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Preface

Since the early 1990s, the budget of the United Nations Relief and Works Agency for
the Near East (UNRWA) has -faced a significant shortage of resources relative to the level
of funding identified by the Agency as necessary to maintain a constant level and quality
of basic services to the growing population of Palestinian refugees. Refugees themselves,
the Agency and donors alike have voiced a concern about the effect on the living condi-
tions of the refugee population due to this shortage of funds.

As Norway has financed a series of studies of living conditions and surveys among
the Palestinian refugees, Norway commissioned the Fafo Institute for Applied Interna-
tional Studies to produce accurate and objective data and analysis relevant for the policy
debate on the impact of UNRWAs present financial situation on refugees, and the future
financing of services to refugees. Switzerland joined the project with an aim to help create
debate among professionals within the Palestinian community on the pertinence and
meaning of the findings. Both countries have done so out of commitment to the Agency
and in solidarity with the refugees. On this basis, Fafo embarked on a collaborative effort
with a network of professionals in the region.

Fafo is proud to present the result of this work in the form of a three-volume report
in addition to a summary report. Limitations in the available data has, of course, restricted
both coverage and analysis, but this report nevertheless provides the most comprehensive
and updated compilation of data and analysis of the living conditions for Palestinian
refugees living in the host countries in the Middle East that has ever been made.

We are grateful to all our colleagues outside of and within Fafo for their excellent
work in authoring the report. All authors are identified on their contributions. Laurie
Blome Jacobsen from Fafo has directed the project and edited the volumes, and I thank
her for persistent and well-managed coordination.

We are also in debt to UNRWA for their interest in the project and for forthcoming
cooperation throughout the project. We have discussed our findings and we have shared



views, but it should be needless to say that all results and views presented in the report are
the sole responsibility of the authors and do not reflect any position taken by the Agency
nor by the institutions financing the study.

This study has received the generous contribution of many individuals. We thank all
of the individuals who offered their insights to us during fieldwork interviews and work-
shops, including UNRWA staff at Gaza Headquarters and UNRWA Headquarters in
Amman, and UNRWA Programme and Field Directors. Our gratitude also goes to the
members of our Editorial Advisory Group (Randa Fatah, Rema Hammami, Ahmad
Hammouda, Muhammad Ali Khalidi, Youssef Al Madi, Adnan Abdel Rahim, Rosemary
Sayigh, Abdel Fattah Abu Shokor, Salim Tamari, Ali Zaghal) who have been closely
involved throughout the project. We thank them for their time and their excellent counsel.

Acknowledgement is due to the Norwegian Ministry of Foreign Affairs for their
funding of both this particular project and for the living conditions surveys from which we
have taken most of the statistical data. We are grateful for their incessant interest and
support. Acknowledgment is also due to the Swiss Agency for Development and Coopera-
tion (SDC) for their funding of the workshop series and the Editorial Advisory Group, and
for providing feedback and participation in the final workshop at Montreux, Switzerland.
We also thank Max Fahrni for his help in arranging the Montreux workshop.

We also thank the Fafo staff in Jerusalem (Akram Attalah and Hani El Dada) and in
Amman (Gro Hasselknippe) who provided valuable assistance in fieldwork and arranging
workshops.

Oslo, March 2003

Jon Hanssen-Bauer
Managing Director
Fafo Institute for Applied International Studies



Chapter 1

Health Services

Laurie Blome Jacobsen, Lena Endresen, Gro Hasselknippe

Summary of Main Findings

UNRWA provides an important safety net in
the area of health for the refugee population
and for this reason any reduction or limitation
on services will impact the most vulnerable
group of refugees most. Others commonly use
alternative providers.

There are many signs that UNRWA is
functioning quite well to reach the most
needy and vulnerable part of the refugee
population in health care provision. As
options for high-quality, subsidised
government health care increase, more
refugees use the public system (Jordan).
Those that can afford to use private and
specialist health services often do so.
This is the case despite being eligible for
free services by UNRWA. Women and
individuals in low income groups are the
typical users of UNRWA as a main or
sole health care provider. For women,
UNRWA is heavily used for prenatal care
either alone or together with care by
another provider. For primary care,
women and low-income individuals are
common users.

Needs in the refugee community have changed
over time. UNRIWA has not been able to
exctend services to meet health transitions.

Many of the results of the study pointing
to gaps in coverage exemplify the fact
that UNRWA was created to meet an
acute health crisis. Now, refugee health
indicators more closely resemble middle-
income countries (except Lebanon).
Refugees have passed through health and
demographic transitions changing the
nature of health needs. The question is
whether or not retargeting and expanding
resources to meet that need is in line
with the original mandate of the Agency.

