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The impact of health insurance on quality of healthcare services among Libyan
community in Zawia municipality
By/ Rabie M. Salem Khbaiza
Supervisor: Nada Ab. Hweissa

Abstract

This study examines the impact of health insurance on the quality of healthcare services
in Zawia Municipality, Libya. As health insurance represents a critical mechanism for
promoting equitable access to medical care, understanding its role within the Libyan
context is essential for improving healthcare outcomes and policy planning.

The research aims to assess the influence of health insurance on healthcare quality,
accessibility, and patient satisfaction, while also identifying the challenges faced by
uninsured individuals in obtaining quality services. A case-control study design was
employed, utilizing face-to-face questionnaires and interviews with (206) participants.
Data were analyzed using (SPSS version 27) to determine the statistical significance of
relationships between insurance coverage and key healthcare indicators.

The findings revealed that health insurance coverage in Zawia Municipality is
moderate, primarily dominated by public schemes, with persistent gaps in accessibility.
Insured individuals reported higher healthcare utilization rates, greater satisfaction with
service quality, and more positive interactions with medical staff. However, overall
perceptions of healthcare quality remained average, constrained by inadequate facility
preparedness and limited access to specialized care. Treatment delays and out-of-
pocket payments continued to affect both insured and uninsured residents.

The study concludes that expanding health insurance coverage, investing in healthcare
infrastructure, and enhancing provider competence are vital to improving service
quality and equity. Strengthening administrative efficiency and promoting public
awareness of insurance benefits are further recommended to ensure sustainable
improvements in healthcare delivery.

Keywords: Health Insurance, Healthcare Quality, Accessibility, Patient Satisfaction,

Zawia Municipality, Libya
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CHAPTER 1:
INTRODUCTION

Healthcare is a fundamental pillar of societal well-being, ensuring that individuals
receive the necessary medical attention to maintain and improve their quality of life.
One of the key mechanisms for facilitating access to healthcare services is health
insurance, which plays a crucial role in reducing financial barriers and improving
healthcare utilization.

Health insurance has been widely studied for its potential to enhance the quality,
accessibility, and efficiency of healthcare services.

However, in many developing countries, including Libya, the effectiveness and impact
of health insurance systems remain underexplored.

Health insurance is a financial tool that provides financial coverage for medical
expenses.

A health insurance policy is a contract between the insurance company or institution
and an individual.

The individual pays a premium to the insurer and the insurer offers financial protection
against healthcare expenses to the individual in return.

Health insurance covers wide-ranging medical expenses like the cost of medicines,
surgery, doctor's consultations, room rent, ambulance charges and more.

Healthcare quality: Quality of care is the degree to which health services for individuals
and populations increase the likelihood of desired health outcomes (WHO).

The six domains of healthcare quality (STEEIP) are:

Safe — avoiding harm to people for whom the care is intended.

Timely — reducing waiting times and sometimes harmful delays.

Effective — providing evidence-based healthcare services to those who need them.
Efficient — maximizing the benefit of available resources and avoiding waste.
Integrated — providing care that makes available the full range of health services
throughout the life course.

People-centered — providing care that responds to individual preferences, needs and

values.



1.1. Background and Rationale

Several global studies suggest that the presence of a well-structured health insurance
system can lead to improved service delivery, patient satisfaction, and better health
outcomes.

However, research specifically focusing on Libya remains limited, and empirical data
on the relationship between health insurance and service quality is scarce.

This study, therefore, seeks to fill this gap by assessing the extent to which health
insurance contributes to improved healthcare quality, patient satisfaction, and access to

essential medical services in Zawia municipality.

1.1.1. General Overview of Health Insurance

Health insurance is a fundamental component of modern healthcare systems, designed
to provide financial coverage for medical expenses, thereby improving access to
healthcare services and protecting individuals from financial hardships associated with
medical costs.

It operates on the principle of risk pooling, where insured individuals contribute to a
common fund that covers healthcare expenses in times of need.

The primary objective of health insurance is to reduce out-of-pocket spending, enhance
healthcare accessibility, and ensure that individuals receive timely and appropriate
medical attention.

Globally, health insurance is structured through different models, each reflecting the
economic and healthcare priorities of a country.

These models include:

Public (Government-Funded) Health Insurance: Operated and financed by the
government through taxation or social security contributions, ensuring universal
coverage for citizens.

Examples include the National Health Service (NHS) in the United Kingdom and
Medicare in Canada.

Private Health Insurance: Offered by private entities, where individuals or employers
purchase policies to cover medical expenses.

This model is prevalent in the United States and some European nations.

Hybrid Systems: A combination of public and private insurance, allowing both

government-sponsored and private insurance coverage.



Countries like Germany and France employ this model to balance accessibility and
quality.

An effective health insurance system is essential for achieving universal health
coverage (UHC), a goal emphasized by the World Health Organization (WHO).

UHC ensures that all individuals receive the healthcare services they need without
suffering financial hardship.

However, despite its significance, challenges such as cost escalation, inequitable
access, administrative inefficiencies, and service disparities remain prevalent in many
health insurance systems worldwide.

In many developing countries, the lack of a well-structured health insurance system
leads to high out-of-pocket healthcare expenditures, resulting in financial burdens for
individuals and families.

Libya, like other middle-income nations, faces challenges in establishing a
comprehensive health insurance system that effectively meets the needs of its

population.

1.1.2. Health Insurance in Libya

Libya’s healthcare system has traditionally been government-funded, offering free or
heavily subsidized healthcare services to its citizens.

This system, which was primarily financed through oil revenues, aimed to ensure
universal access to healthcare without direct costs to patients.

However, over the years, economic instability, political conflicts, and governance
challenges have weakened Libya’s public healthcare infrastructure, leading to
deteriorating service quality and increased dependence on private healthcare providers.
The Libyan healthcare system has faced significant challenges over the past decades,
including political instability, economic constraints, corruption, low quality, and
inefficiencies in healthcare infrastructure.

While health insurance has been introduced as a mechanism to improve healthcare
access and service quality, its implementation remains fragmented.

Many Libyan citizens rely on out-of-pocket payments, leading to disparities in access
to medical services and financial hardships for low-income groups.

Understanding how health insurance influences the quality of healthcare services in
Zawia municipality, a significant urban center in Libya, is essential for informing future

policy reforms.



1.1.3. Evolution of Health Insurance in Libya

Historically, Libya did not have a widespread health insurance system, as public
healthcare services were provided at no cost to citizens.

However, as the country's economy fluctuated and healthcare demands grew,
discussions on implementing health insurance as an alternative financing mechanism
emerged.

Efforts to introduce health insurance began in the early 2000s, with pilot programs
aimed at covering public sector employees and select private-sector workers.

Despite these initiatives, implementation remained slow due to weak regulatory
frameworks, financial constraints, and administrative inefficiencies.

The political instability following the 2011 conflict further disrupted the healthcare
system, limiting government resources and increasing reliance on private healthcare
services, by 2017 the public health insurance fund (PHIF) was established by the

presidential council.

1.1.4. Challenges in Libya’s Health Insurance System

The development of a comprehensive national health insurance scheme in Libya
remains limited due to several key challenges:

Limited Insurance Coverage: A significant portion of the population remains uninsured,
relying on out-of-pocket payments for medical expenses.

Fragmented Healthcare System: The absence of a unified national insurance policy
results in inconsistencies in coverage and service quality.

Economic Constraints: Declining oil revenues and political instability have reduced
government investment in healthcare financing.

Service Disparities: Public healthcare facilities often lack essential resources, trained
professionals, and modern medical technologies, while private healthcare services
remain unaffordable for many citizens.

Regulatory and Administrative Barriers: Weak institutional capacity and a lack of
enforcement mechanisms hinder the effective implementation of health insurance
programs.

Given these challenges, health insurance reform is increasingly seen as a necessary step
toward improving healthcare financing, service efficiency, and healthcare quality in
Libya.



1.1.5. Health Insurance and Healthcare Quality

Health insurance plays a critical role in enhancing healthcare quality by ensuring
financial protection, increasing access to essential services, and encouraging
investment in healthcare infrastructure.

Research in various countries has demonstrated that insured individuals are more likely
to seek medical care, benefit from preventive services, and experience better health

outcomes compared to those without insurance coverage.

1.1.6. The Impact of Health Insurance on Healthcare Quality

Health insurance contributes to improving healthcare services in the following ways:
Greater Access to Healthcare: Insured individuals have higher utilization rates of
healthcare services, leading to earlier diagnosis and treatment of illnesses.

Financial Protection: Health insurance reduces out-of-pocket costs, ensuring that
individuals do not delay or avoid seeking medical care due to financial constraints.
Better Health Outcomes: Studies indicate that insured populations have lower mortality
rates, higher treatment adherence, and improved chronic disease management.
Investment in Medical Infrastructure: A well-funded health insurance system
encourages hospitals and clinics to invest in modern medical technologies, highly
trained professionals, and improved healthcare delivery mechanisms.

However, the mere presence of health insurance does not guarantee high-quality
healthcare.

The effectiveness of an insurance system depends on policy design, regulatory
enforcement, provider reimbursement models, and service efficiency.

In Libya, where health insurance is still evolving, its impact on healthcare quality
remains inconsistent, as issues such as unequal access, weak oversight, and service

inefficiencies persist.

1.1.7. Why Focus on Zawia municipality?

The Zawia municipality, located in northwestern Libya, represents an important case
study for assessing the impact of health insurance on healthcare quality.

The municipality has a diverse population and a mix of public and private healthcare
facilities, making it a suitable setting for analyzing variations in healthcare access,

insurance coverage, and service quality.



1.1.8. Healthcare Infrastructure in Zawia municipality

Zawia municipality has a network of government-funded hospitals, private clinics, and
specialized medical centers.

However, these facilities differ significantly in resource availability, service efficiency,

and medical expertise.

1.1.9. Health Insurance Disparities in Zawia municipality

A large portion of the municipality’s population relies on out-of-pocket healthcare
payments, with limited access to health insurance coverage.

Individuals with private insurance tend to receive higher-quality medical services,
while uninsured individuals face delays in care, financial burdens, and limited treatment

options.

1.1.10. Socioeconomic and Policy Relevance

Zawia is home to different socioeconomic groups, allowing an analysis of how income
levels impact health insurance access and healthcare quality.

The municipality has experienced fluctuations in healthcare funding, making it an
insightful case study for evaluating health policy effectiveness and financial
sustainability.

Findings from Zawia can provide valuable insights for national-level health insurance
reforms, helping policymakers design more inclusive and effective insurance models
for Libya.

Health insurance plays a fundamental role in improving healthcare accessibility,
financial security, and overall service quality.

However, Libya’s health insurance system remains underdeveloped, with challenges in
coverage expansion, regulatory oversight, and healthcare equity.

The Zawia municipality presents a valuable case study for examining the real-world
impact of health insurance on healthcare quality, highlighting both strengths and
weaknesses in the current system.

This research aims to contribute to evidence-based policymaking by identifying
practical strategies for enhancing health insurance effectiveness and ensuring equitable

access to quality healthcare services in Libya.



1.2. Problem Statement.

Health insurance plays a crucial role in ensuring equitable access to healthcare services,
reducing financial burdens, and improving overall health service quality. However,
Libya does not possess a comprehensive national health insurance framework, resulting
in notable disparities in healthcare access and quality.

Within Zawia Municipality, these inequalities are particularly evident, as public health
facilities suffer from chronic underfunding and shortages of resources, while private
healthcare remains financially unattainable for many residents.

The lack of a structured insurance system has produced a dual healthcare model, where
individuals with private coverage or sufficient financial means obtain superior services,
whereas those without insurance face treatment delays, reduced service quality, and
increased out-of-pocket expenses.

This reality raises serious concerns regarding equity, efficiency, and the sustainability
of healthcare provision in Zawia Municipality.

This study aims to examine the effect of health insurance on healthcare quality in Zawia
Municipality, focusing on both insured and uninsured groups.

By exploring patient experiences, service delivery standards, and provider perspectives,
the research seeks to clarify how insurance contributes to improved accessibility,
efficiency, and quality of care.

It also highlights the principal obstacles hindering effective implementation of
insurance policies and proposes recommendations to strengthen healthcare financing
and service delivery in Libya.

Despite initiatives to introduce insurance programs, persistent challenges such as
administrative inefficiency, lack of standardization, and limited coverage continue to
restrict their impact.

