achieving UHC.  

  Germany and UK have strong health care system. Also the United States is a high-

income country which seeks UHC by introducing Essential benefit package for its 

health reform. 

  Some of the developing countries that had recently implemented extensive reforms of 

their health system (including Thailand, Mexico and Colombia) achieved UHC 

through comprehensive benefit packages. These countries can be compared to Egypt in 

terms of their socio-economic development and level of financing. In Thailand, total 

expenditure on health was 4.1% of GDP in 2014.  In Colombia, total health expendi-

ture reached to 7.2% of GDP and Mexico’s total health expenditures accounted for 6% 

of GDP in 2014 ( World Health Organization, 2014) 

 

2.7.1 Experience of the developed countries: 

1. Germany: 

  The first developed country achieved UHC was Germany in the late 19
th 

century 

when prepared Bismarck's introduction of SHI as a comprehensive system in 1883. 

(Chisholm, 2010)  

  Healthcare system in the Germany is categorized as traditional sickness insurance, 

which is a fundamentally private insurance market approach with the state's support. 

In 2014, the total health expenditures as % of GDP is 11.3% (WHO statistics, 2014) 
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  About 87% of populations is covered by the mandatory health schemes (sickness 

funds), another 10% buys full coverage private health insurance and 2% is covered 

by other govern Sickness funds are funded by compulsory contributions levied as a 

percentage of gross wages up to a ceiling. Since 2009, a uniform contribution rate 

has been set by the government that has been set in federal law since 2011. 

(Elanani, 2014) 

  All populations under SHI are entitled to receive effective health services necessary 

for all treatment of disease. Services and technologies should be "medically neces-

sary", effective and cost-effective which are not described in detail by legislation.  

Health care system in Germany is classified into ambulatory and hospital care system. 

 In hospital care coverage, there are three main types of hospital: public hospitals, 

non-profit hospitals and private for- profit hospitals. In ambulatory care patients 

have free access to health care services and advanced technical equipment provid-

ed by general practitioners, specialists and dentists. (Jacobs, 2000)  

Expenditure per capita is high but expenditure growth has been modest in spite of a 

growing number of services provided both in hospital and in ambulatory care, an 

indication of technical efficiency.  (Blüme, 2014) 

For ambulatory care coverage, decisions are made by federal committee of physi-

cians and sickness fund. For hospital care the coverage decisions are made by the 

hospital committee which also consists of representative from providers and sick-

ness funds. Generally, no service is covered unless the federal committee of physi-

cians and sickness fund includes this service.  

   Moreover, HTA reports are done by the members of subcommittees who are 

primarily working for provider organizations and sickness funds. (Stefan Greß, 

2005) 

   The most important bodies involved in HTA in Germany are the federal Joint 

committee (G-BA) and the institute for quality and efficiency in health care 

(IQWIG) which was established in 2004; the (G-BA) makes the final decision re-
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garding the benefit assessment. Both G-BA and IQWIC quantify the additional 

benefit and its results certainty such as proof, indication or hint of additional bene-

fit. Finally, IQWIC preferred outcomes which are related to mortality, morbidity 

and QALY. (Ivandic, 2014)  

 

2. The United Kingdom (UK): 

  The health care system in UK is categorized as national health services, which the 

state supports the health state.  In 2014, the total health expenditure as % of GDP  is 

9.4%. About 12% of the population has supplementary private health care insurance.  

  National health services (NHS) provides health care, including hospitals and phy-

sician services and prescription drugs to all patients. The financing of these services 

and the provision of them are separately. (El Annani, 2014) 

  Public expenditure, mainly on the NHS, accounted for about 83% of that amount, 

Around 76% of NHS funding comes from general taxation and 18% national insur-

ance (a payroll tax). The NHS also receives income from copayments, those using 

NHS services as private patients, and some other minor sources. (Sarah Thomson, 

2013) 

   The principle of the NHS is “free at the point of service”. English health care sys-

tem has a strong primary care.    

According to international comparison, UK ranked highly on many aspects of pri-

mary care access, coordination and patient satisfaction.     (Boyle, 2011)  

   Patients are able to choose which hospital to visit and the government has intro-

duced the right to choose a particular specialist within a specific hospital.  

   Overall, the NHS has achieved progress, particularly in improving access and the 

NHS scores very well of particular service such as mental health. (Sarah Thomson, 

2013) 

   There is no specific benefits catalogue for the NHS, The National Institute for 

Health and Clinical Excellence (NICE) is a Special Health Authority of the National 
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Health Service (NHS) in England, set up in 1999. NICE publishes clinical appraisals 

of whether particular treatments should be considered worthwhile by the NHS. 

NICE’s main objective is to assist NHS’s efficient allocation of resources given 

budget constraints and appraises new health technological for their efficacy and cost 

effectiveness. 

   In particular, NICE undertakes a benefit and expenditure analysis of various 

treatments and makes recommendations about which treatments can be given and in 

which circumstances in order to maximize the delivery of care within the available 

budget. NICE didn’t include new services that are less effective which are also sig-

nificantly less expensive.    (Tsounta, 2009). 

   NICE bases its recommendation, primarily on an assessment of the incremental 

cost-effectiveness ratio of a new technology and how this compares to their 

cost/QALY threshold.  

 

3. The United States (U.S.A) 

   The health care system in U.S.A is categorized as mixed system: it contains ele-

ments of both traditional sickness insurance and national health coverage. Although 

it has the highest total health expenditures as % of GDP is 17.2% in 2014, govern-

ment in the U.S.A seeks to achieve universal health coverage for all Americans, 

where 56% of U.S.A residents received primary care from the private health insur-

ance. However, public health insurance covers only 28% of them. Private insurance 

is regulated at the state level, but generally is allowed wide Discretion in designing 

benefit package. (Sarah Thomson, 2013) 

  Benefit packages vary according to type of insurance, but generally, include outpa-

tient and inpatient hospital care and physicians services. 

  In 2010, Obama had made health system reform to achieve UHC for all. (Sarah 

Thomson, 2013) 
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  The aim of this reform is determining which benefits should be required in a health 

plan which balances between the costs and coverage, reducing the number of Amer-

icans who are uninsured and protecting enrollees from high OOP costs for needed 

care. (cassidy, 2012)  

  The patient protection and affordable care Act (ACA) will insure that all Americans 

have access to quality and will provide coverage to more than 94% of Americans. 

   The ACA requires free preventive care which is encouraged because such services 

will not be subject to patient co-payments and screening services that are designed 

to improve access, control costs and improve quality of care.  

   In 2014, ACA will require private insurance plans sold in the individual and small 

group markets to cover a comprehensive package of Essential benefit package 

(EHP), which is defined by the department of health of health and human services, 

EHP will become the standard for health coverage and will be used as the basis for 

establishing the different benefit levels of the plans that will be offered in the health 

insurance exchange (Ryan Lore, 2012). 

   HTA in the United States has a long and storied history, is fragmented and unco-

ordinated.  The office of technology Assessment (OTA) was established in 1972 

with funding by the U.S.A congress to undertake HTA to inform federal funding 

Decisions about emerging health and non-health technology. Also, the Agency for 

health care research and quality (AHRQ) historically has been the largest federal 

funder of publicly available health technology in the U.S.A, the AHRQ supports 

HTA to assess the effectiveness, comparative effectiveness, safety and the cost-

effectiveness of medical technologies and interventions  (Sullivan, 2009) 

 

2.7.2 Experience of the developing countries 

1. Thailand 

   Thailand had recently extensive reforms of their health system and achieved the 

universal coverage by coordinating its schemes Since October 2001; the Universal 
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Coverage Scheme (UCS) had combined The Compulsory Social Security Scheme 

(SSS) and the Civil Servant Medical Benefit Scheme (CSMBS) to expand coverage 

to an additional 18 million people. The Baht 30 copayment was established by the 

next government in 2006, and free for people.  

The scheme for the poor (UCS) is covering 75.3% of the whole population and had 

been widely recognized as a successful model for tax-based health benefit scheme, 

no co-payment is currently applied for the poor. (World Health Organization, 2013) 

   UCS beneficiaries are entitled to a comprehensive benefits package; the benefit 

package in Thailand under the UCS for the poor is characteristized by aiming at 

providing universal access to essential health care and reducing catastrophic illness-

es from (OOP) payments by establishing a tax-based financing system and paying 

providers on a capitation basis. 

   The standard benefit package includes a set of health interventions stipulated in a 

contract between purchaser and provider at every level of health service. It has been 

classified into three components: the curative package, the high-cost care package, 

and the promotive and preventive package.  (International Labour Organization, 

2009) 

   Addressing transparent approaches in policy making and devising new mecha-

nisms for formulation of the UC benefit package was carried by two research arms 

of the Ministry of Public Health, namely the Health Intervention and Technology 

Assessment Program (HITAP) and the International Health Policy Program (IHPP), 

based on the experiences (HTA) process guidelines for the UC coverage decisions. 

HITAP and IHPP researchers are responsible for: 

 Assessing the cost-effectiveness and budget implications of each priority inter-

vention.  

 Quantifying the marginal cost and health outcomes as quality-adjusted life years 

(QALY) arising from the introduction of a new intervention compared to the 
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standard practice. The results of this evaluation are presented in the form of an 

incremental cost-effectiveness ratio (ICER). (Tantivess, 2012) 

2. Colombia 

   In 1993, Colombia approved a universal health insurance scheme (Law 100) 

whereby all citizens, irrespective of their ability to pay, are entitled to a comprehen-

sive health benefit package, Colombia’s system of universal health insurance, peo-

ple participate in one of two regimes depending on Income: the Contributory Re-

gime with monthly income (CR), which covers workers and their families and the 

Subsidized Regime (SR) which covers the poor.  

    The CR package, known as the (POS-C), includes all levels of care, while the SR 

package, known as the (POS-S) provides only limited coverage for most hospital 

care and provides, no short-term disability coverage. 

   To fill the gap, the (POS-S) is complemented by services provided by public hos-

pitals, financed through direct payments to providers’ independent of what services 

they supply and of patients’ insurance status   . (Giedon, 2009)  

The General system of social security in health (SGSSS) was created through law 

100. The SGSSS was a universal health insurance system providing family cover-

age. It was composed of two regimes (the contributory and subsidize regime), which 

is called compulsory health plan regime (POS). It was administrated by health –

promoting enterprise EPSs. The EPS  was a scheme co-financed by contributions 

from both the employee and employer provided the same basic benefits as social 

security , for an additional charge, could  provide some supplemental benefits in-

cluding coverage for certain catastrophic illnesses or diseases.  

  The compulsory health plan is covering 92.02% with 42.82% under the subsidized 

regime and 48.37% under the contributory regime. The remaining percentage was 

insured through special regimes. 

The main criteria and guidelines to adjust the contents of the POS are the following 

(Ursula Giedion, 2014): 
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 i)    Health needs: epidemiological criteria of morbidity and mortality (DALY) 

 ii)   Technical possibilities: the technologies available in the country. 

 iii)  Sustainability: the POS must be sustainable with existing resources. 

 iv)  Efficiency: the optimal use of resources to obtain a health outcome.  

 

   In 2011, Colombia introduced by law its own HTA agency which is still under 

organization design. Colombia has assumed HTA as part to improve efficiency in short 

term and inform decision-making. It is expected that the agency in its beginning will 

attend to technical issues such as the prioritization of technologies, creation of local 

data and  relevance of modeling (health economic models, QALY years, expert elicita-

tion, etc)   (Vargas-Zea, 2012) 

3. MEXICO 

   The Mexican health system is characterized by segmented health, which divides 

the population into subsectors according to their economic and employment.  

   In 2003, a major health reform created the System of Social Protection in Health, 

generating new financial rules to fund population-based interventions, which were 

financed through an insurance-based component called Popular Health Insurance, or 

Seguro Popular (SP). This was a public insurance program aimed at individuals who 

are not enrolled in social security, and it covers 52.9 million people. Thanks to the 

2003 reform, by the end of 2012, the entire population was insured, and   Mexico 

achieved UHC. (Knaul, 2012) 

   The benefits offered through (SP) are mainly embodied in two explicit HBP: a 

low- and medium- complexity plan called the Universal List of Essential Health 

Services (CAUSES) and a list of high-cost interventions, financed by the Cata-

strophic Health Expenditure Fund (FPGC).  It separates list of high-cost services, 

which reflects preferences and source of OOP.  

The implementation of the CAUSES has three fundamental reasons: (Ursula 

Giedion, 2014)  
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1) To serve as the basis for calculating the resources required to provide health care 

services to the uninsured. 

2) To be used as a quality assurance tool designed to ensure that all of the neces-

sary services are provided according to standard protocols. 

3) To empower the enrolled population by making individuals aware of their rights. 

 

  The Mexican Health Foundation was the first to define a health care plan designed 

using national data on the estimation of (DALYs) indicator to improve characteriza-

tion of the epidemiological transition, cost effectiveness calculations for the Inter-

ventions and identify policy priorities.  

  The first benefits package was selected in 2002 and consisted of 78 health inter-

ventions. These interventions included primarily preventive activities as well as the 

detection and treatment of degenerative diseases. In 2006-2007, the number of cov-

ered interventions increased significantly up to 255 interventions. CAUSES cover-

age has progressively expanded and currently included 284 interventions focused on 

the primary and secondary care. 

HTA is developing, there is an official HTA agency called the national center for 

technological excellence in health (CENETCE) which is established in 2004, it has 

organized several nation forms on medical technologies and created the Mexican 

network for HTA which representatives of all major institutes and agencies involved 

in HTA in order to improve health conditions of a society, there is still improvement 

in the application of HTA in Mexico. (Octavio Gómez-Dantés, 2009) 
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The following table (2-2) illustrates the characteristics of the health coverage in selected countries and its criteria for 

prioritizing: 

The country  The proportion of  

the coverage  

The benefits provided  The proportion of the cost  

coverage  

The process of criteria  

for prioritizing health  

care services  

1- Germany     90% of the populations. Positive list. UHC is provided by the  

 government to all based on the clinical  

 needs.  

Free services among  

contracted sickness fund  

doctors,  contracted  

public and private hospitals .  

No services is covered  

Unless the federal  

committee of Physicians and  

sickness fund and IQWIG  

includes this services. The 

 main  criteria are the quality,   

 the efficiency and the cost of  

effectiveness in terms of  

QALY.  

 

2- United 

Kingdom  

 

 

 

100%of the population. 

All residents are covered  

by NHS. 

Positive list. Universal health care services  

are provided by the government to all based  

on clinical needs. 

NHS services are free.  

OOP represents 13.5% of  

the total health expenditures. 

NICE bases its recommendations  

on an assessment of the 

 incremental  cost ratio of new 

 Technology (CEA). 

3-United  

States  

  28% of the population. Medicaid, Medicare the State Children´s  

Health  Insurance program (CHIP) and the 

 veteran´s  Administration (VA) Program  

cover mandatory  

For Medicaid, states can  

charge  premiums and  

cost sharing, but Certain  

vulnerable groups are 

In U.S.A, the AHRQ supports 

 HTA to inform federal funding 

 decisions about emerging  

Health and non-health  
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benefits and can provide other such as dental  

services, Prescription drugs and Physical  

therapy. Medicare  covers  services doctor  

 visits and  surgeries, also supplies, such as 

 wheelchairs, but not long-term care, routine  

dental care. 

 Exempted. Medicare  

Covers About 50% of costs  

 

technology, assess the   

effectiveness, comparative 

effectiveness, safety and  

the cost-effectiveness of  

medical technologies and  

Interventions. 

4-Egypt   58% of the population  BBP of HIO is negative list. MOHP facilities  

 provide for: maternal and child health  

services; communicable diseases control,  

school health services; curative and 

 emergency care and family planning. 

Services are free for the  

insured and the poor in the  

Public facilities. More  than 

 70% of people pay OOP for 

the private services.  

a new law opposed in 2012, 

make health insurance 

mandatory for all citizens 

No formal process for  

modification criteria for 

Prioritizing health services. 

 5-Mexico 

 

 

 

 

 

 

 

In 2011, 83% of the 

 population is covered,  

where 43% of the 

population is covered 

 by UHC program:  

Seguro Popular. 35% 

of the population is  

covered by Institute  

Mexican del Saguaro  

Social and  5% of them  

is  covered by  Instituto 

 de Seguridad 

Positive list. The universal services catalog 

 (CAUSES) covers 284 primary and the  

secondary care interventions. 

 

 

 

 

 

The Mexico health system  

comprises a mix of public  

and private, with large out  

of pocket payments (up to  

49% of total health  

 expenditure). 

 In the Seguro Popular,  

families contribute  

a premium that is tied to 

income. 

 

It uses the burden of  

 disease estimator in HBP.  

The  Technical Committee 

of the CENETCE decides  

inclusion criteria ,which  

are cost-effectiveness,  

affordability, financial  

protection, ability to pay  and  

the Scientific Community’s  

Opinion. 
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6- Thailand  

 

 

 

 

 

 

 

 

 

 

 

In 2011, 96% of Thai population 

is covered . 75% of the population  

is  covered by UCS, 13% of the  

population is covered by SSS and 

8% of the population is covered 

 by CSMBS.  

Positive/negative list.  

Defining benefits packages 

 structured as list of   

  inclusions and exclusions. 

Co-financing arrangements for  

the scheme are currently being  

considered  -for example, partial  

or  non-subsidization of medical  

costs for beneficiaries who stay 

  in a private Room.  

 

The National Health Security 

Board (NHSB) is in charge of  

setting and revising the benefit  

package. Those considered  

priorities are subject to an HTA  

conducted by HITAP. The results  

are appraised by a benefit package 

 committee in the NHSB that  

produces recommendations  

that makes the final decision. 

  The Inclusion criteria used  

are cost-effectiveness, affordability,  

financial protection, opinion of the 

scientific community and ability to 

 pay  

 

    7-  Colombia  92.02% of the populations are  

covered in 2012.  From this 

percentage, 42.82% belonged to  

the SR and 48.37% to the CR.  

The remaining percentage was  

insured through special regimes  

(military, teachers, etc.). 

Open-ended with few  

exclusions comprehensive  

benefits from primary to  

high-complexity care, with 

equal benefits (POS).  

 

There are copayments and scale 

fees for some services and 

Populations.  

Criteria and guidelines were 

defined to update and adjust the 

contents of the POS.  

Benefit -inclusion criteria are  

cost-effectiveness, affordability  

and transparent. 
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Estimating the burden of   

  disease of hepatitis C virus  
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3.1 Introduction  

   Quantitative assessments of the health status of a population are essential to make 

decisions and set priorities in the field of public health. Changing epidemiologic patterns 

increase the demand for comprehensive estimates of population health across the full 

health, including non-communicable diseases and injuries. BOD analysis has helped in 

meeting this need by its methodology using disability-adjusted life year (DALY).   

    DALYs is considered as an indicator to prioritize health service delivery and reducing 

the burden of disease for the public. It is argued to be a central part of future policy for 

resource reallocation and essential package benefit determination in developing countries. 

(Russel ،2005)  

   For selecting the health services, it is needed to manage the disease by determining the 

data on costs and burden of diseases to analyze risk factors on disease.  

   Calculating the DALY of each disease helps the policy makers in ranking the diseases 

to make the resource allocation effectively. DALYS lost used in the economic burden of 

disease in terms of lost income, physical and social lost, as it is considered as the indirect 

costs.  

3.2 Calculation of DALY  

As mentioned before, the national burden of disease according to age and gender consist 

of: (Doncho Donev, 2010) 

1) (DALYs) Disability –Adjusted Life Years.  

2) (YLLs) years of life lost.  

3) (YLDs) years lost due to disability.   
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1-   YLD= N XDW XL                                                                                              (3.1)    

                

         Where,  

                     N   number of incident cases . 

                     DW  disability weight. 

                     L  duration of disability. 

 

2-     YLL = N x L                                                                                                    (3.2) 

Where, 

 N  is the number of deaths. 

 L  is the life expectancy at age of death. 

 

3.2.1   Additional basic social preferences –discounting and age weighting (Shawky, 

2004)  

  The GBD applied 3% time discount rate to years of life lost in the future to estimate net 

present value of years lost.  

  The GDB study incorporated age weighting function in the DALY calculations that 

assigns a greater value to a year of a life lived in a young or middle aged adults versus the 

very young o elderly and, and that they do reflect legitimate societal priorities.  It pointed 

an age-weighting function of the form f(x) = Cxe
-Bx

, where x is the age, B =0.04 and the 

normalized constant C= 0.1658. Also, it incorporated the discounting function by  

g(x) =e
-rx

   

        Where, 

r   is the rate of discount. 

                X   is the number of years being discounted. 
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(a) YLL =              
   

 
                                                                         (3.3) 

(b) YLD =DW               
   

 
                                                                   (3.4)      

Where,  

f(x)     is age weighting.    (Cxe
-Bx

  )  

g(x)   is the discounted function.  (e
-rx  

)   

 (a)     is the age of onset of the disability . 

   L     is the distribution of the disability.  

 

This implies that DALY lost at every age-group was treated equally. 

 

The calculation of discounting and age weighting DALY: 

Substituting the age weighting function and the discounting function in (3.3) and (3.4) by 

the function Cxe
-Bx

   and e
-rx

. 

 

  (a)  YLLs =
     

       
  

 
 

 
            

                

        

           
 

 

  +  
   

 
           

                                                       

                                                                                                                              (3.5) 

Where,  

K   age weighting modulating factor, it takes 0 or 1.  We put 0 to remove the 

non-uniform age weighting. 

C   constant of age weighting function,  

 a   age of death. 

 r  the discount rate.                                

 β  parameter from the age weighting function                

 L  standard life expectancy at age of death (years). 
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(b) YLDs =    
     

       
  

 
 

 
            

                

        

          
 

 

  + 
   

 
          } 

                                                              

                                                                                                                              (3.6) 

Where,  

DW  disability weight.  

K    age weighting modulating factor, it takes o or 1. We put 0 to remove the 

non-uniform age weighting. 

C    constant of age weighting function, 

a    age of onset of disability.                            

 r   the discount rate.                                

β    parameter from the age weighting function                  

 L  duration of disability. 

