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Abstract
Background  Lebanon, an Eastern Mediterranean country with a lower-middle income status, that once boasted a 
health care system that was functional despite its challenges and complexity. However, it has faced a series of crises—
economic, an influx of refugees, political instability, and recent sanctions—that have significantly impacted its aim, 
principles and values that has impacted upon its ability to function. The objective of this study is to delve into the 
health service delivery within the Lebanese system and conduct a SWOT analysis (assessing strengths, weaknesses, 
opportunities, and threats).

Methods  We conducted a scoping review, examining literature related to the Lebanese health system and its 
performance in delivering healthcare services. We followed the Arksey and O’Malley framework, which involves six 
key phases: identifying the research question, identifying relevant studies, study selection, charting the data, collating, 
summarizing, and reporting the results, consultation.

Results  Despite Lebanon grappling with multiple crises in recent years—such as the COVID-19 pandemic and 
economic downturn—the health system has demonstrated resilience in service delivery. However, challenges persist. 
Healthcare providers, including physicians and nurses, must address these issues. Additionally, economic and political 
crises pose threats that have necessitated significant changes in healthcare service delivery.

Conclusion  In the system of healthcare in Lebanon, there have been remarkable achievements, but continuous 
attention by healthcare providers and the Ministry of Public Health (MoPH) is critical. Economic and political 
challenges exert constant pressure on service delivery and thus reveal a need for strategic changes, most importantly 
in health financing if Universal Health Coverage (UHC) is to be attained. Proper resources to strategic reform and 
system implementation in all parts of the country to ensure equitable access and quality care that is sustained are 
obligatory.
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Introduction
For over two decades since the end of Lebanon’s civil war, 
the country’s healthcare system (HS) has struggled with 
deep-seated structural issues, particularly in its finan-
cial aspects [1, 2]. Despite being described as a system 
of excellence with inequities, where high-quality medi-
cal services coexist with inefficiencies, the Lebanese HS 
has been plagued by a convoluted and often unproduc-
tive framework [1, 2]. The primary challenges facing the 
system are predominantly financial in nature, characterized 
by a heavy reliance on the private sector, which has resulted 
in significant inequalities in access to healthcare services 
among different socio-economic demographics [3].

Since 1990, Lebanon has maintained a relatively good 
HS, with a wide range of medical services, mostly well-
managed within the private sector. The National Social 
Security Fund (NSSF) has contributed to healthcare 
financing, covering a significant portion of costs for pri-
vate consultations, medications, and hospitalizations. 
However, this reliance on the private sector has led to 
further consequences, including perpetuating inequal-
ity and inefficiency [1–3]. Reports from organizations 
like ESCWA [4] and academic research in “Global Health 
Action” and “Social Science & Medicine” [5, 6] high-
light the financial structure’s favoritism towards private 
health providers, draining public resources and hindering 
investment in public health infrastructure.

The NSSF’s coverage of private medical consultations, 
medication, diagnostic testing, and hospitalization ser-
vices for most of the working population has inadver-
tently empowered private health providers, who receive 
80–90% of patients’ costs [2]. The World Bank [7] has 
pointed to the failures inherent in this system, including 
overreliance on private sector funding and low capacity 
of public hospitals, perpetuating inefficiencies and ineq-
uities. Documentation from the Lebanese Ministry of 
Public Health supports the fact that resources are mis-
allocated, benefiting the private system and hindering 
progress in the public hospital sector [7].

Despite some successes, such as a comprehensive net-
work of equipped hospitals, improved medical education, 
and high standards in specialized disciplines like cardi-
ology, oncology, and neurology, the healthcare sector in 
Lebanon faces deep-rooted problems [8]. The country’s 
health status has remained stagnant due to socio-eco-
nomic disparities, lack of health coverage, poor infra-
structure, and political instability, preventing adequate 
healthcare for the majority of the population [9, 10]. The 
economic decline in 2019, COVID-19 pandemic, and 
influx of Syrian refugees have further strained the system, 
reducing public and private funds for healthcare services, 
and exacerbating the shortage of medical supplies, equip-
ment, and personnel [11].

Reports from global bodies like UNICEF [6] and the 
Assessment Capacities Project [12] highlight the abys-
mal state of Lebanon’s HS, emphasizing that challenges 
extend beyond the economic crisis. The NSSF now cov-
ers only 10% of healthcare costs, with beneficiaries 
shouldering 90% of the costs. Out-of-pocket expendi-
ture for healthcare has grown from 33.1% to over 85% in 
2023 [13]. The availability of essential medications has 
decreased significantly, with pharmacy stocks dropping 
by 50% since the beginning of the economic crisis, leav-
ing 70% of the population unable to access essential ser-
vices [14].

This literature review aims to examine the SWOT 
analysis of the Lebanese HS, elaborating on challenges 
and opportunities. A comprehensive review of published 
literature provides insight into the factors contribut-
ing to the system’s resilience and vulnerability. The goal 
is to identify targeted interventions to address the sys-
tem’s weaknesses, creating opportunities for progression 
and improvement through well-designed policies, ulti-
mately establishing a more resilient and equitable HS for 
Lebanon.

Methods
We conducted a scoping review, examining literature 
related to the Lebanese health system and its perfor-
mance in delivering healthcare services. We followed the 
Arksey and O’Malley framework [15], which involves six 
key phases, as below:

Stage 1: Identification of research questions
The review aimed to address the questions that follow: 
What are the strengths, weaknesses, opportunities, and 
threats of primary, secondary, and tertiary HCS in Leba-
non? In addition, what recommendations are necessary 
at each of these three levels for health care delivery to be 
improved?

Stage 2: Identification of relevant studies
A thorough literature search was carried out using the 
databases of PubMed, Scopus, and Web of Science. A 
broad and inclusive review of available literature was 
ensured by way of a comprehensive search strategy that 
combined various terms related to healthcare, HS, and 
Lebanon. Report and policy document grey literature 
was also included in the review of literature. From this, 
all the identified literature was downloaded into Zotero 
to systematically eliminate duplicates. Afterwards, titles 
and abstracts were screened for relevance against pre-
defined inclusion criteria, assuring that only relevant 
studies to the research questions would go forward into 
the final analysis.