Healthcare providers frequently encounter shortages of resources, extended waiting
times, and inconsistent service quality, raising doubts about whether insurance has
produced tangible benefits for the insured population.

Given the scarcity of empirical evidence on the relationship between insurance and
healthcare quality in Libya, this study investigates whether insured individuals in Zawia
Municipality receive better services compared to those without coverage.

Healthcare financing remains a pressing issue in Libya, where the public system has

traditionally offered free or subsidized care. Yet, political instability, economic



volatility, and weak infrastructure have limited its capacity to meet the population’s
growing needs.

This situation has led to an increased reliance on private healthcare providers, making
healthcare accessibility dependent on out-of-pocket expenses and limited insurance
coverage.

Despite the potential of health insurance to improve healthcare accessibility,
affordability, and quality, Libya has struggled to implement a comprehensive and
effective health insurance system.

In Zawia municipality, a growing number of residents face barriers to accessing quality
healthcare services, largely due to financial constraints and limited insurance coverage.
While private health insurance is available to some individuals, particularly those
working in multinational companies, oil companies or government institutions, a
significant portion of the population remains uninsured, leading to disparities in
healthcare access.

Public hospitals face challenges such as overcrowding, medical supply shortages, and
insufficient healthcare personnel, while private healthcare services remain unaffordable
for many residents.

These conditions raise concerns about the role of health insurance in addressing
healthcare disparities and improving service quality in the municipality.

Given these challenges, this research seeks to examine the impact of health insurance
on the quality of healthcare services in Zawia municipality, Libya.

It aims to explore whether insured individuals receive better-quality care compared to
those who rely on out-of-pocket payments and to assess how the presence or absence
of health insurance influences patient outcomes, service efficiency, and overall

healthcare accessibility.
1.3. Research Objectives

1.3.1. General Research Objective
The primary objective of this research is to reveal the impact of health insurance on the

quality of healthcare services among the Libyan community in Zawia municipality.

1.3.2. Specific Research Objectives

To achieve the general research objective, the study had focus on the following specific
objectives:

1-To investigate the effect of health insurance on healthcare accessibility.



2-To evaluate the impact of health insurance coverage on patient satisfaction.

3-To Identify the challenges faced by uninsured individuals in accessing quality
healthcare.

4-To assess policy gaps and recommend improvements in Libya’s health insurance
system.

Given the current limitations of health insurance in Libya, this study will define
policy gaps that hinder its effectiveness. It will assess:

The regulatory weaknesses preventing widespread insurance adoption.

The financial and administrative inefficiencies affecting insurance service delivery.
The extent to which government policies support or hinder the development of a

sustainable health insurance model.

1.4. Research Questions

To understand the relationship between health insurance and healthcare quality in
Zawia municipality, this study will address the following key research questions:
1-How does health insurance impact the quality of healthcare services in Zawia
municipality?

2- How does health insurance influence access to healthcare services in Zawia
municipality?

3-What is the relationship between health insurance and patient satisfaction with
healthcare services?

4-What are the primary challenges faced by insured individuals in utilizing healthcare
services?

5-What policy recommendations can be made to enhance health insurance coverage
and improve healthcare quality in Zawia municipality?

These questions aim to provide a comprehensive understanding of the strengths and
weaknesses of the current health insurance system, its effectiveness in improving
healthcare quality, and the barriers to achieving universal and equitable health

insurance coverage in the municipality.

1.5. Study Hypotheses
Null hypothesis:
HO1: there is no impact of health insurance coverage on healthcare quality of healthcare

services.



HO02: there is no impact of health insurance coverage on healthcare accessibility of
healthcare services.

HO3: there is no impact of health insurance coverage on patient satisfaction with
healthcare services.

HO4: there is no impact of health insurance coverage on people health outcome.
Alternative hypothesis:

H1: Health insurance coverage positively influences healthcare quality in Zawia
municipality.

H2: Health insurance coverage positively influences healthcare accessibility in Zawia
municipality.

Ha3: Insured individuals report higher levels of satisfaction with healthcare services than
uninsured individuals.

H4: Health insurance coverage is associated with better health outcomes among the

insured population.

1.6. Significance of the Study

Addressing the challenges of health insurance and healthcare quality in Zawia
municipality is not only a local imperative but also a strategic priority for national
health system reform in Libya.

The study’s findings are expected to generate actionable insights that inform policy
decisions, guide healthcare investments, and support the design of insurance reforms
tailored to the Libyan context.

By focusing on Zawia—a municipality that reflects both urban and peri-urban
healthcare dynamics—this research offers a microcosmic view of broader systemic
issues affecting access, equity, and service quality across the country.

Specifically, the study will contribute to:

1. Policymakers:

By providing empirical data and policy-relevant analysis, the research will support the
development of strategies to expand health insurance coverage, optimize healthcare
financing mechanisms, and align insurance models with population health needs and
fiscal sustainability.

2. Healthcare Providers:

The study will help providers understand how insurance status influences clinical

decision-making, resource allocation, patient flow, and satisfaction.

10



This understanding is critical for improving service delivery models and ensuring that
care is both patient-centered and financially viable.

3. Residents of Zawia Municipality:

The research will empower community members with knowledge about the benefits
and limitations of the current health insurance system.

This awareness can foster civic engagement, advocacy for policy change, and informed
utilization of healthcare services.

By addressing the identified challenges, this research aspires to contribute to the
development of a more inclusive, equitable, and effective health insurance framework
in Libya—one that guarantees universal access to high-quality healthcare services
regardless of individuals’ financial capacity, geographic location, or social status.
Furthermore, the study enriches the limited body of literature on health insurance in
Libya by offering empirical evidence of its impact on healthcare quality.

In a context where data scarcity and fragmented systems hinder evidence-based
policymaking, this research fills a critical gap.

It provides a foundation for future academic inquiry and practical reform, especially in
areas such as benefit package design, provider payment mechanisms, and quality
assurance protocols.

The findings are expected to be of practical value to a wide range of stakeholders,
including policymakers, healthcare administrators, insurance providers, and academic
researchers.

By identifying strengths and weaknesses within the current insurance structure, the
study offers well-grounded insights that may guide reforms aimed at enhancing the
equity, efficiency, and overall effectiveness of health insurance programs across Libya.
Moreover, the study holds broader relevance as a reference point for future research on
health insurance policy formulation in post-conflict and transitional societies. Libya’s
ongoing efforts to rebuild its institutions and restore public trust in healthcare systems
make this research particularly timely.

The contextually informed recommendations derived from this study can be adapted to
other nations facing similar challenges in reconstructing and reforming their healthcare
infrastructure.

The study, entitled “The Impact of Health Insurance on the Quality of Health Services
Among the Libyan Community in Zawia Municipality, Libya,” seeks to evaluate the
role of health insurance in promoting and improving the quality of healthcare delivery.
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Its significance lies in its multidimensional contributions to policy design, healthcare
system enhancement, economic evaluation, and the promotion of social justice.
Ultimately, the findings will offer valuable guidance to decision-makers, healthcare
professionals, researchers, and the Libyan community in their collective pursuit of
sustainable improvements in healthcare financing and service quality.

Contributions of the Study

1.6.1. Contribution to Policy Development and Health Insurance Reform

One of the most significant contributions of this study lies in its potential to inform and

guide healthcare policy reform efforts in Libya.

At present, the country lacks a unified, structured, and comprehensive health insurance

system.

This absence has led to fragmentation in healthcare service delivery, inefficiencies in

resource distribution, and inequitable access to medical care across different population

groups.

The current system does not adequately address the financial risks associated with

illness, nor does it ensure consistent quality of care for all citizens.

By focusing on the relationship between health insurance coverage and healthcare

quality in Zawia municipality, this study provides a localized yet representative case

study that reflects broader national challenges.

The research findings will offer evidence-based recommendations for expanding health

insurance programs, improving the design and implementation of policy frameworks,

and strengthening regulatory oversight mechanisms.

These recommendations will be grounded in empirical data and contextual realities,

making them both practical and adaptable.

Specifically, the study aims to:

e Identify structural gaps and operational inefficiencies within the existing health
insurance landscape.

e Evaluate the effectiveness of current policies in enhancing access to care and
improving service quality.

e Propose a roadmap for developing a more inclusive, equitable, and financially
sustainable health insurance model that aligns with Libya’s healthcare goals and

socio-economic conditions.
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By addressing these critical policy-related issues, the study will serve as a valuable
reference for government officials, health sector planners, and insurance regulators.

It will support the formulation of strategic interventions aimed at building a resilient
and responsive healthcare financing system that promotes health equity and universal

coverage.

1.6.2. Enhancing Healthcare Service Quality and Accessibility

Access to high-quality healthcare services is a fundamental right and a cornerstone of
any effective health system.

However, in Libya—and particularly in Zawia municipality—many individuals
continue to face substantial barriers to accessing essential medical services.

These barriers are often exacerbated by limited or absent health insurance coverage,
which can result in financial hardship, delayed treatment, and disparities in the quality
of care received by insured versus uninsured individuals.

This study seeks to evaluate the extent to which health insurance coverage influences
the quality and timeliness of healthcare services.

It will explore whether insured individuals are more likely to receive prompt medical
attention, benefit from more efficient treatment pathways, and report higher levels of
satisfaction with their care.

Additionally, the research will examine how insurance coverage affects key operational
metrics such as waiting times, diagnostic accuracy, and continuity of care.

The study will also investigate the role of health insurance in stimulating investment in
healthcare infrastructure, including the expansion of medical facilities, the acquisition
of advanced technologies, and the professional development of healthcare workers.
These factors are essential for improving service delivery and ensuring that healthcare
systems can meet the evolving needs of the population.

By highlighting the direct and indirect effects of insurance on healthcare quality and
accessibility, the research will provide actionable insights for healthcare administrators,
hospital managers, and clinical leaders.

These insights can inform the development of targeted strategies to enhance service
efficiency, optimize resource allocation, and elevate the overall standard of care in

Zawia municipality.

13



1.6.3. Economic Implications and Financial Sustainability of Healthcare

In an era of rising global healthcare expenditures—projected to surpass $10 trillion by
2026, according to the World Health Organization—the economic sustainability of
healthcare systems has become a central concern for policymakers worldwide.

In Libya, where public healthcare services are often underfunded and operationally
constrained, the financial burden of healthcare falls heavily on individuals and families,
particularly those without insurance coverage.

This study contributes to the economic discourse on healthcare financing by examining
the role of health insurance in mitigating financial risk and promoting fiscal
sustainability.

It will assess how insurance coverage reduces out-of-pocket expenditures, protects
households from catastrophic health spending, and enhances financial predictability for
both patients and providers.

Furthermore, the study will explore whether the implementation of a comprehensive
health insurance system can lead to cost savings for healthcare institutions and
government budgets.

This includes analyzing the potential for improved efficiency through risk pooling,
reduced duplication of services, and better management of chronic conditions.

By addressing these economic dimensions, the research will offer a nuanced
understanding of how health insurance can support long-term financial sustainability in
Libya’s healthcare sector.

It will provide evidence to guide investment decisions, inform budget allocations, and
support the design of cost-effective insurance models that balance affordability with

quality.

1.6.4. Addressing Social Inequality in Healthcare Access
Healthcare inequality remains a persistent and deeply rooted issue in Libya.
Variations in income, employment status, education level, and geographic location
contribute to significant disparities in access to quality healthcare services. Individuals
without health insurance are particularly vulnerable, often facing:

- Limited access to specialized care and diagnostic services.

- Increased financial burdens due to high out-of-pocket payments.-

- Lower health outcomes resulting from delayed or inadequate treatment.-
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This study aims to analyze how health insurance can serve as a tool for reducing these
disparities and promoting social justice in healthcare.

It will examine the extent to which insurance coverage improves access for
marginalized groups, including low-income households, informal sector workers, and
residents of rural or underserved areas.

By evaluating the equity-enhancing potential of health insurance, the research will
support broader efforts to build a more inclusive healthcare system—one in which
access to care is determined by medical need rather than financial capacity.

The findings will also contribute to the global discourse on health equity and align with
international frameworks such as the Sustainable Development Goals, particularly Goal

3 on ensuring healthy lives and promoting well-being for all.