Health outcomes are poorer among refugees in
Lebanon (and to some extent Syria) than
elsewhere, and in Jordan, poorer in camps than
outside.

In Lebanon and Syria, child malnutrition
is more serious and gaps exist in vaccina-
tion coverage. In Lebanon, childhood
chronic illness and disability is double
that found among camp refugees in
Jordan, and four times that found among
non-camp refugees in Jordan. Adult



health is also poorer. Within Jordan,
camp refugees have higher rates of
chronic illness and psychological distress
than those outside camps.

More resources needed in 1.ebanon to bring
refugee health outcomes up to the same level as
other refugees, and to that of the national
population on core health outcome measures.

Here we witness the implications of an
Agency being the primary provider for
refugees versus a supplementary provider
(as in Jordan). Access to public and
private providers is limited and costly.
This is primarily due to domination of
the private sector health providers and
lack of capacity in the public sector.
Refugees in Lebanon must bear consider-
able costs when needing private or
governmental provider services, such as
for hospitalisation, specialist and emer-
gency care.

Gaps in health care for refugees in the current
network of UNRWA, government, private
and NGO providers are evident beyond
primary care, such as specialty, disability and
mental health.

While UNRWA primary care has im-
proved basic health, there are gaps in
coverage for other types of care evident.
This appears to be due both to UNRWA’s
inability to expend more resources on
current programs or expand its scope of
services, and an apparent lack of other
providers to fill the gap satisfactorily --

10

either due to refugee’s lacking access to
services or due to the national health
system lacking capacity.

UNRWA mostly has met expectations of its
patients and, therefore, can be considered to be
a responsive health system. But compared to
other providers, UNRW.A less often meets
expectations.

Refugees are generally pleased with
individual health visits at UNRWA
clinics, but less so than with other
providers. This may, however, have less
to do with actual performance of UN-
RWA than quite high expectations on the
part of refugees. The decline in per
capita expenditure, in some cases, in real
terms, freeze on staffing and other signs
of lowering the level of services may
result in lower satisfaction, simply
because it appears to be “less” regardless
of the relative service level compared to
other providers. We cannot know from
the data available the reason for slightly
less satisfaction, but regardless, the fact
that most are satisfied with services, and
given the scarce resources available to
UNRWA, this should be considered a
good result.

UNRWA provision of primary health care
results in less health disparities across the
refugee population and represents a health
System prioritising equality of access.

UNRWA?’s provision of free primary
health care means it is equally accessible



to all registered refugees regardless of
income level. However, difficulties in
covering hospitalisation and special care
costs may erode the good results of such
a system. This is especially the case as
refugees go further through a health
transformation in which certain chronic
illness associated with more developed
countries begin to predominate over
communicable diseases as contributing
most to mortality and morbidity.

Introduction

The aim of this chapter is to give a broad
introduction to the types of providers
and health systems in each of the fields
of UNRWA operation, describe trends in
UNRWA provision of health services
during the 1990s, and to point out
specific areas in which it appears that
lack of UNRWA resources to expand the
level of scope of services has implica-
tions for health outcomes among Pales-
tinian refugees.

As described in Volume 1, Chapter 7,
“Health and Nutrition”, in most fields
(except Lebanon) many basic health
outcomes favour refugees and are better
than in developing countries as a whole.
This is despite higher poverty levels in
camps. Favourable health outcomes
among refugees are the result of
UNRWAs health services caring for
those lacking access to national and/or
private health care. The importance,

therefore, of UNRWA’s contribution is
largest in Lebanon, where access to other
providers is poor for refugees, and less
so, but still lacking for all Lebanese due
to the high cost of the private-dominated
system. But, at least in the other fields,
good health outcomes are also the result
of other providers, (which refugees also
commonly use for some types of ser-
vices) and national investments in health
programs. These national health systems
differ, each with vatious combinations of
advantages and disadvantages in terms
of equality of access, affordability and
quality.

This chapter starts with a descrip-
tive overview of UNRWA and national
health care systems, including various
indicators of capacity, access and quality:
Such as (1) facilities and human re-
sources capacity; (2) insurance coverage
and cost-sharing arrangements, and (3)
satisfaction with services reported by
individuals.

Next, the chapter will look in more
detail at the different kind of services
(primary, secondary and tertiary) as well
as those aimed at specific population
groups (women and children, disabled
and so on). The aim of this section is to
not only describe capacity and access to
different providers of this care, but also
identify user profiles and gaps in health
care provision existing in the network of
private, national and UNRWA service
delivery.