 

3.2.2. The scenarios of DALY [K, r] (Brecht Devleesschauwer, 2014)  

i. DALY [0, 0] : this is calculated from the basic formula which doesn’t take into 

consideration the discounting of future health benefits  and age weighting (accord-

ing to Australian burden disease study) ( 3.1 and 3.2 ) 

ii. DALY [0, 3%]: this scenario takes into consideration the discounting without age-

weighting (It can be calculated through WHO template). After substituting in (3.5) 

and (3.6) , YLL and YLD can be calculated through :  

     a) YLL = 
 

    
 (1-e-0.03L)                                                                             (3.7)                                                                                          

   

      Where, 
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 N  number of deaths. 

 L  the standard expectation of life at age at death.       

 

     b) YLD =    
       

    
 (1 -         )                                                              (3.8)                                                  

 

 Where, 

I    number of incident cases. 

                  DW   the disability weight.      

                  L   duration of disability. 

                                                        

iii. DALY [1, 3%] : this scenario takes into considerations the age weighting and dis-

counting (according to GBD study), where it can be calculated from DALY tem-

plate in WHO 

(http://www.who.int/healthinfo/global_burden_disease/tools_national/en/)  where 

k=1 and C and β constants commonly set to 0.1658 and 0.04. After substituting in 

equ.3.5 and 3.6, YLL and YLD can be calculated through :  

 

 a)  YLDs = DW { 
            

             
  

 
 

 
                  

                          
              

                   
 

 

 

                                                                 

                                                                                                                                     (3.9)             

Where,  

 DW  Disability weight. 

      a  age of onset of disability, 

      L  duration of disability.             

      

http://www.who.int/healthinfo/global_burden_disease/tools_national/en/
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                                                           (3.10) 

 

Where,  

a    age of death.  

 L   standard life expectancy at age of death (years). 

                                                                     

 From the definition,   DALY = YLD + YLL.                                                (3.11) 

                                          

  The researcher calculated the burden of disease of Hepatitis C virus (HCV) as an exam-

ple for other diseases in Egypt, as it threatens the Egyptian health, hence reduces the 

populations' productivity and it is considered as a risk factor for liver cirrhosis. Moreover, 

the data of its prevalence is available in Egypt demographic health survey (EDHS).   

  The health policy makers in Egypt can rank the diseases in accordance with burden of 

disease (DALYs) data and determine the diseases that will be targeted to cure ,  the main 

causes of deaths and injuries.  

3.3 HCV in Egypt 

  Hepatitis c virus (HCV) is a huge public problem facing many counties in the world. A 

significant number of those patients will develop complications such as liver cirrhosis. 

WHO estimated 350,000 to 500,000 people die each year from HCV related liver 

diseases. (World Health organization, 2014)  

  The prevalence of (HCV) infection in Egypt is the highest in the world cancer and one 

of the top five leading causes of death. (IHME, 2013) 
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Prevalence of HCV differs by socioeconomic factors and among specific groups.    

  Groups with higher prevalence rates include lower educated populations, rural popula-

tions, low-income groups, and men). For example, the overall prevalence in rural areas 

averaged about 20% higher than the national average. (World Bank, 2015) 

3.3.1   The prevalence of HCV 

  The prevalence is the proportion of a population who have a specific characteristic in a 

given time period. The prevalence rate of disease A can be calculated through the 

following equation (Shawkey, 2004): 

    
                                                         

                                          
                              (3.12) 

  Several studies investigated the prevalence of HCV among general population in 

Egypt. In 2008, (EDHS) estimated the prevalence of HCV by using a national repre-

sentative sample to be 14.7% among Egyptians aged 15-59 years old using HCV anti-

body test which means that those people had been exposed to HCV, while the cases 

with active infection were 9.8 % using HCV RNA PCR test (Elzanaty, 2009)  

   In 2014, the newly published Egypt health issues survey showed that the prevalence 

of anti HCV and HCV RNA among the same age group was 10% and 7%; respectively. 

By adding a new age group from 1-14 years to the previous estimate, the prevalence of 

anti-HCV and HCV RNA among age group from 1-59 became 6.3% and 4.4%; respec-

tively due to low prevalence of HCV among young age people .Also, the prevalence of 

active hepatitis showed a positive relationship with age where the prevalence among 

older age groups is much higher than the younger ones. 

   The researcher used the results of HCV RNA as it represents the chronic active 

hepatitis cases. Results were presented in five-year age groups for individuals from 1-59 
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years (table 3-1). The prevalence of HCV RNA for individual aged 1-59 was 9.8 % in 

2008 and 4.4% in 2014.  

 

         Table (3-1): the prevalence rate of HCV RNA in Egypt 2008 and 2014 

Age group Prevalence of positive on 

HCV RNA in 2008 

Prevalence of positive on 

HCV RNA in 2014. 

1-4 - 0.2% 

5-9 - 0% 

10-14 - 0.3% 

15-19 2.8% 0.8% 

20-24 3% 2.2% 

25-29 3.9% 3% 

30-34 8.3% 4.9% 

35-49 9.9% 6% 

40-44 15% 9% 

45-49 18.9% 11.3% 

50-54 25.3% 19.9% 

55-59 27.4% 22.1% 

Total 9.8% 4.4% 

      

 Source: EDHS 2008&2014 

 

3.3.2 The incidence of HCV 

  Incidence number is expressing number of new cases occurring during specific date. 

Accurate incidence estimates are essential for quantifying (HCV) epidemic dynamics 

and monitoring the effectiveness of public health programs, as well as for predicting 

future burden of disease and planning patient care.  

  The study of Breban used the model, which estimated the incidence of HCV nation-

wide around 2.0/1000 PY which, meant that there were 150,000 new HCV infections 

annually (Breban et al., 2013). 
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  Lack of awareness about HCV in Egypt leads to miss of opportunities for preventions 

and treatments and decrease in the quality of life. Moreover, Egypt has the highest 

prevalence among the world, WHO has called experts from Center of Disease Control 

and prevention to support Egypt in building a comprehensive national strategy for 

prevention and control of HCV. Multiple missions in different specialties visited Egypt 

to conduct gap analysis, and then began in cooperation with MOHP official and Egyp-

tian NGOs to establish “Plan of Action for the Prevention, Care and Treatment of Viral 

Hepatitis, Egypt, 2014-2018” 

 

This plan calls for seven pillars: 

1. Aiming to strengthen national surveillance system for HCV to follow the frequency 

of the disease, identify risk factors, and measure the impact of implementation of the 

prevention and control program. 

2. Focusing on infection control decrease transmission of HCV through health care 

facilities, promote safe injection. 

3. Focusing  on blood safety through different activities such as establishing national 

standards for blood transfusion and management, enhance the capacities of blood 

banks in blood screening and testing , and developing Information Technology  

component to increase safety of collected blood and enhance blood management 

system.  

4. Focusing on vaccination against Hepatitis B where it aimed to achieve universal 

vaccination among high risk groups, and ensure implementation of zero dose of 

against HBV for all newborn in the first 24 hours after birth. 

5. Raising awareness regarding to mode of transmission. 

6. Ensuring availability and accessibility of effective drugs for treatment HCV.  
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7. Concerning with scientific research to fill the gap in knowledge in hepatitis issues, 

and translate this knowledge into policies and practices. (Mankoula ,2016)  

 

The DALY Metric from (GBD) study was used to illustrate the impact of disease on 

population health.  

3.4   Estimating the burden of disease of HCV 

  This section illustrates the calculation of years of life lost (YLL), years of life disabil-

ity (YLD) and disability adjusted life years (DALY) of HCV in 2008 and 2014. 

3.4.1 Years of life lost due to early death of HVC (YLL): 

  YLLs was calculated  by using life expectancy table of Egypt which showed the  

number of years expected to be lived by each age group. The life expectancy in Egypt 

had increased in the last 20 years. Life expectancy for male had increased from 63.0 

years in 1990 to 68.6 year in 2014, while the female life expectancy had increased from 

68.8 years to 73 years in the same period. 

  The typical life expectancy for each average age of death for males and females was  

calculated through establishment of brief arbitrage life table for the year 2008 and 2014, 

where the data of population and death numbers were  registered in Central Agency 

for Public Mobilization and Statistics (CAPMAS) According to the five-year age groups 

for males and females.   

The life table consists of some equations (World Health Organization, 2001): 

1. nqx : it represents the probability of dying before age x+n . 

   nqx= 
         

                
                                                             (3.13)       
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      Where,     the death rate nMx = 
    

   
 

2. npx: it represents the probability of surviving to age x+n  

                      npx = 1- nqx                                                                                   (3.14) 

 

 3.   ndx : it represents the number of deaths between exact ages x and x+n . 

 ndx = lx * nqx                                                                                       (3.15)   

 

   4.   Lx+n :  it represents the number of populations are alive at the exact age x+n.  

                        Lx+n = Lx - ndx                                                                                                          (3.16) 

 

  5. Number of population are alive at birth by default         L0 = 10,000. 

 

6. nLx :  total number of population alive between exact aged x, x+n .   

 

nLx = n (lx+n + nax * ndx )                                                                     (3.17)      

 

7. Tx: it represents the total number of populations’ years lives after aged x. it is 

obtained by cumulating the function nLx   from the bottom (highest age interval) to 

up. 

            Symbolically, for age x:  Tx =   Tx+n +   nLx                                                      (3.18) 

         

           (3.19) Tx =                        in other words,   

8. ex: it represents the life expectancy at age x .  

                                                                           (3.20)                        ex = 
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The life expectancy of population by age group and gender in 2008 and 2014 was 

calculated in table (3-2).  

 

Table (3-2):  The life expectancy of the Egyptians by age group and gender in 2008 and 

2014 

 Source:  the calculations were estimated by the researcher depending on       

CAPMAS data in 2008 and 2014. 

Age group Male life expec-

tancy In 2008 

Female life ex-

pectancy in 2008 

Male life expec-

tancy in 2014 

Female life 

expectancy 

in 2014 

< 1 67.7 72.2 68.6 73 

1-4 68.5 73 69.2 73.6 

5-9 64.9 68.4 65.4 69.8 

10-14 60.1 64.5 60.6 65 

15-19 55.3 59.4 55.8 60.1 

20-24 50.5 54.8 51.1 55.2 

25-29 45.8 49.9 46.4 50.3 

30-34 41 44.1 41.7 45.4 

35-39 36.3   40.1 37 40.6 

40-44 31.6 35.5 32.3 35.8 

45-49 27.1 30.6 27.8 31.1 

50-54 22.8 26 23.5 26.6 

55-59 19.2 21.8 19.6 22.3 

60-64 15.8 17.9 16.2 18.4 

65-69 12.6 14.4 13.1 14.8 

70-74 9.8 11.1 10 11.4 
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The calculation of YLL due to early death for each age and gender was estimated by the 

typical life expectancy at exact age in each age group. The researcher calculated the 

following: 

a) YLL (0, 0): According to equation (3.2), YLL =N* L 

N   it reflects the number of deaths of HCV patients of this age group.  

L    it reflects the typical life expectancy at exact age in the age group.  

The results of YLL (0, 0) in 2008 & 2014 were illustrated in tables (3-3) and (3-4)  

 

Table (3-3) Years of life lost without discounting and non-age weighting of HCV- by gender and 

age- Egypt 2008                

Years of Life 

Lost per 1000   

Years of Life 

Lost totally  due 

to HCV     

number of 

deaths due 

to HCV  

Life 

expectancy 

at age  

 

Age 

group 

YLL per 1000 YLL N L X 

Male 

4049.9044.4 5,479.00 100 54.79 15-19 

40.7071.1 5,006.00 100 50.06 20-24 

0007.474.40 18,144.00 400 45.36 25-29 

10.77.47444 20,310.00 500 40.62 30-34 

4704.417.41 40.11.0.. 1000 35.88 35-39 

44004..7074 71.7.70.. 2,200 31.23 40-44 

000449.4044 4.9.9.40.. 4,100 26.81 45-49 

4..014.7470 474..970.. 7,200 22.86 50-54 

4.70.4.0..9 441..7.0.. 7,300 18.94 55-59 

16946610.61 6664440944 22,900  Total  

Female 

400.4074.40 0.7700.. 4.. 57.65 15-19 

7094.17.70. .7.4900.. 500 52.79 20-24 

40444749.4 4.4440.. 100 47.96 25-29 

7074.4494.4 49.4000.. 500 43.13 30-34 

7044.974044 44.4.40.. 400 38.31 35-39 

440.9707444 .4.44.0.. 800 33.56 40-44 
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47044417944 44.7710.. 1,300 28.89 45-49 

440991.4491 04.4190.. 2,700 24.36 50-54 

47014974704 7..7740.. 3,900 20.07 55-59 

89466767.17 00446.0944 10,300  Total  

Table (3-4) Years of life lost without discounting and non-age weighting  of HCV- by gender and 

age -Egypt 2014 

Years of Life 

Lost per 1000   

Years of Life 

Lost totally  due 

to HCV     

number of 

deaths due 

to HCV  

Life 

expectancy 

at age  

 

Age 

group 

YLL YLL N        L X 

Male 

.0.14.49774 9,090 150 60.6 15-19 

.0444914.74 9,765 175 55.8 20-24 

00194479777 25,550 500 51.1 25-29 

10.04404944 27,840 600 46.4 30-34 

40047749474 62,550 1500 41.7 35-39 

440090400.9 96,200 2,600 37 40-44 

710470440.4 142,120 4,400 32.3 45-49 

4.104404400 208,500 7,500 27.8 50-54 

449097414.. 188,000 8,000 23.5 55-59 

 18.82853819 769,615 25,525  Total  

Female 

40.19.7447 4.0..0.. 75 7. 15-19 

40.40477.99 0.04.0.. 100 0004 20-24 

4044.9719.4 44.14.00. 275 0.04 25-29 

407.4047714 40.19.0.. 350 4004 30-34 

90..971.949 .4.47.0.. 600 4.07 35-39 

.70.79.414 74.44.0.. 1,800 4001 40-44 

440.77.707 9..49.0.. 2,900 4404 45-49 

00011914149 4.7.4..0.. 4,000 26.6 50-54 

7404.07.744 4...40.0.. 4,500 22.3 55-59 

14977114466 0064080964 14,600  Total  
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Source:  the calculations were estimated by the researcher depending on 

mortality data of HCV registered by national committee for combating 

HCV in MOHP. 

The conclusions from the tables (3-3) & (3-4) illustrated that: 

 There was an increase in years of life lost (YLLs) due to HCV from 2008 to 

2014 as a result of increasing number of deaths due to this disease.  

 In 2008, every 1000 males were expected to lose 16.06 years due to HCV. How-

ever, every 1000 females were expected to lose 7.06 years due to HCV.  

 In 2014, every 1000 males were expected to lose 18.82 years due to HCV. How-

ever, every 1000 females were expected to lose 10.88 years due to HCV.  

 YYLs numbers were higher among males than females. 

 

b) YLL (0, 3%) & YLL (1, 3%)  

  It was calculated by using WHO template, which sets the discount rate r = 0.03, the 

age-weighting function β = 0.04, the full age weighting modulating factor K = 0 or 1 

and constant C = 0.1658. 

  The results of YLL (0, 3%) and YLL (1, 3%) in 2008 and 2014 were illustrated in 

table (3-5) and table (3-6) 

Table (3-5) Years of life lost (with discounting and age-weighting) of HCV by age and 

gender in Egypt 2008  

Age group YLL (0, 3%) YLL (0, 3%) 

 per 1000. 

YLL (1, 3%) YLL (1, 3%) 

Per 1000. 

Male 

15-19 2,689.12119 0.682687528 3,504.08 0.889580647 

20-24 2,590.90371 0.660241969 3,289.41 0.838242085 
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25-29 9,913.92626 3.044806426 12,031.41 3.695135888 

30-34 11,739.2704 4.668100993 13,441.30 5.344911373 

35-39 21,972.6576 10.04560784 23,600.32 10.78975177 

40-44 44,598.3516 20.47454569 44,539.37 20.44746699 

45-49 75521.8637 38.02802164 69,759.23 35.12632419 

50-54 118460.547 73.15328175 100,944.90 62.33679253 

55-59 105474.22 81.0387637 82,387.46 63.30056842 

Total 392,960.86 11.17402348 353,497.47 10.05186365 

Female 

15-19 2056.56731 0.542791447 2656.32814 0.701086797 

20-24 
2649.28534 0.693649312 3324.22105 0.870364401 

25-29 6992.22111 2.179891853 8384.62236 2.61398627 

30-34 8467.67463 3.417324104 9554.40558 3.855899278 

35-39 13662.8301 6.423243633 14454.4349 6.795397156 

40-44 38076.8192 18.28149184 37392.5007 17.95293594 

45-49 56034.1506 29.09796278 50927.9397 26.44635957 

50-54 69130.1844 43.37234579 58169.4061 36.49554272 

55-59 67850.9489 51.79208715 52338.8881 39.95139789 

Total 264,920.682 7.778162673 237,202.75 6.964354536 
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Table (3-6) years of life lost (with discounting and age- weighting) of HCV by age and 

gender in Egypt 2014 

Age group YLL (0, 3%) YLL (0, 3%) 

per 1000 . 

YLL (1, 3%) YLL (1, 3%) 

per 1000. 

Male  

15-19 4,188.25 0.96 5,350.21 1.22 

20-24 4,739.61 1.03 5,882.49 1.27 

25-29 13,068.55 3.01 15,451.09 3.56 

39-34 15,028.45 4.35 16,697.44 4.83 

35-39 35,689.08 13.16 37,037.39 13.66 

40-44 58,104.89 23.98 55,837.75 23.05 

45-49 91,012.19 40.94 80,689.01 36.30 

50-54 141,422.86 73.55 115,503.55 60.07 

55-59 
134,904.38 86.08 101,083.57 64.50 

Total 498,158.25 12.19 433,532.49 10.61 

Females 

15-19 2,087 0.505024 2674.18013 0.6 

20-24 2,695 0.60919 3351.43845 0.8 

25-29 7,140 1.709986 8472.07326 2.0 

30-34 8,678 2.579745 9678.34859 2.9 

35-39 
14,084 5.336139 14701.4556 5.6 

40-44 39,502 16.59955 38221.4612 16.1 

45-49 58,641 26.83811 52429.9024 24.0 
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Source: the calculations were estimated by researcher depending on WHO tem-

plate and Egyptian life table in 2008 and 2014. 

The conclusions from the tables (3-5) and (3-6) illustrated that: 

There was an increase in years of life lost with discounting and age weighting 

and with discounting and non age weighting (YLLs) due to HCV from 2008 to 

2014 as a result of increasing number of deaths.  

Discounting and non-age weight YLL (0,  3%): 

 In 2008, every 1000 males were expected to lose 11.2 years due to HCV. How-

ever, every 1000 females were expected to lose 7.8 years due to HCV.  

 In 2014, every 1000 males were expected to lose 12.2 years due to HCV. How-

ever, every 1000 females were expected to lose 7.2 years due to HCV.  

 YYLs numbers were higher among males than females. 

Discounting and age weighting YLL (1,  3%): 

 In 2008, every 1000 males were expected to lose 10 years due to HCV. Howev-

er, every 1000 females were expected to lose 7 years due to HCV.  

 In 2014, every 1000 males were expected to lose 10.6 years due to HCV. How-

ever, every 1000 females were expected to lose 6.3years due to HCV.  

 YLLs numbers were higher among males than females. 

 

 

50-54 73,303 38.50456 60550.1099 31.8 

55-59 73,167 46.97384 55302.0239 35.5 

Total 279,295 7.143 245,380.99 6.275412 
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3.4.2 Years lost due to disability of HCV (YLD) 

   This indicator can provide the classification of adjusted life years due to disability 

according to gender and age. The health interventions with a cost benefit can con-

tribute to improving health state of the population.  

   The calculation of the adjusted life year due to disability rate is considered health 

gap measure that will expand the concept of potential years of life lost due to death 

at an early age.  It includes the equivalent years of living in a healthy and that has 

been lost because of the infection of disability. 

 

   (a) YLD (0, 0): 

  The recent GBD study, which was published by institute for health matrix and 

evaluation (IHME) in 2012, was using the following equation instead of duration 

to calculate YLD: 

   YLD = P*DW  

Where, p is the prevalence rate of HCV, which was published in EDHS data 2008 

and 2014. 

  The researcher used DW of HCV (0.075), which was used in the (GBD) study in 

2009 for calculating YLD due to HCV in 2008. 

   In order to calculate YLD due to HCV in 2014, the researcher used DW, which 

was illustrated in the following table (3-7) and was used in the GBD study in 2015.  

                      Table (3-7):  Age-group disability weight for treated forms of sequelae in 2015  

Age Group  0-4 5-14 15-44 45-59 60+ 

Sequelae 

HCV  

0.170 0.181 0.209 0.212 0.212  

                                     Source: Global burden of disease in WHO, 2015  
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  The results of the years of life due to disability (YLDs) of HCV according to the 

five-year age groups (15-59 years) and gender through the (EDHS) data 2008 & 

2014 were calculated in table (3-8).  

Table (3-8): Years of life lost due to disability (non discounting and non-age-weighting ) 

by gender and age- Egypt 2008 and 2014 

Years of life lost 

disability 

(YLD) in 2014 

Years of life lost 

disability 

(YLD) in 2008  

 

Prevalence rate 

in 2014  

Prevalence rate 

in 2008  

Age group 

 

  Male 

0.034  0.2 - 1-4  

0.0181  0.1 - 5-9  

0.0905  0.5 - 10-14 

0.1254 0.2775 0.6 3.7 15-19 

0.6479 0.2400 3.1 3.2 20-24 

0.9823 0.3675 4.7 4.9 25-29 

1.4839 0.7725 7.1 10.3 30-34 

1.4421 0.8025 6.9 10.7 35-39 

2.2572 1.2750 10.8 17 40-44 

2.6288 1.7250 12.4 23 45-49 

5.0244 2.4900 23.7 33.2 50-54 

5.8936 2.2875 27.8 30.5 55-59 

20.62820 10.2375   Total  

                                                     Female 

0.051  0.300 - 1-4 

0.072  0.400 - 5-9 

0.072  0.400 - 10-14 

0.188 0.142 0.900 1.9 15-19 

0.314 0.2175 1.500 2.9 20-24 

0.397 0.225 1.900 3 25-29 

0.669 0.48 3.200 6.4 30-34 
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1.108 0.6975 5.300 9.3 35-39 

1.526 0.96 7.300 12.8 40-44 

2.205 1.155 10.400 15.4 45-49 

3.413 1.2675 16.100 16.9 50-54 

3.731 1.8075 17.600 24.1   

13.746 4.434502   Total  

 Source:  the calculations were calculated by the researcher depending on data 

EDHS 2008 and 2014 and the DW GBD study in WHO. 
 