Page 3 of 12Aoun and Tajvar BMC Health Services Research         (2024) 24:1122 

Stage 3: Study selection
Eligibility criteria
This review sought to obtain evidence on the strengths, 
weaknesses, opportunities, and threats (SWOT) in 
healthcare delivery within the Lebanese HS. The levels 
of care included primary, secondary, and tertiary health 
care centers and other sectors that offer HCS in Lebanon. 
Only peer-reviewed articles, as well as gray literature, 
consisting of government reports, policy documents, and 
consultants’ reports, were included for the review. This 
assured that the capturing of recent trends and develop-
ments was done while excluding older sources that might 
be less relevant. This period has been chosen to reflect 
the important changes that have taken place in the HS 
over the last two decades.

Selection of articles
The search results were exported into the reference man-
agement software Zotero. First, titles were screened for 
eligibility based on the predetermined criteria. After 
those were selected, the abstracts of the studies were 
reviewed again for relevance and inclusion criteria. The 
studies that passed this stage were saved and their full 
texts assessed independently for eligibility. Duplicates 
had been removed in this process. The reference lists of 
retrieved articles were manually screened for any addi-
tional studies not captured by the initial search to ensure 
comprehensive coverage.

Keywords for search
“Lebanon healthcare”, “primary health care Lebanon”, 
“secondary health care Lebanon”, “tertiary health care 
Lebanon”, “health system evaluation”, and “healthcare 
challenges Lebanon, among others, all relating to the 
fields of healthcare delivery and the Lebanese health 
system.

Relevance criteria
Relevance was judged based on a study’s capability of 
addressing the research questions relevant to strengths, 
weaknesses, opportunities, and threats in healthcare 
delivery in Lebanon. Title and abstract evaluation took 
place at three stages: (1) Title: Initial screening to exclude 
studies irrelevant or with clearly no relationship to the 
field under study. (2) Abstract: At this stage, the detailed 
review ensured the focus of the study was relevant to the 
objectives of the review. (3) Full Text: Final verdict on the 
fact that it delivered valuable insight into the current sta-
tus and challenges of the Lebanese HS and contributed to 
the understanding of possible improvements.

Stage 4: Charting the data
In this stage, the information extracted from the litera-
ture was meticulously analyzed to identify and categorize 

key aspects of HCS in Lebanon, focusing on its strengths, 
weaknesses, opportunities, and threats. The process 
involved several steps:

Data extraction and organization
Each study was carefully reviewed to extract relevant 
data, including details such as the first author, year of 
publication, publication type, study objectives, assessed 
dimensions of the conceptual framework, methods used, 
and a summary of findings. This information was then 
systematically organized into a detailed table.

Verification and accuracy check
To ensure the accuracy of the extracted data, each entry 
was cross-checked against the original sources. This 
verification process involved comparing the extracted 
information with the original study reports to confirm 
correctness and resolve any discrepancies or ambiguities.

Summary table creation
Following the accuracy check, a comprehensive sum-
mary table was created using Microsoft Word. This table 
was designed to clearly present the key findings related 
to the strengths, weaknesses, opportunities, and threats 
in healthcare delivery, as well as recommendations for 
improvement (Appendix A).

Stage 5: Collecting, summarizing, and reporting results
The data extracted from the literature were summarized 
based on the dimensions of the SWOT analysis of service 
deliver by three levels of care and reported in a Table. 
The finalized summary table was prepared for publica-
tion, ensuring that it was both clear and precise. The final 
document underwent a review to confirm that it met the 
necessary standards for clarity and completeness before 
dissemination.

Stage 6: Consultation
The results extracted from this review and reported in 
the mentioned Table, were consulted with several experts 
in Lebanon, in addition to some of the academics in the 
relevant file. Final revisions were made accordingly and 
Table 1 was finalized.

Results
In this scoping review study, 48 studies were included 
[1–14, 16–48], and the extracted data from these studies 
have been described in a Table in Appendix A. Figure 1  
outlines the flow of studies through the inclusion pro-
cess and Table 1 provides a summary of results. Review 
of the literature revealed 4 major thematic domains, 
based on the purpose of the study. Below a summary 
of the main results extracted from the review study 
are presented by the level of care. By examining these 
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H
C 
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tw

or
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7.
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eo
pl

e-
Ce
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er
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h:

• E
ffo

rt
s t

o 
op
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iz

e 
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se
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e 
pr
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isi

on
 

an
d 

m
ov

e 
to

w
ar

ds
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 p
eo

pl
e-

ce
nt

er
ed

 H
S.

1.
 P

H
C 

Ac
cr

ed
ita

tio
n 

Ch
al

le
ng

es
:

• H
ig

h 
st

aff
 tu
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ov

er
, h

ea
vy

 w
or
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oa

ds
, a

nd
 th

e 
ab

-
se

nc
e 

of
 a

 st
ru

ct
ur

ed
 re

fe
rr

al
 sy

st
em

 p
os

e 
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ni
fi-

ca
nt

 o
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ta
cl

es
 to
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pl

em
en

tin
g 

an
d 

m
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nt
ai

ni
ng

 
PH

C 
ac

cr
ed

ita
tio

n 
st

an
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rd
s. 

Th
es

e 
ch

al
le

ng
es

 
ca

n 
hi

nd
er

 e
ffo

rt
s t

o 
m

ee
t q

ua
lit

y 
be
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hm
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ks

 
an

d 
im
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ov

e 
se

rv
ic

e 
de

liv
er

y 
[1

9]
.

• L
im

ite
d 

fin
an

ci
al
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ur
ce

s h
in

de
r r

ec
ru

itm
en

t 
of

 sp
ec

ia
liz

ed
 st

aff
 a

nd
 e

qu
ip

m
en

t p
ur

ch
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e 
fo

r 
ac

cr
ed

ita
tio

n.
2.

 R
ef

ug
ee

 B
ur

de
n:

• T
he

 u
np

re
ce

de
nt

ed
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ur
de

n 
of

 re
fu

ge
es

 o
n 

th
e 

PH
C 

ne
tw

or
k 

is 
a 
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ni

fic
an

t c
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lle
ng

e.
3.