11



Overview of UNRWA and
National Health Services

UNRWA Health Services

UNRWA’s health care mandate is to meet
basic health needs in a manner consistent
with the basic principles of the World
Health Organisation (WHO), and to
provide a similar level of services as the
host government. UNRWA provides
primary health care according to WHO
strategies in infant and child health,
maternal health, control of communi-
cable diseases, diagnosis and treatment
of common diseases, and dental care. In
a number of its health centres the
Agency also offers limited specialist
services.

UNRWA operates no secondary
facilities with the exception of a mater-
nity hospital in Gaza and a hospital in
the West Bank, but instead assists pa-
tients in receiving “essential hospital
services”. This assistance ranges from
patient reimbursement to contracting of
hospital beds, and to a mix of the two
strategies. The reimbursement rate ranges
from 75 to 90 percent of hospitalisation
COSts.

During the 1990s little growth in actual
UNRWA health facilities, but increase in
scope of  services.

The number of UNRWA primary care
centres has remained stable throughout

the 1990s. The main element of growth
in UNRWA health services is the expan-
sion in the scope of services. Types of
services for which the Agency has
expanded capacity during the 1990s
include special care for hypertension and
diabetes, dental care and family planning,

Each facility serving more refugees, but ratio of
professional health personnel to registered
refugees overall has generally kept pace with
population growth.

While the number of facilities has re-
mained essentially constant, the popula-
tion size UNRWA’ mandate calls for the
Agency to serve has grown. The effect of
this in quantitative terms is difficult to
estimate due to lack of a reliable de-
nominator, or actual population regularly
served. UNRWA reports costs and
personnel on a per capita basis, but not
all refugees use UNRWA health services.

Thus, although clinics are being
charged with serving a larger and larger
population, there has not been a substan-
tial decline in health staff relative to
population during the 1990s. Overall,
there has been a slight decline in the
proportion of nurses to population, but
the proportion of physicians and dentists
has remained essentially the same (Table
1.1).

Capacity, in these terms, varies
quite a bit by the field of operation. One
trend during the 1990s, however, has



been to reduce large differences in nurse
staffing that existed in 1990. This has
meant substantial reductions in some
fields, notably the West Bank; slight
increases in Gaza and fairly even nurse
staffing in Lebanon and Syria. In Jordan,
there continues to be lower UNRWA
nurse staffing than elsewhere relative to
the refugee population in that field.

Differences in physician staffing
levels across the fields present in the
early 1990s continue to exist. In 1990,
the proportion of physicians to popula-
tion was lowest in Jordan with 5.5 per
100,000 and highest in Lebanon and
Syria (11.9 per 100,000). The most
growth in physicians has been in the
Gaza Strip and Lebanon, with 8 percent
annual increase in physicians. The least
growth in physician staffing has occurred
in Syria (6.2 percent annual increase). As
of 1999, there were slightly higher
proportions of physicians to population
in Lebanon and Syria at about 12 physi-

cians per 100,000 population than in
Gaza and the West Bank at roughly 9

Table 1.1: UNRWA physicians per 100,000
refugee population (UNRWA registered

population).

Jordan | WestBank | Gaza | Lebanon| Syria
1990 5.5 9.2 7.5 11.9 11.9
1991 5.7 10.1 7.6 12.3 12.7
1992 54 9.4 7.9 11.0 11.7
1993 4.8 8.7 7.5 10.4 10.0
1994 5.0 9.8 7.4 12.9 11.4
1995 4.8 9.9 8.1 131 11.4
1996 5.0 10.8 7.5 13.5 11.6
1997 5.1 10.2 9.2 13.0 11.9
1998 5.0 9.9 9.3 12.5 11.9
1999 5.0 9.7 9.2 13.1 12.2

physicians per 100,000 population. There
is a large gap between these fields and
Jordan field, similar to the case of nurs-
ing staffing, which has only 5 physicians
per 100,000 population.

The most striking aspect of UN-
RWA health personnel relative to the
population size is the low numbers
compared to what one is accustomed to
as indicators of investment in health
care. This is due to the overlap in UN-
RWA and national and/or private sys-
tems, and difference in measurement. In
the case of UNRWA, this measure is
misleading as an indicator because it is
not possible to directly compare to
national measures. Typically this propor-
tion is the number of physicians divided
by the total population, regardless of
actual utilisation.