1.6.5. Practical Implications for Healthcare Providers and Insurance Companies

In addition to its policy and economic relevance, this study offers practical implications
for healthcare providers and insurance companies operating within the Libyan context.
Understanding how insurance coverage affects service quality, efficiency, and patient
expectations can help providers adapt their operational models to better serve insured
populations.

Hospitals and clinics may use the findings to:

Redesign service delivery processes to accommodate the needs of insured patients.

- Improve coordination between clinical and administrative function. -

- Enhance patient satisfaction through more responsive and personalized care.—

- Insurance companies, on the other hand, can leverage the research to:
- Refine their benefit packages and coverage policies based on population health

needs.

- Develop more transparent and efficient reimbursement systems.-

- Collaborate with providers to ensure that insurance schemes support quality
improvement and cost containment.

Moreover, the study may empower healthcare professionals to advocate for fairer

compensation mechanisms, improved working conditions, and greater involvement in

insurance policy design.
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By fostering collaboration between providers and insurers, the research contributes to
the development of a more integrated, sustainable, and patient-centered health

insurance ecosystem in Zawia municipality.

1.6.6. Academic and Research Contributions
Health insurance remains an underexplored area of academic inquiry in Libya, with
limited empirical studies examining its impact on healthcare quality, access, and system
performance.
This study addresses this gap by offering a rigorous, context-specific analysis of the
relationship between insurance coverage and healthcare outcomes in Zawia
municipality.
The research will contribute to the academic literature by
- Providing a localized case study that reflects the unique socio-political and
economic dynamics of post-conflict Libya.
- Generating data-driven insights into the effectiveness of insurance policies and
their implications for service delivery.
- Establishing a foundation for comparative research across other Libyan cities and
similar settings in the MENA region and beyond.
By advancing the scholarly understanding of healthcare financing and insurance
reform, the study will serve as a valuable resource for researchers, graduate students,
and professionals in public health, health economics, and policy studies.
It will also inform curriculum development, stimulate academic debate, and inspire
future research aimed at improving health system performance in transitional and

resource-constrained environments.

1.7. Scope of the Study

This study focuses on evaluating the impact of health insurance on the quality of
healthcare services in Zawia municipality, Libya.

It encompasses both public and private healthcare facilities and examines the
experiences of insured and uninsured patients during the period from 2024 to 2025. The
research aims to capture recent trends and developments in Libya’s evolving health
insurance sector and assess how insurance coverage influences healthcare accessibility,

service efficiency, patient satisfaction, and overall health outcomes.
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By concentrating on Zawia municipality—a significant urban center in northwestern
Libya—the study provides a localized yet representative analysis of the role of health
insurance in enhancing healthcare quality.

The findings are intended to inform national health policy discussions and contribute
to the broader discourse on healthcare reform in post-conflict and transitional settings.
The scope of this research is delineated across four dimensions: geographical,

population, thematic, and methodological.

1.8. Geographical Scope
The geographical focus of the study is confined to Zawia municipality, which serves as
a strategic location for examining healthcare dynamics in Libya.
The Municipality of Zawia is characterized by a mix of public and private healthcare
institutions, diverse patient demographics, and varying levels of insurance coverage.
This diversity allows for a comprehensive investigation into how health insurance
affects service delivery across different facility types and socioeconomic groups.
The selection of Zawia municipality enables the study to:
- Conduct an in-depth analysis of healthcare service quality within a defined urban
context.
- Explore the operational differences between public and private healthcare
providers in relation to insurance coverage.
- Generate insights that, while specific to Zawia, may reflect broader patterns and
challenges within Libya’s healthcare system.
It is important to note that while the findings may offer valuable implications for
national policy, they are contextually bound to Zawia and may not be fully

generalizable to other regions without further comparative research.

1.8.1. Population Scope

The population scope of the study includes residents of Zawia municipality, with a
particular focus on individuals who are either insured or uninsured.

This dual focus allows for a comparative analysis of healthcare experiences and
outcomes based on insurance status.

The study will collect data from patients accessing services in both public and private
healthcare settings.

This approach ensures:
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- Representation of diverse patient experiences across different healthcare delivery
models.
- Inclusion of various demographic groups, including low-income individuals,
informal sector workers, and those with chronic health conditions.
- A balanced understanding of how insurance coverage—or the lack thereof—
affects healthcare utilization, affordability, and satisfaction.
By examining both insured and uninsured populations, the study aims to highlight
disparities in access and quality, and identify areas where policy interventions may be

most needed.

1.8.2. Thematic Scope

The thematic scope of the study is centered on five key areas that collectively define
the relationship between health insurance and healthcare quality:

1- Healthcare Accessibility and Affordability

The study investigates how health insurance facilitates or hinders access to medical
services, including primary care, specialist consultations, and diagnostic procedures. It
also examines the extent to which insurance coverage alleviates financial barriers to
treatment.

2- Service Quality and Patient Outcomes

This theme explores the impact of insurance on service delivery metrics such as waiting
times, treatment efficiency, clinical outcomes, and patient satisfaction.

It seeks to determine whether insured patients receive more timely and effective care
compared to their uninsured counterparts.

3- Challenges Faced by Uninsured Individuals

The research assesses the specific difficulties encountered by uninsured patients,
including high out-of-pocket costs, delayed access to care, and limited availability of
specialized services.

These challenges are analyzed in relation to health equity and social justice.

4- Stakeholder Perspectives

The study incorporates the views of healthcare professionals, administrators, and
insurance providers regarding the effectiveness of current insurance mechanisms. Their
insights are critical for understanding operational constraints and opportunities for

system improvement.
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5- Policy Recommendations

Based on empirical findings, the study will propose evidence-based recommendations
for enhancing health insurance coverage and improving the quality of healthcare
services in Libya.

These recommendations aim to support the development of a more inclusive and

sustainable health financing model.

1.9. Methodological Scope
The methodological scope of the study is defined by a case-control research design,
employing quantitative data collection and analysis techniques.
The study had utilize structured surveys administered to patients in public and private
healthcare facilities, capturing data on service utilization, satisfaction levels, and
perceived quality of care.
Key methodological features include:

- Sampling Strategy:
Stratified sampling to ensure representation of both insured and uninsured individuals
across different healthcare settings.

- Data Collection Tools:
Standardized questionnaires designed to measure variables related to access,
affordability, quality, and satisfaction.

- Analytical Techniques:
Statistical analysis using descriptive and inferential methods to identify patterns,
correlations, and significant differences between study groups.
This methodological approach allows for robust, data-driven conclusions that can

inform policy and practice in the Libyan healthcare context.
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CHAPTER 2:
LITERATURE REVIEW

This chapter presents a comprehensive review of the existing literature relevant to the
study of health insurance systems and their relationship to healthcare quality.

The purpose of this review is to synthesize theoretical frameworks, empirical findings,
and global experiences to establish a robust foundation for the current research.

It identifies key concepts, highlights gaps in knowledge, and contextualizes the study
within both international and Libyan healthcare landscapes.

The chapter is structured into five main sections:

(1) global perspectives on health insurance systems.

(2) theoretical frameworks and key concepts.

(3) international experiences with health insurance reforms.

(4) the relationship between health insurance and healthcare quality indicators.

(5) the Libyan context and the identified research gap.
2.1. Health Insurance Systems: Global Perspectives

2.1.1. Definition and Purpose

Health insurance (HI) is a fundamental pillar of modern health systems, functioning as
a financial mechanism to ensure equitable access to healthcare services.

It operates on the principle of risk pooling and cost-sharing, whereby individuals
contribute through premiums or taxes to collectively finance healthcare needs.

The overarching goals of HI include reducing financial barriers to care, promoting
social solidarity, and enhancing the quality and efficiency of service delivery
(Donabedian, 1988; Kutzin, 2013).

In both high-income and low- to middle-income countries (LMICs), HI has been
positioned as a strategic tool for achieving Universal Health Coverage (UHC).
Managed care models and strategic purchasing mechanisms—where insurers
selectively contract providers based on performance—have been increasingly adopted

to improve cost-effectiveness, equity, and responsiveness of health systems.

2.1.2. Theoretical and Empirical Foundations

The theoretical underpinnings of HI are grounded in health economics and public
policy.

Economic theory posits that insurance reduces the marginal cost of care to the

consumer, thereby increasing healthcare utilization. Empirical studies have consistently

20



demonstrated that HI coverage is positively associated with increased access to
preventive and curative services, reduced unmet healthcare needs, and improved health
outcomes (Roberts et al., 2008; Wagstaff et al., 2011).

Moreover, insured populations often report higher satisfaction with healthcare services
due to reduced out-of-pocket (OOP) expenditures and improved continuity of care
(Kruk & Freedman, 2008).

However, moral hazard and adverse selection remain critical challenges in insurance

design, necessitating regulatory safeguards and risk adjustment mechanisms.

2.1.3. Evaluating HI System Performance
The performance of HI systems is typically evaluated across five interrelated domains:
quality, accessibility, efficiency, continuity, and fairness (Donabedian, 1988).
These dimensions reflect both system-level outcomes and patient-centered metrics. For
instance:
- Quality encompasses clinical effectiveness, safety, and patient experience.
- Accessibility refers to the ease with which individuals can obtain needed services.
- Efficiency involves optimal resource use to achieve desired outcomes.
- Continuity reflects the coordination and integration of care over time.
- Fairness addresses equity in financing and service provision.
While HI has been shown to reduce catastrophic health expenditures and increase
service utilization, its impact on quality is context-dependent.
Factors such as benefit package design, provider payment mechanisms, and regulatory
oversight significantly influence outcomes.
In fragmented or under-resourced systems, insurance expansion alone may not translate

into improved quality unless accompanied by systemic reforms.
2.2. Theoretical Framework and Key Concepts

2.2.1. The Flagship Framework

The Flagship Framework developed by Roberts et al. (2008) offers a comprehensive
model for analyzing and reforming health systems.

It identifies five “control knobs” through which policymakers can influence system
performance:

1- Financing:

Mechanisms for mobilizing and pooling resources, including taxation, premiums, and

OOP payments.
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2- Payment:

Methods for remunerating providers, such as fee-for-service, capitation, or
performance-based payments.

3- Organization:

The structural arrangement of service delivery, including public-private mix, referral
systems, and provider networks.

4- Regulation:

Legal and institutional rules governing provider behavior, quality standards, and market
entry.

5- Behavior:

Strategies to influence the actions of providers and patients, including health education,

@

incentives, and accountability measures.

Five Control Knobs

. @ -

Intermediate Performance Measures:

Efficiency, Quality and Access

N

Performance Goals of the Health System:

Health Status, Customer Satisfaction and Financial Risk Protection

Figure 1 control knobs (Roberts et al,2008)

This framework is particularly relevant for evaluating the Libyan health insurance
landscape, as it allows for a multidimensional assessment of how financing, regulation,

and organizational structures interact to shape access, quality, and efficiency.

2.2.2. Health Insurance: Typologies and Functions

Health insurance can be classified into several typologies based on funding source,
coverage scope, and governance:

- Public insurance (e.g., national health insurance):

It is typically tax-funded and aims for universal coverage.

- Private insurance:
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This is may be employer-based or individually purchased, often supplementing public
schemes.

- Community-based insurance:

It is prevalent in LMICs, relying on local pooling and voluntary contributions.

Across these models, core functions include risk pooling, resource mobilization, and
strategic purchasing.

International evidence suggests that well-designed HI systems can reduce inequities,
improve financial protection, and enhance service delivery—particularly when
integrated with primary care and supported by robust information systems (WHO,
2010).

2.2.3. Healthcare Quality: Dimensions and Determinants

Healthcare quality is defined by the Institute of Medicine (2001) as “the degree to which
health services for individuals and populations increase the likelihood of desired health
outcomes and are consistent with current professional knowledge.” Donabedian’s
(1988) classic triad remains foundational:

- Structure:

It is means the Physical and organizational infrastructure, including facilities,
equipment, and human resources.

- Process:

It includes the Interactions between patients and providers, adherence to clinical
guidelines, and timeliness of care.

- Outcomes:

It expresses the Changes in health status, patient satisfaction, and functional
improvement.

High-performing health systems integrate these dimensions through continuous quality
improvement (CQI), accreditation mechanisms, and performance monitoring.
Importantly, quality is not solely a technical construct—it is also shaped by patient
perceptions, cultural expectations, and systemic equity.
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Figure 2 Donabedian’s structure-process-outcome paradigm (Donabedian,1988)

2.3. Global Experiences with Health Insurance Systems

This section explores diverse health insurance models across five countries—United
States, China, Germany, Iran, and the Emirate of Abu Dhabi—highlighting their
structural features, coverage dynamics, and implications for healthcare access and
quality.