 In
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eq
ua

te
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en
ta

l H
ea

lth
 S

er
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ce
s:

• A
 2

00
9 

st
ud

y 
re

ve
al

s t
ha

t m
en

ta
l h

ea
lth

 se
rv

ic
es

 
in

 L
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an
on

 a
re
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eq
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te
 a

nd
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 n

ec
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te
nt
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n.
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bl

e 
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Su
m

m
ar

iz
ed

 re
su

lts
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f S
W

O
T 

an
al
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is 
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 se

rv
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e 
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liv
er
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y 
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l o
f c
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Se
co

nd
ar

y 
Ca

re
St

re
ng

th
W

ea
kn

es
s

O
pp

or
tu

ni
tie

s
Th

re
at

s
1.

 S
us

ta
in

ed
 H

ea
lth

 C
ar

e 
Pr

ov
isi

on
:

• H
ea

lth
ca

re
 d

el
iv

er
y 

ha
s b

ee
n 

su
st

ai
ne

d 
at

 a
ll 

le
ve

ls 
th

ro
ug

ho
ut

 
th

e 
cr

isi
s.

• H
os

pi
ta

ls 
(p

ub
lic

 a
nd

 p
riv

at
e)

 
ha

ve
 re

m
ai

ne
d 

op
er

at
io

na
l.

2.
 M

at
er

na
l H

ea
lth

 Im
pr

ov
em

en
ts

:
• S

ig
ni

fic
an

t d
ec

re
as

e 
in

 m
at

er
na

l 
de

at
hs

 in
 L

eb
an

on
, w

ith
 a

 1
3%

 
re

du
ct

io
n 

in
 2

01
5.

3.
 E

ss
en

tia
l E

qu
ip

m
en

t A
va

ila
bi

lit
y:

• I
nf

us
io

n 
pu

m
ps

 a
nd

 fe
ta

l m
on

i-
to

rin
g 

eq
ui

pm
en

t a
re

 re
ad

ily
 

av
ai

la
bl

e 
ac

ro
ss

 b
ot

h 
pu

bl
ic

 a
nd

 
pr

iv
at

e 
se

ct
or

s i
n 

Be
iru

t a
nd

 
ot

he
r r

eg
io

ns
 fo

r s
af

e 
m

at
er

na
l 

an
d 

ne
w

bo
rn

 h
ea

lth
 c

ar
e.

4.
 S

ki
lle

d 
At

te
nd

an
t f

or
 C

hi
ld

bi
rt

h:
• C

hi
ld

bi
rt

h 
w

ith
 a

 sk
ill

ed
 a

t-
te

nd
an

t i
s a

lm
os

t u
ni

ve
rs

al
 in

 
Le

ba
no

n.
5.

 R
es

po
ns

e 
Pl

an
s a

nd
 C

ap
ac

iti
es

:
• L

oc
al

-le
ve

l r
es

po
ns

e 
pl

an
s a

nd
 

ca
pa

ci
tie

s a
re

 b
ei

ng
 fu

rt
he

r 
de

ve
lo

pe
d,

 e
sp

ec
ia

lly
 in

 a
re

as
 a

t 
hi

gh
er

 ri
sk

 o
f o

ut
br

ea
ks

.

1.
 P

sy
ch

ia
tr

ist
 In

pu
t:

• L
ac

k 
of

 e
xp

er
t i

np
ut

 b
y 

ps
yc

hi
at

ris
ts

 in
 o

rg
an

iz
in

g 
m

en
ta

l h
ea

lth
 c

ar
e 

at
 th

e 
pu

bl
ic

 h
ea

lth
 le

ve
l.

2.
 C

om
pl

ex
 a

nd
 P

riv
at

iz
ed

 H
S:

• F
or

 m
or

e 
th

an
 3

 d
ec

ad
es

 –
 th

e 
st

ru
ct

ur
e 

of
 th

e 
fin

an
ci

ng
 sy

st
em

 is
 a

 m
aj

or
 

fla
w

 w
ho

se
 im

pa
ct

s h
av

e 
he

lp
ed

 to
 c

re
at

e 
a 

pe
rp

et
ua

l c
ris

is 
to

 d
at

e 
[2

0,
 2

1]
.

• H
ig

hl
y 

pr
iv

at
iz

ed
 H

S 
in

 L
eb

an
on

 p
os

es
 b

ar
rie

rs
 to

 e
ns

ur
in

g 
ac

ce
ss

ib
le

, a
ffo

rd
-

ab
le

, a
nd

 q
ua

lit
y 

he
al

th
ca

re
 se

rv
ic

es
.

• 7
0%

 o
f t

he
 h

ea
lth

ca
re

 fa
ci

lit
ie

s i
n 

Le
ba

no
n 

ar
e 

pr
iv

at
el

y 
ow

ne
d,

 a
s o

f 2
02

3,
 le

ss
 

th
an

 3
0%

 o
f t

he
 p

op
ul

at
io

n 
is 

pr
op

er
ly

 c
ov

er
ed

 b
y 

he
al

th
 in

su
ra

nc
e 

[1
2,

 2
0]

.
• A

ffe
ct

s b
ot

h 
re

fu
ge

es
 a

nd
 h

os
t c

om
m

un
iti

es
. M

os
t o

f t
he

 p
op

ul
at

io
n—

ne
ar

ly
 

1.
5 

m
ill

io
n 

Sy
ria

n 
re

fu
ge

es
 a

nd
 o

ve
r 2

00
,0

00
 P

al
es

tin
ia

n 
re

fu
ge

es
—

to
 h

av
e 

m
in

im
al

 a
cc

es
s t

o 
m

ai
n 

he
al

th
ca

re
 se

rv
ic

es
 [1

2]
.

• 6
0%

 o
f a

ll 
he

al
th

 e
xp

en
di

tu
re

 b
ei

ng
 o

ut
-o

f-p
oc

ke
t a

nd
 h

en
ce

 n
ot

 a
ffo

rd
ab

le
 

to
 m

an
y.

• 4
5%

 o
f L

eb
an

es
e 

ci
tiz

en
s d

el
ay

ed
 o

r d
id

 n
ot

 se
ek

 re
qu

ire
d 

m
ed

ic
al

 tr
ea

tm
en

t 
be

ca
us

e 
it 

w
as

 to
o 

ex
pe

ns
iv

e 
[2

2]
.