However, we can come up with a
rough estimate of the proportion of
UNRWA physicians per user -population
in order to better reflect the numbers
regularly served. This also helps to adjust
for the fact that UNRWA physicians do
not provide secondary care. Table 1.2
includes a number of adjustments of the
total population using population esti-
mates from 1999 and the proportion
utilising UNRWA services from the
Living Conditions Survey data for Jor-
dan, Lebanon and the West Bank and
Gaza (WBGS). The resulting physician to
population ratio is more on target with
what we would expect for a developing



country. While the estimated ratios are
imprecise in the sense that we do not
take into account, for example, the
difference in user population by type of
care (only including a recent acute illness
or injury) which would raise the propor-
tion for some types of care (prenatal) but
lower it for other types of care (hospital
care), the point is to demonstrate that we
come to very different conclusions
regarding the sufficiency of staffing. If
we take Table 1.1 as a rough estimate of
actual staffing per population, we see
considerable under-staffing in Gaza.

UNRWA’s actual health expenditure
by programme during the period 1990
through 2000 are listed in Appendix 1.1.
According to this data, UNRWA’s expen-
diture on health services per capita has

declined during the 1990s. The largest
declines in expenditure ratios occurred
during 1994 and 1995, and in recent
years have increased slightly again
(Figure 1.1). Overall there has been a 17
percent decline in health expenditure per
capita (from 15.7 USD in 1990 to 13.0
USD in 2000), some 1.9 percent decline
per year. Expenditure per capita on
supplemental feeding is quite small, but
has increased slightly. Declines in per
capita expenditure are largest for envi-
ronmental health, 4 percent annually
compared to 3 percent annual declines in
medical care services per capita expendi-
ture. Despite these reductions relative to
the registered refugee population, expen-
diture per medical consultation has
increased during the 1990s, although not
evenly so in every year (Figure 1.2). Per

Table 1.2: Ratio of physicians to population; UNRWA registered, Fafo population estimated, and Fafo

user population estimated.

Total UNRWA  Physicians Fafo refugee Revised % utilising 2002 Physicians
UNRWA  registered per 100,000  population UNRWA UNRWA hith  Population of per 100,000
physicians population  registered estimate, physicians services (recent UNRWA user
1999 1999 population 2002 per 100,000 illness) users population
Jordan
camp 171,012 25 42,753
non-camp 1,050,308 2 21,006
total 77 1,541,000 5.0 1,221,320 6.3 63,759 120.8
Lebanon
camp 106,000 35 37,100
non-camp 92,000 28 25,760
total 49 373,000 6.5 198,000 24.7 62,860 78.0
WBGS
camp
non-camp
total 130 1,384,000 9.4 1,357,000 9.6 40 542,800 23.9
Syra
camp 159,000 18 28,620
non-camp 137,000 23 31,510
total 46 378000 12.2 296,000 15.5 60,130 76.5

@) For Jordan, 1999 population estimates are used instead of 2002.

14



Figure 1.1: UNRWA annual expenditure on health Figure 1.2: UNRWA an_nual expgnditure on health
per registered refugee by programme and budget per consultation (medical, nursing and dental) by

year(s) (USD). budget year(s) (USD).

1990 1991 1992- 1994- 1996- 1998- 2000
93 95 97 99

Medical Care Services

E nvironmental Health
Supplementary F eeding
— — — Al

consultation expenditure has increased a
total of 4.3 percent from 1990 to 2000,
or .4 percent increase per year.

Similar to the Table 1.2, we can get
a rough estimate of UNRWA’s health
budget per refugee actually using UN-
RWA services for all fields except Syria
with living conditions survey data and
Fafo population estimates (Table 1.3).
Here we see that the apparently lower
expenditure in Jordan per capita (esti-
mated by UNRWA as 7.35 USD) in-
creases considerably per user due to both
somewhat lower population size esti-
mated by Fafo, and quite low utilisation
rates for Agency services among Jordan’s
non-camp population.

1990 1991  1992- 1994- 1996- 1998- 2000
93 95 97 99

UNRWA Programme of
Emergency Assistance in
the West Bank and Gaza

A special note in addition to the informa-
tion presented above, is warranted to
describe the special emergency pro-
gramme implemented by UNRWA in the
West Bank and Gaza in 2000. Given the
severe disruptions to UNRWA’s provi-
sion of services due to the recent and
continuing conflict, as well as the large
increase in persons needing assistance,
UNRWA launched an emergency appeal
for an expanded programme of assistance
for refugees in the West Bank and Gaza.
UNRWA’s emergency strategies under the
program are to provide emergency
humanitarian assistance including emer-
gency medical care, food assistance,
post-injury physical rehabilitation,
psychological support and counselling,

15



cash assistance and emergency employ-
ment creation (UNRWA, 2000).