The conclusions from the table (3-8) showed that: 

 There was   an increase in years of life lost (YLDs) without discounting  due 

to HCV from 2008 to 2014 as a result of increasing number of incident cases  

due to this disease.  

 In 2008, every 1000 males were expected to lose 10.2 years due to HCV. 

However, every 1000 females were expected to lose 4.4 years due to HCV.  

 In 2014, every 1000 males were expected to lose 20.6 years due to HCV. 

However, every 1000 females were expected to lose 13.7 years due to HCV.  

 YLDs numbers were higher among males than females. (they were approxi-

mately twice  among the males in 2008) 

b) YLD (0, 3%) and YLD (1, 3%) 

It was calculated by using WHO template. The template set to the discount rate r = 

0.03, the age-weighting function β = 0.04, the full age weighting modulating factor 

K = 0 or 1, constant C = 0.1658. 
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Table (3-9) Years of life lost disability (with discounting and age-weighting) of HCV by 

gender and age –Egypt 2008 &2014 

Age 

group  

YLD (0, 3%) 

In 2008 

YLD (1, 3%) 

In 2008 

YLD (0, 3%) 

In 2014 

YLD (1, 3%) 

In 2014. 

 Male 

 - - 3.408701 1.808306 

 - - 3.738122 3.809631 

 - - 2.919334 3.91473 

15-19 46.76940319 69.16837186 20.64634 30.53436 

20-24 43.26501749 65.88410908 112.9152 171.9476 

25-29 31.52712303 47.50617543 122.1579 184.0718 

30-34 47.41591337 68.30600326 184.2122 265.3708 

35-39 38.64147246 52.17854932 148.1116 199.9988 

40-44 146.9787758 182.2062918 225.9563 280.113 

45-49 130.4041917 148.3042605 209.594 238.3641 

50-54 129.6299175 132.6743689 349.5687 357.7786 

55-59 59.56832305 54.93096795 285.8663 263.6118 

Total  674.2001 821.1590981 1669.095 2001.324 

Female  

 - - 4.756213 2.523157 

 - - 0 0 

 - - 2.819967 3.67436 

15-19 19.2799796 28.5136159 15.08743 22.06659 
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Source:  the calculations were made by the researcher by using WHO template 

and data of EDHS 2008 &2014 and the disability weight from GBD study in 

WHO 

The conclusion from the table (3-9) illustrated that: 

There was an increase in the numbers of YLDs due to of HCV from 2008 to 2014; 

YLDs numbers were higher among males than a female, which means that the bur-

den of this disease among males was higher than females. YLDs numbers were in-

creasing with age, as result of the positive relation between age and the prevalence 

rate.  

3.4.3 Estimating the disability adjusted life years of HCV (DALY) 

   Disability adjusted life year (DALY) of HCV According to the five-year age groups 

(15-59 years) and gender was calculated through the following equation: 

 

DALLYs = YLL + YLD     

20-24  
32.39173137 49.32623368 52.27837 79.60968 

25-29 17.9166617 26.99745464 36.84805 55.63361 

30-34 30.03417626 43.26637189 78.79045 113.5651 

35-39 30.41123426 41.06505228 62.24119 85.06123 

40-44 58.52314775 72.54983363 94.16341 118.5196 

45-49 101.1585933 115.0442342 146.9899 167.9622 

50-54  72.15492464 73.8495347 198.2628 204.3954 

55-59 56.9610487 52.52666821 177.328 163.5231 

Total  418.8314976 503.1389991 869.5657 1016.53 
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DALYs of HCV per thousand people according to the five-year age groups (15-59 

years) and the gender – Egypt 2008 and 2014 were calculated in table (3-10).  

 

Table (3-10):  the disability adjusted life years (with and without discounting and age 

weighting) of HCV per 1000 person by gender and age- Egypt 2008 and 2014 . 

 Total Female Male  

Age 

group 

 DALLYs (0,0) 

Percentage 

change  

DALY(0,0) 

per 1000 

DALY(0,0) DALY 

(0,0) per 

1000 

DALY(0,0) DALY 

(0,0)per 

1000 

DALY(0,0) 

48% 11.64 805,712.67 7.0669 240,698.43 16.066 565,014.2 2008 

14.94 1,195,122 10.88145 425,486.25 18.8285 769,636 2014 

 DALYs(0,3)  

 DALY(0,3) 

per 1000 

DALY(0,3) DALY(0,3) 

per 1000 

DALY(0,3) DALY(0,3) 

per 1000 

DALY(0,3)  

18.5% 9.52 658,974.57 7.79 265,339.51 11.19319 393,635.06 2008 

9.75 779,984.81 7.165 280,165.04 12.227 449,827 2014 

 DALYs(1,3) 

 DALY(1,3) 

per 1000 

DALY(1,3) DALY(1,3) 

per 1000 

DALY(1,3) DALY(1,3) 

per 1000 

DALY(1,3)  

15% 8.6 592,024.51 6.979 237,705.89 10.0752 354,318.63 2008 

8.5 681,931.34 6.3013 246,395.00 10.655 435,533.81 2014 

Source:  the calculations were made by the researcher depending on previous 

tables (3-3, 3-4, 3-5, 3-6, 3-8 and 3-9) tables. 

The conclusions from the table (3-10) illustrated that: 

 The total number of  DALYs of HCV increased ( according to with and without 

discounting and age-weighting), which means  the burden of disease and the to-

tal costs related  will continue to grow as the number of Egyptian patients expe-

riencing advanced liver disease and liver-related deaths and result burden to the 

government . 
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 DALY per 1000 with discounting and age weighting was increased by a per-

centage less than DALY without discounting and without age weighting because 

of population growth and changing in age structure.  

 DALYs with age weighting is the favor measure as it uses the age weighting 

function, which reflects the importance of the patient to the society which gives 

each age a relative importance on the productivity of this age.  

 The total  numbers of (DALYs) of males  were   higher for males than females 

whereas, in 2014 DALYs with discounting and  age weighting DALY(1,3) of 

male's life lost per 1000 persons was  about  11 years but female's life lost about 

7 years due to  HCV, which illustrated  a decrease in males’ productivity in the 

society. 

 In the age group (50-54) years and (55-59 years) for males and females, DALYs 

were the highest. However, there was a burden on the younger categories and 

they were at working age and they were working with a full potential, which 

means that the society had lost a lot of potential and production of these catego-

ries and they lost enjoyment of their social lives.   

 DALY is needed to be modified to include soci-economic dependency, which 

reflects how the family members depend on the patient economically.     

3.5 Estimating the years of life lost due to disability averted after treating with 

interferon:  

  This section deals with evaluation of the intervention interferon and the estimated 

years lost due to disability (YLD) averted after interferon. On the basis of the database 

of the information center of HCV Data Center - National Liver Institute in Cairo, the 

registration of cases were treated with interferon in Egypt. In the sample of the 1,000 

https://ar-ar.facebook.com/National-Liver-Institute-Egypt-286165711397021/
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HCV patients, they had been treated and followed-up starting from 6/2012 until 1/2014 

for 18 months.   

   YLD was estimated according to first way of Arab Health Organization in 2004, by 

using the following equation: 

 

YLD = I * DW * (1- e -0.03 L) / 0.03 

Where: 

I         number of HCV patients who were treated with interferon. 

DW     disability weight. 

L        average disability due to disease measuring by years with a discount rate of 

3%. 

The DW was used from WHO study of global burden of HCV in 2015 (table 3-7). 

   The average of disability period had been calculated since the knowledge of the 

patients by his disease until the recovery. As shown in table (3-11) ,  the YLDs averted 

were  calculated by five-year age groups in the age (15-59 years) and gender for HCV 

patients were  treated with interferon.  

   YLD averted per person, according to age and gender of HCV patients who were 

treated with interferon and they were recovered during the period from 6/2012 to 

1/2014 was illustrated in tables (3-11) and (3-12). 
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Table (3-11): Years lost due to disability averted after treating with interferon in 6/2012 

and recovering in 1/2014 by gender and age. 

Age Group 
number of patients 

who have been 

treated with inter-

feron (I) 

average duration of 

the case until re-

covery or death (L) 

Years lost due to 

disability averted 

after interferon 

(YLD ) 

Male 

15-19 6 4 4.7267 

20-24 56 4 44.116 

25-29 63 3 37.7756 

30-34 47 3.8 35.278 

35-39 42 3.9 32.3073 

40-44 42 4.5 36.951 

45-49 62 3.7 46.03084 

50-54 37 3.9 28.8698 

4455-59 21 3.2 13.5839 

Female 

15-19 1 2 0.40571 

20-24 4 4 3.1512 

25-29 9 2.3 4.18042 

30-34 20 3.7 14.6385 

35-39 16 2.2 7.1193 

40-44 10 2.7 5.42051 

45-49 30 3.2 19.4056 

50-54 26 3.2 16.818 

55-59 9 3.2 5.8217 

Source:  the calculations were made by researcher depending on information 

center data at the Institute of Liver in Cairo –HCV patients who were treated 

with interferon. 
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Table (3-12): Years Lost due to disability averted after treating with interferon in 6/2012 

and recovering in 1/ 2014 by gender and age per patient 

 

Age 

group  

Male Female Total 

 Years Lost due to Disability averted  (YLD) 

Total male 

patient 

Per every 

male pa-

tient 

Total fe-

male pa-

tient 

Per every 

female pa-

tient 

Total Per every 

patient in 

sample 

15-19 4.7267 0.787783 0.40571 0.40571 5.13241 1.193493 

20-24 44.116 0.787786 3.1512 0.7878 47.2672 1.575586 

25-29 37.7756 
0.599613 

4.18042 
0.464491 41.95602 1.064104 

30-34 35.278 0.750596 14.6385 0.731925 49.9165 1.482521 

35-39 32.3073 0.769221 7.1193 0.444956 39.4266 1.214178 

40-44 36.951 0.879786 5.42051 0.542051 42.37151 1.421837 

45-49 46.03084 0.742433 19.4056 0.646853 65.43644 1.389286 

50-54 28.8698 0.780265 16.818 0.646846 45.6878 1.427111 

55-59 13.5839 0.646852 5.8217 0.646856 19.4056 1.293708 

Total 279.6391 6.744335 76.9609 5.317488 356.6001 12.06182 

 Source:  the calculations were made by researcher depending on pervious table 

(3-11) 

The conclusions from the two above tables showed that:  

 Years of life lost due to disability (YLDs) averted per person were  about 12 

year. 

 YLD averted were higher for males than in females.   

 Whenever age gets older, YLD rose especially in males. It was expected to 

overcome it, if they were avoiding exposure to the virus or early detection and 

treatment. 
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 YLD averted after intervention interferon was less than YLD before interferon, 

this means that the interferon can reduce the number of DALYs and enhance the 

population health. 

 The health interventions can be ranked for resource allocation according to    

cost –effective ratio, which is determined by Marginal cost/DALY averted. 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



119 
 

 

 

 

 

 

 

 

 

 

Chapter Four  
Analysis and Results  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



120 
 

4.1 Introduction 

   In this research, the case selection was focused on Egyptian social health insurance 

organizations in Cairo. This research presented the analysis of the data collected using 

questionnaire approach. All data was conducted during the period from March to 

September 2016 in the social health insurance facilities. 

  Data collection was conducted through face to face interviews with the beneficiaries 

and the health professionals of the social health insurance facilities.  

4.2 Sampling and case selection 

   In this study, the case selection was focused on the point of view of the beneficiaries’ 

and health professional’s satisfaction. The two questionnaires were beneficiaries’ 

questionnaire and health professionals’ questionnaire. 

1. The beneficiaries: this sample was collected from social health insurance facilities 

and care units in Cairo.  

   Data was collected from the respondents over age 18.  The design of beneficiar-

ies’ questionnaire was aimed at identifying the public opinions of the social health 

insurance issues regarding access to health care services, satisfaction on health care 

service delivery, the benefit from health care services and the views on social 

health insurance system in Egypt.  

2. Health professionals: who are working in social health insurance facilities and 

care units. The design of this questionnaire was aimed at identifying the health 

providers' job satisfaction on SHI system and their opinions of SHI system in 

Egypt.  

 
 

The two questionnaires were translated into Arabic. 
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4.3 Questionnaire design  

  The questionnaire was used as the main method. The self-completing questionnaire is 

the best suitable method for the following reasons (Uma Sekaran & Bougie, 2010): 

a) It is less time consuming. 

b) Data can be collected from a large number of respondents. Where, the response 

rate can be dramatically enhanced if the questionnaire is delivered and re-

sponded via the internet. 

c) It provides an opportunity for the researcher to introduce the research and mo-

tivate the respondents to answer.  

  The questionnaire was designed to collect the primary data; in order to test the re-

search’s hypothesis, measure the public’s satisfaction and the health professionals’ job 

satisfaction on the performance of the health benefit packages. Each question in the 

questionnaire was measured by five-Point Likert-type response scales. Anchored at 

(5= strongly agree and 1= strongly disagree). 

 

The two stages questionnaires are the following: (see appendices A & B)  

a) The beneficiaries’ questionnaire, which is composed of four parts: 

Part one: it discussed the questions of general beneficiaries’ satisfaction on its sex 

dimensions and included:  

1- infrastructure: Q1-Q7. 

2- Man power: Q8- Q15. 

3- The service delivery and provision: Q16-Q25. 

4- The finance: Q26-Q32. 

5- The perceived equity Q33-Q38. 

6- The public participation Q39-Q42.  
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Part two: it discussed the general beneficiaries’ views on the improvement of satis-

faction on social health insurance system and it included two items:  

1- Factors improve general beneficiaries’ satisfaction: Q43-Q46. 

2- Beneficiaries’ views on ranking reform priorities toward SHI system: Q47-Q51.  

Part three: it discussed the criteria for developing suitable social health benefit 

packages: Q52- Q 59.  

 

Part four: it described the demographic data for the respondents such as gender, 

age, marital status, educational status, occupational status and income groups: Q60-

Q65.  

 B) The health professionals’ questionnaire, which composed of four parts: 

Part one: it discussed questions of general health professionals’ job satisfaction on 

its sex dimensions and contains:  

1- infrastructure: Q10-Q17. 

2- Man power: Q18- Q25. 

3- The service delivery and provision: Q26-Q39. 

4- The finance: Q40-Q43. 

5- The perceived equity Q44-Q46. 

6- The professionals’ participation Q47-Q51.  

Part two: it discussed the health professionals’ views on the improvement of job 

satisfaction on social health insurance system and it included two items:  

1- Health professionals’ views on ranking reform priorities: Q52-Q59.  

2- Health professionals’ views on reform policies related to them: Q60-Q64. 
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Part three: it discussed the criteria for developing suitable social health benefit 

packages: Q65- Q71. 

  

Part four: it described the demographic data for the respondents such as gender, 

age, marital status, profession and type of working: Q72-Q76.  

4.4   Sample design and simple size 

   The sample size formulas and procedures that were used for categorical data are very 

similar, but some variations do exist. Assume a researcher had set the alpha level a 

priori at 0.05, used a proportional variable with the level of acceptable error at 5%, and 

it estimated the standard deviation of the scale as 0.5. Cochran's size formula for 

categorical data and an example of its use is presented here along with explanations as 

to how these decisions were made. 

(a) Simple size of beneficiaries:  

   The sample size of the beneficiaries was determined through the following equation 

(James E. Bartlett, 2001 ):                               

       n = 
       

           

     
                                                                                     (4.1)     

Where,   

 
2

Z    value for selected alpha level of .025 in each tail = 1.96.  
 

p     the estimate of variance  in the equation that is 50%. 

d    acceptable margin of error for proportion being estimated = 0.05 

       n = 
                   

       
  = 384 

Where n = required return sample size according to Cochran’s formula = 384 
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These procedures result in a minimum returned sample size of 384. 

  
  Using the same oversampling procedures as cited in the continuous data, and again 

assuming a response rate of 96%, a minimum drawn sample size of 400 should be used 

to determine the anticipated response.  

  

These calculations were based on the following:   

Where anticipated return rate 96%. Where n2 = sample size adjusted for response rate. 

Where minimum sample size = 384. Therefore, n2 = 384/0.96 = 400.  

  

The researcher distributed 400 questionnaires for beneficiaries of the social health 

insurance facilities who were from:  

 75 beneficiaries from 6-october hospital. 

 100 beneficiaries from Al-haram comprehensive clinics. 

 50 beneficiaries from Ahmed Oraby clinics.  

 50 beneficiaries from Jazeera El Dahab clinics. 

 50 beneficiaries from Atfal Masr hospital. 

 50 beneficiaries from Nasr city hospital  

 25 beneficiaries from El Mokattam hospital.   

 

b) Sample size of the health professionals: 

Similarly, the sample size of the health professionals was determined through the 

previous equation (4.1):         n = 
                    

       
  = 384 

To find the final sample size, where 

 On   The final sample size.  
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These calculations are as follows:  

  
3669.365

7762

384
1

384

1











N

n

n
nO  

Where,  

n   required return sample size according to Cochran’s formula= 384. 

N   the actual number of the health professionals in Cairo which is 7,762  

(HIO report, 2012/2013) 
   

The researcher distributed 366 questionnaires to health professionals of the social 

health insurance facilities who were from:  

 50 health professionals from 6-october hospital. 

 100 health professionals from Al-haram comprehensive clinics. 

 50 health professionals from Ahmed Oraby clinics.  

 50 health professionals from Jazeera El Dahab clinics. 

 53 health professionals from Atfal Masr hospital. 

 33 health professionals from Nasr city hospital  

 30 health professionals from El Mokattam hospital.  

4.5   The statistical tool 

  The results of the data collected were analyzed by SPSS (statistical package for the 

social science software) statistical package version 11 on IBM compatible computer.     

To achieve the objective of this research and test the hypothesis, the researcher ana-

lyzed the data collected through the following statistical methods: 

 Descriptive statistical of the sample: this included frequencies and percentages 

for the demographic variables of the questionnaire.  
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 The Cronbach’s alphas:  they were used to assess the reliability of those items 

and verify the stability of the measuring tool used. reliability values of 0.6 to 0.7 

and above were considered by researchers as acceptable (Boris Blumberg, 2013)  

 Confirmatory factor analysis (CFA): it was used to assess the convergent validi-

ty and decide on the validity of the construct using analysis of moment structure 

(AMOS) version 20; also it could predict the test's factor structure based on the 

theory that guided its construction, followed by testing it. 

 Arithmetic means and standard deviations: the average of the items in each con-

struct was used to identify the direction of the responds of the study sample.  

 T-Test and One way ANOVA: comparing means of two groups or more and 

testing the hypothesis – by means of the null hypothesis.   

  Logistic regression, Wald test and Hosmer and Lemeshow test. These are for-

mal tests of the null hypothesis that the fitted model is correct.  

 

4.6 The descriptive analysis of the beneficiaries’ questionnaire 

Part one:   

It included the demographic variables for the beneficiaries in terms of gender, age 

group, educational status, occupational status and income group.  

a) Gender  

              Table (4-1) distribution of the beneficiaries according to gender  

Gender Frequency Percentage 

Male 215 53.8% 

Female 185 46.2% 

Total 400 100% 
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The above table (4-1) illustrated the distribution of the beneficiaries according to 

gender. More than 50% of respondents were male (53.8%), and the female were 

(46.2%).  

b) Age group  

              Table (4-2) distribution of the beneficiaries according to age  

Age group (in years ) Frequency Percentage 

18-29  years 22 5.5 % 

30-44 years 140 35% 

45-59 years 160 40% 

Over 60 78 19.5% 

Total 400 100% 

The above table (4-2) illustrated the distribution of the beneficiaries according to age.  

More than 50% of respondents were over 45 years (59.5%), which is an evidence for 

the incidence of beneficiaries within experience. (5.5%) of respondents were young 

employees within 18-30 years.  

c) Marital status  

   Table (4-3) distribution of the beneficiaries according to marital status  

Marital status Frequency Percentage 

Single 140 35 % 

Married 193 48.4% 

Divorced 55 13.8% 

Widow/widower 12 3% 

Total 400 100% 

The above table (4-3) illustrated the distribution of beneficiaries according to marital 

status. (35%) of respondents were single, (48.4%) of respondents were married, (13.8 

%) of respondents were divorced, (3%) of respondents were widow/widower. 
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d) Educational status: 

 

   Table (4-4) distribution of the beneficiaries according to educational status  

Educational status Frequency Percentage 

Illiterate 8 2 % 

Primary/prep schooling 17 4.3% 

Diploma 108 27% 

Bachelor 231 57.8% 

Master/PHD degree 36 9% 

Total 400 100% 

The above table (4-4) illustrated the distribution of beneficiaries according to educa-

tional status. (2%) of respondents were illiterate, (4.3%) of respondents were prima-

ry/prep schooling, (27%) of respondents were diploma, (57.8%) of responds were 

bachelor and (9%) of respondents were Master /PHD degree.  

e)   Occupational status  

                

Table (4-5) distribution of the beneficiaries according to occupational status  

Occupational status Frequency Percentage 

Student 22 5.5% 

Unemployment 14 3.5% 

Housewife 91 22.8% 

Government sector 231 57.8% 

Private sector 36 9% 

Self-worker 6 1.5% 

Total 400 100% 

 

The above table (4-5) illustrated the distribution of the beneficiaries according to the 

occupational status. The majority of respondents were workers in the government 

sector (57.8%).  
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f)   Income group 

Table (4-6) distribution of the beneficiaries according to income group   

income group Frequency Percentage 

Less than 1500 L.E monthly 185 46.3% 

1500-3000 L.E monthly 130 32.4% 

More than 3000 L.E monthly 85 21.3% 

Total 400 100% 

The above table (4-6) illustrated the distribution of the beneficiaries according to the 

income group. (46.3%) of respondents have income less than 1500 L.E monthly, and 

(32.4%) of respondents have income ranges 1500-3000 L.E monthly and (21.3%) of 

respondents have income more than 3000 L.E monthly. 

 

4.7   Reliability and validity testing of beneficiaries’ questionnaire 

  Approaches to assess the reliability and validity of research are one way of producing 

useful and trustworthy research findings. Determining the reliability and validity of 

research, assure that all indicators are related to each other.  