These cases illustrate how insurance design, financing mechanisms, and population
targeting influence equity, service utilization, and financial protection.

The comparative analysis underscores the importance of contextual adaptation in health

insurance reform.

2.3.1. United States: Fragmented Coverage and Persistent Inequities

The United States operates a complex, multi-payer health insurance system
characterized by a mix of public and private schemes.

Public programs include Medicare (for the elderly and disabled) and Medicaid (for low-
income individuals), while private insurance is predominantly employer-sponsored or
purchased individually.

In 2018, 91.5% of Americans had health insurance at some point during the year, with
67.3% covered by private plans and 34.4% by public programs (Berchick, 2019).
Despite high aggregate coverage, systemic disparities persist.

Coverage gaps are disproportionately experienced by racial minorities, immigrants, and
low-income populations.

For example, foreign-born heterosexual adults exhibit higher rates of inadequate
coverage (Kaiser Family Foundation, 2020), and low-income minorities face

significantly lower insurance rates (Lee et al., 2021).
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These disparities are compounded by coverage instability—nearly 9.1 million adults
aged 18-64 experienced interruptions in coverage in 2018, which were associated with

reduced access to care and preventive services (Yabroff et al., 2021).

FINANCING
Employers
Government-Medicare, Medicaid
Individual self-funding

INSURANCE DELIVERY (Providers)
Insurance companies Access Physicians
Blue Cross/Blue Shield Hospitals
Self-insurance Nursing homes

Diagnostic centers
Medical equipment vendors
Community health centers

. PAYMENT -
Risk Insurance companies Utilization
underwriting Blue Cross/Blue Shield controls

Third-party claims processors

Capitation
or
discounts

‘ Integration of functions through managed care (HMOs, PPOs) ‘

Figure 3 US health insurance system (shi &singh ,2022)

Medicaid expansion under the Affordable Care Act (ACA) improved access and
timeliness of care, particularly among vulnerable groups.

However, linguistic barriers and immigration status continue to influence service
utilization.

Adults with limited English proficiency benefited more from insurance expansion than
their high-proficiency counterparts, yet persistent inequities remain (Shi & Singh,
2022).
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Figure 4 Enrollment rate of beneficiaries by years (shi &singh ,2022)

These findings emphasize the need for policy interventions that address structural

determinants of coverage and promote continuity.

2.3.2. China:

Universal Enrollment with Variable Coverage Depth

China’s Basic Medical Insurance (BMI) system is the largest globally, covering over
95% of the population through two primary schemes:

Employee Basic Medical Insurance (EBMI) and Resident Basic Medical Insurance
(RBMI) (i, 2021).

The system has undergone extensive reforms aimed at achieving universal coverage,
with enrollment reaching 1.35 billion people by 2020.

Despite this achievement, coverage depth remains uneven, with most individuals
enrolled in low-benefit plans.

The BMI system is financed through a mix of government subsidies, employer
contributions, and individual premiums.

In 2019, the national medical insurance fund generated CNY ¥2.44 trillion in revenue

and spent CNY ¥2.09 trillion, reflecting fiscal sustainability (Yi, 2021). However, out-
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of-pocket (OOP) expenditures still constitute a significant share of healthcare spending,
particularly among rural and low-income populations (Yu, 2015).

Insurance generosity varies across schemes:

- UEBMI: Covers ~80% of medical costs

- URBMI: Covers 50-80%

- NCMS (for rural residents): Covers <50%

This stratification results in inequitable access and financial vulnerability.

Migrant workers and rural residents, often enrolled in NCMS, report lower utilization
of preventive and chronic care services.

Although only 3.15% of Chinese adults were uninsured in 2018, the majority held low-
coverage plans, limiting their ability to afford comprehensive care (Lee et al., 2022).
These findings highlight the importance of benefit package reform and targeted

subsidies to enhance equity.

2.3.3. Germany:

Dual Insurance Model with Equity Safeguards

Germany’s health insurance system is unique in Europe, maintaining a dual structure
comprising Statutory Health Insurance (SHI) and Private Health Insurance (PHI).

SHI covers approximately 89% of the population, while PHI is available to high-income
earners, self-employed individuals, and civil servants (Achstetter et al., 2022).

The SHI system is financed through payroll contributions and operates under principles
of solidarity and risk pooling.

PHI, in contrast, is market-driven and offers enhanced benefits, including faster access
to specialists and more personalized care.

Despite these differences, outcome measures such as morbidity and mortality remain
comparable across groups, suggesting that Germany’s regulatory framework
effectively mitigates inequities (Blimel, 2020).

Challenges persist, including cost containment, demographic aging, and provider
payment reform.

Nonetheless, Germany’s system demonstrates how pluralistic models can maintain
equity and efficiency when supported by robust governance and standardized benefit

packages.
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2.3.4. lIran:

Gradual Expansion Toward Universal Coverage

Iran’s health insurance landscape comprises multiple schemes, including the Iran
Health Insurance Organization (IHIO), Social Security Organization (SSO), and Armed
Forces Insurance.

These programs target different population segments—formal sector employees, rural
residents, and special groups.

Between 1995 and 2016, Iran reduced OOP expenditures from 80.5% to 38.8%,
reflecting substantial progress in financial protection.

However, coverage depth and benefit uniformity remain uneven, with rural populations
and informal workers facing limited access to specialized services.

The system’s fragmentation necessitates policy harmonization, particularly in benefit
design and provider payment mechanisms.

Iran’s experience illustrates the importance of phased implementation, stakeholder

engagement, and fiscal sustainability in achieving universal health coverage (UHC).

2.3.5. Abu Dhabi:

Tiered Insurance for Nationals and Expatriates

Abu Dhabi’s health insurance system is structured around four plans:

Thiga, Basic, Enhanced, and Visitor, each tailored to specific population groups
(HAAD, 2013).

- Thiga Plan:

It is Offers comprehensive, free coverage to Emirati nationals, including outpatient,
inpatient, maternity, dental, and preventive care.

Emergency services are covered abroad, with an annual limit of AED 500,000
(US$137,000).

- Basic Plan:

Usually Targets low-income expatriates earning AED 4,000-5,000/month, with
government-subsidized premiums.

Coverage includes essential services but is geographically restricted to Abu Dhabi.

- Enhanced Plan:

Designed for higher-income expatriates, offering expanded benefits and lower
deductibles.

- Visitor Plan:
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Provides short-term coverage for visa holders, focusing on emergency and essential

care.

This tiered model balances inclusivity with fiscal prudence, ensuring access for both

nationals and non-nationals.

However, geographic restrictions, coinsurance requirements, and benefit variability

raise concerns about equity and continuity of care.

Abu Dhabi’s experience underscores the need for regulatory oversight and periodic

evaluation to align insurance design with population health needs.

Table (1) prepared by the researcher

Structured Summary of Health Insurance Plans in Abu Dhabi (HAAD, 2013).

Plan Type | Target Group C(;\;i:)r:ege Annual Limit | Premium/Cost Key Features

Basic Low-income | Within Abu | AED 250,000 | AED 600 | Hospitalization,

Plan expatriates (< | Dhabi (US$68,120) (US$163) primary care,
AED 4,000- | (emergency annually diagnostics, limited
5,000/month) | across UAE) dental, maternity (AED

500 deductible), 30%
coinsurance on drugs
capped at AED 1,500.

Enhanced | Higher- Extended, Varies (above | Market- Includes all Basic

Plan income possibly Basic) determined benefits plus >2
expatriates international enhancements; higher

pharmaceutical
coverage; no age limit;
optional dental
coverage.

Thiqa Emirati UAE-wide AED 500,000 | Free Comprehensive

Plan nationals (emergency | (US$137,000) | (government- | coverage; 10%

abroad) funded) coinsurance outside
Abu Dhabi; full
maternity and dental;
cancer screening
benefits; optional
'Thiga Top-Up.'
Visitor Short-term AbuDhabi & | AED 100,000 | Based on stay | Covers emergency and
Plan visitors UAE (US$27,400) duration essential  care; no
(limited) premium refund;
renewable annually.
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2.3.6. The Kingdom of Saudi Arabia (KSA):

Expatriate Dominance and Emerging Insurance Reform

Saudi Arabia presents a unique demographic and policy context for health insurance
analysis.

Expatriates constitute over 80% of the private sector workforce, representing
approximately 56% of the total labor force (Al-Hanawi et al., 2020).

This demographic composition challenges conventional health-financing models and
underscores the need for context-specific policy frameworks.

Unlike traditional low- or high-income countries, Gulf Cooperation Council (GCC)
states—including KSA—finance healthcare primarily through natural resource
revenues, rather than taxation or social insurance contributions (Alkhamis et al., 2014).
This structural distinction limits the applicability of global health-financing evidence
and necessitates localized research on insurance uptake and health-seeking behavior.
By 2016, approximately 38% of Saudi Arabia’s population was insured, with 78% of
those insured being expatriates and the remainder comprising Saudi citizens employed
in the private sector (Al-Hanawi et al., 2020).

The system remains in a developmental phase, with ongoing efforts to expand coverage
and integrate public-private partnerships.

However, disparities in benefit design, geographic access, and service quality persist,
particularly among low-income migrant workers.

These challenges highlight the importance of regulatory oversight, benefit

harmonization, and equity-focused reforms.

2.3.7. Libya:

Public Health Insurance Fund (PHIF) and Systemic Constraints

Libya’s healthcare system has been significantly impacted by political instability,
infrastructure deterioration, and workforce shortages.

The country lacks a comprehensive national health insurance system, with coverage
primarily employment-based and concentrated in urban areas (Al-Tamimi & Al-
Ghazali, 2020).

Out-of-pocket payments remain prevalent, contributing to financial hardship and access
inequities.

The Public Health Insurance Fund (PHIF) represents a strategic initiative to expand

coverage through a subscription-based model grounded in social solidarity. Established
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under Presidential Council Resolution No. 854 of 2017 and governed by Law No. (3)
of 2005 and Law No. (20) of 2010, PHIF aims to share the burden of illness and reduce
direct payments at the point of care.

PHIF guarantees coverage of basic healthcare services for all subscribers, emphasizing
quality, efficiency, and economic sustainability.

It seeks to foster public-private partnerships and improve spending effectiveness.

As of September 30, 2025, the number of registered beneficiaries reached 237,059
(PHIF Official Website).

While promising, PHIF’s impact remains constrained by limited infrastructure, uneven

provider distribution, and the absence of a unified national health strategy.

2.3.8. Comparative Insights:

Synthesizing Global Lessons

The comparative analysis of health insurance systems across diverse contexts yields
several key insights:

1. Coverage Breadth and Depth:

Universal enrollment enhances access, but the scope and generosity of benefits
determine utilization, satisfaction, and health outcomes.

2. Insurance Type and Equity:

Dual systems (e.g., Germany) and fragmented models (e.g., U.S., China) often produce
disparities in process quality and specialist access.

3. Coverage Stability:

Continuous insurance is critical for preventive care, chronic disease management, and
patient satisfaction.

4. Financial Sustainability:

Effective risk pooling, government subsidies, and strategic purchasing are essential for
maintaining service quality and fiscal balance.

5. Socioeconomic and Demographic Factors:

Income, ethnicity, language proficiency, and migrant status significantly influence
access, utilization, and outcomes.

6. Organization and Regulation:

Provider payment mechanisms, accreditation, and regulatory enforcement shape the

quality and efficiency of care delivery.
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These lessons inform the design of equitable, efficient, and context-sensitive health
insurance reforms, particularly in transitional systems such as Libya and emerging
models like KSA.

2.4. Health Insurance and Healthcare Quality Indicators

This section explores the multidimensional relationship between health insurance and
healthcare quality, focusing on four key indicators:

access, affordability, process quality, and health outcomes.

Drawing on global evidence, it highlights how insurance coverage influences service

delivery and patient experience across diverse settings.

2.4.1. Access to Healthcare
Access encompasses availability, affordability, and accommodation—the extent to
which services are reachable, financially feasible, and culturally appropriate
(Penchansky & Thomas, 1981).

Health insurance facilitates access by reducing financial barriers and enabling
utilization of preventive, primary, and tertiary services.