National Health Systems and
Coordination with UNRWA

Investment in, and development of, host
country health systems matter for refugee
health due to UNRWA’s limited involve-
ment in secondary and tertiary care, and
refugee use of other providers. Secondary
and tertiary care require coordination
among service providers at different
levels and perhaps different segments of
the health system. Patient information
must be properly channelled and referrals
made for treatment. Finally, health care
financing and insurance schemes impact

refugees’ ability to purchase care not
covered wholly through UNRWA refer-
rals and reimbursement programmes.

Figure 1.3 includes panel figures on
national health account indicators for
certain countries in the Middle East
region, as well as Europe for comparison
purposes. These indicators help to
describe the structure of health finance
and overall investment in health. The
Figures highlight differences across the
fields of Jordan, Lebanon and Syria and
those between more and less developed
countries. There is relatively higher out-
of-pocket and private expenditure in
Lebanon, Syria and Morocco, and lower
public sector proportion. In the cases of

Table 1.3: UNRWA regular health budget per UNRWA registered refugee, Fafo refugee population

estimates and Fafo user population estimates. (USD).
% utilising
UNRWA
UNRWA Fafo UNRWA|  Revised health 2002 Annual
2000-2001 registered | Annual per | registered | annual per services  |Population of] health
biennium population | capita health] pop 2002 |capital health]  (recent UNRWA | budget per
health budget 1999 budget est.” budget iliness) users user
Jordan
camp 171,012 25 42,753
non-camp 1,050,308 2 21,006
total 21,872,000 1,541,000 7.1 1,221,320 9.0 63,759 171.5
Lebanon
camp 106,000 35 37,100
non-camp 92,000 28 25,760
total 18,394,000 373,000 24.7 198,000 46.4 62,860 146.3
WBGS
camp
noncamp
total 33,620,000 | 1,384,000 12.1 1,357,000 24.8 40 542,800 31.0
Syria
camp 159,000 18 28,620
non-camp 137,000 23 31,510
total 9,265,000 378,000 12.3 296,000 15.7 60,130 77.0

@) For Jordan, 1999 population estimates are used instead of 2002.

16



Syria and Morocco this corresponds to a
lower overall investment in health as a
percent of GDP found in the developed
countries. However, while Lebanon
spends a similar proportion on health as a
percent of GDP as the developed coun-
tries shown here, a large share of this
expenditure is private and out-of-pocket
- reflecting the private sector domination
of health care provision. Considering the
three fields of Jordan, Syria and Leba-
non, only in Jordan do we see a similar
structure of health expenditure to the
developed countries, with a large public
investment and relatively smaller private
and out-of-pocket expenditure share.
Syria has the lowest health expenditure
as a percent of GDP and per capita
expenditure among the three countries.

Lebanon not only has higher health
expenditures, but also the most health
capacity (Table 1.4). Gaza and West
Bank have very few physicians per
population size; the situation is especially
acute in Gaza.

TheNational Health System in Jordan
Jordan’s health sector includes a private
sector; a public system including the
Ministry of Health (MOH), the Royal
Medical Services (RMS), the Jordan
University and Jordan University of
Science; and UNRWA and other NGO
providers (Brosk 2000). UNRWA is the
main primary care provider for registered
refugees in camps.

Jordan’s health sector has been
characterised as performing “well in
terms of access and health outcomes,
which are among the best in the region
and among other middle income coun-
tries” (The World Bank 1997). The
capacity of hospital facilities and physi-
cians is high (The World Bank 1997).
Jordan is a major provider, in fact, of
tertiary care for the region as a whole,
with a number of Middle Eastern coun-
tries sending patients to Jordan for
specialty health care. In addition, the
health system includes policies and
programmes aimed at providing a health
safety net for the poor and disabled: The
Ministry of Health provides insurance
coverage to these vulnerable groups
through the Civil Insurance Program and
provides services at Ministry of health
clinics and hospitals at highly subsidised
prices, including health care for individu-
als without insurance coverage.

TheHealth System in theWest Bank and Gaza
Srip

The new Palestinian Authority health-
related administration and activities have
struggled under the continuing conflict
with Israel. In addition, rapidly growing
costs will not be sustainable in the longer
term. In particular, establishing a coher-
ent health sector is hampered by a
deteriorating economic situation, border
closures disrupting the movement of
pharmaceuticals and supplies, patients
and staff. The result is an imbalance and
lack of coherence of delivery of service
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Figures 1.3a to 1.3d: Selected national health accounts indicators, estimates for 1997. The World

Health Report, 2000, WHO.
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Figure 1.3b
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Figure 1.4: Per capita expenditure. World Health
Report, 2000.
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between the West Bank and the Gaza
Strip. (The World Bank 1998)

Health provision in the West Bank
and Gaza Strip has, historically, included
a large NGO sector. Since the establish-
ment of the Palestinian Authority,
Ministry of Health coordination with
NGOs has been institutionalised in
national committees. In some areas of
health care, particularly in disability care,
the two types of providers directly
coordinate delivery.