4.7.1 Reliability 

   Reliability refers to extent to which a measurement instrument has the ability to yield 

consistent results each time when it is applied under the similar conditions. Stability, 

internal reliability and inter-observed consistency are the three prominent factors 

related the reliability.  

   In this research, internal reliability was considered. Cronbach’s alpha was used to 

assess the reliability. Many researchers agree that a reliability values of 0.6 to 0.7 and 

above were considered as acceptable.  

 



130 
 

4.7.2 Validity 

   Validity refers to extent to which an empirical measure adequately reflects the real 

meaning of the concept under considerations. In statistical, it means calculating coeffi-

cient of correlations between outcomes variables. Several approaches were used to 

determine the validity of the constructs for this research, intrinsic validity to assess the 

internal validity and confirmatory factor analysis (CFA) was used to assess convergent 

validity. (Smallbone, 2004 ) 

 Reliability and intrinsic validity for beneficiaries’ questionnaire variables:  

   The reliability coefficient and intrinsic validity for beneficiaries’ questionnaire 

dimensions were 0.943, 0.971 respectively, which were higher than 0.7 (See Appendix 

C table 1)   

   The most seven dimensions with highly reliability coefficients were: criteria of the 

benefit packages, service delivery and provision, man power, infrastructure, factors 

improve general public satisfaction, finance and public views on ranking reform 

priorities, with Cronbach’s alpha (0.940), (0.915), (0.878), (0.874), (0.825), (0.788) 

and (0.763) respectively. 

   Besides intrinsic validity, the researcher used (CFA) to assess the convergent validity 

and test the hypothesis of the research, CFA was first conducted to test how well the 

measured variables represent the constructs. The key advantage was that the researcher 

could analytically test a conceptually grounded theory explaining how different meas-

ured items represent important business measures. When CFA results were combined 

with construct validity tests, the researcher obtained a better understanding of the 

quality of their measures. The construct validity is the extent to which a set of meas-

ured items actually measures the construct. The model fit was assessed in terms of ten 

indices: Normed Chi-Square with cut-off values less than (5), goodness-of-fit index 
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(GFI), Adjusted Goodness of Fit Index (AGFI) ,Normed Fit Index (NFI), Relative Fit 

Index (RFI), Incremental Fit Index (IFI), Tucker-Lewis Index (TLI), Comparative Fit 

Index (CFI), Root Mean Square Residual Approximation (RMSEA), Root Mean 

Square Residual (RMR), and the average variance extracted with cut-off values greater 

than (0.5). A model is considered to be satisfactory if RMSEA ˂ 0.10 . (Hair, 2010 )  

   The researcher conducted both initial confirmatory factor analysis and final confirm-

atory factor analysis with the fit measured variables  

  

   The results of CFA by standardized and unstandardized regression weights could be 

concluded as the following (see appendix c table 2):  

1. All standardized regression weights (factor loading) were greater than 0.50, 

which means that all measured variables were statistically significant.  

2. T- test for all measured variables was significant at a level of significance less 

than (0.001), which shows the importance of the observed variables in measur-

ing the effect perception of beneficiaries’ perception for satisfaction on their 

health care system on the performance of the benefit packages.  

3. As a result of squared multiple correlations, i.e., average variance extracted for 

the variables of Q5 (infrastructure), Q11 (Man power), Q26 (service delivery 

and provision), Q33 (factors improve general public satisfaction), Q43 (finance), 

Q48 and Q50 (public views on ranking reform priorities), Q58 and Q59 (criteria 

of the benefit packages), were less than (0.50), then they had been excluded 

from CFA initial model. The following table illustrates the goodness of fit tests 

of model. 
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Table (4-7): The Goodness of Fit Indices in the Confirmatory Factor Analysis 

Chi-Square 2072.754 

Degree of Freedom  423 

Level of Significance <0.001*** 

Normed Chi-Square 4.899 

Root Mean Square Residual (RMR)  0.136 

Goodness of Fit Index (GFI) 0.761 

Adjusted Goodness of Fit Index (AGFI)  0.702 

Normed Fit Index (NFI) 0.804 

Relative Fit Index (RFI) 0.771 

Incremental Fit Index (IFI) 0.838 

Tucker Lewis Index (TLI) 0.808 

Comparative Fit Index (CFI) 0.837 

Root Mean Square Residual Approximation (RMSEA) <0.10 0.099 

The Average Variance Extracted (AVE )  0.61975 

  This table illustrated the following: 

1) All the goodness of fit tests of the model showed significant results i.e., the ma-

jority of indicators at acceptable limits or near to cut-off values, and then the pos-

sibility of matching the actual form of the model estimated. 

2) The value of Root Mean Square Residual (RMR) was 0.14 and the value of Root 

Mean Square Residual Approximation (RMSEA) was 0.099 (less than 0.10), 

which indicates a close fit of the model in relation to the degrees of freedom.  

3) The average variance extracted (AVE) for all model was 0.61975, i.e., there is 

adequate convergent validity.   



133 
 

4) Average variance extracted (AVE) of infrastructure, Man power, service delivery 

and provision, finance, perceived equity, public participations, factors improve 

general public satisfaction, public views on ranking reform priorities and criteria 

of the benefit packages were (0.611) , (0.5908) , (0.792) , (0.570) , (0.5415), 

(0.5255) , (0.56575), (0.556)  and  (0.734) respectively .  

5) Overall, the evidence of a good model fit, reliability, and convergent validity, 

indicates that the measurement model should be improved for testing the regres-

sion model by excluding the variables of Q5, Q11, Q26, Q33, Q48, Q50, Q58 and 

Q59 from the initial CFA. The following figure illustrates the final CFA of the 

measurement model.  

Figure (4.1) final CFA for beneficiaries’ questionnaire measurement  
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4.8   Descriptive statistics of the beneficiaries’ satisfaction on SHI system: 

4.8.1 Descriptive statistics of the beneficiaries’ satisfaction on the infrastructure 

dimension: 

The results of statistical descriptive for infrastructure (see appendix C table 3) illustrat-

ed that:  

 The answers of the beneficiaries on the (7) statements for the infrastructure dimen-

sion, the most three homogenous variables had coefficient of variation, (19.33 %), 

(28.98 %) and (44.34%) respectively.  

 On the other hand, the most four heterogeneous variables had coefficient of varia-

tion of (57.69%), (60.19%), (68.30%) and (68.97%) respectively.  

 The value of total mean was weak, which was (2.0775), with the coefficient of 

variation (48.5%). Therefore, there is a disagreement direction to the expectation 

of infrastructure dimension on the performance of the benefit packages.  

4.8.2 Descriptive statistics of the beneficiaries’ satisfaction on the Manpower 

dimension: 

The results of statistical descriptive for manpower (see appendix C table 4) illustrated 

that:  

 The answers of the beneficiaries on the (1) statements for the second dimension 

Man power, the most three homogenous variables had coefficient of variation 

(34.93%), (35.00%) and (49.16%) respectively. 

 On the other hand, the most five heterogeneous variables had coefficient of varia-

tion of (55.19%), (58.01%), (64.88%), (66.09%), and (69.68%) respectively.  
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 The value of total mean was (3.9025), with the coefficient of variation (28.79%) 

and this gives an indication that there is an agreement direction to the expectation 

of the second dimension man power on the performance of the benefit packages. 

4.8.3 Descriptive statistics of the beneficiaries’ satisfaction on the service deliv-

ery and provision dimension: 

The results of statistical descriptive for service delivery and provision (see appendix C 

table 5) illustrated that: 

 The answers of the beneficiaries on the (10) statements for the service delivery and 

provision dimension, the most six homogenous variables had coefficient of varia-

tion of (29.65%), (30.57%), (31.71%), (33.01%), (35.43%) and (35.64%) respec-

tively.  

 On the other hand, the most four heterogeneous variables had coefficient of varia-

tion of (66.18%), (69.66%), (70.57%), and (73.50%) respectively.  

 The value of total mean was (3.2162), with the coefficient of variation (29.80%) 

and this gives an indication that there is sometimes an agreement direction to the 

expectations of the third dimension service delivery and provision on the perfor-

mance of the benefit packages.  

4.8.4 Descriptive statistics of the beneficiaries’ satisfaction on the finance dimen-

sion: 

The results of statistical descriptive for finance (see appendix C table 6) illustrated that: 

 The answers of the beneficiaries on the (7) statements for the finance dimension, 

the most three homogenous variables had coefficient of variation of (31.36%), 

(34.95%), and (57.48%) respectively. 



136 
 

 On the other hand, the most four heterogeneous variables had coefficient of varia-

tion of (59.59%), (64.72%), (67.48%), and (74.65%) respectively.  

 The value of total mean was (3.2025), with the coefficient of variation (24.77%) and 

this gives an indication that there is sometimes an agreement direction to the expec-

tation of fourth dimension finance on the performance of the benefit packages.  

4.8.5   Descriptive statistics of the beneficiaries’ satisfaction on the perceived 

equity dimension: 

The results of statistical descriptive for perceived equity (see appendix C table 7) illustrat-

ed that: 

 The answers of the beneficiaries on the (6) statements for perceived equity dimen-

sion, the most three homogenous variables had coefficient of variation of   

(38.18%), (40.88%) and (42.32%) respectively. 

 On the other hand, the most three heterogeneous variables had coefficient of varia-

tion of (65.92%), (67.52%) and (71.34%) respectively.  

 The value of total mean was weak, which was (1.9425), with the coefficient of vari-

ation (59.93%) and this gives an indication that there is a disagreement direction to 

the expectation of the fifth dimension perceived equity on the performance of the 

benefit packages.  

4.8.6   Descriptive statistics of the beneficiaries’ satisfaction on the public participa-

tion dimension: 

The results of statistical descriptive for public participation (see appendix C table 8) 

illustrated that: 
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 The answers of the beneficiaries on the (4) statements for the public participation 

dimension, the most three homogenous variables had coefficient of variations 

(26.35%), (26.96%) and (28.06%) respectively.  

 The value of total mean was (4.1237), with the coefficient of variation (19.64%) and 

this gives an indication that there is a strong agreement direction to the expectations of 

the sixth dimension public participation on the performance of the benefit packages.  

4.9   Descriptive analysis of the beneficiaries’ views on improvement satisfaction on 

SHI system:   

The results of statistical descriptive for factors improve beneficiaries’ satisfaction (see 

Appendix C table 9) illustrated that:  

 The answers of the beneficiaries on the (4) statements for factors improve beneficiar-

ies’ satisfaction dimension, the most three homogenous variables had coefficient of 

variations (20.61%), (20.76%) and (21.86%) respectively.  

 The value of total mean was (4.2788), with the coefficient of variation (19.00%) and 

this gives an indication that there is a strong agreement direction to the expectations of 

the dimension of factors improve beneficiaries’ satisfaction on the performance of the 

benefit packages. 

4.10 Descriptive statistics of the beneficiaries views on ranking reform Priorities 

toward SHI system: 

The results of Statistical descriptive for their views on ranking reform priorities toward 

SHI system (see Appendix C table 10) illustrated that: 

 The answers of the beneficiaries on the (5) statements for the public opinions on rank-

ing reform priorities dimension, the most three homogenous variables had coefficient 

of variations (22.20%), (23.72%) and (24.40%) respectively.  
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 On the other hand, the most two heterogeneous variables had coefficient of variation 

of (28.40%) and (34.60%) respectively. 

 The value of total mean was (4.0250), with the coefficient of variation (20.80%) and 

this gives an indication that there is an agreement direction to the expectations of the 

public views on ranking reform priorities dimension on the performance of the benefit 

packages.  

4.11 Descriptive statistics of the beneficiaries’ views on criteria for developing 

suitable SHI benefit packages.  

The results of Statistical descriptive for their views on criteria for developing suitable 

social health benefit packages (see Appendix C table 11) illustrated that:  

 The answers of the beneficiaries on the (8) statements for the criteria for developing 

suitable social health insurance benefit packages, the most four homogenous variables 

had coefficient of variations (23.37%), (23.72%), (33.89%) and (35.94%) respectively.  

 On the other hand, the most four heterogeneous variables had coefficient of variation 

of (43.18%) and (45.76%), (46.84%) and (50.30%) respectively. 

 The value of total mean was (3.8775), with the coefficient of variation (21.14%) and 

this gives an indication that there is an agreement direction to the expectations of the 

criteria for developing suitable Social health insurance benefit packages.  

4.12 Hypothesis testing of the beneficiaries' questionnaire: 

4.12.1 There is no significant effect of the beneficiaries’ perception for satisfac-

tion on their SHI system on the performance of the benefit packages. 

  There are many important research topics for which the dependent variable is "limited" or 

categorical response variable. Logistic regression is useful for situations in which you 
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want to be able to predict the presence or absence of a characteristic or outcome based on 

values of a set of predictor variables. It is similar to a linear regression model but is suited 

to models where the dependent variable is dichotomous i.e. if the performance of the 

benefit package is less than 3.4 (cut-off point of Agree) then, it takes the value zero and if 

the performance of the benefit packages is greater than 3.4, then it takes the value 1. 

Logistic regression coefficients can be used to estimate odds ratios for each of the inde-

pendent variables in the model. Logistic regression was applicable to a broader range of 

research situations than discriminate analysis. 

 

Table (4-8): logistic regression model to measure the effect of the beneficiaries’ perceptions for 

the dimensions’ satisfaction on the SHI system on the performance of the benefit packages.  

No Independent  

Variables  

Esti-

mated 

coeffi-

cient (B) 

Wald test Chi - square    test  R
2 

Prob. 

Value  Sig. Value Sig. 58.9%  

1 Constant -3.796 59.983 <0.001*** 229.054 <0.001
***

 0.0215 

2 Infrastruc-

ture  

0.681  3.783    0.052
*
  0.664 

3 Man power  1.193 

 

13.051 

 

<0.001*** 

 

0.767 

4 Service deliv-

ery and pro-

vision 

0.772 

 

4.064 

 

0.044
*
 

 

0.684 

 

5 Finance 1.428 17.688 <0.001*** 0.807 

6 Perceived  

equity 

1.767 

 

24.612 

 

<0.001*** 

 

0.854 

7 Public partic-

ipation  

1.179 15.856 <0.001***   0.765 

CHI
2
  Hosmer and Lemeshow Test =10.95 (SIG>0.05)              correct classification ratio = 

85.8% 

According to multiple logistic regression model in table (4-8), it could be concluded the 

following: 
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1. Chi –square test: 

The chi-square statistic is the change in the -2 log-likelihood from the previous step, 

block, or model. Use the “Chi-Square” statistic to determine if the overall model is 

statistically significant, Like F-test in linear regression model, since the value of "chi-

square test" is (229.054) with significant at (0.001) level, then the researcher conclud-

ed that the overall independent variables statistically significant impact on the depend-

ent variable or the model was fitted to logistic regression. 

 

2. Coefficient of determination R
2
 :           

The independent variables accepted in the model, explain (58.9%) from the total varia-

tion of log odds ratio or logit model ,i.e., dependent variable (the performance of the 

benefit packages), the rest percent due to either the random error in the regression 

model or other independent variables excluded from the regression model. Larger 

pseudo R-square statistics indicate that more of the variation is explained by the mod-

el, to a maximum of 1. 

  

3.  Hosmer and Lemeshow Test: 

At each step, this is a goodness-of-fit test of the null hypothesis that the model ade-

quately fits the data. If the null is true, the statistic should have an approximately chi-

square distribution with the displayed degrees of freedom. Since the significance of the 

test is (0.143) which is greater than (0.05), then the model adequately fits the data. 

 

4. The classification table: 

The classification table helps to assess the performance of that model by tabulating the 

observed response categories with the predicted response categories.  For each case, 

the predicted response is the category treated as 1, if that category's predicted probabil-
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ity is greater than the user-specified cutoff. Cells on the diagonal were correct predic-

tions, whereas cells off the diagonal were incorrect predictions.  An overall correct 

scores is (85.8%) 

5.  Wald test:     

It would be useful in determining the significant value of each of the independent vari-

ables coefficient in the logistic regression model. The ratio of B to S.E., squared, 

equals the Wald statistic. If the Wald statistic is significant (i.e., less than 0.05) then 

the parameter is useful to the model. The significant independent variables were,  Man 

power, service delivery and provision, finance, perceived equity and public  participa-

tion with significant at less than (0.05), which are (0.001), (0.001),  (0.044), (0.001) 

and (0.001) level respectively. 

6. Probability event: 

The probability event of each independent variable is the odds ratio (Exp(B)) divided 

by odds ratio plus one, then the important variables were perceived equity, finance, 

manpower, public participation, service delivery and provision and infrastructure  with 

probabilities (0.854), (0.807), (0.767), (0.765), (0.684) and (0.664) respectively. 

7. Logistic Regression model: 
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B   is the estimated of the coefficient. 

Pi   is the probability of the performance of the benefit package. 

X1   is the satisfaction on the infrastructure dimension of SHI system (independent 

variable).      

X2   is the satisfaction on the Man power dimension of SHI system (independent var-

iable).      

X3   is the satisfaction on the service delivery and provision dimension of SHI sys-

tem (independent variable).       

X4  is the satisfaction on the finance dimension of SHI system (independent variable).  

X5    is the satisfaction on the perceived equity dimension of SHI system (independ-

ent variable).   .   

X6    is the satisfaction on the public participation dimension of SHI system (inde-

pendent variable).    

  By substituting the values of independent variables, we can then predict the dependent 

variable (performance of the benefit package).  

  From the model, the researcher can conclude that there is positive relation between 

the independent variables and the dependent variable, which means that the benefi-

ciaries’ perception satisfaction on dimensions of SHI system has an effect on the 

performance of the benefit packages.  

4.12.2 There is no significant effect of the beneficiaries’ demographic characteristics 

on the satisfaction on SHI system. 

  For this hypothesis, T-test and one-way ANOVA were used to measure the significant 

effect of the beneficiaries’ demographic in terms of gender, age, marital status,  education-

al status, occupational status and income group on the satisfaction on SHI system (Appen-

dix c from tables 12 to 17). 
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Table (4-9): T-Test and ANOVA Test of the demographical characteristics and the satisfaction  

Variables  T-Test  Sign. value  

Gender 2. 558 0.011 

 F-Test Sign. Value 

Age 2.010 0.092 

Marital status 0.632 0.595 

Educational status  0.950 0.435 

Occupational status 1.527 0.180 

Income group 9.772 <0.001
*** 

According to T-test and ANOVA table calculation (4-9), it could be concluded that: 

 There is significant effect of the beneficiaries’ gender on the satisfaction on SHI 

system, with t-test value is (2.558) and at significant level than (0.011), which is less 

than (0.05). These results reject the first sub null hypothesis.  

 There is no significant effect of the  beneficiaries’ age on the satisfaction on the SHI 

system, with -F-test value is (2.010) and at significant level (0.092), which is greater 

than (0.05). These results confirm the second sub hypothesis.  

 There is no significant effect of the beneficiaries’ marital status on the satisfaction 

on SHI system, with -F-test value is (0.632) and at significant level (0.595), which is 

greater than (0.05). These results confirm the third sub hypothesis. 

 There is no significant effect of the  beneficiaries’ educational  status  on the satisfac-

tion on  of the SHI system , with -F-test value is (0.950) and at significant level 

(0.435), which is  greater  than (0.05). These results confirm the fourth sub hypothesis. 

 There is no significant effect of beneficiaries’ occupational status on the satisfaction 

on the SHI system, with -F-test value is (1.527) and at significant level (0.180), 

which is greater than (0.05). These results confirm the fifth sub hypothesis.  
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 There is significant effect of beneficiaries’ income group on the satisfaction on the 

SHI system, with F-test value is (9.772) and at significant level (0.000), which is 

less than (0.05). These results reject the sixth sub hypothesis. 

4.12.3: There is no significant effect of the improvement of the beneficiaries’ satisfac-

tion on SHI system on the performance of the benefit packages. 

Table (4-10): logistic regression model to measure the effect of improvement of the benefi-

ciaries’ satisfaction on SHI system on the performance of the benefit packages. 

 

Prob. 
R

2
 

Chi –square test Wald test Estimated 

coefficient 
Independent 

Variables 
No 

Sig. Value Sig. Value 
0.536 

 
15.6% <0.001

*** 
41.456      0.513 0.428 0.143 Constant 

 
1 

0.857    <0.001*** 41.817 1.788  Improvement 

Beneficiaries’    

satisfaction 

2 

         

   correct classification ratio = 80.3% 

According to multiple logistic regression model in table (4-10), it could be concluded the 

following: 

1. Chi –square test: 

Since the value of "chi-square test" is (41.456) with significant at the (0.001) level, 

then the researcher concluded that the overall independent variables statistically signif-

icant impact on the dependent variable or the model is fitted to logistic regression. 
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2. Coefficient of determination R
2
:          

The independent variable accepted in the model explains (15.6%) from the total varia-

tion of log odds ratio or logit model, i.e., dependent variable (performance of the bene-

fit packages).  

3. The Classification table: 

An overall correct scores is (80.3%) 

4.  Wald test:     

The significant independent variable is the improvement of the beneficiaries’ satisfac-

tion on SHI system, with significant at less than (0.05), which is (0.001) level. 

5. Probability event: 

The probability of this independent variable is (0.857).  

6. Logistic regression model: 

 It can be written as:  

 

 

Where, 

P    the probability of the performance benefit packages. 

X1    improvement of the beneficiaries’ satisfaction on SHI system (independent 

variable).  

From the model, the researcher can conclude that there is positive relation be-

tween the independent variable and the dependent variable, which means that the 

improvement of beneficiaries’ satisfaction on SHI system has an effect on the per-

formance of the benefit packages.  

                            








 p

p
Ln

1
1788.1143.0 x 
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4.12.4:  There is no significant effect of the beneficiaries’ views on ranking reform 

priorities toward SHI system on the performance of the benefit packages. 

 

Table (4-11): logistic regression model to measure the effect of the beneficiaries’ views on 

ranking reform priorities toward SHI on the performance of the benefit packages. 