In the United States, coverage disruptions are linked to delayed care and reduced
preventive service uptake, underscoring the importance of coverage continuity (Yabroff
etal., 2021).

In the MENA region, access varies widely:

oil-rich GCC states offer near-universal access, while rural populations in Egypt and
Morocco face significant geographic and financial barriers.

China’s urban residents report higher healthcare spending and better access than rural
counterparts, despite the existence of NCMS and URBMI programs.
These disparities reflect the need for targeted subsidies, infrastructure investment, and

benefit harmonization.

2.4.2. Affordability and Financial Protection

Financial protection is a core objective of health insurance, aiming to prevent
catastrophic health expenditures and promote equity.

In Iran, insurance expansion reduced out-of-pocket spending from 80.5% to 38.8% of
total health expenditures (Doshmangir et al., 2021).

Similarly, China’s UMIS increased service utilization, though low-income households

remain vulnerable to high costs for emergent care.

32



In the U.S., even insured individuals experience financial strain due to coverage gaps
and high deductibles.

Medicaid expansion has demonstrated the potential of public insurance to reduce cost
barriers and improve affordability.

These findings emphasize the importance of progressive financing, benefit

standardization, and cost-sharing mechanisms that protect vulnerable populations.

2.4.3. Process Quality and Patient Satisfaction

Process quality refers to how care is delivered, including timeliness, adherence to
clinical guidelines, and the nature of patient-provider interactions.

Insurance coverage influences process quality by enabling access to better-equipped
facilities and incentivizing providers through payment mechanisms.

In Germany, privately insured patients report higher satisfaction with communication
and specialist access compared to SHI enrollees.

In China, insurance coverage is positively associated with preventive and tertiary
service utilization.

Ghanaian data show modest improvements in wait times among insured patients,
though perceived care quality differences were minimal (Duku et al., 2018).

Coverage disruptions in the U.S. interrupt continuity of care, reducing process quality
and patient satisfaction.

These findings highlight the role of provider incentives, continuity, and patient-

centered care models in enhancing service delivery.

2.4.4. Health Outcomes

Health outcomes reflect the ultimate impact of health insurance on morbidity, mortality,
and quality of life.

Evidence shows that insurance coverage improves outcomes when combined with
adequate service availability and provider incentives (Kruk & Freedman, 2008).

In the MENA region, upper-income countries have largely eradicated communicable
diseases, but NCDs such as cardiovascular diseases, diabetes, and cancer now account
for more than 60% of disease burden (Katoue et al., 2022).

Coverage continuity, as emphasized by U.S. data, is critical for managing chronic

conditions and improving long-term health outcomes.
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Life Adult Infant Hospital beds Medical Nursing and

expectancyat  mortality rate® mortality rate® (per 10,000 doctors midwifery

birth (years) (both sexes) (both sexes) population) (per 10,000 personnel

(2019) (2016) (2020) (2017) population) (per 10,000

population)
Algeria 77.13 95.03 19.46 (18.47-20.52) 19 (2015) 17.19 (2018) 15.48 (2018)
Bahrain 75.81 56.81 5.78 (4.34-7.73) 17.40 9.26 (2015) 24.94 (2015)
Djibouti 65.81 244.50 47.18 (28.17-76.07) 14.00 2.24 (2014) 7.29 (2014)
Egypt, Arab Republic 71.82 164.60 16.65 (11.31-24.23) 14.30 7.46 (2019) 19.26 (2018)
Iran, Islamic Republic 77.35 80.13 11.14 (6.53-18.92) 15.60 15.84 (2018) 20.77 (2018)
Iraq 72.42 173.50 21.32 (16.4-27.48) 13.20 9.66 (2020) 23.87 (2020)
Jordan 77.87 110.50 12.92 (9.35-17.66) 14.70 26.61 (2019) 33.47 (2019)
Kuwait 80.97 79.22 7.58 (7.04-8.16) 20.40 23.42 (2020) 46.83 (2020)
Lebanon 76.44 95.62 5.97 (2.77-12.04) 27.30 22.07 (2019) 16.74 (2018)
Libya 75.78 150.30 9.53 (5.58-16.16) 32.00 20.91 (2017) 65.31 (2017)
Morocco 72.99 69.06 16.02 (11.36-21.85) 10.00 7.31 (2017) 13.89 (2017)
Oman 73.90 96.25 9.45 (8.38-10.68) 14.70 17.74 (2020) 39.38 (2020)
Qatar 77.17 61.76 4.93 (4.42-5.5) 12.50 24.85 (2018) 71.97 (2018)
Saudi Arabia 74.31 89.13 5.99 (4.61-7.94) 22.40 27.38 (2020) 58.17 (2019)
Sudan 69.15 223.90 39.92 (29.96-53.04) 7.40 2.62 (2017) 11.46 (2018)
Syrian Arab Republic 72.67 301.10 18.45 (9.58-24.45) 14.00 12.87 (2016) 15.41 (2016)
Tunisia 77.04 91.00 14.29 (12.64-16.09) 21.80 13.03 (2017) 25.14 (2017)
United Arab Emirates 76.08 73.95 5.62 (4.95-6.4) 13.80 26.01 (2019) 57.46 (2019)
Yemen, Republic 66.63 221.30 45.71 (23.97-81.09) 7.10 5.25(2014) 7.85(2018)

*Most recent data from the World Health Organization Global Health Observatory Indicators Index Data. Source of data: (25).
b Adult mortality rate is defined as the probability of dying between 15 and 60 years per 1,000 population.

“Infant mortalityrat between bith and 11 month per 1,000live births,
Figure 5 Selected health indicators for some countries in MENA region (katoue et
al.,2022)

Some of the MENA countries such as the low-income countries and rural areas in
middle-income countries (e.g., Egypt and Morocco) are challenged by dual burdens of
disease characterized by increasing rates of NCDs accompanied by decreasing, but

prevalent communicable diseases.

An earlier study reported that NCDs and injuries are the underlying cause for more than
75% of the disability-adjusted life years in lower middle-income countries except in
Sudan and Yemen.

In these two countries, NCDs account for less than 50% of the disease burden while
infectious and parasitic diseases comprise a significant share (Katoue et al., 2022).

On the other hand, middle- and upper-income countries in MENA are mainly impacted
by the burden of NCDs while having largely eradicated communicable diseases.
Cardiovascular disorders, diabetes mellitus, behavioral and mental disorders and
malignant neoplasms account for more than 60% of the NCDs disease burden in most
of the countries in the region.

The rapid rise in NCDs is attributed to the rapid urbanization and changes in diet and

lifestyle of the population of these countries.
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2.5. The Libyan Context and Research Gap

2.5.1. Epidemiological and Regional Context
The MENA region exhibits a heterogeneous disease burden shaped by income level,
urbanization, and health system maturity.

In low-income and rural areas of middle-income countries such as Egypt and Morocco,
populations face a dual burden of disease—a persistent prevalence of communicable
diseases alongside a rising tide of non-communicable diseases (NCDs).

According to Katoue et al. (2022), NCDs and injuries account for over 75% of
disability-adjusted life years (DALYSs) in most lower-middle-income MENA countries,
with the exception of Sudan and Yemen, where infectious and parasitic diseases still
dominate.

In contrast, middle- and upper-income MENA countries have largely eradicated
communicable diseases and now contend primarily with NCDs.

Cardiovascular disorders, diabetes mellitus, mental and behavioral conditions, and
malignant neoplasms constitute more than 60% of the disease burden in these settings.

The epidemiological transition is driven by rapid urbanization, sedentary lifestyles, and

dietary shifts—factors increasingly relevant to Libya’s evolving health profile.

2.5.2. Historical Context of Healthcare in Libya

Historically, Libya operated a state-funded healthcare system that provided free
services to all citizens.

While this model ensured nominal access, it was often characterized by limited quality,
inefficiencies, and geographic disparities, particularly in rural and underserved regions.
Following the 2011 political upheaval, the healthcare system experienced profound
disruptions, including:

- Infrastructure deterioration due to conflict and underinvestment.

- Human resource shortages, with uneven distribution of skilled professionals.

- Fragmented service delivery, lacking coordination across levels of care.

- Weak regulatory oversight, undermining quality assurance and accountability.

These challenges have eroded public trust and contributed to increased reliance on
private providers and out-of-pocket (OOP) expenditures (World Health Organization,
2018).
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2.5.3. Current Health Insurance Landscape

Libya currently lacks a comprehensive, unified health insurance system.

Existing coverage is primarily employment-based, benefiting formal sector workers in
urban centers while excluding large segments of the population—particularly rural
residents, informal workers, and the unemployed (Al-Tamimi & Al-Ghazali, 2020).
The Public Health Insurance Fund (PHIF), while a promising initiative, remains limited
in scale and reach.

Key features of the current insurance landscape include:

- Limited population coverage, with significant geographic and occupational
disparities.

- High reliance on OOP payments, contributing to financial hardship and delayed care.
- Underutilization of preventive services, particularly for NCDs.

- Lack of integration between public and private sectors, leading to inefficiencies.
These systemic weaknesses hinder the realization of equitable, high-quality healthcare

and underscore the need for evidence-based reform.

2.5.4. Challenges Affecting Healthcare Quality in Libya

The quality of healthcare in Libya is constrained by multiple interrelated factors:

- Infrastructure limitations:

Aging facilities, equipment shortages, and inadequate supply chains.

- Human resource gaps:

Shortages of trained personnel, especially in rural areas.

- Organizational fragmentation:

Lack of coordination across providers and levels of care.

- Financial barriers:

Persistent OOP payments and absence of risk pooling mechanisms.

- Epidemiological transition:

Rising burden of NCDs without corresponding investment in chronic care and
prevention.

These challenges collectively undermine access, continuity, and patient satisfaction—

core dimensions of healthcare quality.

36



2.5.5. Research Gap and Study Rationale

Despite the growing interest in health system reform, empirical research on the impact
of health insurance in Libya remains scarce.

Specifically, there is a lack of data on:

- Comparative outcomes between insured and uninsured populations in terms of access,
satisfaction, and health status.

- The role of insurance continuity and stability in mitigating disparities and improving
care quality.

- Contextual adaptation of global best practices, including how international models
can inform Libyan health policy.

This study seeks to address these gaps by evaluating the relationship between health
insurance coverage and healthcare quality in Zawia municipality, a representative urban
setting.

The findings aim to inform policymakers, contribute to the academic literature, and
support the development of a more equitable and effective health insurance framework
in Libya.

2.6. Conclusion of Literature Review

This chapter has synthesized theoretical frameworks, global experiences, and regional
dynamics to establish a comprehensive foundation for the current study.

Key insights include:

1- Health insurance enhances access, financial protection, and patient satisfaction, but
its effectiveness depends on coverage depth, continuity, and system integration.

2- International experiences—from China, Germany, Iran, the U.S., Ghana, and GCC
countries—demonstrate the critical role of insurance design, socio-economic context,
and regulatory mechanisms in shaping healthcare quality.

3- Libya faces structural, financial, and organizational challenges, with limited
empirical evidence on the role of insurance in improving care delivery and outcomes.
These findings underscore the relevance and urgency of the present research, which
aims to contribute to both academic discourse and health policy development in Libya.
The next chapter outlines the methodological approach employed to investigate these

issues in Zawia municipality.
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CHAPTER 3:
METHODOLOGY

3.1. Introduction

This chapter outlines the methodological framework employed to investigate the impact
of health insurance on the quality of healthcare services among residents of Zawia
municipality, Libya.

It details the research design, study setting and population, sampling strategy, data
collection instruments, variable definitions, analytical procedures, and ethical
safeguards.

The methodology was designed to ensure internal validity, contextual relevance, and

alignment with international research standards.

3.2. Study Design

A case-control study design was adopted to compare healthcare experiences between
two distinct groups:

- Individuals with health insurance (case group).

- Individuals without insurance (control group).

This design is well-suited for evaluating the association between an exposure—health
insurance status—and outcomes such as access to care, service quality, and patient
satisfaction at a single point in time (Schlesselman, 1982).

The case-control approach enables the identification of statistically significant
differences between groups while controlling for confounding variables.

It is particularly appropriate in settings where randomized trials are impractical and

where retrospective comparisons can yield actionable insights for policy and practice.