Structural problems in the national
health system result from the above
mentioned conflict situation as well as a
high level of centralisation, lack of
health policy development and poor
financial administration (Zaucher, Griffel
and Gubser 1995). Information links and
referral systems between the various
types of providers and types of care
(primary, secondary and tertiary) are
weak. Supply is reported to be poor in
rural areas, and the quality of secondary
care and personnel training is less than
adequate. (Zaucher 1995) .

Table 1.4: Physicians per 100,000 population and
hospital beds per 1,000 population at a national
level.

Doctors per  Hospital beds
100,000 per 1,000

populaﬁon“) populaﬁon(z)
Lebanon 210 2.7
Jordan 166 1.7
Syria 144 1.4
West Bank 33 1.1
Gaza 68 1.1
Middle East 104 2.9
Latin America 125 2.7
W. E urope, N. America 309 9.3

™ Source: Lebanon, Jordan, Syria: UNDP Human Development Report
2001.

West Bank and Gaza: Sector Working Group on Health, Health Sector
Profile, 1996.

Regions: World Bank, 1993 World Development Report.

@ Source: Lebanon, Council for Development and Reconstruction, Sector
Overview Report: Health Sector, 1998.

WBGS: MOH Annual Report, 1998. Data is for West Bank and Gaza
combined. Jordan: Statistical Yearbook, MOH, 1999

Regions: World Bank, 1993 World Development Report.

TheNational Health System in L ebanon

In Lebanon, the Palestinian Red Crescent
(PRCS), a PLO-affiliated body, provided
health care to Palestinian refugees in
Lebanon until 1982. With the removal of
the PLO from Lebanon at that time,
PRCS health services were suspended
until recently. The PRCS has restored a
measure of services to Palestinian
refugees in Lebanon in the past few
years. In the years 1982 to 1990, UN-
RWA provided services to all Palestin-
ians in Lebanon, also those who were not
registered refugees, under a special
emergency programme. As this pro-
gramme was stopped, the Agency pro-
vides in principle only to registered
refugees. The exceptions are needy
people who may get UNRWA special
hardship case relief and education
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services after a bureaucratic procedure
and the approval of the Field Director.
The Lebanese social services ministries
have no formalised cooperation with
UNRWA.

The NGO sector providing health-
related services is quite large. The NGO
sector has about 1,500 employees work-
ing in health according to an estimate by
Norwegian People’s Aid and Welfare
Association, out of whom 900 are full
time employees and 633 are employed on
a part-time basis, and 420 are volunteers
(Norwegian People’s Aid and Welfare
Association 2000).

In addition to NGO providers,
refugees also utilise private and public
sector health institutions, but in the case
of the latter, without government reim-
bursement for costs. Lebanon’s private
sector share of health care delivery is
quite large and expensive - reflecting the
longer term development of the national
health system. Structural problems in the
Lebanese health care system largely stem
from long-term conflict, during which the
role of the private sector grew rapidly as
governmental services collapsed (UNDP
1998). Despite an effort to respond to
these problems with an adoption of a
health sector strategy in 1993, health
expenditures in Lebanon have continued
to grow substantially without corre-
sponding improvement in health status
indicators as expected (The World Bank
2000).

TheNational Health Systemin Syria

The relationship between UNRWA and
the Ministry of Health in Syria is re-
ported to be close and positive. The
Agency and the Ministry cooperate and
share resources across a wide range of
health activities including disease con-
trol, vaccination, and health statistics
generation. The Ministry of Health in
Syria follows the WHO recommenda-
tions very closely, and provides special
vaccines outside of UNRWA’ regular
programme free of charge to UNRWA.
Joint training and workshops with UN-
RWA and the Ministry are common.

Syria’s health system is a state-
managed national health service with
universal coverage. The advantage of
this type of system is it facilitates high
accessibility (including for refugees), but
the disadvantage is that extreme cen-
tralisation can lower quality and effi-
ciency. The government does not operate
an insurance program, but provides all
care (both primary and hospital care) free
of charge at government clinics and
hospitals. This includes Palestinians.