Prob

. R
2

 
Chi –square test Wald test Estimated 

coefficient 
Independent 

Variables 
No 

Sig. Value Sig. Value 
0.576 11.7% <0.001

*** 
30.593      0.160 1.973 0.308 Constant 

 
1 

0.823    <0.001*** 31.420 1.536 

 

beneficiaries’ 

views on 

ranking re-

form priori-

ties  

2 

         

correct classification ratio = 80.3% 

According to multiple logistic regression model in table (4-11), it can be concluded the 

following: 

1. Chi –square test: 

Since the value of "chi-square test" is (30.593) with significant at the (0.001) level, 

then the researcher concludes that the overall independent variable statistically signif-

icant impact on the dependent variable or the model is fitted to logistic regression. 

2. Coefficient of determination R
2
 :           

The independent variable accepted in the model explains (11.7%) from the total vari-

ation of log odds ratio or logit model, i.e. performance of the benefit package.  
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3. The classification table: 

An overall correct scores is (80.3%) 

4.  Wald test:     

The significant independent variable health beneficiaries’ views on ranking reforms 

priorities toward SHI system, with significant at less than (0.05), which is (0.001). 

5. Probability event: 

The Probability of this independent variable is (0.823)  

6. Logistic Regression model: 

 It can be written as:  

Where, 

P    the probability of the performance benefit packages. 

X1    health beneficiaries’ views of ranking reform priorities toward SHI sys-

tem (independent variable).  

From the model, the researcher can conclude that there is positive relation between 

the independent variable and the dependent variable, which means that the benefi-

ciaries’ views on ranking reform priorities toward SHI system has an effect on the 

performance of the benefit packages.  

 

 

 

 










 p

p
Ln

1
 1536.1308.0 x    
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Part 2: The health providers’ questionnaire 

4.13 The descriptive analysis of the health providers’ questionnaire:  

  It included the demographic variables for the health providers in terms of gender, age 

group, marital status, professional status and type of work.  

a) Gender  

      Table (4-12) distribution of the health providers according to gender  

Gender Frequency Percentage 

Male 195 53.3% 

Female 171 46.7% 

Total 366 100% 

The above table (4-12) illustrated the distribution of the health providers according to 

gender.  More than 50% of respondents were male (53.3%) and the female were (46.7%).  

b) Age group 

          Table (4-13) distribution of the health providers according to age  

Age group (in years ) Frequency Percentage 

30 years and below 124 33.9 % 

31-40 years 205 56% 

41-50 16 4.4% 

Over 51 21 5.7% 

Total 366 100% 

The above table (4-13) illustrated the distribution of the health providers according to age.  

More than 50% of respondents were over 31 years (66.1%), the percentage of young 

health providers with 30 years and below were (33.9%).  
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c) Marital status  

      Table (4-14) distribution of the health providers according to marital status  

marital status Frequency Percentage 

Single 122 33.3 % 

Married 240 65.6% 

Divorced 4 1.1% 

Widow/widower 0 0% 

Total 366 100% 

The above table illustrated (4-14) the distribution of health providers according to marital 

status. (33.3%) of respondents were single, (65.6%) of respondents were married, (1.1%) 

of respondents were divorced.   

d) Occupational status  

    Table (4-15) distribution of the health providers according to professional status  

Occupational status Frequency Percentage 

General practitioner  (GP) 70 19.1% 

Specialist 161 44% 

Dentist 71 19.4% 

Pharmacist 14 3.8% 

Head nurse 18 4.9 % 

Other health care 32 8.7% 

Total 366 100% 

The above table illustrated (4-15) the distribution of the health providers according to the 

occupational status. (19.1%) of responds were GP, (44%) of respondents were specialists, 

(19.4%) of respondents were dentists, (3.8%) of responds were pharmacist, (4.9%) of 

respondents were head nurse and (8.7%) of respondents were other health care. 
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e) Type of work   

    Table (4-16) distribution of the health providers according to type of work   

Gender   Frequency  Percentage  

Only day time  129 35.2% 

Day time &on call 237 64.8% 

Total  366 100% 

  The above table illustrated (4-16) the distribution of the health providers according to 

type of work. More than 50% of respondents work day time and on call (64.8%), and the 

female were (46.7%).  

4.14 Reliability and validity testing of the health providers’ questionnaire     

   The reliability coefficient and intrinsic validity for that questionnaire dimensions were 

(0.917), (0.958) respectively (see appendix C table 18), which is higher than the maximum 

acceptable value (0.7).  

  The most seven dimensions with highly reliability coefficients were: health profession-

als’ views on reform policies related to them, professionals’ views on ranking reform 

priorities, infrastructure, service delivery and provision, man power, health professionals’  

views on their health care system and criteria of the benefit packages; with  Cronbach’s 

alpha (0.932), (0.912), (0.897), (0.876) , (0.819) , (0.782)  and (0.754) respectively. 

 

  The results of CFA by standardized and unstandardized regression weights could be 

concluded as the following (see appendix C table 19):  

1. All standardized regression weights (factor loading) were greater than 0.50, 

which means that all measured variables are statistically significant.  

2. T- test for all measured variables was significant at a level of significance less 

than (0.001), which shows the importance of the observed variables in measuring 
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the effect of the beneficiaries’ perception for satisfaction on their SHI system on 

the performance of the benefit packages.  

3. As a result of Squared Multiple Correlations, i.e., average variance extracted, for 

the variables of Q5 and Q6 (health professionals’ satisfaction on SHI system ), 

Q10, Q12, Q16 and Q17 ( infrastructure ), Q19 and Q21 (Man power ) , Q29 and 

Q39 (service delivery and provision), Q45 and Q50 (professionals’ participation), 

Q57 and Q 58 (professional’s views on ranking reform priorities), Q67 and Q71 

(Criteria of the benefit packages), were less than (0.50), then they had been ex-

cluded from CFA model .   

Table (4-17): The Goodness of Fit Indices in the Confirmatory Factor Analysis 

Chi-Square 3473.575 

Degree of Freedom  611 

Level of Significance <0.001*** 

Normed Chi-Square 5.685 

Root Mean Square Residual (RMR) <0.10 0.096 

Goodness of Fit Index (GFI) 0.683 

Adjusted Goodness of Fit Index (AGFI)  0.616 

Normed Fit Index (NFI) 0.711 

Relative Fit Index (RFI) 0.667 

Incremental Fit Index (IFI) 0.749 

Tucker Lewis Index (TLI) 0.709 

Comparative Fit Index (CFI) 0.747 
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Root Mean Square Residual Approximation (RMSEA)  0.113 

The Average Variance Extracted (AVE )  0.58384 

This table illustrates the following: 

1) All the goodness of fit tests of the model showed significant results i.e., the ma-

jority of indicators at acceptable limits or near to cut-off values, and then the pos-

sibility of matching the actual form of the model estimated. 

2) The value of Root Mean Square Residual Approximation (RMSEA) was  0.113 

and the value of Root Mean Square Residual (RMSR) was  0.096, less than 

(0.10), which indicates a close fit of the model in relation to the degrees of free-

dom.  

3) The average variance extracted (AVE) for all model was 0.58384, i.e., there is 

adequate convergent validity.   

4) Average variance extracted  (AVE) of  the health professionals’ job satisfaction 

on:  infrastructure , man power , service delivery and provision , finance , per-

ceived equity , professionals’  participations ,  professionals’ views on ranking re-

form priorities , professionals’ views on reform policies related to them and crite-

ria of the benefit packages were (0.507) , (0.533) , (0.547) , (0.566) , (0.625) , 

(0.537), (0.467) , (0.6613) , (0.770) and (0.532) respectively.  

5) Overall, the evidence of a good model fit, reliability, and convergent validity, 

indicates that the measurement model should be improved for testing the regres-

sion model by excluding the variables of Q5, Q6 ,Q 10 ,Q12, Q16, Q17 ,  Q 19 ,  

Q21 , Q29 , Q39 ,Q45, Q50 ,Q57 ,Q58 ,Q67 and Q71 from the initial CFA. 
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Figure (4.2) the final CFA for health providers’ questionnaire measurement  

 

4.15 Descriptive statistics of the health providers’ views on job satisfaction on SHI 

system: 

  The results of statistical descriptive for health providers’ views on job satisfaction on SHI 

system (see appendix C table 20) illustrated that: 

 The answers of the health professionals on the (9) statements for the job satisfac-

tion on SHI system, the most four homogenous variables had coefficient of varia-

tion, (20.87%), (23.87%), (39.56) and (34.99%) respectively.  

 On the other hand, the most five heterogeneous variables had coefficient of varia-

tion of (55.47%), (57.15%), (60.02%), (60.20) and (63.12%) respectively.  

 The value of total mean was  (3.6448), with the coefficient of variation (20.17%), 

therefore, there was  an agreement direction to the expectation of health profes-

sionals’ views on SHI system.  
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4.15.1 Descriptive statistics of the health providers’ job satisfaction on infrastructure 

dimension: 

The results of statistical descriptive for variable infrastructure (see appendix C table 21) 

illustrated that: 

 The answers of the health professionals on the (1) statements for the infrastructure 

dimension, the most four homogenous variables had coefficient of variation of  

(39.81%), (40.68%), (43.11%) and (46.32%) respectively. 

 On the other hand, the most four heterogeneous variables had coefficient of varia-

tion of (54.60%), (55.11%), (58.17%), and (59.11%) respectively.  

 The value of total mean is weak, which was (2.1721), with the coefficient of varia-

tion (42.03%) and this gives an indication that there was a disagreement direction 

to the expectation of the first dimension infrastructure on the performance of the 

benefit packages. 

4.15.2 Descriptive statistics of the health providers’ job satisfaction on man power  

The results of statistical descriptive for variable Man power (see appendix C table 22) 

illustrated that: 

 The answers of the health professionals on the (8) statements for the Man power 

dimension, the most three homogenous variables had coefficient of variation of 

(19.68%), (21.92%), and (22.58%) respectively.  

 On the other hand, the most five heterogeneous variables had coefficient of varia-

tion of (53.38%), (53.71%), (59.58), (63.85%), and (64.77%) respectively.  

 The value of total mean was weak, which was (2.2978), with the coefficient of vari-

ation (46.82%) and this gives an indication that there is a disagreement direction to 

the expectations of the second man power on the performance of the benefit packag-

es.  
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4.15.3 Descriptive statistics of the health providers’ job satisfaction on service delivery 

and provision dimension: 

 The results of statistical descriptive for variable service delivery and provision (see 

appendix C table 23) illustrated that: 

 The answers of the health professionals on the (14) statements for the service de-

livery and provision dimension, the most seven homogenous variables had coeffi-

cient of variation of (19.49%), (21.55%), (21.97%), (22.57%), (23.77), (25.37%) 

and (27.94 %) respectively. 

 On the other hand, the most seven heterogeneous variables had coefficient of var-

iation of (37.25%), (38.55%), (49.53%), (53.24%), (56.06%), (61.49%) and 

(61.93%) respectively.  

 The value of total mean was (3.9126), with the coefficient of variation (26.83%) 

and this gives an indication that there was an agreement direction to the expecta-

tion of the third dimension service delivery and provision on the performance of 

the benefit packages.  

4.15.4 Descriptive statistics of health providers’ job satisfaction on finance dimension: 

  The results of statistical descriptive for variable finance (see appendix C table 24) illus-

trated that: 

 The answers of the health professionals on the (4) statements for finance dimen-

sion, the most three heterogonous variables had coefficient of variation of   

(56.75%), (64.38%) and (76.35%) respectively. 

 The value of total mean was weak, which was (2.0792), with the coefficient of 

variation (58.78%) and this gives an indication that there was  a disagreement di-

rection to the expectation of the fourth dimension finance on the performance of 

the benefit packages.  
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4.15.5 Descriptive statistics of the health providers’ job satisfaction on perceived 

equity dimension: 

  The results of statistical descriptive for variable perceived equity (see appendix C table 

25) illustrated that: 

 The answers of the health professionals on the (3) statements for the perceived 

equity dimension, the most two homogenous variables had coefficient of varia-

tions (27.90%) and (31.51%) respectively.  

 On the other hand, the most heterogeneous variable had coefficient of variation of 

(65.16%). 

 The value of total mean was (3.1202), with the coefficient of variation (26.35%) 

and this gives an indication that there was sometimes an agreement direction to 

the expectations of the fifth dimension perceived equity on the performance of the 

benefit packages.  

0.15.6 Descriptive statistics of the  health providers’ job satisfaction on professionals’ 

participation.  

 The results of statistical descriptive for variable professionals’ participation (see appendix 

C table 26) illustrated that: 

 The answers of the health professionals on the (5) statements for the profession-

als’ participation dimension, the most three homogenous variables had coefficient 

of variations (22.61%), (26.78%) and (31.09%) respectively.  

 On the other hand, the most two heterogeneous variables had coefficient of varia-

tion of (45.71%) and (60.30%) respectively.  

 The value of total mean was (3.0724), with the coefficient of variation (27.65%) 

and this gives an indication that there was sometimes an agreement direction to 
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the expectations of the sixth dimension professionals’ participation on the per-

formance of the benefit packages.  

4.16 Descriptive statistics of the health providers’ views on ranking reform priorities 

toward SHI system: 

 The results of statistical descriptive for variable professionals’ views on ranking reform 

priorities (see appendix C table 27) illustrated that: 

 The answers of the health professionals on the (8) statements for the profession-

als’ views on ranking reform Priorities dimension, the most five homogenous var-

iables had coefficient of variations (18.80%), (19.42%), (19.96%), (21.10%) and 

(21.18%) respectively.  

 On the other hand, the most three heterogeneous variables had coefficient of vari-

ation of (21.87%), (23.13%) and (32.06%) respectively. 

 The value of total mean was (4.2008), with the coefficient of variation (21.64%) 

and this gives an indication that there was a strong agreement direction to the ex-

pectations of the health professionals’ views on ranking reform Priorities dimen-

sion on the performance of the benefit packages.  
 

4.18 Descriptive analysis of the health providers’ views on reform policies related to 

them.  

  The results of statistical descriptive for variable professionals’ views on reform policies 

related to them (see appendix C table 28) illustrated that: 

 The answers of the health professionals on the (4) statements for health profes-

sionals’ views on reform policies related to them dimension, the most four ho-

mogenous variables had coefficient of variations (35.97%), (36.94%), (37.61%) 

and (37.88%) respectively.  
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 The value of total mean was (3.6913), with the coefficient of variation (27.52%) 

and this gives an indication that there was an agreement direction to the expecta-

tions of the dimension health professionals’ views on reform policies related to 

them on the performance of the benefit packages. 

 

4.18 Descriptive analyses of the health providers’ views on criteria for developing 

suitable SHI Benefit packages: 

  The results of statistical descriptive for variable professionals’ views on criteria for 

developing SHI benefit packages (see appendix C table 29) illustrated that: 

 The answers of the health professionals  of the (8) statements for the criteria for 

developing suitable social health insurance benefit packages, the most five  ho-

mogenous variables had coefficient of variations (21.77%), (23.19%) ,  (26.44%),  

(26.85%) , (27.46%) and respectively.  

 On the other hand, the most three heterogeneous variables had coefficient of vari-

ation of (31.89%), (32.89%), and (33.11%) respectively. 

 The value of total mean was (3.8617), with the coefficient of variation (21.03%) and 

this gives an indication that there was an agreement direction to the expectations of 

the criteria for developing suitable social health insurance benefit packages.  

 

4.19 Hypotheses testing of the health providers’ questionnaire: 

   4.19.1 There is no significant effect of the health providers’ perception for job 

satisfaction on their SHI system on the performance of the benefit packages. 
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  Table (4-18): logistic regression model to measure the effect of the of health providers’ 

perception for job satisfaction on their SHI system on the performance of the benefit 

packages  

No Independent  

Variables  

Estimated 

coefficient 

Wald test Chi - square    test  R
2 

Prob. 

Value  Sig. Value Sig. 54.4%  

1 Constant -2.833 45.099 <0.001*** 187.717 <0.001
***

 0.0557 

2 Infrastructure  0.785  5.413     0.02  0.687 

3 Man power  1.086 11.036 0.001 0.748 

4 Service delivery 

and provision 

0.099 0.080 0.778 0.525   

5 Finance 1.519 
 

21.038 

 

<0.001
*** 

 

0.820  

 

6 Perceived  equi-

ty 

    1.547 20.066 <0.001*** 0.824 

CHI
2
  Hosmer and Lemeshow Test =5.856 (SIG>0.05)        correct classification ratio = 82.2% 

According to multiple logistic regression model in table (4-17), it can be concluded the 

following: 

1. Chi –square test: 

Since the value of "chi-square test" is (187.717) with significant at (0.001) level, then 

the researcher concludes that the overall independent variables statistically significant 

impact on the dependent variable or the model was  fitted to logistic regression. 

2. Coefficient of determination R
2
 :           

The independent variables accepted in the model explain (54.4%) from the total varia-

tion of log odds ratio or logit model, i.e., dependent variable  (performance of the ben-

efit packages ), the rest percent due to either the random error in the regression model 

or other Independent Variables excluded from the regression model. Larger pseudo r-

square statistics indicate that more of the variation is explained by the model, to a 

maximum of 1.  
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3.  Hosmer and Lemeshow Test: 

Since the significance of the test is (0.440), which greater than (0.05), then the model 

adequately fits the data. 

4. The Classification table: 

An overall correct scores is (82.2%) 

5.  Wald test:     

The significant independent variables are, infrastructure, Man power , finance and per-

ceived equity, with significant at less than (0.05), which are  (0.001) , (0.02) , (0.001)  

and (0.001) level respectively. 

6. Probability event: 

The important variables are with probabilities:  perceived equity, finance, Manpower, 

infrastructure, service delivery and provision (0.824), (0.820), (0.748), (0.687) and 

(0.525) respectively. 

7. Logistic Regression model: 

 It cab be written as : 

Where, 

P  is the probability of the performance of the benefit package. 

X1  is the job satisfaction on the infrastructure dimension of SHI system (in-

dependent variable).      

X 2   is the job satisfaction on the man power dimension of SHI system (inde-

pendent variable).      










 p

p
Ln

1
54321 547.1519.1099.0086.1785.0833.2 xxxxx  
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X 3   is the job satisfaction on the service delivery and provision dimension of 

SHI system (independent variable).       

X 4  is the job satisfaction on the finance dimension of SHI system (inde-

pendent variable).  

X 5   is the job satisfaction on the perceived equity dimension of SHI system 

(independent variable).     

By substituting the values of independent variables, we can then predict the dependent 

variable (the performance of the benefit package).  

From the model, the researcher can conclude that there is positive relation between 

the independent variables and the dependent variable, which means that the health 

providers’ job satisfaction on dimensions of SHI system has an effect on the perfor-

mance of the benefit packages. 

4.19.2: There is no significant effect of the health providers’ demographic characteris-

tics on the job satisfaction on SHI system. 

For this hypothesis, T-test and one-way ANOVA will be used to measure the significant 

effect of the health professionals’ demographic in terms of gender, age, marital status, 

professional status and type of work on the satisfaction on SHI system (Appendix C from 

tales 30 to 34)  

Table (4-19) T-Test and ANOVA Test of the demographical characteristics and job satisfaction  

Variables  T-Test  Sign. value  

Gender 1.533 0.126 

Type of work 4.799 <0.001
***

 

 F-Test Sign. Value 

Age 9.100 <0.001
***

 

Marital status 5.076 0.007
** 

Professional  status 7.820 <0.001
*** 
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According to T-test and ANOVA table calculation (4-18), it can be concluded that: 

 There is no significant effect of the health professionals’ gender on the job satisfac-

tion on SHI system, with T-test value is (1.533) and at significant level greater than 

(0.05), which is (0.126). These results confirm the first sub null hypothesis.  

 There is significant effect of the health professionals’ age on the job satisfaction on 

SHI system, with -F-Test value is (9.1) and at significant level (0.001), which is less 

than (0.05). These results reject the second sub hypothesis.  

 There is significant effect of the health professionals’ marital status on the job satis-

faction of SHI system, with -F-test value is (5.076) and at significant level (0.007), 

which is less than (0.05). These results reject the third sub hypothesis.  

 There is significant effect of the health professionals’ professional status on the job 

satisfaction on SHI system, with -F-test value is (7.820) and at significant level 

(0.001), which is less than (0.05). These results reject the fourth sub hypothesis.  

 There is significant effect of the health professionals’ type of work on the perfor-

mance of the benefit packages, with T-test value is (4.799) and at significant level 

(0.001), which is less than (0.05). These results reject the fifth sub hypothesis.  
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4.19.3:  There is no significant effect of the health provides’ views on ranking reform 

priorities toward SHI system on the performance of the benefit packages. 

Table (4-20): logistic regression model to measure the effect of the health providers’ views of 

ranking reform priorities toward SHI system on the performance of the benefit packages. 

Prob

. 
R

2
 

Chi –square test Wald test Estimated 

coefficient 
Independent 

Variables 
No 

Sig. Value Sig. Value 

0.190 39.1% <0.001
*** 

124.405 <0.001*** 78.274 -1.449 Constant 

 
1 

0.939    <0.001*** 100.339 2.728 Professionals’ 

views  
2 

         

 correct classification ratio = 80.1% 

According to multiple logistic regression model in table (4-19), it can be concluded the 

following: 

1. Chi –square test: 

since the value of "chi-square test" is (124.405) with significant at the (0.001) level, 

then the researcher concludes that the overall independent variables statistically signif-

icant impact on the dependent variable or the model is fitted to logistic regression. 

2. Coefficient of determination R
2
 :           

The independent variable accepted in the model explains (39.1%) from the total varia-

tion of log odds ratio or logit model, i.e., dependent variable, the performance of the 

benefit packages. 
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3. The Classification table: 

An overall correct scores is (80.1%) 

4.  Wald test:     

The significant independent variable is providers’ views on ranking perform priorities 

toward SHI system, with significant at less than (0.05), which is (0.001) level. 

5. Probability event: 

The probability of this independent variable is (0.939).  

6. Logistic Regression model: 

It can be written as:  

 

Where, 

P    the probability of the performance benefit packages. 

X1   health professionals’ views on ranking reform priorities toward SHI system.   

From the model, the researcher can conclude that there is positive relation between 

the independent variable and the dependent variable, which means that the health 

providers’ views of ranking reform priorities toward SHI system has an effect on the 

performance of the benefit packages.  

 

 

 

 










 p

p
Ln

1
1728.2449.1 x 
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4.19.4: There is no significant effect of the health providers’ views on ranking reform 

policies related them of the performance of the benefit packages. 