3.
 B

ed
 A

va
ila

bi
lit

y 
an

d 
Su

rg
er

y 
Ca

nc
el

la
tio

ns
:

• N
on

-a
va

ila
bi

lit
y 

of
 g

ov
er

nm
en

t-
co

nt
ra

ct
ed

 b
ed

s l
ea

ds
 to

 m
aj

or
ity

 o
f s

ur
ge

ry
 

ca
nc

el
la

tio
ns

.
• I

n 
th

e 
ye

ar
 2

02
2,

 a
pp

ro
xi

m
at

el
y 

40
%

 o
f t

he
 su

rg
er

ie
s s

ch
ed

ul
ed

 fo
r p

ub
lic

 
ho

sp
ita

ls 
w

er
e 

ca
nc

el
ed

 b
ec

au
se

 b
ed

s w
er

e 
no

t a
va

ila
bl

e 
[2

2,
 2

3]
.

• A
t R

afi
k 

H
ar

iri
 U

ni
ve

rs
ity

 H
os

pi
ta

l, 
ou

t o
f t

he
 3

,0
00

 su
rg

er
ie

s p
la

nn
ed

, n
ea

rly
 

1,
20

0 
w

er
e 

po
st

po
ne

d 
or

 c
an

ce
le

d 
du

e 
to

 th
e 

no
 a

va
ila

bi
lit

y 
of

 b
ed

s.
• T

he
 si

tu
at

io
n 

is 
ve

ry
 g

ra
ve

, e
sp

ec
ia

lly
 d

ur
in

g 
pe

ak
 w

in
te

rs
 w

he
n 

be
d 

oc
-

cu
pa

nc
y 

ra
te

s o
fte

n 
ex

ce
ed

 9
0%

, l
ea

vi
ng

 v
er

y 
lit

tle
 ro

om
 fo

r f
re

sh
 a

dm
iss

io
ns

 
an

d 
ur

ge
nt

 su
rg

er
y 

ca
se

s [
22

].
4.

 P
at

ie
nt

 D
isc

ha
rg

e 
In

st
ru

ct
io

ns
:

• L
im

ite
d 

pa
tie

nt
 u

nd
er

st
an

di
ng

 o
f d

isc
ha

rg
e 

in
st

ru
ct

io
ns

.
• L

ow
 c

om
pl

ia
nc

e 
w

ith
 re

co
m

m
en

da
tio

ns
.

• 7
0%

 o
f p

at
ie

nt
s d
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ha

rg
ed

 fr
om

 p
ub

lic
 h

os
pi

ta
ls 

di
d 

no
t f

ul
ly

 u
nd

er
st

an
d 

th
e 

in
st

ru
ct

io
ns

 g
iv

en
 to

 th
em

, c
on

tr
ib

ut
in

g 
to

 p
oo

r h
ea

lth
 o

ut
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m
es

 a
nd

 
in
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ea

se
d 

re
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m
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io
n 

ra
te

s [
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].
• 1

00
%

 o
f p

ar
tic

ip
an
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 d

id
 n

ot
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ce
iv

e 
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m
pl

et
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ha
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e 
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ct
io
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 [1

2]
.

• O
nl

y 
30

%
 o

f t
he

se
 p

at
ie

nt
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er

ed
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 th
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r p
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ed
 tr

ea
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en
t p
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, h
ig

h-
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ht
in

g 
th

e 
ur

ge
nt
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ee

d 
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r i
m
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ed
 c
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m
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n 
an
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ca
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n 
in
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e 

di
sc

ha
rg

e 
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es

s [
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].
5.

 V
ul

ne
ra

bl
e 

Le
ba

ne
se

 In
di

vi
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al
s:

• T
ho

se
 n

ot
 c

ov
er

ed
 b

y 
ex

ist
in

g 
he

al
th

 in
su

ra
nc

e 
fu

nd
s s

tr
ug

gl
e 

to
 a

ffo
rd

 
ou

tp
at

ie
nt

 c
ar

e 
at

 p
riv

at
e 

cl
in
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s.

• A
cc

es
s p

ha
rm

ac
ie

s o
r c

iv
il 

so
ci

et
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ru
n 

he
al

th
 c

en
te

rs
 in

st
ea

d.

1.
 C
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rit

ie
s a

nd
 N

G
O

s f
or

 O
ld

er
 A
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lts

:
• M

an
y 

ch
ar

iti
es

, a
ss

oc
ia

tio
ns

, a
nd

 N
G

O
s 

ar
e 

or
ie

nt
ed

 to
 p

ro
vi

di
ng

 v
ita

l s
er

vi
ce

s f
or

 
el

de
rly

 p
eo

pl
e,

 o
n 

th
e 

lis
t a

re
 th

e 
Le

ba
ne

se
 

Re
d 

Cr
os

s a
nd

 C
ar

ita
s L

eb
an

on
. I

n 
th

es
e,

 
th

e 
el

de
rly

 h
as

 b
ee

n 
ai

de
d 

in
 a

 p
le

th
or

a 
of

 se
tt

in
gs

: h
ea

lth
 a

nd
 so

ci
al

 su
pp

or
t a

nd
 

re
ha

bi
lit

at
io

n 
se

tt
in

gs
 [2

3]
.

• C
ar

ita
s L

eb
an

on
 p

ro
vi

de
d 

ov
er

 1
0,

00
0 

fre
e 

co
ns

ul
ta

tio
ns

 a
nd

 d
ist

rib
ut

ed
 m

or
e 

th
an

 
15

,0
00

 p
ac

ks
 o

f m
ed

ic
in

e 
to

 th
e 

el
de

rly
 

w
ith

in
 2

02
2 

al
on

e 
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5]
.

• T
he

 L
eb

an
es

e 
Re

d 
Cr

os
s o

pe
ra

te
s v

ar
io

us
 

pr
oj

ec
ts

 th
at

 a
im

 a
t e

nh
an

ci
ng

 h
ea

lth
 a

nd
 

w
el

l-b
ei

ng
 fo

r o
ld

er
 p

eo
pl

e.
 T

hi
s h

as
 b

ee
n 

be
ne

fit
in

g 
ov

er
 8

50
0 

pe
op

le
 d

ur
in

g 
th

e 
pa

st
 y

ea
r [

25
].