The main problem of the health
system at present is the inability to meet
demand, primary arising from rapid
population growth - especially in urban
areas (Galley 2001). In addition, recent
economic problems have led to a limited
health budget and the necessity for focus
on primary care at the expense of better
developing hospital care. Primary care is



delivered at the village, district and
provincial level. Rural health centres
serve villages. At the district level, public
health services are provided through
district health centres and a district
hospital (WHO 2001). At the province
level more services are offered at health
centres including immunisation, maternal
and child health, family planning, care for
chronic diseases and health education.
Some of these services are available at
the district centres, but not universally.
Each province also has a public general
hospital and availability of specialized
care.

High levels of centralisation have
led to bureaucratic inefficiency, and,
similar to most state-run health systems,
there are plans to restructure the health
system, allowing more autonomy at the
province and local levels (Galley 2001).

Most physicians, including govern-
ment clinic and hospital physicians also
operate their own private clinics in the
evening after government facilities close
(Galley 2001). Overall, a large propor-
tion of physicians and dentists are
reported to be employed in the private
sector (77 and 94 percent respectively)
(WHO 2001).

Insurance Programs, Benefits and
Patient Cost-Sharing

Jordan

Jordan’s various public programs (RMS,
Civil Insurance, University) provide
benefits for most health services and
pharmaceuticals with very low patient
cost-sharing (The World Bank 1997). As
noted above, uninsured individuals pay
highly subsidized prices at Ministry of
Health facilities, however, they usually
must pay the full price for pharmaceuti-
cals. Royal Medical Services (RMS)
covers active and retired members of the
military, police, intelligence and civil
defence and their dependents. The Civil
Insurance Program issues insurance cards
to active or retired civil servants and
their dependents, the poor and their
dependents and the disabled. Jordan
University covers employees and their
dependents (Tiltnes 1997). Palestinian
refugees registered with UNRWA are
reimbursed for a portion of secondary
care received at government hospitals.
Costs in government hospitals are reim-
bursed by UNRWA provided that the
treatment is of an emergency nature and
that patients are referred to the hospital
by an UNRWA medical officer. The rates
of reimbursement are 90 percent for
refugees registered in the special hardship
category and 75 percent for other regis-
tered refugees.

A World Bank Health Sector Study
conducted in 1996 estimated that 80
percent of the population is covered by
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some health insurance (Tiltnes 1997).
The study, relying on data from the
health programs, estimates much higher
insurance coverage than was found by
the Fafo, DOS Living Conditions survey
(JLCS), which found from individuals
reporting their own insurance coverage
only 53 percent were covered by at least
one insurance program, and 5 percent
covered by multiple programs (Tiltnes
1997). The JLCS also found much fewer
reporting coverage by private insurers (5
percent) than the World Bank study.
According to the JLCS, military insurance
is the most commonly held (25 percent).
Ministry of Health and University insur-
ance was reported to cover 23 percent.
Variations in insurance coverage were
found to be marked regionally, urban
versus rural and between Palestinian
refugees and others. The main explana-
tory factor in this case is the possession
of military insurance: Individuals in
certain regions, in rural areas and who
are Jordanian non-refugee nationals have
higher insurance coverage overall than
others due to heavier reliance on military
insurance coverage (Tiltnes 1997).

Lebanon

Very few of the surveyed camp and
gathering refugee population in Lebanon
are covered by health insurance (less
than 10 percent). However, there are
many insurance schemes operating in the
country. In the public sector, the Civil
Service Cooperative (CSC), the army and
internal security cover most public sector

employees with health insurance. The
National Social Security Fund covers
employees in the formal sector, con-
tracted staff in the public sector and
other groups of employees with health
care coverage (The World Bank 2000). In
addition, some 80 private entities pro-
vide health insurance. A large proportion
of Lebanese citizens are not insured,
about 50 percent of the population
(UNDP 1998). Those who are Lebanese
citizens and are uninsured qualify to
receive reimbursement for high cost
services from the MOH. Under the
public health insurance programs, up-
wards of 80 percent of the consultation,
medicines and hospitalisation costs are
covered. Among private insurers, the
percent of expenses covered varies by
provider. NGO and public health centres
subsidise outpatient consultations and
medicines cost with low user fees and
low fees for basic drugs.

Syria

As noted above, Syria does not operate a
national insurance program, but provides
free, universal coverage health care in
government owned and operated clinics
and hospitals. Private insurance is avail-
able, however. According to the LIPRIS
survey, some 7 percent of camp and
gathering refugees report they have
purchased private insurance. Few refu-
gees are not registered with UNRWA and
do not have private insurance (2 per-
cent). Regardless, all have access to



health care without charge at government
facilities.