 

Table (4-21): logistic regression model to measure effect of health providers’ views of ranking 

reform policies related to them on the performance of the benefit packages. 

Prob R
2

 
Chi –square test Wald test Estimated 

coefficient 
Independent 

Variables 
No 

Sig. Value Sig. Value 
0.167 29.2% <0.001

*** 
88.939 <0.001*** 69.074 -1.609 Constant 

 
1 

0.898    <0.001*** 75.891 2.176 Professionals’ 

views  
2 

         

correct classification ratio = 74.00% 

According to multiple logistic regression model in table (4-20), it can be concluded the 

following: 

1. Chi –square test: 

Since the value of "chi-square test" is (88.939) with significant at the (0.001) level, 

then the researcher concludes that the overall independent variable statistically signifi-

cant impact on the dependent variable or the model is fitted to logistic regression. 

2. Coefficient of determination R
2
:           

The independent variable accepted in the model explains (29.2%) from the total varia-

tion of log odds ratio or logit model, i.e., dependent variable, the performance of the 

benefit packages.  

3. The Classification table: 

An overall correct score is (74.00%). 
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4. Wald test:     

The significant independent variable is the health providers’ views on ranking perform 

policies related to them, with significant at less than (0.05), which is (0.001) level. 

5. Probability event: 

The Probability event of this independent variable is (0.898) 

6. Logistic Regression model: 

 It can be written as: 

 

P  the probability of the performance benefits packages. 

X1   health providers’ views on ranking reform policies related to them (independ-

ent variable).  

From the model, the researcher can conclude that there is positive relation between 

the independent variable and the dependent variable, which means that the health 

professionals’ views of ranking reform policies related to them has an effect on the 

performance of the benefit packages. 

 

 

 

 

 

 

                                 








 p

p
Ln

1
1176.2609.1 x 
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Conclusion 

1) There was an increase in the number of disability adjusted life years  

(DALY) of HCV, especially among the males (DALY for males was higher than fe-

males), which means that the burden of disease and the costs related them will con-

tinue to grow. It will be the first main causes of deaths in Egypt as a result of the 

main causes of liver cirrhosis and liver cancer. In 2014, DALY (1,3%) with discount-

ing and age weighting per 1000 person was  about 9 years lost from patient life due to 

HCV. This leads to a decrease in the productivity of the population, especially among 

the males. 

2) Most of the respondents were dissatisfied with the SHI system. They faced difficul-

ties in access to the health care services especially by poor. As well, they faced low 

quality of health care services, due to the low level of the government spending.  

3) Public satisfaction will be enhanced when accessibility to the health care services is 

easier and the health care providers are skilled, professional and respectful.  

4) The results of this research illustrated numbers of policy strategies of the top priority 

setting in the point of view of the public and the health providers: 

• Separating the provision of the health services from the financing.  

• Improving the quality of health providers in local areas and their technical 

abilities.   

• Improving the quality of social health insurance facilities by increasing the 

deductible contributions.  

• Improving access to health care services distribution. 

• The prevention and chronic disease management. 

• Improving drug supply. 
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5) In the development of suitable health benefit package, some criteria should be taken 

into consideration: comprehensiveness, equity, quality, cost-effectiveness of inter-

ventions and the burden of disease. Designing health benefit package according to the 

burden of disease indicators such as DALY. 

6) Overall, Egypt needs a major reform of the health care service delivery.   

7) The results of testing the hypothesis for the beneficiaries’ questionnaire were  the 

following: 

• The satisfaction on:  infrastructure, manpower, the service delivery and pro-

vision, finance, the perceived equity and public’s participation have a signif-

icant impact on the performance of the benefit packages. 

• There is no significant impact of the beneficiaries’ demographic characteris-

tics in terms of (age, marital status, educational status, and professional sta-

tus) on the beneficiaries’ perception for the satisfaction on SHI system. 

However, there is significant effect of gender and income group on general 

satisfaction. 

• The improvement of beneficiaries’ satisfaction on SHI system has a signifi-

cant impact on the performance of the benefit. 

• The beneficiaries’ views on ranking reform priorities toward SHI affect sig-

nificantly on the performance of the health benefit packages. 

8) The results of testing the hypothesis for the health professionals’ questionnaire 

were the following:  

• The job satisfaction on:  infrastructure, manpower, the service delivery and 

provision, finance, the perceived equity and professional’s participation have 

a significant impact on the performance of the health benefit packages. 
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• There is a significant impact of the health professionals’ demographic charac-

teristics in terms of (age, marital status, professional status and type of work) 

on job satisfaction on SHI system. However, there is no effect of gender on 

job satisfaction on SHI system.  

• The health professionals’ views on ranking reform policies related to them 

have a significant impact on the performance of the health benefit packages. 

• The health professionals’ views on ranking reform priorities toward SHI sig-

nificantly affect on the performance of the health benefit packages. 

Recommendations 

1) Egypt needs to establish HTA bodies in order to manage the budget, to improve the 

efficiency of the health services, and to make the resource allocation and priority 

for health interventions.  

2) HIO can continue as the payer for formal sector and PTES can be responsible for 

the informal sector. In the long run, theses two payers can be merged once their 

benefit packages and rules.   

3) The government should prioritize health expenditure toward HCV.  

4) Applying DALY measure on non-communicable diseases such as diabetes and 

hypertension. 

5) Measuring the cost effectiveness of the interferon and the sovaldi intervention; using 

cost effective ratio in order to evaluate which one is cost effective intervention.   

6) Expanding and modifying the health benefit package to be comprehensive benefit 

packages, but excluding services that are not essential by studying the characteris-



171 
 

tics of the epidemiological transition (which include burden of diseases, injuries 

and the risk factors). As well, it is recommended to identify the targeted popula-

tions that are entitled to access to the health benefit packages interventions. 

7) Defining and costing package of services. 

8) Egypt should have better data on the burden of disease (the prevalence, the inci-

dence and the death numbers) to quantify it in terms of DALY measure.  

9) Improving the quality of  health care services and ensuring equitable distribution of 

a responsive health staff accreditation in order to increase the patients satisfaction 

through:  

a) Establishing independent body for accreditation and creating accreditation 

standards to promote high quality care. As well, it is recommended to extend 

the accreditation standards to all the public health care clinics and to high-

light the degree of motivation of health care professionals.  

b) Supporting for health providers, especially those who work in rural and diffi-

cult circumstances. 

c) Patients' satisfaction surveys should be carried out routinely in all aspects of 

health care in order to improve quality of services. 

10) Improving the incentive system for the health care providers through:  

a) Ensuring that the health providers’ behavior is modified to serve national 

health sector goals and at the same time ensure providers satisfaction. 

b) The incentive system should be financial in order to implement the quality 

standards and the infection control; to improve coverage and patients’ utiliza-

tion; and to complete family health records. 
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c) Payment for performance system should be implemented for health provid-

ers’ job satisfaction. 

11) In the light of achieving social justice, health care service delivery to the poor peo-

ple should be accessible by: 

a) The expansion of infrastructure; in order to provide more service delivery to 

all low-income districts and provision of outreach clinics.   

b) Improving the supply of relevant personal health services and making them 

more accessible to the poor.  

c) Allocating the resources according to the relative health care need of people 

and the burden of disease, then it is needed to choose the interventions which 

are the most cost –effective. 

d) Including the preventive services; besides the curative services in SHI ser-

vices and giving priority to preventive services.  

e) Improving access to family health care and reducing waiting time that will 

help the patients to be healthier, get connected to the right care and require-

ments treatments will be likely less in inpatient care.  

12) Expanding health sector program reform (HSPR) is recommended to cover all gov-

ernorates and family health fund (FHF) that should move toward inpatient services.  
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APPENDIX   A &B 
       

 

 ( أ)ملحق 

 رضا المستفدين عن نظام التأمين الصحي عن  إستبيان

 

 تحية طيبه وبعد                                              

أسماء محمد سعد حسين  المعيده بقسم الرياضة والتأمين تقوم بإجراء / نحيط سيادتكم علما بأن الباحثه 

  :بحث علمى للحصول على درجة الماجستير فى التأمين  بعنوان  

 

 " تصميم حزمة مزايا مناسبة لنظام تأمين صحى شامل بالتطبيق على جمهورية مصر العربية  "

 

كمستفدين بنظام التأأمين الصأحي للحصأول علأي بيانأات لذا نرجو من سيادتكم التكرم بتسھيل مھمة الباحثه 

، علمأا  بأأن وقأل المقابلأة   من خالل إجراء مقابالت شخصية إلستيفاء قائمة األستقصأاءمن هذا اإلستبيان 

وسيقتصأأر فأأي  اإلعتبأأار  تؤخأأذالتأأى سأأيتم تجميعھأأا سأأو   أرائكأأم ؤكأأد لكأأم أن أو يتعأأدي عوأأرون دقيقأأة

 0 استعمالھا على أغراض البحث فقط 

 نوكر سيادتكم على حسن تعاونكم معنا
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 : نظام التأمين الصحي  عن رضا المستفدين  : األول الجزء 

،  نظام التأمين الصحيعن مدى رضاهم عن  المستفديننظر وفيما يلي بعض الجمل ذات الصلة بوجھات 

 في العمود ()يرجى القراءة بعناية، ووضع 

 البنية التحتية( أ

 ارفض بشده ارفض  محايد اوافق اوافق بشدة السؤال التسلسل

يوجد ،  في اقرب مكان وحدة صحية من منزلي   4

في مكتب الطبيب كل ما يلزم لتقديم الخدمة 

 0 الصحية الكاملة 

     

تكون ،  في اقرب مكان وحدة صحية من منزلي  .

 0غرفه اإلنتظار مجھزه علي أعلي مستوي 

     

يكون  ،في اقرب مكان وحدة صحية من منزلي   4

 دائما المكان نظيفا  

     

يوجد بعض ا شياء حول الوحدة الصحية التى  4

 اتلقى بھا رعايتى الصحية بحاجة الى تحسينات

     

أقرب وحده صحيه من منزلي اتلقي فيھا الخدمه  0

إلجراء اإلختبارات   ومركز لالشعة يوجد معمل

 0   والفحوصات في وقل قصير 

     

يوجد ، في اقرب مكان وحدة صحية من منزلي  7

 0غرفة طوارئ 

     

المكان الذى اتلقى فيه الرعاية الطبية بالقرب من  7

للجوء منزلي ليس جيد أو مجھز لذلك اضطر 

 0لمراكز طبية خاصة

     

 العاملةالقوى ( ب

 أرفض بشدة ارفض  محايد اوافق اوافق بشدة السؤال التسلسل

قدم ي، في وحدات  الخدمات الصحية التى زرتھا 8

ورح عن سبب اإلاختبارات  والتحاليل الا طباء 

 0الطبية

     

 يستخدم األطباء ، في وحدات  الخدمات الصحية 9

المصطلحات الطبية دون أن يوضح ما احيانا 

 0تعنيه  

     

يعطي الطبيب ،  في وحدات  الخدمات الصحية 10

نادرا النصائح حول طرق لتجنب المرض والبقاء 

 في بصحة جيدة

     

     في وحدات  الخدمات الصحية التى زرتھا كان  11
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 أرفض بشدة ارفض  محايد اوافق اوافق بشدة السؤال التسلسل

 .األطباء يستمعوا بعناية إلى ما أقول

كان ، في مرافق الخدمات الصحية التى زرتھا  12

 0في فحصھم وعالجھم لياألطباء على عجل 

     

      أنا أشعر بالثقة تجاه األطباء الذين يتعاملون معي  13

تلقي  أفي حاله الحجز في المستوفي المستوفى،  14

دائما  ا هتمام من األطباء والممرضات بالسرعة 

 0الالزمة وكما ينبغى

     

في أقرب وحدة صحية ، يكون األطباء ذو مھارة  15

 0وخبرة 

     

 9مزايا الخدمات الصحية المقدمة( ج

 أرفض بشدة ارفض  محايد اوافق اوافق بشدة السؤال التسلسل

      على الفور الكوف صعوبه الحصول على موعد  16

صعوبة الحصول على الرعاية الطبية التى  17

 احتاجھا بسبب النقص فى ا دوية وعدم صرفھا

     

الطبية التى صعوبة الحصول على الرعاية  18

 0احتاجھا بسبب نقص في المعدات الطبية 

     

صعوبة الحصول  على الرعاية الطبية التى  19

او دائما احتاجھا ألن الطبيب غير موجود 

 0موغول

     

الحصول على الرعاية الطبية التى احتاجھا في  20

 0حالة الطوارئ

     

استطيع الوصول بسھولة إلى األطباء  21

 0المتخصصين الذين أحتاجھم

     

في أقرب وحدة صحية استطيع الحصول علي  22

 تطعيمات لألطفال 

     

 بد لي من اإلنتقال لمسافات طويلة للحصول  23

 0علي إجراء بسيط 

     

عندما يكون هناك شخص مريض في العائلة  24

 انتقل أو  إلى موفى عيادات الحكومية

     

هناك شخص مريض في العائلة عندما يكون  25

 انتقل أو  إلى العيادات الخاصة

     

 التمويل ( 

التسل

 سل

 ارفض بشده  ارفض  محايد  اوافق اوافق بشدة السؤال

     انا أجد ان الخدمات الصحية تحمي األفراد  بوكل عام  26
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التسل

 سل

 ارفض بشده  ارفض  محايد  اوافق اوافق بشدة السؤال

 0النفقات الصحية الباهظة ومن  الفقر 

      0الخدمة الصحية الرضا عن المواركة في تكلفة  27

القدرة علي الدفع مقابل الحصول علي الخدمات  28

 0 الصحية في القطاع الخاص

     

يمكن دفع المزيد من الرسوم مقابل جودة الخدمة  29

 0 الصحية المقدمة حاليا 

     

في بعض األحيان عدم الحصول علي الخدمات  30

 0صحيالالصحية المكلفة للتأمين 

     

اإلنفاق الحكومي على الرعاية الصحية أكثر من  31

 0الالزم

     

اإلنفاق الحكومي على الرعاية الصحية هو المبلغ  32

 0المناسب

     

 العداله اإلجتماعيه( ه

 

 التسلسل

 أرفض بشدة ارفض  محايد اوافق اوافق بشدة السؤال

ينبغى ان يدفع ذوي الدخل العالي اكثر للحد من  33

 الصحيةالتفاوتات 

     

ينبغى على أولئك الذين يستخدمون أكثر أن يدفعوا  34

 أكثر للحد من التفاوتات الصحية

     

لإلستدانة أو إقتطاع جزء من مدخراتي لدفع  قد ألجأ 35

 تكاليف الرعاية الصحية

     

نى مواطن فى هذه البلد والرعاية الصحية تعتبر إبما  36

  ينبغى ان ادفع  حق المواطنة وحق انسانى لذلك

 0  مقابل الحصول عليھا

     

الوعور بإهتمام أكبر ألصحاب الدخول المرتفعة  37

 0والمتوسطة

     

عدم لجوء األغنياء إلي استخدام نظام الرعاية  38

 0الصحية الخاص بنا 

     

 

 

 مشاركة العامة( و

 ارفض بشدة ارفض  محايد اوافق اوافق بشدة السؤال التسلسل
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هناك إهتمام بمعرفة األراء حول خدمات الرعاية  39

 .الصحية

     

يتعين على متخذي القرار  تحديد أولويات النظام  40

 0الصحي

     

      0يتعين على األطباء تحديد أولويات النظام الصحي 41

ينبغي على ممثلي الجمھور، تحديد أولويات النظام  42

 0الصحي

     

 

: أولويات إصالح نظام التأمين الصحي تجاهتحسين رضا المستفدين  بشكل عام :  نيالجزء الثا       

 أولويات إصالح نظام  التأمين بوكل عام فيما يخص  المستفدين وفيما يلي بعض الجمل المتعلقة بعوامل تحسين رضا  

 : في العمود بالنسبة الى تصنيف هذه الجمل( √)الصحي من اجل تغطيه شامله، يرجى القراءة بعناية ووضع إعالن 

:عوامل تحسين نسبة رضا العامة بشكل عام( أ  

اوافق  السؤال التسلسل

 بودة

 ارفض بوده  ارفض  محايد  اوافق

عندما اقرر : سيتم تحسين رضائى 43

 اختيار الطبيب

     

عندما يتم : سيتم تحسين نسبة رضائى 44

إنواء مكاتب تستعلم عن مدى رضا 

 المرضى

     

سھوله : سيتم تحسين نسبة رضائى 45

 الوصول إلي خدمات الرعاية الصحية

     

عندما : سيتم تحسين نسبة رضائى 46

 تنخفض تكلفة الفحص والتحليل

     

 

 التأمين الصحي نظام في ترتيب أولويات اإلصالح تجاه  الجمهور وجهات نظر( ب

 ارفض بشده  ارفض  محايد  اوافق اوافق بشدة السؤال التسلسل

هدفه تأمين صحي  العمل علي إتباع نظام  47

أولوية قصوى  هي0 فصل الخدمة عن التمويل

 0إلصالح النظام الصحي

     

عن طريق  تحسين جودة الوحدات الصحية  48

هي أولوية قصوى  زيادة اإلشتراك المخصوم

 0إلصالح النظام الصحي

     

     تحسين جودة مقدمي الخدمة في المناطق  49
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نظام في  مقدمي الخدمةتوافر المعايير المناسبة لتصميم حزمة مزايا مناسبة من وجهة نظر   :الثالث لجزء ا

 0  التأمين الصحي

وفيما يلي بعض الجمل ذات الصله  ,  المستفدين توافر المعايير المناسبة لتصميم حزمة مزايا مناسبة من وجھة نظر  

 0   دفي العمو(  √) عن  توافر المعايير في تصميم مزايا مناسبة ، يرجي قراء تھا ووضع عالمه صح  

 عدم دفع المحلية وقدراتھم الفنية من أجل 

هي أولوية قصوى  أموال في القطاع الخاص

 0   إلصالح النظام الصحي

خالل  تحسين الوصول للخدمات الصحية  من 50

الحماية المالية لألفراد  والعداله تحقيق 

اإلجتماعية هو أولوية قصوى إلصالح النظام 

 الصحي

     

تحسين إمدادات األدوية هو أولوية قصوى  51

 إلصالح النظام الصحي

     

 ارفض بشده  ارفض  محايد  اوافق اوافق بشدة السؤال التسلسل

ينبغي علي مزايا التأمين الصحي أن تكون  من المزايا  52

( 0عالجية ووقائية)والواملة   المتكاملة  

     

ينبغي علي مزايا التأمين الصحي أن تحقق مستوي  53

0عال من الجودة  

     

تواجه الطلب أن ينبغي علي مزايا التأمين الصحي  54

0المتزايد بوكل كفء   

     

في   ينبغي علي مزايا التأمين الصحي أن تحقق العدالة 55

الحصول علي الخدمات الصحية بين مختلف الفئات 

0المجتمعية  

     

تقدم التغطية  أن ينبغي علي مزايا التأمين الصحي   56

0باقل تكلفة ممكنة المثلي   

     

0 ينبغي علي مزايا التأمين الصحي أن تحقق أهدافھا   57       

أولوية  أن تعطي ينبغي علي مزايا التأمين الصحي   58

0اإلنفاق لألمراض  األكثر إنتوارا وتكلفة  

     

ينبغي علي  مزايا التأمين الصحي  أن تعطي الجودة  59

والتغطية المثلي مما يؤدي إلي زيادة توقع الحياه لمتلقي 

0الخدمة  
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 ( ب)ملحق 

 إستبيان عن الرضا الوظيفي لمقدمي الخدمة عن نظام التأمين الصحي                     

 السيدة   /السيد

 تحية طيبه وبعد                                              

أسأماء محمأد سأعد حسأين  المعيأده بقسأم الرياضأة والتأأمين تقأوم بأإجراء / نحيط سيادتكم علما بأن الباحثأه 

 : بحث علمى للحصول على درجة الماجستير فى التأمين بعنوان 

  

 " تصميم حزمة مزايا مناسبة لنظام تأمين صحى شامل بالتطبيق على جمهوريه مصر العربية  "

 

فأى كمقأدمي خدمأة التأأمين الصأحي  لذا نرجو من سيادتكم التكرم بتسأھيل مھمأة الباحثأه  والتعأاون معھأا 

وقأل  الحصول على بيانأات مأن خأالل إجأراء  مقأابالت شخصأية إلسأتيفاء قائمأة األستقصأاء ، علمأا بأأن

 تؤخأأذ فأأي  اإلعتبأأار التأأى سأأيتم تجميعھأأا سأأو   أرائكأأم ؤكأأد لكأأم أن أو0 عوأأرون دقيقأأةالمقابلأأة   يتعأأدى 

 0 وسيقتصر استعمالھا على أغراض البحث فقط 

 

 نوكر سيادتكم على حسن تعاونكم معنا
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  عن  نظام التأمين الصحي  الوظيفي مقدمي الخدمةرضا : األول الجزء 

 عن  الوظيفي  فيما يلي بعض الجمل ذات الصلة التى تعرض وجھات نظر مقدمي الخدمة  الخاصة بتقييم رضاهم

 في العمود  ()، يرجى القراءة بعناية، ووضع نظام التأمين الصحي 

 0  رضا مقدمي الخدمة  ووجهات نظرهم حول نظام التأمين الصحي

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد اوافق

 بشدة

      .عن وظيفتي بوكل عام الرضا  4

      .التواصل مع الجمھور اثناء تقديمى للخدمة .