• 2
. K

PI
s f

or
 H

os
pi

ta
l P

er
fo

rm
an

ce
:

• K
ey

 P
er

fo
rm

an
ce

 In
di

ca
to

rs
 h

av
e 

re
ce

nt
ly

 
be

en
 m

or
e 

di
ffu

se
 in

 h
os

pi
ta

ls 
of

 L
eb

an
on

 
to

 e
va

lu
at

e 
an

d 
im

pr
ov

e 
he

al
th

 q
ua

lit
y. 

Th
os

e 
w

ou
ld

 e
st

im
at

e 
a 

br
oa

d 
ra

ng
e 

of
 

pe
rfo

rm
an

ce
s: 

pa
tie

nt
-c

en
te

re
d 

ca
re

, c
lin

i-
ca

l e
ffe

ct
iv

en
es

s, 
sa

fe
ty

, s
ta

ff 
or

ie
nt

at
io

n,
 

effi
ci

en
cy

, c
lie

nt
 sa

tis
fa

ct
io

n,
 c

lie
nt

 fl
ow

 
an

d 
lo

ad
, r

es
po

ns
iv

e 
go

ve
rn

an
ce

, c
lin

ic
al

 
pr

ac
tic

es
, a

nd
 p

ro
vi

de
r s

at
isf

ac
tio

n.
• F

or
 in

st
an

ce
, i

m
pl

em
en

tin
g 

KP
Is 

at
 A

U
BM

C 
de

cr
ea

se
d 

pa
tie

nt
 w

ai
tin

g 
tim

e 
by

 2
0%

 
an

d 
au

gm
en

te
d 

ov
er

al
l p

at
ie

nt
 sa

tis
fa

ct
io

n 
by

 1
5%

 w
ith

in
 a

 y
ea

r. 
An

ot
he

r n
at

io
nw

id
e 

st
ud

y 
in

 2
02

1 
sh

ow
ed

 th
at

 h
os

pi
ta

ls 
op

er
at

in
g 

ac
co

rd
in

g 
to

 K
PI

 fr
am

ew
or

ks
 

re
po

rt
ed

 2
5%

 im
pr

ov
em

en
ts

 in
 c

lin
ic

al
 

ou
tc

om
es

 a
ga

in
st

 a
 3

0%
 d

ro
p 

in
 m

ed
ic

al
 

er
ro

rs
 in

 in
st

itu
tio

ns
 th

at
 d

id
n’

t a
pp

ly
 su

ch
 

fra
m

ew
or

ks
 [1

2]
.

• I
n 

ad
di

tio
n,

 c
on

tin
uo

us
 m

on
ito

rin
g 

of
 K

PI
s 

at
 R

afi
k 

H
ar

iri
 U

ni
ve

rs
ity

 H
os

pi
ta

l i
nc

re
as

ed
 

st
aff

 sa
tis

fa
ct

io
n 

by
 1

0%
 a

nd
 o

pe
ra

tio
na

l 
effi

ci
en

cy
 b

y 
35

%
 o

ve
r t

he
 p

as
t t

hr
ee

 y
ea

rs
. 

Th
e 

co
nt

in
ui

ty
 o

f f
ol

lo
w

-u
p 

fo
un

de
d 

on
 K

PI
s 

ad
di

tio
na

lly
 e

m
po

w
er

ed
 b

et
te

r g
ov

er
na

nc
e 

pr
ac

tic
es

, r
es

ul
tin

g 
in

 g
re

at
er

 re
sp

on
siv

e-
ne

ss
 a

nd
 e

ffi
ci

en
cy

 o
f m

an
ag

em
en

t f
or

 th
e 

ho
sp

ita
ls.

1.
 F

in
an

ci
al

 C
ha

lle
ng

es
:

• P
ay

m
en

ts
 sh

or
tfa

lls
 fo

r p
ur

ch
as

es
.

• I
n 

20
23

, p
ub

lic
 h

os
pi

ta
ls 

re
po

rt
ed

 a
 p

ay
m

en
t 

sh
or

tfa
ll 

of
 a

pp
ro

xi
m

at
el

y 
30

%
 fo

r e
ss

en
tia

l m
ed

i-
ca

l s
up

pl
ie

s a
nd

 e
qu

ip
m

en
t, 

le
ad

in
g 

to
 d

el
ay

s i
n 

pr
oc

ur
em

en
t a

nd
 c

om
pr

om
ise

d 
pa

tie
nt

 c
ar

e 
[2

6]
.

• R
isi

ng
 c

os
ts

 d
ue

 to
 v

ar
io

us
 fa

ct
or

s. 
H

ea
lth

ca
re

 
co

st
s i

n 
Le

ba
no

n 
ha

ve
 su

rg
ed

 b
y 

ov
er

 5
0%

 si
nc

e 
20

19
, d

riv
en

 b
y 

fa
ct

or
s s

uc
h 

as
 th

e 
de

va
lu

at
io

n 
of

 th
e 

Le
ba

ne
se

 p
ou

nd
, i

nfl
at

io
n,

 a
nd

 in
cr

ea
se

d 
op

er
at

io
na

l e
xp

en
se

s. 
Fo

r e
xa

m
pl

e,
 th

e 
co

st
 o

f 
m

ed
ic

al
 su

pp
lie

s h
as

 tr
ip

le
d,

 m
ak

in
g 

it 
di

ffi
cu

lt 
fo

r h
os

pi
ta

ls 
to

 m
ai

nt
ai

n 
ad

eq
ua

te
 st

oc
k 

le
ve

ls 
[2

7]
.

• R
eg

ul
at

or
y 

bu
rd

en
, i

nc
lu

di
ng

 a
cc

re
di

ta
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domains, we aim to inform evidence-based improve-
ments and promote a more resilient and equitable HS 
for the Lebanese population.

Primary healthcare
Despite the challenges, Lebanon’s primary healthcare 
(PHC) system has shown remarkable resilience, with 
patient satisfaction levels reaching new heights. The 
quality of services has led to increased customer satisfac-
tion and a surge in patient visits to PHC centers across 
various regions and social strata [25, 29]. Even during the 
crisis, healthcare provision remained robust, with both 
public and private PHC centers and hospitals continuing 
to operate. Accreditation in PHC played a crucial role in 
improving healthcare delivery and quality. The govern-
ment’s support for a national network of PHC centers, 
offering cost-effective consultations, free chronic medica-
tions, and vaccines, has been instrumental in maintaining 
service delivery for both refugees and citizens [29, 30].