3.3. Study Setting and Population

The study was conducted in Zawia municipality, a major urban center in western Libya
characterized by socioeconomic diversity and variable access to healthcare services.
The Municipality of Zawia was selected due to its representative population,
availability of both public and private healthcare providers, and relevance to national
health insurance reform efforts.

Inclusion Criteria

- Adults aged 18 years and above

- Residents of Zawia municipality

- Individuals who accessed healthcare services during the study period
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Exclusion Criteria

- Individuals younger than 18 years

- Patients unable to provide informed consent due to cognitive or medical impairments
The target population included both insured and uninsured individuals who had utilized
healthcare services in Zawia, ensuring a balanced representation of experiences and

perspectives.

3.4. Sampling Technique and Sample Size
A convenience sampling technique was employed to recruit participants from
healthcare facilities, community centers, and public spaces.
While non-probabilistic, this approach was deemed appropriate given logistical
constraints and the need for rapid data collection.
The final sample comprised 200 participants, equally divided between the two groups:
103 - Insured individuals (case group)
103 - Uninsured individuals (control group)
Sample size calculations were performed using OpenEpi software (Version 3.01), based
on the following parameters:
- Confidence level: 95%
- Statistical power: 80%
- Case-to-control ratio: 1:1
This sample size was sufficient to detect meaningful differences between groups across

key outcome variables.

3.5. Data Collection Methods

Data were collected through a structured, face-to-face questionnaire, administered by
trained interviewers (appendix a).

The instrument included both open-ended and close-ended items, organized into five
thematic sections:

- Demographic characteristics:

Age, gender, education level, income bracket.

- Health insurance status:

Type of coverage, duration, and continuity.

- Access to healthcare services:

Ease of obtaining care, waiting times, affordability.

- Quality of care received:

39



Measured across structural, process, and outcome dimensions.
- Patient satisfaction:

Assessed using a 5-point Likert scale ranging from “very dissatisfied” to “very

satisfied".”

The questionnaire was adapted from validated instruments used in previous studies to
ensure content validity.

A pilot test was conducted with a small subsample to assess clarity, reliability, and
cultural appropriateness.

Revisions were made based on pilot feedback to enhance comprehension and response

accuracy.

3.6. Variables and Measurements

Independent Variable.

Health insurance status:

Categorized as “insured” or “uninsured"

Dependent Variables.

1. Access to healthcare services:

Operationalized through indicators such as waiting time, affordability, and ease of
entry.

2. Patient satisfaction:

Measured using Likert-scale responses across multiple service dimensions.

3. Health outcomes:

Self-reported changes in health status, recovery rates, and perceived effectiveness of
care.

These variables were selected based on the Donabedian model and international

literature linking insurance coverage to healthcare quality.
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RESEARCH MODEL

Conceptual Framework

Independent Dependent Variables
Variable * Access to healthcare
) (measured by frequency
Health insurance of visits, ability to access
status needed services)
* Patient satisfaction
(measured through

standardized satisfaction
metrics)
¢ Health outcomes

(measured via self-reported
health status, |

Figure 6 research model

3.7. Data Analysis

Data were entered and analyzed using Statistical Package for the Social Sciences
(SPSS) software (version 27).

The analysis included both descriptive and inferential statistics:

- Descriptive statistics:

Means, medians, standard deviations, and frequency distributions were used to
summarize demographic and baseline characteristics.

- Inferential statistics:

Comparative analyses (e.g., chi-square tests, t-tests, logistic regression) were conducted
to assess associations between insurance status and key outcomes.

The choice of statistical tests was guided by data type, distribution, and research
hypotheses.

Statistical significance was set at p < 0.05, and confidence intervals were reported

where appropriate to enhance interpretability.

3.8. Ethical Considerations

Ethical approval was obtained from the Libyan National Committee for Biosafety and
Bioethics, affiliated with the Libyan Center for Medical Research (appendix b).

The study adhered to international ethical standards for human subjects’ research.
Prior to participation, respondents were:

- Informed about the study’s purpose, procedures, and potential risks.

- Provided with a written consent form outlining their rights.
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- Assured of confidentiality and anonymity.

No personal identifiers were recorded, and all data were securely stored and used
exclusively for research purposes.

Participation was voluntary, and respondents could withdraw at any time without

penalty.

3.9. Conclusion

This chapter has detailed the methodological approach used to examine the impact of
health insurance on healthcare quality in Zawia municipality.

It described the study design, sampling strategy, data collection tools, variable
definitions, analytical techniques, and ethical safeguards.

These methods provide a robust foundation for the empirical analysis presented in the

subsequent chapter.
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CHAPTER 4:
RESULTS

4.1. Statistical Methods

Data were collected through a structured questionnaire administered to residents of
Zawia municipality, Libya, to assess the impact of health insurance on healthcare
accessibility, service quality, patient satisfaction, and health outcomes.

The data were coded and analyzed using the Statistical Package for the Social Sciences
(SPSS, Version 27).

Descriptive statistics (frequencies and percentages) were used to summarize socio-
demographic characteristics and responses to perception-based questions.

To test the study hypotheses, chi-square tests of independence (?) were employed to
examine associations between health insurance coverage and key variables, including
accessibility of healthcare services, patient satisfaction, and perceived health outcomes.
Statistical significance was set at p < 0.05, with results presented in corresponding
tables.

4.2. Questionnaire Validity:

Validity of the study questionnaire refers to the extent to which the questionnaire
measures what it is intended to measure.

We ensured the validity of the questionnaire through the following types of validity:
1) Face Validity of the Questionnaire (Validity of Experts)

The researcher tested the validity of the study questionnaire by using the expert validity
method.

The questionnaire was presented to a group of experts who have experience in the field
of the study.

The researcher considered the majority of the experts' comments to finalize the
questionnaire's formulation.

2) Discriminant Validity

Discriminant validity, also known as concurrent validity, is calculated using an
independent samples t-test to determine the difference between two extreme groups.
The calculated t-value for the significance of the difference between the two extreme
groups in the total score represents the discriminant validity of the scale. To achieve
this, the total scores of the questionnaire items are arranged in descending order from

the highest score to the lowest score.

43



The two extreme groups are identified in the total score with a percentage of 27% in
each group.
By conducting an independent samples t-test, a calculated significance value of < 0.001
was obtained for overall of the questionnaire, which is less than 0.05.
This indicates that the Questionnaire has discriminant validity, meaning it has a high
discriminatory ability.

Table (2) Illustrates the results of the t-test for testing the difference between the two

groups

] ) Means
Dimension Group Mean Std T value | P-value
difference

Upper group 29.84 2.342
Overall 11.18 28.860 | <0.001
Lower group 18.56 1.709

4.3. Reliability of the questionnaire

To assess the reliability of the performance, the researcher calculated the reliability
coefficients of the scale using the following method:

Cronbach's Alpha Coefficient:

To test the reliability of the study tool, Cronbach's alpha test was used to measure the
internal consistency of the questionnaire.

The results shown in Table (3) indicate a reliability level of 77.7% in the responses of
the study sample, which is an acceptable percentage since alpha values above 70% are
considered reliable.

Therefore, it can be concluded that this scale is reliable, meaning that the respondents
understand its items in the same way as intended by the researcher.

Consequently, it can be relied upon in this field study, as the likelihood of obtaining

consistent results upon reapplication is estimated at 77.7%.

Table (3) Results of the test for the reliability of the study questionnaire (Cronbach’s

Alpha)
) _ Number of Cronbach's
Dimension
statements Alpha
Overall 11 0.777
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4.4. Demographics

Table (4) Sample distribution based on age

Age Count %
Less than 30 years 34 16.5
30-50 years 65 31.6
More than 50 years 107 51.9
Total 206 100.0

Table 4 shows the age distribution of respondents in the study examining the impact of
health insurance on the quality of healthcare services among the Libyan community in
Zawia Municipality.

Out of the total sample (N = 206), the largest proportion of participants were over 50

years of age (n = 107, 51.9%).

Participants between 30 and 50 years represented nearly one-third of the sample (n =

65, 31.6%), while the youngest group, those under 30 years, accounted for only 16.5%

(n=34).

These findings indicate that the sample was predominantly composed of older adults,
which may influence perceptions of healthcare quality and the role of health insurance,

given that older individuals typically have higher healthcare needs.

Frequency

120

100

=)
=

Less than 30 3050 More than 50

Age

Figure 7 sample distribution based on age
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Table (5) Sample distribution based on gender

Gender Count %
Male 92 44.7

Female 114 553
Total 206 100.0

As presented in Table 5, the sample consisted of 206 participants, with females forming
the majority (n = 114, 55.3%) compared to males (n = 92, 44.7%).
This slight overrepresentation of females suggests that women’s perspectives on health

insurance and healthcare quality may be more prominently reflected in the findings.

Frequency

Male Female

Gender

Figure 8 sample distribution based on gender

Table (6): Sample distribution based on education level

Education Level Count %
No formal education 30 14.6
Primary education 31 15.0
Secondary education 36 17.5
University degree or higher 109 52.9
Total 206 100.0
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Table 6 illustrates the educational background of the respondents.

More than half of the participants (n = 109, 52.9%) reported having a university degree
or higher.

Those with secondary education represented 17.5% (n = 36), while participants with
only primary education constituted 15.0% (n = 31). A smaller portion of the sample (n
= 30, 14.6%) reported having no formal education.

This indicates that the study sample was generally well-educated, with a majority
possessing higher education qualifications, which may shape their awareness and

expectations regarding healthcare quality and insurance coverage.

Frequency

No formal Primary Secondary University
education education education degree or
higher

Education Level
Figure 9 sample distribution based on education level

Table (7): Sample distribution based on employment status

Employment Status Count %
Employed 88 42.7
Unemployed 39 18.9
Retired 67 32.5
Student 12 5.8
Total 206 100.0

As shown in Table 7, the employment status of participants varied, with the largest
group being employed individuals (n = 88, 42.7%).

Retired participants represented nearly one-third of the sample (n = 67, 32.5%), while
unemployed respondents accounted for 18.9% (n = 39).

A smaller proportion of the participants were students (n = 12, 5.8%).
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These findings indicate that the sample included a diverse range of employment
categories, with a notable representation of both working-age and retired individuals,
which may provide different perspectives on the role of health insurance in accessing

and evaluating healthcare services.

100

a0

@
=]

Frequency

40

20

Employed Unemployed Retired Student

Employment Status

Figure 10 sample distribution based on employment status

Table (8) Sample distribution based on residence location

Residence Location Count %
Urban area 111 539
Rural area 95 46.1
Total 206 100.0

Table 8 presents the distribution of participants according to their residence.

Slightly more than half of the respondents reported living in urban areas (n = 111,
53.9%), while the remaining 46.1% (n = 95) resided in rural areas.

This relatively balanced distribution ensures that the perspectives of both urban and
rural residents are represented in the study, which is particularly relevant since access

to and quality of healthcare services may vary by location.
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Frequency

Urban area Rural area

Residence Location

Figure 11 sample distribution based on residence location
4.5. Health Insurance Status

Table (9) Health Insurance Coverage and Barriers in the Libyan Community of Zawia

Municipality
Question Count % Chi square P value
Do you have health insurance?
Yes 120 58.3
5.612 0.018
No 86 41.7
Total 206 100.0

If yes, what type of insurance do you have?
Public/Government-provided 116 96.7
Private 4 33

104.533 <0.001

If no, why don’t have health insurance?

Cannot afford it 4 4.7
Not available in my area 59 68.6
89.977 <0.001
Not aware of its benefits 12 14.0
Other 11 12.7

Table 9 summarizes participants’ health insurance coverage and barriers.
Out of the total sample (N = 206), a majority reported having health insurance (n =120,
58.3%), while 41.7% (n = 86) indicated that they did not.
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A chi-square test revealed a statistically significant difference in coverage distribution,
¥ =5.61,p=.018.

Among those who reported having insurance, nearly all participants were covered by
public/government-provided health insurance (n = 116, 96.7%), whereas only 3.3% (n
= 4) held private insurance.

This distribution was highly significant, ¥* = 104.53, p <.001.

For participants without health insurance, the most common reason was the
unavailability of insurance in their area (n = 59, 68.6%).

Other reasons included lack of awareness of its benefits (n = 12, 14.0%), inability to
afford it (n = 4, 4.7%), and other unspecified causes (n = 11, 12.7%).