يعتمد  احساسى بالرضا الوظيفي نسبة إلى  4

 .المستفدينرضا ا

     

يعتبر أجرى مقبول بالمقارنة مع القطاعات  4

 .األخرى

     

 التى اوفرها  لمقدمي الخدمةاعتبر الخدمة  0

 مرضية

     

وسائل اإلعالم  وزارة الصحة تتعاون مع 7

 لتحسين هيبة مھنتي

     

التأمين الصحي المصري يضمن قطاع ا 7

 0بين القطاعات  األخري حقوق العاملين

     

يعمل بوكل  المصرينظام التأمين الصحي  1

 جيد

     

الى  المصرييحتاج نظام التأمين الصحي   9

 0 تغييرات كبيرة

     

 

 البنية التحتية( أ

اوافق  السؤال التسلسل

 بشدة

أرفض  ارفض  محايد اوافق

 بشدة

مناسبين إلحتياجات  المباني تعتبر المعدات وا 10

 0العمل

     

تعتبر نظافة وحدات الرعاية الصحية جيدة  11

 0 جدا

     

      0وجود نظام لصيانة األجھزة الطبية  12

التغذية وصالحية الطعام لمرضي  13

 0 المستوفيات المقيمين تتم بوكل جيد 

     

     تتوافر األجھزة الطبية الحديثة بغر   14
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اوافق  السؤال التسلسل

 بشدة

أرفض  ارفض  محايد اوافق

 بشدة

 0 العمليات

تُستخدم قاعدة البيانات اإللكترونية في  15

 0 وحدات الرعاية الصحية بوكل جيد جدا

     

 والبنيةبوكل عام الحاله العامة لإلمدادت  16

 0جيدة يةالتحت

     

تقوم سياسات األنظمة على توفير وضمان  17

 0تكلفة األدوية 

 

     

 القوى العاملة( ب

اوافق  السؤال التسلسل

 بشدة

ارفض      ارفض محايد  اوافق

 بشدة

ليس لدي أي مواكل خاصة بالتنقل في  18

 0 المناطق بھد  نور التوعية 

     

      0كافي  يعتبر عدد األطباء 19

      0 يعتبر عدد الممرضات والفنيين كافي  20

يتم توفير الخصوصية لكل مريض علي  21

 0 حده 

     

اقدم دائما الموورة للمرضي للعيش  22

 0بأسلوب حياة صحي

     

أتمنى الحصول على مزيد من الدورات  23

التدريبية المناسبة لواجباتى الحالية 

 0والمتعلقة بعملي

     

انا أحمي األجھزة والمعدات الطبية   24

 0 وكإنھا  ملكي

     

جودة وكفاءة العاملين في المجال  25

 0 لصحي تتحسن بوكل عاما

     

 

 مزايا  الخدمات الصحيه المقدمة ( ج

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد اوافق

 بشده

 أكثر تكلفة الرعاية الصحية تذهب لمعالجة 26

 .األمراض المزمنة، وللوقاية المحتملة منھا

     

     في النظام الحالي، تتركز الموارد بوكل كبير  27
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اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد اوافق

 بشده

صحاب المراحل على الخدمات العالجية أل

المتقدمة من المرض، وغالبا  ختبارات 

 .وإجراءات النتائج غير المؤكدة

تتوافر األدويه دون ، في حاله صر  الدواء  28

 0األدويه البديله اللجوء إلي 

     

الوقاية لديھا  القدرة على تحسين اإلنتاجية  29

 0ونوعية الحياة وتقليل معد ت الوفاة المبكرة

     

، الكوف المبكر عن األمراض والتحصين 30

واألدوية الوقائية أيضا يمكن أن تكون فعالة 

في الحد من وتيرة وشدة اإلصابة بأمراض 

واألسباب الرئيسية األخرى القلب والسرطان 

 .للمرض والوفاة الموجودة في مصر

     

سھولة الوصول إلي  تغطية شامله للخدمات  31

األساسية والوقائية يساعد في  سھولة الكوف 

عن األمراض في مراحل عالجھا ويقلل من 

 0التفاوتات الصحية وتفاوتات اإلنفاق  الصحي

     

التركيز على الوقاية يمكن أن تغير بوكل  32

 ملحوظ في النظام  الرعاية الصحية في مصر  

     

ا نفاق على فعالية الوقاية الصحية  له دور  33

 0من الناحية ا قتصادية

     

سو  يمثل مدخل طبيب العائلة  نظام   34

الحصول علي الخدمات الصحية الثانوية 

 0والثالثية

     

المرضى لديھم دائما ا ختيار بين مقدمي  35

الرعاية الصحية في وحدة الرعاية الصحية 

 0 ووحدات الرعاية الصحية 

     

المرضى لديھم دائما الفرصة لرؤية أخصائي،  36

 .إذا كانوا يرغبون فى ذلك

     

بالنظر إلى القيود المفروضة على الموارد،  37

الرعاية ينبغي للحكومة أن توفر فقط خدمات 

 .الضرورية للفقراء/ الصحية األساسية 

     

يتعين على الحكومة توجيع أولئك الذين  38

يستطيعون تحمل نفقات الرعاية الصحية من 

 0اقطاع الخاص

     

     يتعين علي الحكومة  أن تعطي  أولويه   39
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اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد اوافق

 بشده

اإلنفاق الصحي  لمرض فيروس سي 

امراض الكبد المتعلقه وا مراض الغير ،

 0الضغط وأمراض القلب  ،مثل السكر  معدية

 التمويل ( د

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد  اوافق

 بشدة

      0تنفق الحكومة أكثرمن الالزم علي الصحة 40

      0تنفق الحكومة المبلغ المناسب علي الصحة 41

      0تنفق األسر أكثرمن الالزم علي الصحة 42

      0األسر المبلغ المناسب علي الصحةتنفق  43

 العداله اإلجتماعية( ه

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد  اوافق

 بشدة

ويل الرعاية الصحية  ينبغي أن يضمن نظام تم 44

 0والنفقات الصحية الباهظةالفقر   بالحماية من

     

ينبغي أن يستند الدفع للرعاية الصحية على  45

من ذوي الدخل العالي بحيث  الدفع القدرة على 

 .تدفع أكثر من ذوي الدخل المنخفض

     

ينبغي أن يستند الدفع للرعاية الصحية على  46

القدرة على ا ستفادة  بمعني الذين يستخدمون 

الرعاية الصحية أكثر ينبغى عليھم الدفع أكثر 

 .النظر عن دخلھمبغض 

     

 مشاركة مقدمي الخدمه ( و

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض اوافق

 بشدة

ال 

 اعرف

هناك إهتمام بمعرفة األراء حول الخدمات  47

 0 الصحية المقدمة

     

ينبغي على األطباء تحديد أولويات النظام  48

 0الصحي وتخصيص الموارد 

     

ينبغي علي  متخذي القرار وخبراء الصحة  49

تحديد أولويات النظام الصحي وتخصيص 

 0 الموارد

     

     ينبغي على ممثلي الجمھور، تحديد أولويات  50
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اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض اوافق

 بشدة

ال 

 اعرف

 0النظام الصحي وتخصيص الموارد

 أنا دائما اقدم المقترحات لتحسين 51

الخدمة  على سياسات وتطبيقات وزارة 

 0الصحة 

     

 : تجاه أولويات إصالح نظام التأمين الصحي مقدمي الخدمة  رضا  تحسين :  الثانيالجزء 

صأالح نظأام  أولويأات إبوأكل عأام فيمأا يخأص  مقأدمي الخدمأة وفيما يلي بعض الجمل المتعلقة بعوامأل تحسأين 

الى تصأنيف  في العمود بالنسبة( √)الصحي من اجل تغطيه شامله، يرجى القراءة بعناية ووضع إعالن  التأمين 

 :هذه الجمل

وجهات نظر مقدمي الخدمة في ترتيب األولويات الصالح نظام التأمين الصحي  تجاه الخدمات الصحية  ( أ)   

اوافق  السؤال رقم

 بشدة

ارفض  ارفض  محايد اوافق

 بشدة

فصل الخدمة عن اتباع نظام تأمين صحي هدفه   52

  التأمينالتمويل هي األولوية بالنسبة إلصالح نظام 

 0 الصحي  

     

ا هي  أولوية  53 تحسين جودة الوحدات  الصحية  عموم 

 0 قصوى إلصالح نظام التأمين  الصحي

     

تحسين إمدادات الدواء هي أولوية قصوى إلصالح نظام  54

 0التأمين  الصحي 

     

تحسين القدرات الطبية واألخالقية للعاملين في المجال  55

الطبي  هي أولوية قصوى إلصالح نظام التأمين  

 0 الصحي 

     

تحسين كفاءة الخدمات الصحية هي أولوية قصوى  56

 0 إلصالح نظام  التأمين  الصحي 

     

ضمان التغطية الواملة هي أولوية قصوى إلصالح  57

 0 نظام التأمين  الصحي

     

هي أولوية قصوى  لعدالة ا جتماعية بعين ا عتبارأخذ ا 58

 0 التأمين الصحي  إلصالح نظام 

     

التحكم في تكاليف الرعاية الصحية هي  أولوية  59

 0قصوى إلصالح  نظام  التأمين الصحي

     

الوقاية  وعالج المرض المزمن هي أولوية قصوى  60

 0الصحيإلصالح نظام   التأمين 

     

 

 وجهات نظر مقدمي الخدمة حول إصالح السياسات المتعلقة بهم( ب)
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اوافق  السؤال رقم

 بشدة

ارفض  ارفض اوافق

 بشدة

ال 

 أعرف

أود العمل في المناطق الريفية في ظل هذه الظرو  إذا  61

توفرت الوروط لضمان السالمة الوخصية سالمة األسرة 

0 

     

أود العمل في المناطق  الريفية في ظل هذه الظرو  إذا  62

 0للخدمات جيدة  التحتية كانل البنية 

     

أود العمل في المناطق الريفية في ظل هذه الظرو  إذا  63

 0تضمن نظام ساعات العمل المرنة 

     

أود العمل في المناطق المتخلفة في ظل هذه الظرو  إذا  64

 0بيل الضيافة/اإلقامة تم توفير مرافق 

     

نظام في  مقدمي الخدمةتوافر المعايير المناسبة لتصميم حزمة مزايا مناسبة من وجهة نظر  :  الثالث الجزء 

 0  مين الصحيأالت

وفيما يلي بعض الجمل ذات الصله عن  توافر المعايير في تصميم مزايا مناسبة ، يرجي قراء تھا ووضع عالمه 

 0العمود في (  √) صح  

اوافق  السؤال التسلسل

 بشدة

ارفض  ارفض  محايد  اوافق

 بشده 

ينبغي علي مزايا التأمين الصحي أن تكون   65

عالجية ) من المزايا المتكاملة الواملة

 ( وقائية

     

ينبغي علي مزايا التأمين الصحي أن تحقق  66

 0مستوي عال من الجودة

     

ينبغي علي مزايا التأمين الصحي ان تواجه  67

 0 الطلب المتزايد بوكل كفء 

     

ينبغي علي مزايا التأمين الصحي أن تحقق  68

العدالة في الحصول علي الخدمات الصحية 

 0بين مختلف الفئات المجتمعية

     

ينبغي علي مزايا التأمين الصحي  ان تقدم   69

 0ممكنة باقل تكلفة التغطية المثلي 

     

ينبغي علي مزايا التأمين الصحي أن تحقق   70

 0أهدافھا

     

أن ينبغي علي مزايا التأمين الصحي   71

أولوية اإلنفاق لألمراض  األكثر  تعطي 

 0إنتوارا وتكلفة

     

     ينبغي علي  مزايا التأمين الصحي  أن  72
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 رافيةجالخصائص الديمو: الرابع لجزء اا

  ()يرجى قراءة ا ستيان جيدا ووضع عالمة 0 وفيما يلي بعض الخصائص الوخصية لمقدمي الخدمة 

 على المربع المناسب

   أنثي                                                                 ذكر                    : النوع  -73

     

                                                               

                         .4أكبر من                          .4-.4من                     عام    .4أقل من                     : العمر -74

  

 

                                                                                   

   أرملة/أرمل     مطلق                                 غير متزوج                   متزوج                  :إلجتماعيةالحالة - 75

           

                

                             

    صيدلي                           طبيب أسنان                            إخصائي        ممارس عام                         :المهنة -76

 

 

 مقدم الرعايه ا خري                 رئيس الممرضا ت                                   

     

                                                                  

   

 نھارا وعند اإلستدعاء       نھارا فقط                                  لعات العمسا -77  

 

 

تعطي الجودة والتغطية المثلي مما يؤدي 

 0الحياه لمتلقي الخدمة إلي زيادة توقع
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Appendix C: Descriptive statistics of the questionnaires 

Table (1) Reliability and intrinsic validity for beneficiaries’ questionnaire variables 

No   

Dimension  

Reliability 

coefficient 

by 

Cronbach’s 

alpha  

intrinsic 

validity 

1 Infrastructure. 0.874 0.934 

2 Man power. 0.878 0.937 

3 Service delivery and provision. 0.915 0.957 

4 Finance  0.788 0.888 

5 Perceived equity  0.711 0.843 

6 Public participation  0.688 0.8295 

7 Factors improve general public satisfaction. 0.825 0.909 

8 Public views on ranking reform priorities. 0.763 0.873 

9 Criteria of the benefit packages. 0.940  0.969  

  Total 0.943  0.971  

Table (2) Confirmatory Factor Analysis by standardized and unstandardized regres-

sion weights for the beneficiaries’ Questionnaire:  

 

 

 

 
Path  

 

 Standardized     es-

timate 

Unstandardized 

Estimate 
S.E. T-test Significance level 

Q1 
<-

-- 
INFRA .793 1.000    

Q2 
<-

-- 
INFRA .884 1.145 .056 20.352 <0.001*** 

Q4 
<-

-- 
INFRA .866 1.085 .052 21.063 <0.001*** 

Q5 
<-

-- 
INFRA .546 .755 .067 11.196 <0.001*** 
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Q7 
<-

-- 
INFRA .774 .837 .049 17.044 <0.001*** 

Q10 
<-

-- 
Manpower .751 1.000    

Q11 
<-

-- 
Manpower .586 .895 .056 15.325 <0.001*** 

Q12 
<-

-- 
Manpower .751 .876 .057 15.315 <0.001*** 

Q13 
<-

-- 
Manpower .822 .965 .056 17.218 <0.001*** 

Q14 
<-

-- 
Manpower .899 1.142 0.60 18.948 <0.001*** 

Q16 
<-

-- 
SDP .910 1.000    

Q17 
<-

-- 
SDP .951 1.087 .037 29.108 <0.001*** 

Q18 
<-

-- 
SDP .803 .926 .042 21.838 <0.001*** 

Q28 
<-

-- 
FFP .822 1.484 .118 12.555 <0.001*** 

Q27 
<-

-- 
FFP .786 1.440 .117 12.307 <0.001*** 

Q26 
<-

-- 
FFP .647 1.000    

Q33 
<-

-- 
PE .587 1.000    

Q38 
<-

-- 
PE .859 1.922 .196 9.833 <0.001*** 

Q41 
<-

-- 
PP .716 1.026 .122 8.442 <0.001*** 

Q39 
<-

-- 
PP .734 1.000    

Q46 
<-

-- 
FIGPS .727 1.520 .144 10.564 <0.001*** 

Q45 
<-

-- 
FIGPS .823 1.495 .132 11.291 <0.001*** 

Q44 
<-

-- 
FIGPS .861 1.549 .135 11.492 <0.001*** 

Q43 
<-

-- 
FIGPS .562 1.000    

Q48 
<-

-- 
PVRRP .554 1.000    

Q49 
<-

-- 
PVRRP .978 1.573 .153 10.314 <0.001*** 
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Q50 
<-

-- 
PVRRP .637 1.234 .122 10.122 <0.001*** 

Q53 
<-

-- 
CBP .993 1.000    

Q54 
<-

-- 
CBP .911 .894 .021 41.655 <0.001*** 

Q57 
<-

-- 
CBP 0.975 0.993 0.014 71.933 <0.001*** 

Q58 
<-

-- 
CBP 0.657 0.607 0.035 17.162  

Q59 
<-

-- 
CBP 0.688 0.559 0.030 18.681 <0.001*** 

Table (3) descriptive statistics for the public’s satisfaction on the infrastructure  

NO. Infrastructure  MEAN SD CV RANK 

1 In the place I get medical care near my 

home, doctor’s office has everything 

needed to provide complete care in all 

time.  

 

1.7900 

 

1.22255 

 

68.30 

 

6 

2 In The place I get medical care near my 

home, the basic quality of the waiting 

room is very good. 

 

1.8225 

 

1.25696 

     

68.97 

 

7 

 

3 In the place I get medical care near my 

home, the level of the cleanliness usual-

ly is satisfactory.   

 

4.6600 

 

.90079 

 

19.33 

 

1 

4 There are things about the health ser-

vices facilitates that  I receive my care,  

from, needed need to be improved. 

 

2.0200 

 

1.21585 

      

60.19 

 

5 

5 In the place I get medical care near my 

home there is a laboratory or x-rays 

devices to do the tests and examinations 

in short time. 

 

2.3250 

 

1.34122 

      

57.69 

 

4 

6 In the place I get medical care near my 

home there is an emergency room. 

 

4.2675 

 

1.23684 

 

28.98 

 

2 
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7 In the place I get medical care near my 

home is not good enough so I have to 

resort special medical centers. 

 

2.3650 

 

1.04858 

    

44.34 

 

3 

TOTAL 2.0775 1.00761 48.50  

Table (4): Descriptive statistics for the public’s satisification on the Manpower  

NO. Manpower  MEAN SD CV RANK 

8 In the health services facilities that I 

visited, the doctors are explain the rea-

son for medical tests. 

 

3.8050 

 

1.32906 

      

 34.93 

 

1 

9 In the health services facilities I visited, 

Sometimes the doctors use medical 

terms without explaining what they 

mean. 

 

3.2175 

 

1.58160 

      

 49.16 

 

3 

10 In the health services facilities I visited, 

the doctors rarely give me advice about 

ways to avoid illness and to  stay 

healthy. 

 

2.1900 

 

1.42090 

      

 64.88 

 

6 

11 In the health services facilities I visited, 

the doctors listen carefully to what I 

say. 

 

2.3675 

 

1.56479 

      

 66.09 

 

7 

12 In the health services facilities I visited, 

the doctors hurry too much in examin-

ing and treating me. 

 

2.2550 

 

1.24453 

 

 55.19 

 

4 

13 I feel confident in the doctors who treat 

me. 

 

2.1575 

 

1.25164 

      

 58.01 

 

5 

14 When I  was admitted as a patient in 

the hospital, I always got attention from 

doctors and nurses as soon as possible  

 

1.9450 

 

1.35520 

      

 69.68 

 

8 
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15 In the nearest unit to my home, doctors 

are so skilled and have a  great experi-

ence in their field . 

 

4.0000 

 

1.39996 

 

 35.00 

 

2 

TOTAL 3.9025 1.12357    

28.79 

 

Table (5): Descriptive statistics for the public’s satisfaction on the service delivery and provision  

NO. Service delivery and provision  MEAN SD CV RANK 

16 In general I find it hard to get an exam-

ination right away. 

 

3.9925 

 

1.18362 

      

 29.65 

 

1 

17 In the nearest unit to my home, Some-

time I find it hard to get the medical 

care I need because of the shortage in 

pharmaceuticals and disposables. 

 

4.0275 

 

1.23107 

      

 30.57 

 

2 

18 In the nearest unit to my home, Some-

time I find it hard to get the medical 

care I need because of the shortage  in 

equipment. 

 

3.9150 

 

1.24162 

      

 31.71 

 

3 

19 In the nearest unit to my home, Some-

time I find it hard to get the medical 

care I need because the doctor was not 

there and is busy. 

 

2.3025 

 

1.52374 

      

 66.18 

 

7 

20 In the nearest unit to my home, it is 

easy for me to get medical care in the 

emergency 

 

1.8250 

 

1.28784 

      

 70.57 

 

9 

21 Easy access to the medical specialists I 

need. 

3.9425 1.40504   35.64 5 

22 In the nearest unit to my home, I can 

get my children vaccinated. 

 

3.7375 

 

1.23386 

      

 33.01 

 

4 

23 I have to travel long distance to get 

simple procedure done. 
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1.9775 1.45337  73.50 10 

24 When someone is sick in my family, at 

first I will go to government hospital 

/clinics.  

 

4.1200 

 

1.45977 

      

 35.43 

 

6 

25 When someone is sick in my family, I 

first go to private hospital /clinics. 

 

2.4400 

 

1.69959 

      

 69.66 

 

8 

TOTAL 3.2162 .95847   09.80  

Table (6): Descriptive statistics for the public’s satisfaction on finance  

NO. Finance MEAN SD CV RANK 

26 Generally, I find the health care ser-

vices protect from the poverty and the 

catastrophic health expenditures. 

 

2.3400 

 

1.34496 

 

57.48 

 

3 

27 The satisfaction on the participation in 

the cost of health care services. 

2.3300 1.57235 67.48 6 

28 I am able to pay for the private sector 

in order to get medical care whenever I 

need. 

2.4650 1.59535 64.72 5 

29 Paying more fees for the  quality health 

service is currently provided. 

4.0275 1.40773 34.95 2 

30 Sometimes, I can’t access to the health 

care services which are expensive for 

the health insurance. 

1.5400 1.14965 74.65 7 

31 Government spending on health care is 

Too much. 

1.4250 .84922 59.59 4 

32 Government spending on health care is 

The right amount. 

4.0650 1.27469 31.36 1 

TOTAL 3.2025 .79330 24.77  
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Table (7): Descriptive statistics for the public’s satisfaction on the perceived equity  

 NO. Perceived equity  MEAN SD CV RANK 

33 Those with higher income should pay 

more to reduce the health inequities. 

1.7550 1.15686   

65.92 

4 

34 Those who use more should pay more 

to reduce  the health inequities. 

3.6575 1.49525   

40.88 

3 

35 I had to raise money to pay for health 

care by borrowing money, selling 

household items and using family sav-

ing. 

3.7225 1.57534   

42.32 

2 

36 I’m a citizen of this country and 

health care is my citizenship and hu-

man right that I don’t have to pay 

for. 

2.4250 1.63740  67.52 5 

37 There is attention to high and middle 

income groups than the poor. 

3.8375 1.46508  38.18 1 

38 Our social health insurance system is 

not used by the rich people. 

2.1300 1.51950  71.34 6 

Total  1.9425 1.16408 59.93  

Table (8): Descriptive statistics for the public’s satisfaction on the public participation  

NO. Public participation  MEAN SD CV RANK 

39 There is interest in knowing my views 

in shaping health care services. 

4.2925 1.20440 28.06 3 

40 Policy makers should participate in set-

ting the priorities of the social health 

insurance system. 

4.2700 1.15127 26.96 2 

41 Doctors should participate in setting 

the priorities of the social health insur-

ance system. 

4.2400 1.26744  29.89 4 
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42 Public representatives should partici-

pate in setting priorities of social health 

insurance system. 