However, significant challenges persist within Leba-
non’s PHC system. The MoPH allocates a mere 5% of its 
budget to preventive PHC services, highlighting a criti-
cal underfunding issue [31]. This limited funding is par-
ticularly concerning given the overwhelming burden of 
refugees on the PHC network. Syrian refugees and other 
non-Lebanese nationalities now constitute a larger pro-
portion of primary care beneficiaries than the Lebanese 
population itself, placing immense strain on available 
resources. As a result, overcrowding and long waiting 
times have discouraged Lebanese citizens from seeking 

PHC services, leading to a significant drop in engage-
ment [25, 31, 32].

Funding shortages exacerbate these issues, particularly 
in health human resources. A shortage of family medi-
cine physicians exists across PHC centers, and over 20% 
of surveyed centers lack registered nurses, compromising 
the quality of care and placing additional strain on exist-
ing personnel [6, 33]. The absence of robust incident and 
accident reporting systems and care provision summaries 
hinders effective monitoring and improvement of service 
delivery [33].

The limitations of PHC services extend beyond staffing. 
Not all centers offer essential services like medical imag-
ing and blood tests, forcing patients to bear these costs 
out of pocket, which is particularly burdensome for those 
with limited financial means. The urban-rural healthcare 
access gap remains pronounced, with rural areas lacking 
necessary services and facilities, restricting access to vital 
healthcare services for vulnerable populations [34].

Moreover, the scarcity of comprehensive prevention 
programs, particularly those focused on lifestyle counsel-
ing and health promotion, limits the effectiveness of pri-
mary prevention efforts [34, 35]. This shortfall is evident 
in the struggle to address non-communicable diseases 
(NCDs), which require sustained preventive measures 
and accessible healthcare services to manage effectively. 
Limited accessibility of PHC services further hampers 
primary prevention efforts, leaving significant portions of 
the population at risk [35].

Fig. 1  PRISMA follow diagram of the process of study selection for scoping review
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Despite these challenges, Lebanon’s PHC system pres-
ents several promising avenues for improvement. Amid 
the crisis, the Lebanese HS maintained financing levels 
across primary, secondary, and tertiary care [28, 36, 37]. 
This achievement was facilitated by sustained contracts 
with PHC centers, ensuring continuity of care for all 
patients, including refugees. Deliberate efforts have been 
made to optimize PHC services, prioritizing accessibility 
and affordability [10].

The system demonstrated efficient utilization of finan-
cial resources during the crisis, with strategic investments 
in PHC services proving effective. Patients, including 
Lebanese citizens and refugees, reported positive experi-
ences with PHC services, which were often more acces-
sible and affordable than other healthcare options [7, 37]. 
This positive feedback underscores the potential of Leba-
non’s PHC system to deliver quality care if further invest-
ments are made to enhance service delivery [37].

Lebanon’s adherence to a therapeutic drug policy 
ensures the importation of essential medications, making 
them accessible to the population [6, 38]. With contin-
ued strategic investment and alignment of resources, the 
PHC system could significantly improve health outcomes 
across the country, benefiting both Lebanese and non-
Lebanese residents [38].

However, despite PHC’s efficiency in service deliv-
ery, several threats loom over the system. Limited fund-
ing hinders PHC’s ability to recruit specialized staff 
and acquire necessary equipment for implementing 
accreditation standards [10, 18, 39]. High staff turnover, 
excessive workloads, and the absence of a robust refer-
ral system pose significant challenges in meeting PHC 
accreditation criteria [10]. The influx of refugees strains 
the PHC network, and the government grapples with the 
added pressure [8, 10].

In summary, Lebanon’s HS has made significant strides 
through the establishment of an extensive network of 
well-equipped centers and advancement of special-
ized services. However, the principal threats to the per-
formance and integrity of this HS are related to PHC 
accreditation challenges, high staff turnover, heavy work-
loads, and lack of a structured referral system. The added 
pressure of refugees on primary healthcare delivery and 
poorly developed mental health services exacerbate these 
issues [8, 40–44]. Severe financial stress is also evident in 
secondary care, where public hospitals face a 30% short-
fall in essential supplies and increased costs due to eco-
nomic influences [12, 44, 45]. Regulatory burdens and 
worker shortages, particularly among nurses.

Secondary healthcare
The public and private hospitals in Lebanon have con-
tinued to operate throughout the crisis, which is quite 
an achievement given the myriad of challenges that still 

exist in maintaining healthcare provision at all levels [39, 
46]. In fact, according to a report by the Lebanese MoPH, 
more than 90% of all hospitals have continued to function 
throughout the economic crisis and the COVID-19 pan-
demic [8]. Nevertheless, local hospitals are really improv-
ing their response plans and capacities, especially those 
that are more at risk, like Beirut and Tripoli. For exam-
ple, the MoPH has reported that hospitals in these areas 
have improved their emergency response capacities and 
increased their capacity to respond to infectious disease 
outbreaks by 25% since 2020 [27, 35, 46].

There is reportedly wide availability of essential equip-
ment for safe maternal and newborn healthcare services 
in both public and private sectors. A Lebanese Order 
of Physicians survey conducted in 2023 reported that 
essential equipment needed for maternal and neonatal 
healthcare, like advanced neonatal ICU and maternal 
monitoring systems, is available in about 85% of hospitals 
across Lebanon [8]. This kind of availability from then 
onwards resulted in very few maternal deaths, reducing 
MMR from 50 per 100,000 live births in the year 2015 to 
35 per 100,000 live births by 2023 [5, 19, 44]. This kind 
of outcome reflects the high quality of care at the time 
of birth, backed by well-trained medical personnel and 
improved health infrastructure [5].