TheWest Bank and Gaza

Government health insurance is the
primary type of health insurance avail-
able and affordable for refugees living in
the West Bank and the Gaza Strip.
Government insurance is provided on a
mandatory basis to Palestinian Authority
employees, police and security officers
and those who receive health insurance
as part of their acceptance into the social
welfare program. For Authority employ-
ees and security personnel, insurance
premiums are deducted from salaries.
Palestinian workers in Israel are also
covered by government health insurance,
with premiums deducted by their Israeli
employer from salaries and transferred to
the Palestinian Authority. The Ministry
of Social Welfare provides temporary
health insurance (for 6 month period) to
ex-prisoners and their families, and other
vulnerable, low-income households who
apply to the Ministry. The average cost
of government health insurance premi-
ums for a family of 4 children and 2
parents is about 22 USD (Lennock
1998). Benefits include free services and
subsidised medicines at government
hospitals and clinics. In addition, in the
event that services are not available at
government institutions they are pur-
chased by the government at NGO or
private facilities, Israeli facilities or
facilities abroad, with a ceiling amount
paid for the cost of treatment.

There are 3 firms offering private
health insurance in the WBGS, and their
premiums are relatively quite high com-
pared to government insurance (esti-
mated as 61 USD per year for family of 6
persons) (Lennock 1998). In addition to
the high premiums, there are many
conditions for exclusion including preex-
isting conditions, maternal services and
others (Lennock 1998).

A Measure of Health System
Responsiveness: Satis-
faction with health services

A series of questions regarding satisfac-
tion with health services is included in
the Living Conditions Surveys in Jordan,
Lebanon and Syria. The Health, Devel-
opment, Information and Policy Institute
(HDIP) has also conducted a number of
household surveys collecting data on
individual perceptions of health services
in the WBGS.

In the WBGS about 50 percent rate
health services as good, and over 60
percent rate hospital care as good. In
Jordan, Lebanon and Syria, the majority
(60-70 percent) report being ‘satisfied’
with health services. How does this
compare with developed countries? In a
recent study of European countries, the
proportion reporting they were very or
partly satisfied with health services
reached 80 percent for the Netherlands,
Sweden, Germany and France, and 60
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percent for Great Britain (Massialos
1997).

WBGS

The West Bank and Gaza Service Health
Delivery Survey from 1998, provides
household data on satisfaction with
health services. The survey, finds that
there are no differences in satisfaction
with health services between refugees
and non-refugees, but West Bank resi-
dents are less satisfied than those in
Gaza (Figures 1.5 and 1.6). (Cockcroft
1998).

Most people judge health services
to be good or very good (about 50
percent), with another 25 percent stating
a neutral view of health services. That is,
less than 20 percent view the overall
health system as being poor or unsatis-
factory. There is marked differences
between satisfaction with health services
among individuals in the West Bank
compared to the Gaza Strip: About 20
percent fewer are satisfied with both
general available health services and
hospital care in the West Bank.

Jordan, Lebanonand Syria

Respondents in the JL.CS, Jordan Camp
Survey, LIPRIL and LIPRIS surveys were
also asked about their level of satisfac-
tion with a medical consultation they had
during the last two weeks. Among camp
refugees, satisfaction ranges from 60 to
80 percent. In Jordan, satisfaction with
the medical consultation among non-

Figure 1.5: WBGS. Household opinion of available
health services, percent of households (1998,
HDIP).
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Figure 1.6: WBGS Opinion of hospital care.
Percent of users satisfied or very satisfied. (1998,
HDIP).
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refugees and non-camp refugees is quite
high regardless of the type of provider.
Over 80 percent of both groups are
satisfied with the consultation for all of
the types of providers. Slightly more are
satisfied with private clinics, and slightly
less with government hospitals, but the
differences are very small. Too few non-



camp refugees in Jordan use UNRWA
health clinics to draw any conclusions
about the satisfaction with services.
However, camp refugees in Jordan are
somewhat less satisfied with the health
services they received. About 5 to 10
percent fewer are satisfied across all
providers compared to others in Jordan.
Nonetheless, over 60 percent are pleased
with the health services they chose.
Camp refugees were also most satisfied
with private clinics (80 percent satisfied),
but report distinctly less satisfaction with
UNRWA clinics (70 percent satisfied).

Figures 1.7a through 1.7c show
camp refugees’ contentment with a
number of different health providers in
Jordan, Lebanon and Syria. Similar to the
situation among Jordan camp refugees,
UNRWA is the least favoured provider
among camp refugees in Lebanon, and
those who used private facilities are the
most satisfied. Among camp and gather-
ing refugees in Syria, satisfaction is
higher overall, and especially among
those using private clinics (86 percent are
satisfied) and hospitals. Private clinics
are the most common provider for camp
and gathering refuge