3.9550 1.04196  26.35 1 

Total   4.1237 .80975  19.64  

Table (9): Descriptive statistics for factors improve beneficiaries’ satisfaction  

NO. Factors improve beneficiaries’ reform  MEAN SD CV RANK 

43 My satisfaction will be improved: 

when I can decide in choosing the doc-

tor. 

4.1625 .91004  21.86 3 

44 My satisfaction wilt is improved: when 

the patients' satisfaction offices are 

created. 

4.4625 .91962  20.61 1 

45 My satisfaction will be improved: 

when accessibility to the health care 

services is easier. 

4.4700 .92804 20.76 2 

46 My satisfaction will be improved: 

when the cost of examination and 

analyses is dropped. 

4.3950 1.06856  24.31 4 

Total   4.2788 .81291  19.00  

Table (10): Descriptive statistics for Public views on ranking reform Priorities 

NO. Public views  MEAN   SD CV RANK 

47 Targeting social health insurance sys-

tem aims to separate the service from 

the funding is the top priority for 

health reform. 

3.9050 1.35113 34.60 5 

48 Improving the quality of  the social 

health insurance facilities by increas-

ing the deductible contributions is the 

top priority for health reform. 

4.2575 1.03870  24.40 3 
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49 Improving the quality of health pro-

viders in local Areas and their tech-

nical abilities in order not paying more 

money is the top priority for health 

reform. 

4.1650 .92461  22.20 1 

50 Improving access by increasing the 

financial protection and perceived eq-

uity is the top priority for health re-

form. 

3.9250 1.11467  28.40 4 

51 Improving drug supply is the top pri-

ority for health reform. 

4.1450 .98305  23.72 2 

Total   4.0250 .83733 20.80  

  

          Table (11): Descriptive statistics for criteria of the SHI benefit packages. 

NO.  Criteria of the SHI benefit packages. MEAN   SD CV RANK 

52 The social health insurance (SHI) health benefit 

package  should be comprehensive (curative and 

preventive services).  

4.1450 .98305  23.72 2 

53 SHI health benefit package should achieve high 

level of quality. 

3.3150 1.51708 45.76 6 

54 SHI health benefit package should be mostly 

determined according to the demands. 

3.4225 1.47799 43.18 5 

55 SHI health benefit package should achieve equi-

ty in providing the health services for all in all 

geographic areas. 

4.1525 .97036  23.37 1 

56 SHI health benefit package should give the   

highest coverage with the lower per capita. 

2.4250 1.21988  50.30 8 

57 SHI benefit package should achieve its purposes.   3.2725 1.53268  46.84 7 
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58 SHI should give the health spending priority for 

the most costly and prevalently diseases. 

3.8750 1.39256  35.94 4 

59 SHI benefit package  should give the best quality 

and maximum coverage that lead to increase the 

quality of life and expectancy among the benefi-

ciaries. 

3.6100 1.22337 33.89 3 

Total   3.8775 .81956  21.14  

  Table (12) T-test for measuring the effect of gender on the satisfaction on SHI system  

Dimension  Gender     Mean     SD      SE T-TEST  Significance 

level  

The satisfaction   Male    4.1837   0.84553 0.05766 2.558 .011 

Female    4.3892 0.76071    0.05593 

 

Table (13) one way ANOVA for measuring the effect of the age on the satisfaction on SHI system  

Dimension    Age     Mean     SD   S.E F-TEST  Significance 

level  

The satisfaction     18-29     3.7084     1.2708    0.49026      2.010 0.092 

  30-44 4.2536    0.78083   0.06599 

 45-59 4.2938    0.82490    0.06521 

 0ver 60 4.3718    0.70911   0.08029 

Total         4.2787    0.81291    0.04065   

Table (14) one way ANOVA for measuring the effect of the marital status on the  

Satisfaction on SHI system  

Dimension  Marital status     Mean     SD   S.E F-TEST  Significance 

level  

The satisfaction   Single  4.2536 0.78083  0.06599    0.632 0.595 

Married  4.2850 0.87299  0.06284 

 Divorced  4.3727 0.59487  0.08021 

widow/widower 4.0417 1.05439   0.30438 

Total   4.2787    0.81291   0.04065   
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Table (15) one way ANOVA for measuring the effect of the educational status on the 

Satisfaction on SHI system  

Dimension  Educational 

status  

   Mean     SD   S.E F-TEST  Significance 

level  

The satisfaction  Illiterate 4.3750 1.15728 0.40916     0.950  0.435  

primary/prep 

schooling 

4.1176 0.87553     0.21235 

Diploma 4.3380 0.80833      0.07778 

Bachelor 4.2922 0.71483      0.04703 

master/PHD 

degree 

4.0694    1.21979      0.20330 

Total   4.2787 0.81291    0.04065   

Table (16) one way ANOVA for measuring the effect of the occupational status on the 

Satisfaction on SHI system  

Dimension  Occupational status     Mean     SD   S.E F-TEST  Significance 

level  

The satisfaction   Student  4.1591 0.80750 0.17216        1.527 0.180 

Unemployment 3.9643 0.88718     0.23711 

Housewife 4.4121 0.79440     0.08328 

government sector 4.2922 0.71483      0.04703 

private sector  4.0694 1.21979     0.20330 

Self-worker  4.1667 1.29099 0.52705 

   Total   4.2787 0.81291     0.04065   

Table (17) one way ANOVA for measuring the effect of the income groups on the Satisfac-

tion on SHI system  

Dimension  Income group     Mean     SD   S.E F-TEST  Significance 

level  

The satisfaction   Less than l500 L.E 4.1316 0.94857 0.07694   9.772 <0.001
*** 

1500-3000 L.E 4.4908 0.60724    0.04756 

Over 3000 L.E 4.1353 0.81426     0.08832 

Total   4.2787 0.81956  0.04065   
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0-The providers’ Questionnaire:  

  Table (18): Reliability and intrinsic validity for health professionals’ questionnaire variables 

No  Dimension Reliability 

coefficient 

by 

Cronbach’s 

alpha  

intrinsic va-

lidity 

1 Health workers views on their health care 

system. 

 

0.782               

 

0.884 

2 Infrastructure  0.897 0.947 

3 Man power. 0.819 0.904 

4 Service delivery and provision. 0.876 0.936 

5 Finance  0.718 0.847 

6 Perceived equity  0.689 0.830 

7 Professionals’  participation  0.665 0.815 

8 Professionals’ views on ranking reform priori-

ties. 
0.912 

0.955 

9 Health professionals’ views on reform poli-

cies related to them.  
0.932 

0.965 

10  Criteria of the benefit packages. 0.754  0.868 

  Total 0.917  0.958 
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Table (19): Confirmatory Factor Analysis by standardized and unstandardized regression 

weights for the health workers’ questionnaire. 

  Path 

 

Standardized 

Estimate 

Unstandardized 

Estimate 
S.E. T-test 

 

Significance 

Level 

 

Q1 
<-

-- 
HWS .839 1.000    

Q5 
<-

-- 
HWS .655 .567 .042 13.435 <0.001*** 

Q6 
<-

-- 
HWS .621 .491 .041 12.112 <0.001*** 

Q17 
<-

-- 
INFRA .670 .940 .085 11.050 <0.001*** 

Q16 
<-

-- 
INFRA .646 .901 .083 10.825 <0.001*** 

Q15 
<-

-- 
INFRA .854 1.288 .096 13.480 <0.001*** 

Q13 
<-

-- 
INFRA .879 1.505 .110 13.725 <0.001*** 

Q12 
<-

-- 
INFRA .633 1.010 .095 10.657 <0.001*** 

Q11 
<-

-- 
INFRA .743 1.166 .077 15.211 <0.001*** 

Q10 
<-

-- 
INFRA .640 1.000    

Q19 
<-

-- 
Manpower .627 1.000    

Q21 
<-

-- 
Manpower .701 1.188 .090 13.232 <0.001*** 

Q25 
<-

-- 
Manpower .869 1.464 .108 13.603 <0.001*** 

Q39 
<-

-- 
SDP .583 .978 .101 9.685 <0.001*** 

Q33 
<-

-- 
SDP .760 1.053 .089 11.896 <0.001*** 

Q32 
<-

-- 
SDP .879 1.116 .085 13.124 <0.001*** 

Q31 
<-

-- 
SDP .804 1.154 .093 12.383 <0.001*** 

Q30 
<-

-- 
SDP .817 1.165 .081 14.359 <0.001*** 

Q29 
<-

-- 
SDP .622 1.000    
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Q40 
<-

-- 
Finance .778 1.000    

Q43 
<-

-- 
Finance .803 1.010 .079 12.853 <0.001*** 

Q44 
<-

-- 
PP .804 1.000    

Q45 
<-

-- 
PP .654 .888 .080 11.076 <0.001*** 

Q50 
<-

-- 
PROF_P .651 1.023 .078 13.108 <0.001*** 

Q49 
<-

-- 
PROF_P .714 1.000    

Q53 
<-

-- 
PV .801 1.000    

Q54 
<-

-- 
PV .930 1.073 .050 21.650 <0.001*** 

Q55 
<-

-- 
PV .941 1.033 .047 21.803 <0.001*** 

Q56 
<-

-- 
PV .848 .966 .051 18.845 <0.001*** 

Q57 
<-

-- 
PV .636 .782 .060 13.016 <0.001*** 

Q58 
<-

-- 
PV .672 .810 .058 13.899 <0.001*** 

Q63 
<-

-- 
HPV .800 .931 .071 13.178 <0.001*** 

Q62 
<-

-- 
HPV .889 1.018 .071 14.271 <0.001*** 

Q61 
<-

-- 
HPV .974 1.152 .049 23.293 <0.001*** 

Q60 
<-

-- 
HPV .839 1.000    

Q67 
<-

-- 
CBP .581 1.000    

Q70 
<-

-- 
CBP .957 1.616 .158 10.218 <0.001*** 

Q71 
<-

-- 
CBP .585 .939 .101 9.294 <0.001*** 
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Table (20): Descriptive statistics for health professionals’ views on job satisfaction on SHI system  

NO. Health workers views   MEAN SD CV RANK 

1 The satisfaction on my job in general. 2.7541 1.52771  55.47 5 

2 The communication with the population when I 

provide services. 

3.4672 1.21306  34.99 3 

3 My job satisfaction depends on the beneficiaries’ 

satisfaction.  

3.8880 .92811  23.87 2 

4 My salary is acceptable when it is  compared with 

other sectors. 

2.1120 1.26752  60.02 7 

5 The service I provide to the beneficiaries is satisfacto-

ry. 

2.8087 1.11110  39.56 4 

6 My profession prestige is improved by the co-

operation of MOHP with the media. 

1.6066 1.01407  63.12 9 

7 Egyptian social health insurance system is guaranteeing 

the employee's rights among other sectors. 

1.7240 1.03782  60.20 8 

8 Egyptian SHI system is Working well. 1.9699 1.12587  57.15 6 

9 Egyptian SHI system Needs major changes. 4.5355 .94657  20.87 1 

TOTAL 3.6448 .73527 20.17  

Table (21): Descriptive statistics for health professionals’ job satisfaction on infrastructure  

NO. Infrastructure  MEAN SD CV RANK 

10 Structure and equipment of the build-

ings are suitable to the needs of the 

work. 

2.0328 1.10986 54.60 5 

11 The cleanliness of SHI facilities, where  

I work  in is very good. 

1.8852 1.11427 59.11 8 

12 The maintenance of equipment in SHI 

facilities, where I work in is very good. 

2.4454 1.13283 46.32 4 



216 
 

13 The nutrition and edibility of food, 

which provided to the inpatients in SHI 

hospitals I work in is very good. 

2.2077 1.21657 55.11 6 

14 The presence of modern equipment in 

the operating rooms. 

2.6475 1.05406 39.81 1 

15  The Electronic data base which is used 

in SHI facilities where I work in is very 

good. 

1.8415 1.07118 58.17 7 

16 Generally, the overall conditions of in-

frastructure and supplies are suitable. 

2.4344 .99026 40.68 2 

17 Regulations policies are ensured and 

provide the drug cost . 

2.3115 .99656 43.11 3 

TOTAL 2.1721 .91285 42.03  

Table (22): Descriptive statistics for health professionals’ job satisfaction on the Man power   

NO. Man power   MEAN SD CV RANK 

18 I have no transport problems in  the outreach 

Areas. 

2.3388 1.25621 53.71 5 

19 Physicians’ numbers are enough. 1.9945 1.27353  63.85 7 

20 Nurses and technicians' numbers are enough. 2.0000 1.06758  53.38 4 

21 Privacy of every single patient is provided 2.0874 1.35202  64.77 8 

22 I always advice my patients to enjoy healthy 

life style. 

3.9481 .89138  22.58 3 

23 I wish to have further trainings that are re-

lated to my current duty and my job. 

4.4617 .97779  21.92 2 

24 I protect the material and equipment of the 

service unit as if they are my own. 

4.3361 .85314  19.68 1 

25 Generally, the Quality and efficiency of 

health personnel are improving. 

2.2568 1.34456 59.58 6 
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TOTAL 2.2978 1.07594  46.82  

able (23): Descriptive statistics for health professionals’ job satisfaction on service delivery and provision  

NO. Service delivery and provision  MEAN    SD  CV RANK 

26 Most of the health care costs are from chronic 

diseases, many of them are potentially pre-

ventable. 

3.6339 1.35378  37.25 8 

27 In the SHI system, resources are heavily 

concentrated on treatment services for 

more advanced stages of disease, mostly for 

tests and procedures of uncertain results. 

3.5847 1.38175  38.55 9 

28 In the case of providing drugs: effective 

drugs are available without alternatives. 

1.9344 1.18948 61.49 13 

29 Prevention has the potential to improve 

quality of life and reduce the premature 

death rates. 

4.4208 1.12165 25.37 6 

30 Early detection of diseases, immunization, 

and preventive medications also can be ef-

fective in reducing the frequency and sever-

ity of heart disease, cancer, and the other 

main causes of disease, death, and the 

health spending in Egypt. 

4.5273 .99482  21.97 3 

31 Easy Access to the universal health cover-

age of basic and preventive services leads to 

the detection of diseases at more easily 

treated stages and reducing the disparities 

in health care and health care spending. 

4.4372 1.00144 22.57 4 

32 Focus on prevention could alter the effi-

ciency of the Egyptian SHI system. 

4.5464 .88629  19.49 1 

33 Spending on effective forms of preventive 

care makes economic sense. 

4.4891 .96721  21.55 2 

14 Introduction of Family physician will act as 4.2705 1.01526  23.77 5 
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gate keeper for secondary and tertiary care.    

15 Patients always have a choice between 

health care providers in SHI facilities. 

2.2760 1.40949 61.93 14 

16 Patients always have the opportunity to see 

a specialist, as they wish. 

2.2158 1.17968 53.24 11 

17  The Given the limited resources, Govern-

ment should provide only the essential/basic 

health care services to the poor. 

2.3497 1.31715 56.06 12 

18 Government should encourage those who 

can purchase health care in the private sec-

tor. 

3.0000 1.48601 49.53 10 

19 Government should give health spending 

priority for HCV, liver diseases related and 

NCD, i.e diabetes and hypertension.  . 

4.1913 1.17113  27.94 7 

TOTAL 3.9126 1.04973 26.83  

Table (24) descriptive statistics for health professionals’ job satisfaction on finance  

  Finance   MEAN SD CV RANK 

40 Government spends Too much on health.  1.7951 1.37056 76.35 4 

41 Government spends just the Right amount on 

health.  

1.4563 .93750  64.38 3 

42 Household spends  Too much on health 3.6721 1.56385 42.59 1 

43 Household spends just the Right amount on 

health. 

2.3634 1.34130 56.75 2 

Total  2.0792 1.22217 58.78  

Table (25): Descriptive statistics for health professionals’ job satisfaction on perceived equity    

NO. Perceived equity   MEAN SD CV RANK 

44 SHI financing system should protect 

the beneficiaries from catastrophic 

4.1148 1.14817  27.90 1 
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health expenditures. 

45 Payment for health care should be 

based on the ability to pay- i.e. those 

with higher income should pay more 

than those with lower incomes. 

3.9754 1.25270 31.51 2 

46 Payment for health care should be 

based on the ability to benefit- i.e Those 

who use the health care more should 

pay more according to their income. 

2.1257 1.38507  65.16 3 

Total   3.1202 .82214 26.35  

Table (26): Descriptive statistics for professionals’ participation     

NO. Professionals  participation    MEAN SD CV RANK 

47 There is interest in knowing my views on shap-

ing health care services. 

2.2842 1.37736 60.30 5 

48 Doctors should determine priorities of the so-

cial health insurance system and resource allo-

cation. 

3.1749 1.45132 45.71 4 

49 Health policy makers and health experts should 

determine priorities of the SHI system and re-

source allocation. 

4.2951 .97099 22.61 1 

50 Public representatives should determine priori-

ties of the SHI system and resource allocation. 

4.0683 1.08954 26.78 2 

51 I always have suggestions  in  improving  the 

services of this service unit 

3.8607 1.20033 31.09 3 

Total   3.0724 .84939 27.65  

Table (27) descriptive analysis for health professionals views on reform priorities. 

NO. Health professionals views   MEAN   SD CV RANK 

52 Targeting health care system aims to separate 

the service from the funding is the top priority 

4.0027 1.28319  32.06 8 
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for health reform. 

53 Improving quality of SHI facilities in general 

is the top priority for health reform.  

4.3005 .94062  21.87 6 

54 Improving drug supply is the top priority for 

SHI reform. 

4.3525 .86884  19.96 3 

55 Improving the quality of health providers in 

local Areas and their technical abilities in or-

der to not pay more money is the top priority 

for health reform.  

    

56 Improving access to the health care services is 

the top priority for SHI reform.  

4.4016 .82754  18.80 1 

57 Ensuring universal coverage is the top priority 

for SHI reform. 

4.4235 .85905  19.42 2 

58 Perceived social equity is the top priority for 

health reform. 

4.3880 .92589  21.10 4 

59 Controlling costs of the health care is the top 

priority for health reform. 

4.2896 .90856  21.18 5 

60 A shift towards a more proactive approach is 

needed for prevention and chronic disease 

management is the top priority for SHI re-

form. 

4.3989 1.01733  23.13 7 

Total   4.2008 .90885  21.64  

Table (28): Descriptive statistics for health professionals’ views on reform policies re-

lated to them. 

NO.   health professionals’ views MEAN SD CV RANK 

61 I don’t mind working in rural regions 

under such conditions if my personal 

security and family security  are  en-

sured. 

3.3224 1.24961  37.61 3 
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62 I don’t mind working in rural regions 

under such conditions if the service 

infrastructure of workplace is good. 

3.2705 1.23889  37.88 4 

63 I don’t mind working in rural regions 

under such conditions if flexible work 

regime is implied 

3.3361 1.20007  35.97 1 

64 I don’t mind working in rural regions 

under such conditions if guesthouse is 

provided. 

3.3033 1.22008  36.94 2 

Total   3.6913 1.01578  27.52  

Table (29) descriptive analysis for criteria of SHI benefit packages  

NO. Criteria of SHI benefit packages  MEAN   SD CV RANK 

65 The social health insurance (SHI) health benefit 

package should be comprehensive (curative and 

preventive services).  

4.0601 1.33517  32.89 7 

66 SHI health benefit package should achieve high 

level of quality. 

3.3634 1.11364  33.11 8 

67 SHI health benefit package should be mostly 

determined according to the demands. 

3.5492 .97449  27.46 5 

68 SHI health benefit package should achieve equi-

ty in providing the health services for all in all 

geographic areas. 

3.7650 .99560  26.44 3 

69 SHI health benefit package should give the   

highest coverage with the lower per capita. 

3.5792 .96117  26.85 4 

70 SHI benefit package should achieve its purposes.   3.5109 1.11951  31.89 6 

66 SHI should give the health spending priority for 

the most costly and prevalently diseases. 

4.4809 .97554  21.77 1 

71 SHI benefit packages should give the best quality 

and maximum coverage that lead to increase the 

quality of life and expectancy among the benefi-

4.0000 .92751  23.19 2 
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Table (30) T-test for measuring the effect of health professionals’ gender on job satisfaction on 

SHI system.  

Dimension  Gender     Mean     SD    SE T-TEST  Significance 

level  

The job satisfac-

tion   

Male     3.5897   0.74502   0.05335   1.533   0.126
 

Female     3.7076    0.72103   0.05514 

Table (31) one way ANOVA for measuring the effect of the health professionals’ age on the job 

satisfaction on SHI system.  

Dimension      Age     Mean     SD   S.E F-TEST  Significance 

level  

The job satisfac-

tion   

30 years and 

below 

3.5081  0.84820 0.07617 5.436 <0.001
*** 

31-40 3.7659  0.79293 0.05538 

41-50      3.5000  0.62678  0.16183 

0ver 51      3.7396 0.385275 0.11675 

Total      3.6817 0. 81117 0.04240   

 

Table (32) one way ANOVA for measuring the effect of the health professionals’ marital status 

on the job satisfaction on SHI system.  

Dimension  Marital status     Mean     SD   S.E F-TEST  Significance 

level  

 The job Satis-

faction  

Single 3.7623 0.74748  0.06767    5.076    0.007**
 

Married 3.6000 0.71476    0.04614 

Divorced 2.7500 0.86603 0.43301 

Total   3.6448 0.73527 0.03843   

 

 

 

ciaries. 

Total   3.8617 .81117 21.03  
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  Table (33) one way ANOVA for measuring the effect of the health professionals’ occupa-

tional status on the    job satisfaction on SHI system.  

Dimension  Occupational 

status   

   Mean     SD   S.E F-TEST  Significance 

level  

 The job 

Satisification  

GP     3.4714 0.77966 0.09319    7.820    <0.001
** 

Specialist     3.4938 0.76032 0.05992 

Dentist     3.9225 0.51857 0.06154 

Pharmacists     4.2857 0.72627 0.19410 

Head nurse     4.0000 0.42008 0.09901 

Other health 

care  

   3.6875  0.69270 0.12245 

Total      3.6448    0.73527 0.03843   

 

Table (34) T-test for measuring the effect of the health professionals’ type of work sta-

tus on the job satisfaction on SHI system.  

Dimension  Type of work     Mean     SD   S.E t-TEST  Significance 

level  

The job satisfac-

tion   

Only day time  3.8876 0.66802 0.05882 4.779 <0.001** 

Only day time 

&on call  

3.5127 0.73779 0.04792 

 

 