The differences across these reasons were statistically significant, y> = 89.98, p <.001.
Overall, these findings highlight that although the majority of participants had health
insurance—primarily public—the lack of availability in certain areas was the primary

barrier among the uninsured.

4.6. Access to Healthcare

Table (10) Patterns of Healthcare Utilization in the Libyan Community of Zawia
Municipality

Question Count % Chi square P value

How often do you visit healthcare facilities?

Rarely (less than once a year) 36 17.5
Occasionally (1-2 times a year) 69 33.5 30.767 <0.001
Frequently (3 or more times a year 101 49.0

How long does it usually take to access a healthcare facility

Less than 30 minutes 136 66.0
30 minutes to 1 hour 59 28.6 115.816 <0.001
More than 1 hour 11 5.4

How do you pay for your healthcare services?

Out of pocket 160 77.7
Insurance coverage 44 21.3 195.068 <0.001
Other 2 1.0
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Table 10 presents patterns of healthcare utilization among participants.

Regarding frequency of visits, nearly half of the respondents reported visiting
healthcare facilities frequently (three or more times per year; n = 101, 49.0%), while
33.5% (n = 69) visited occasionally (1-2 times per year), and only 17.5% (n = 36)
visited rarely (less than once a year).

The distribution was statistically significant, ¥> = 30.77, p <.001.

Concerning accessibility, the majority of participants (n = 136, 66.0%) reported
reaching a healthcare facility in less than 30 minutes.

About 28.6% (n = 59) required 30 minutes to one hour, while a small fraction (n = 11,
5.4%) reported travel times exceeding one hour.

This difference was highly significant, ¥* = 115.82, p <.001.

In terms of payment methods, most respondents relied on out-of-pocket payments (n =
160, 77.7%), whereas 21.3% (n = 44) reported using insurance coverage, and only 1.0%
(n = 2) mentioned other methods.

This distribution was also statistically significant, > = 195.07, p < .001.

Overall, the findings indicate that while healthcare facilities are relatively accessible to
most residents in Zawia Municipality, reliance on out-of-pocket payments remains

high, and regular healthcare utilization is common.
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4.7. Quality of Healthcare Services

Table (11) Perceptions of Healthcare Quality and Professional Attitude in the Libyan

Community of Zawia Municipality

Chi
Question Count % P value
square

How would you rate the quality of healthcare services you receive?

Excellent 9 4.4
Good 68 33.0
93.146 <0.001
Average 99 48.1
Poor 30 14.5

Are the healthcare facilities well-equipped to meet your needs?

Yes, always 49 23.8
Sometimes 107 51.9
87.553 | <0.001
Rarely 28 13.6
No 22 10.7

How satisfied are you with the attitude of healthcare professionals

Very satisfied 43 20.9

Satisfied 64 31.0

Neutral 54 26.2 42.495 | <0.001
Dissatisfied 36 17.5

Very dissatisfied 9 4.4

Do you feel that having health insurance has improved the quality

of care you receive?

Yes 86 41.8
No 74 359 12.272 | 0.002
Not applicable 46 22.3

Table 11 highlights participants’ perceptions of healthcare quality and professional
attitudes.

When asked to rate the quality of healthcare services, nearly half of the respondents (n
= 99, 48.1%) reported that services were “average,” while 33.0% (n = 68) rated them
as “good.” A smaller proportion described services as “poor” (n = 30, 14.5%) or
“excellent” (n =9, 4.4%).

This distribution was statistically significant, y*> = 93.15, p <.001.

Regarding healthcare facilities’ preparedness, over half of the participants (n = 107,

51.9%) indicated that facilities were “sometimes” well-equipped to meet their needs.
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Meanwhile, 23.8% (n = 49) reported that facilities were “always” well-equipped,
whereas others noted rare adequacy (n = 28, 13.6%) or complete inadequacy (n = 22,
10.7%).

This difference was highly significant, ¥*> = 87.55, p <.001.

When evaluating professional attitudes, about one-third of respondents (n = 64, 31.0%)
reported being “satisfied,” and 20.9% (n = 43) were “very satisfied.”

However, 26.2% (n = 54) remained neutral, while 17.5% (n = 36) were dissatisfied, and
4.4% (n = 9) were very dissatisfied.

These results were statistically significant, y*> = 42.50, p <.001.

Finally, regarding the role of health insurance in improving care quality, 41.8% (n =
86) believed it enhanced their healthcare, whereas 35.9% (n = 74) disagreed, and 22.3%
(n = 46) reported that the question was not applicable to them.

This distribution was also significant, > = 12.27, p = .002.

Overall, these findings suggest that while many participants perceive healthcare
services in Zawia Municipality as “average,” concerns remain about the adequacy of
facility equipment and professional attitudes.

Moreover, although health insurance is associated with perceived improvements in care

for some, a substantial proportion of participants did not report a positive impact.
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4.8. Patient Outcomes and satisfaction

Table (12) Impact of Health Insurance on Access to Specialized Care and Patient

Satisfaction in the Libyan Community of Zawia Municipality

Question Count | % Chi square P value

Since obtaining health insurance, has your ability to
access specialized healthcare services (e.g., surgeries,

specialists) improved?

Yes 37 18.0

No 101 49.0 29.835 <0.001
Not applicable 68 33.0

How often do you experience delays in receiving

treatment?

Rarely 23 11.2

Occasionally 113 54.8 59.019 <0.001
Frequently 70 34.0

Overall, how satisfied are you with your healthcare

experience?

Very satisfied 39 18.9

Satisfied 42 20.4

Neutral 81 39.3 65.990 <0.001
Dissatisfied 36 17.5

Very dissatistied 8 3.9

Table 12 summarizes the impact of health insurance on access to specialized care and
overall patient satisfaction.

When asked whether health insurance improved access to specialized healthcare
services, only 18.0% (n = 37) reported improvements, while nearly half (n = 101,
49.0%) indicated no improvement, and 33.0% (n = 68) stated the question was not
applicable.

This distribution was statistically significant, x> = 29.84, p <.001.

Regarding delays in receiving treatment, the majority of respondents (n = 113, 54.8%)
reported experiencing occasional delays, while 34.0% (n = 70) reported frequent delays,
and only 11.2% (n = 23) experienced delays rarely.

The results were significant, > = 59.02, p <.001.

54



As for overall satisfaction with healthcare experiences, the largest group of participants
reported a neutral stance (n = 81, 39.3%).

A smaller proportion were satisfied (n = 42, 20.4%) or very satisfied (n = 39, 18.9%),
while others expressed dissatisfaction (n = 36, 17.5%) or strong dissatisfaction (n = 8,
3.9%).

This distribution was statistically significant, ¥*> = 65.99, p <.001.

Taken together, these findings indicate that while some patients perceive benefits of
health insurance in accessing specialized care, many do not report improvements.
Moreover, delays in treatment remain a common issue, and overall satisfaction with
healthcare experiences tends to be moderate, with many participants reporting neutral

or mixed perceptions.

Table (13) Comparison of Healthcare Access and Satisfaction Between Insured and

Uninsured Individuals in the Libyan Community of Zawia Municipality

health insurance
Chi P
Question Categories Yes No
square | value
N (%) N (%)
Rarely 10(4.9) | 26(12.6)
How often do you visit <
Occasionally 38(18.4) | 31(15.0) | 21.091
healthcare facilities? 0.001
Frequently 72(35.0) | 29(14.1)
Less than 30 minutes | 78(37.9) | 58(28.2)
How long does it usually take to
30 minutes to 1 hour | 36(17.5) | 23(11.2) | 0.293 0.864
access a healthcare facility
More than 1 hour 6(2.9) 5(2.4)
Out of pocket 77(37.4) | 83(40.3)
How do you pay for your <
Insurance coverage | 43(20.9) 1(0.5) 37.732
healthcare services? 0.001
Other 0(0.0) 2(1.0)
Excellent 7(3.4) 2(1.0)
How would you rate the quality
Good 36(17.5) | 32(15.5)
of healthcare services you 4.018 0.260
) Average 56(27.2) | 43(20.9)
receive?
Poor 21(10.2) | 9(4.4)
Yes, always 45(21.8) | 4(1.9)
Are the healthcare facilities
Sometimes 64(31.1) | 43(20.9) <
well-equipped to meet your 52.546
Rarely 9(4.4) 19(9.2) 0.001
needs?
No 2(1.0) 20(9.7)
Very satisfied 42(20.4) 1(0.5)
How satisfied are you with the
Satisfied 41(19.9) | 23(11.2) <
attitude of healthcare 48.990
) Neutral 21(10.2) | 33(16.0) 0.001
professionals
Dissatisfied 15(7.3) | 21(10.2)
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health insurance
Chi P
Question Categories Yes No
square | value
N (%) N (%)
Very dissatisfied 1(0.5) 8(3.9)
Do you feel that having health Yes 62(30.1) | 24(11.7)
insurance has improved the No 55(26.7) | 19(9.2) | 65.253 | <0.001
quality of care you receive? Not applicable 3(L.5) | 43(20.9)
Since obtaining health Yes 25(12.1) | 12(5.8)
insurance, has your ability to No 91(44.2) | 10(4.9) 120.130 <
access specialized healthcare . 0.001
o Not applicable 4(1.9) | 64(31.1)
services improved?
Rarely 10(4.9) | 13(6.3)
How often do you experience .
) o Occasionally 65(31.6) | 48(23.3) | 3.137 0.208
delays in receiving treatment?
Frequently 45(21.8) | 25(12.1)
Very satisfied 28(13.6) | 11(5.3)
Overall, hoe satisfied are you Satisfied 40(19.4) | 2(1.0)
<
with your healthcare Neutral 41(19.9) | 40(19.4) | 49.142 0.001
experience? Dissatisfied 10(4.9) | 26(12.6) ‘
Very dissatisfied 1(0.5) 7(3.4)

Table 13 compares healthcare access and satisfaction between insured and uninsured
participants.

Significant differences emerged across several domains.

In terms of healthcare utilization, insured respondents were more likely to visit
healthcare facilities frequently (35.0%) compared to the uninsured (14.1%), while
uninsured individuals were more likely to report rare visits (12.6%), x> = 21.09, p <
.001.

However, no significant difference was observed regarding travel time to healthcare
facilities, x> = 0.29, p = .864.

Payment methods differed markedly:

insured participants relied more on insurance coverage (20.9% vs. 0.5%), whereas
uninsured individuals relied heavily on out-of-pocket payments (40.3% vs. 37.4%), ¥?
=37.73, p < .001.

Regarding perceived service quality, no significant differences were found between
insured and uninsured groups, x> = 4.02, p = .260.

However, perceptions of facility preparedness varied significantly:
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insured individuals were more likely to report that facilities were “always” well-
equipped (21.8% vs. 1.9%), while uninsured participants more often reported
inadequacy (9.7% vs. 1.0%), y* = 52.55, p <.001.

Satisfaction with professional attitudes also differed significantly, > = 48.99, p <.001.
Insured respondents were more likely to be “very satisfied” (20.4% vs. 0.5%), while
dissatisfaction was more prevalent among uninsured participants.

Importantly, insured individuals were significantly more likely to perceive that health
insurance improved care quality (30.1% vs. 11.7%), ¥* = 65.25, p <.001, and enhanced
access to specialized services (12.1% vs. 5.8%), ¥* = 120.13, p <.001.

No significant difference was observed in reported delays in receiving treatment, > =
3.14, p = .208.

However, overall satisfaction with healthcare experiences differed significantly, y*> =
49.14, p < .001, with insured respondents reporting higher satisfaction (13.6% very
satisfied vs. 5.3% among uninsured), while dissatisfaction was more prevalent among
uninsured individuals (12.6% vs. 4.9%).

Taken together, these findings indicate that health insurance was associated with greater
utilization of healthcare services, higher satisfaction, and improved perceptions of
facility preparedness and professional attitudes, though not with shorter travel times or

reduced delays in treatment.

4.9. Hypotheses Testing:

Hypothesis 1:

Ho: There is no impact of health insurance coverage on healthcare accessibility of
healthcare services.

Hi: There is impact of health insurance coverage on healthcare accessibility of
healthcare services.

We can test this hypothesis by using the results from Table (12) for Access to
specialized healthcare services (Yes/No/Not applicable):

From Table (12), Chi-square for “access improvement since obtaining insurance” is
29.835 with p < 0.001.

and since p < 0.05, we reject the null hypothesis and conclude that there is a statistically
significant impact of health insurance coverage on accessibility to healthcare services

in the Libyan community of Zawia Municipality.
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Hypothesis 2:

Ho: There is no impact of health insurance coverage on patient satisfaction with health
Services.