However, a visibly high degree of privatization in Leba-
non’s healthcare has created realities with serious pro-
hibitive effects on access to affordable and quality health 
care for both the refugee and local populations. The pri-
vate-ness of the institutions means that accessing health-
care will cost most patients, especially those who are not 
covered under the NSSF, Civil Servants’ Cooperative, or 
Military Health Funds. On the other hand, the majority of 
Lebanese citizens without these coverages have reported 
great difficulties in affording necessary treatments due to 
high out-of-pocket costs. For example, by 2023, as more 
than 70% of the Lebanese [27, 30].

Bed shortages most acutely impact the provision of sur-
gical services, where a profound quantity of elective sur-
geries has been canceled because of the limited number 
of beds contracted to by the government [7]. As of this 
sort of factor, a recent 2023 survey by the Lebanese Hos-
pitals Association, it has been estimated that upwards of 
40% of scheduled surgeries within public hospitals have 
been neither postponed nor outright canceled because of 
the low number of contracted beds that the government 
has agreed to support [7].

Moreover, mental health services are grossly under-
resourced, particularly in the public sector. There is a 
general shortage of psychiatrists, with an availability of 
3.5 per 100,000 as opposed to the 5 per 100,000 recom-
mended by the WHO [40, 47]. This shortfall in men-
tal health professionals results in significant barriers 
to accessing necessary services for those affected. The 
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MoPH is seeking to enhance its strategies for mental 
health care provision, but the progress remains slow due 
to financial constraints and a lack of available resources 
[30, 42].

Tertiary healthcare
Much like the US model, public secondary and ter-
tiary health care institutions in Lebanon, which oper-
ate semi-independently from the state, display a nature 
of high technology, high costs, and profit motives [47]. 
This structure significantly impacts the accessibility and 
quality of care provided at different levels. It can only be 
expected that in Lebanon, the secondary and tertiary care 
systems, with the kind of advanced medical technologies 
in use and high operational costs, would be more ori-
ented toward profit [29, 47]. The incorporation of expen-
sive equipment and procedures of standards in developed 
countries blocks access by imposing barriers of afford-
ability. For instance, the high prices of advanced diagnos-
tic tools and treatment procedures restrict the availability 
of these services to those who can afford them, thereby 
widening the disparity in terms of quality healthcare 
accessibility [29].

The care for the elderly is poorly institutionalized and 
mainly provided by NGOs, which offer medical care, 
home-based nursing, psychosocial support, and the like 
[44]. However, the above-described organizations have 
resisted sustainability and integration challenges, demon-
strating deficiencies in the integrated and cost-effective 
model of care. In 2023, some 15 NGOs work in the field of 
the elderly, but their effectiveness is limited due to minimal 
resources and the absence of an integrated policy of sup-
port [10, 44]. High costs of private insurance structure diffi-
cult and rather limited access for those over 70 years of age. 
Quite often, these people suffer from denials of coverage. 
Economic constraints also affect the sphere of dental care. 
The uninsured visit dentists only half as often because they 
cannot afford treatment. In 2023, 40% of the uninsured for-
went necessary dental care because of financial reasons [4, 32].

Yet, some areas of tertiary care hold resilience and ded-
ication: The Children’s Cancer Center of Lebanon Foun-
dation treats more than 300 children with cancer per 
year, even if they have no money [41]. It is an expensive 
cancer to treat. Yet, in sectors where the situation is dire, 
the sector continues to be challenged to address its short-
ages [35, 41]. For instance, there is a severe shortage of 
pediatric heart surgeons and cardiovascular drugs [33]. 
Since 2021, the availability of these drugs has dropped by 
60%, and there are only 5 pediatric cardiac surgeons left 
in Lebanon [29, 33]. Added to this is the fact that Leba-
non imports its medications [29]. The sealing of subsi-
dies on pharmaceuticals translates into reduced drug 
availability, especially with the out-of-stock situation 
for essential drugs [34, 44]. The MoPH and the National 

Social Security Fund (NSSF) note a 50% decline in the 
stocks of available drugs [17]. Worse still, this dire situa-
tion is combined with elements of corruption in the dis-
tribution process and transport delays [5].

In summary, the face of tertiary care in Lebanon—that 
of high technology and high cost—is very much akin to 
the American model [47]. It avails high-quality treatment 
to those who can access and afford it through advanced 
medical technologies in the country [47].

Discussion
Our research findings indicate that despite Lebanon’s 
tumultuous recent past, marked by the COVID-19 pan-
demic, economic instability, and political turmoil, its HS 
has demonstrated remarkable resilience in maintaining 
service delivery. This resilience is most evident in the 
PHC sector, which has seen increasing customer satisfac-
tion and a surge in patient visits to PHC centers across 
various regions and social classes [2, 28]. The PHC sys-
tem has been instrumental in keeping services afloat, 
underscoring its importance in Lebanon’s healthcare 
landscape.

Another crucial factor contributing to the PHC sys-
tem’s effectiveness is its extensive financial support from 
NGOs and national bodies. The MoPH allocates only 
approximately 5% of its budget to preventive PHC ser-
vices, making these extra budgetary sources essential for 
sustaining the availability and quality of primary health-
care services [5]. These efforts are critical in controlling the 
spread of communicable diseases and maintaining health 
improvements, including morbidity and mortality rates, 
with minimal inputs from the formal HS [9, 17].

However, the sustainability of these external financial 
resources remains uncertain, and concerns about the 
long-term viability of the PHC system persist. The MoPH 
must increase its health expenditure dedicated to pri-
mary healthcare to ensure continued provision of essen-
tial health services [5].

Inadequate financial resources currently hinder the 
effective recruitment of specialized staff and the pro-
vision of essential equipment necessary for all PHC 
centers. This directly affects the quality of care and the 
capacities of PHC centers to function effectively [29, 30]. 
The MoPH must invest in primary healthcare to build 
capacity in healthcare delivery and ensure access to qual-
ity, sustainable care for all Lebanese citizens [5, 11].

Lebanon’s hospitals provide high-quality services in the 
secondary healthcare sector, with trained and competent 
healthcare staff meeting patients’ requirements. How-
ever, a wide gap in hospital care remains due to the mass 
migration of specialized professionals abroad. This has 
resulted in a critical shortage of staff, particularly nurses, 
with a nurse-to-patient ratio of 1:20 in public hospitals, 
far below the recommended standard of 1:6 [5, 21, 23].



Page 10 of 12Aoun and Tajvar BMC Health Services Research         (2024) 24:1122 

The influx of refugees has added to the strain on 
resources, causing overcrowding and increasing demand 
for services. Healthcare costs have surged by over 50% 
since 2019, driven by inflation and the devaluation of the 
Lebanese pound. Regulatory burdens and worker short-
ages, particularly among nurses, further compound the 
situation [21, 23].

The absence of explicit institutional policies within 
healthcare organizations necessitating ongoing train-
ing and education for providers in quality improvement 
and patient safety exacerbates the situation [11]. Sec-
ondary care institutions, including hospitals, must develop 
strategies to offer incentives to healthcare providers, ensur-
ing their commitment and support for the organization. 
Addressing the lack of national standardized quality indica-
tors to monitor healthcare delivery progress is also crucial, 
as it directly affects the quality of care provided [11, 23].

The structural challenges in Lebanon’s healthcare sys-
tem, including the dominance of privatized healthcare, 
contribute to inefficiencies, raise costs, and create acces-
sibility barriers for vulnerable populations [9]. The gov-
ernment must address these disparities between rural 
and urban healthcare services to ensure equal access to 
recommended health services [11, 23].

Tertiary healthcare services in Lebanon maintain a 
commendable standard of quality, but the exorbitant 
costs associated with these services and their limited 
accessibility within urban areas remain significant con-
cerns. The government must strategically establish spe-
cialty care units within central hospitals located outside 
the capital to address these issues [26, 29].

The MoPH has demonstrated insufficient attention 
to delivering healthcare services for adults, particularly 
in the realm of mental health services. The absence of 
MoPH-owned centers and minimal support for external 
groups providing such services is notable [26, 29].

The strong dependency on imported drugs represents 
a significant problem in Lebanon, especially during the 
current crisis. The volume of pharmaceutical imports in 
2023 stands at over 80% of the country’s pharmaceutical 
needs, making the healthcare system vulnerable to global 
market and economic fluctuations [31, 33].

The persistent stock-out of essential medications in 
both MoPH and NSSF has severe consequences for 
patients, particularly those with chronic conditions. The 
situation has caused a 25% increase in hospitalization 
cases due to heart attacks directly related to drug short-
ages [34].

The ongoing drug shortage crisis has exposed the 
weaknesses of Lebanon’s HS. A system that has shown 
resilience in other areas now buckles under the pressure 
of pharmaceutical demands from its citizens. The gov-
ernment must intervene to negotiate with international 
suppliers, reestablish subsidies on life-saving drugs, and 

promote domestic manufacturing to reduce reliance on 
imports [31, 33].

On the other hand, the Cuban model of healthcare—
operating with a GDP per capita of only $8,822—has 
achieved not only UHC but also health indicators truly 
impressive among nations [33]. This phenomenon can 
mainly be attributed to the country’s emphasis on PHC 
and preventive medicine, ensuring that health remains 
within reach for all its citizens despite any threat-
ened or limited resources. There is much to be learned 
from Cuba’s model by Lebanon, especially in the areas 
of strengthening primary healthcare and distributing 
resources equitably [48]. The comparisons, however, 
when integrated with the health sector challenges in 
Lebanon, set up the issues in a broader framework while 
underpinning prospective strategies and models that 
help guide policy development. An analysis of how vari-
ous systems responded to similar issues yields many les-
sons for Lebanon, especially as regards healthcare equity, 
accessibility, and sustainability.

This review offers substantial insight into Lebanon’s 
HS, but several limitations must be acknowledged. First 
and foremost, the scope of this review is limited by the 
nature of accessible data, specifically that which relates to 
grey literature; it is not held to the same standards of crit-
ical review as peer-reviewed sources, potentially insert-
ing bias or overlooking some of the information analyzed. 
Furthermore, it may be that literature already in exis-
tence overlooked very new developments or emerging 
trends that were not documented at the time of writing 
the review. Lastly, nuances set within the Lebanese HS—
rooted in the socio-political context—mean that some 
subtleties cannot be entirely captured within the review.

The identified limitations suggest that, despite their 
value, the inferences drawn from this review have to be 
made cautiously. There is a need for policymakers and 
other stakeholders to consider these views with the asso-
ciated deficiencies and biases of data in mind when they 
use such findings for strategic planning or reform efforts. 
Further research attempts should be aimed at overcom-
ing these limitations by incorporating more compre-
hensive and updated data and exploring newer areas of 
concern in the HS.

Conclusion
The current analysis has several strengths, particularly 
in respect to the rigorous methodological review of sci-
entific peer-reviewed literature and grey literature. This 
deepened understanding of the Lebanese HS opened 
its successes but also a sequence of ongoing challenges. 
Notable successes included the effective management of 
essential maternal and newborn care and the availabil-
ity of specialized services despite systemic constraints. 
However, there are inbuilt problems with funding gaps, 
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workforce shortages, and the influence of economic and 
political crises on healthcare delivery.

Historically, the HS in Lebanon has changed drastically 
from the end of the civil war to an increasingly privatized 
structure characterized by high-tech and high-cost ser-
vices, often driven by foreign financial interests [17, 42]. 
Incorporation of advanced technologies has made treat-
ments very uneven, brought many access problems, and 
caused a lot of improvement in care [12]. Ideally, these 
guiding principles of a health care system—equity, acces-
sibility, quality care—are relatively clear, other than high-
cost models driven by profit-driven care.

These challenges can only be overcome by carrying out 
cost-effectiveness studies and using strategic purchasing 
strategies in the HS. Increased productivity at the human 
resource level can be achieved by a well-structured and 
effective referral system, a family physician model, close 
monitoring of quality, and continuous quality improve-
ment strategies at each step [49].

One important methodological limitation is the high-
lighting but, on the other hand, fleshing out a base from 
which further research and improvements in Lebanese 
health service delivery can take off. Further studies are 
needed to validate such findings and probe other direc-
tions of reform that do take into consideration specific 
historical and contextual factors that were influencing 
the healthcare landscape of Lebanon.

Although the Lebanese HS has registered tremendous 
strides in its development, the economic and political 
crises are significant drivers in this upward trend. Policy 
making with evidence-based interventions and strategic 
planning—anchored in basic values of equities and acces-
sibility—shall be critical in creating a more resilient and 
fair HS.
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