Hi: There is impact of health insurance coverage on patient satisfaction with health
Services.

We can test this hypothesis by using the results from Table (12) for how satisfied are
you with your healthcare experience (Satisfied/Neutral/Dissatisfied):

From Table (12), Chi-square for “how satisfied are you with your healthcare
experience” is 65.990 with p < 0.001. and since p < 0.05, we reject the null hypothesis
and conclude that there is a statistically significant impact of health insurance coverage
on patient satisfaction with health services in the Libyan community of Zawia
Municipality.

Hypothesis 3:

Ho: There is no impact of health insurance coverage on people health outcome

Hi: There is impact of health insurance coverage on people health outcome

We can test this hypothesis by using the results from Table (12) for improvement in
access to specialized care (Yes/No/Not applicable):

From Table (13), Chi-square for “Do you feel that having health insurance has
improved the quality of care you receive” is 65.253 with p < 0.001.

and since p < 0.05, we reject the null hypothesis and conclude that there is a statistically
significant impact of health insurance coverage on people health outcome in the Libyan

community of Zawia Municipality.

4.10. Summary of Results

The study examined the impact of health insurance on healthcare access, utilization,
quality, and patient satisfaction among the Libyan community in Zawia Municipality.
The sample (N = 206) was predominantly older adults, with 51.9% over 50 years, and
slightly more females (55.3%) than males (44.7%).

Most participants held a university degree or higher (52.9%), and employment status
was distributed across employed (42.7%), retired (32.5%), unemployed (18.9%), and
students (5.8%).

Urban residents slightly outnumbered rural residents (53.9% vs. 46.1%).

These demographic characteristics suggest that the findings reflect the perspectives of

a relatively well-educated population with diverse employment and residential
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backgrounds, which may influence their perceptions and utilization of healthcare
Services.

A majority of participants (58.3%) reported having health insurance, predominantly
public/government-provided (96.7%).

Among those without insurance, the main barrier was unavailability in their area
(68.6%).

This indicates that while insurance coverage exists for many, geographic and
accessibility limitations remain important challenges.

Healthcare utilization was frequent, with 49.0% visiting facilities three or more times
per year.

Most participants (66.0%) could access facilities within 30 minutes.

However, a majority (77.7%) still paid out-of-pocket for services, highlighting reliance
on personal funds despite insurance availability.

Perceptions of service quality were generally “average” (48.1%) or “good” (33.0%),
with limited reports of “excellent” services (4.4%).

Facility preparedness was inconsistent, as only 23.8% felt facilities were always well-
equipped.

Satisfaction with professional attitudes varied, with 31.0% satisfied, 20.9% very
satisfied, and 22.0% dissatisfied.

About 41.8% of insured participants perceived an improvement in care quality due to
insurance, reflecting its partial impact on patient experience.

Access to specialized care improved for only 18.0% of participants with insurance.
Delays in treatment were common, with 54.8% experiencing occasional delays and
34.0% frequent delays.

Overall satisfaction was moderate, with 39.3% neutral, 20.4% satisfied, and 18.9% very
satisfied.

Insured participants demonstrated significantly higher healthcare utilization, greater
satisfaction with professional attitudes, and better perceptions of facility preparedness.
They were also more likely to report improvements in care quality and access to
specialized services.

However, insurance did not significantly reduce travel time or treatment delays.

The findings suggest that health insurance plays a critical role in enhancing perceived
quality and access to healthcare services, especially regarding utilization and
satisfaction with professional care.
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Nonetheless, structural barriers, such as geographic unavailability of insurance, out-of-
pocket payments, and treatment delays, continue to limit its full impact.

The moderate ratings for overall service quality highlight the need for improvements in
infrastructure, equipment, and professional practices to maximize the benefits of health

insurance.

4.11. The conclusion

1. Health insurance coverage in Zawia Municipality is moderate, with public
insurance dominating and gaps in accessibility for some residents.

2. Insured individuals experience higher healthcare utilization and report greater
satisfaction with services and professional attitudes.

3. Overall perceptions of healthcare quality remain average, with facility preparedness
and access to specialized care as key limitations.

4. Treatment delays and reliance on out-of-pocket payments persist, even among the
insured.

5. There is impact of health insurance coverage on healthcare accessibility of
healthcare services.

6. There is a statistically significant impact of health insurance coverage on patient
satisfaction with health services in the Libyan community of Zawia Municipality.

7. There is a statistically significant impact of health insurance coverage on people

health outcome in the Libyan community of Zawia Municipality.
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CHAPTER 5:
DISCUSSION

This section presents a review of the literature comparing the Libyan Public Health
Insurance Fund (PHIF) with health insurance systems in other countries.

Variations in economic capacity, demographic composition, and policy orientation
have led to notable differences in the structure and functioning of these systems.
Despite sharing the common objective of promoting equitable access to quality
healthcare, the design and implementation of these health insurance models differ

considerably across contexts.

5.1. Structural and Governance Frameworks

Libya’s Public Health Insurance Fund (PHIF), established under Presidential Council
Resolution No. 854 of 2017, represents an emerging national framework intended to
operationalize the principles of social solidarity and financial risk-sharing (PHIF,
2025).

The Fund is supervised by the Presidency of the Council of Ministers and aims to
provide universal basic healthcare coverage in accordance with Law No. 20 of 2010 on
Health Insurance.

Despite these ambitions, PHIF coverage remains limited in scale, with approximately
237,000 registered beneficiaries as of September 2025.

In practice, the Libyan system continues to depend heavily on public financing and out-
of-pocket payments, reflecting a transitional stage toward universal health protection.
In contrast, Abu Dhabi’s health insurance model demonstrates a mature, multi-tiered
regulatory system administered by the Health Authority of Abu Dhabi (HAAD, 2013).
Its four structured plans—Thiga, Basic, Enhanced, and Visitor—illustrate a
comprehensive approach integrating both public and private actors.

The Thiga plan, fully funded by the government, guarantees extensive coverage for
Emirati nationals, including preventive, inpatient, and outpatient services, whereas
expatriate and visitor plans operate under private insurance frameworks with defined
co-payment limits and coinsurance structures.

This multi-plan architecture promotes inclusivity across demographic and employment

groups, balancing social equity with market efficiency.
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The Saudi Arabian system, governed under the Cooperative Health Insurance Law,
reflects a hybrid model emphasizing employer-based contributions and regulated
private participation(Al-Hanawi et al., 2020) .

By 2016, roughly 38% of the total population was insured, with expatriates comprising
the majority of beneficiaries.

The Council of Cooperative Health Insurance (CCHI) oversees compliance and service
standards.

However, despite strong regulatory foundations, the Saudi system remains in a
developmental phase, facing challenges of fragmented service delivery, unequal access
between nationals and expatriates, and heavy fiscal reliance on oil-based
revenues(Alkhamis et al., 2014).

Iran, by comparison, represents a more advanced stage of social health insurance
evolution.

Its multi-tiered system, administered through the Iran Health Insurance Organization
(IHI0), Social Security Organization (SSO), and Armed Forces Insurance, covers over
90% of the population (WHO, 2017).

Continuous reforms have reduced out-of-pocket (OOP) expenditures from 80.5% in
1995 to 38.8% in 2016 (Doshmangir et al., 2021), demonstrating effective financial
protection and institutional sustainability.

Nonetheless, inequities persist between different insurance schemes, especially in rural
and informal sectors, emphasizing the ongoing need for benefit harmonization and

standardized service packages.

5.2. Financing Mechanisms and Sustainability

The financing structures across these systems illustrate divergent models of
sustainability.

Libya’s PHIF relies primarily on public budget allocations and periodic contributions,
yet remains constrained by economic instability and limited enrollment.

Out-of-pocket spending still accounts for a high proportion of healthcare expenditure,
creating affordability barriers and limiting the equity of access.

By contrast, Abu Dhabi’s financing model blends public subsidies (for nationals and
low-income expatriates) with private insurance contributions (for higher-income
groups).

This diversification ensures fiscal stability and service continuity.
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The Thiga plan is fully state-funded, whereas Basic and Enhanced plans operate under
regulated market competition, ensuring affordability through caps on coinsurance and
deductibles(Hamdi et al., 2014).

In Saudi Arabia, financing is largely employer-based within the private sector, where
expatriates must be insured as a condition of employment.

This mechanism reduces the direct fiscal burden on the government while maintaining
a baseline of service access for non-citizens.

However, the exclusion of non-employed groups and the limited public coverage for
Saudis in the informal economy create gaps in inclusivity and risk pooling (Al-Hanawi
et al., 2020).

Iran’s financing strategy is more comprehensive, integrating contributions from
employees, employers, and government transfers.

Its pluralistic but state-supervised approach ensures steady fund inflows while
safeguarding financial risk protection for vulnerable populations.

This structure has proven effective in reducing catastrophic expenditures and ensuring
steady improvements in healthcare access (WHO, 2017).

5.3. Equity, Access, and Quality of Care

In terms of equity and accessibility, Libya faces considerable disparities, particularly
between urban and rural areas.

The PHIF’s coverage remains geographically uneven, and the majority of citizens
continue to pay directly for medical services despite being nominally insured.

The Libyan system’s performance in ensuring equitable access lags behind Abu Dhabi
and Iran, where national policies have systematically targeted coverage expansion and
benefit equity.

Abu Dhabi’s model demonstrates exemplary inclusivity, with all residents—nationals,
expatriates, and visitors—entitled to at least basic insurance coverage.

This structure not only guarantees near-universal access but also incorporates
preventive care and screening, contributing to higher service quality and patient
satisfaction levels.

In Saudi Arabia, accessibility improvements are evident primarily within the private
sector, while gaps persist in rural regions and among low-income citizens. Furthermore,
discrepancies in waiting times and specialist access remain concerns despite substantial

investment in healthcare infrastructure.
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Iran, meanwhile, has achieved notable progress in both access and service utilization.
Expanding insurance coverage has led to higher rates of healthcare use, particularly in
rural areas, where the IHIO subsidizes care for low-income populations.

Nonetheless, the coexistence of multiple insurance funds occasionally produces

administrative inefficiencies and variations in benefit levels.

5.4. Policy Implications for Libya

The comparative analysis indicates that Libya’s PHIF remains at an early
developmental stage but possesses strong policy potential.

Drawing lessons from Abu Dhabi, Libya could adopt a tiered insurance model
differentiating between citizens, expatriates, and low-income populations, thereby
ensuring financial sustainability and inclusivity.

The Saudi experience underscores the importance of regulating private-sector
involvement and mandating employer-based insurance to reduce government
expenditure while maintaining broad coverage.

Meanwhile, Iran’s reforms demonstrate the feasibility of phased expansion toward
universal health coverage through standardized benefits and cost-sharing mechanisms.
To enhance equity and service quality, Libya should prioritize expanding PHIF
enrollment, integrating private providers under regulated contracts, and strengthening
health information systems for effective monitoring.

Implementing mixed financing strategies and establishing co-payment ceilings would
also mitigate financial burdens on households while improving utilization and
satisfaction.

In conclusion, while Abu Dhabi and Iran have achieved near-universal coverage
through structured and diversified systems, Saudi Arabia and Libya remain in
transitional phases characterized by partial coverage and uneven service quality.
Libya’s PHIF can evolve into an effective national insurance system by adopting hybrid
financing mechanisms and regulatory models inspired by its regional counterparts,
ultimately ensuring equitable, efficient, and sustainable healthcare for all citizens.

The findings from this study on the impact of health insurance on healthcare access and
quality in Zawia Municipality, Libya, align with global evidence emphasizing the
critical role of insurance coverage in shaping healthcare utilization and patient

satisfaction.
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In this study, health insurance coverage PHIF was found to be moderate, with most
participants (58.3%) enrolled in public insurance programs.

This trend mirrors patterns observed in other middle-income settings, such as Iran and
China, where government-sponsored insurance schemes dominate the healthcare
financing landscape.

However, the Libyan case demonstrates persistent challenges, including geographical
disparities in insurance availability, out-of-pocket (OOP) payments, and limited
improvement in specialized care access—issues that resonate with similar findings
from developing health systems.

In comparison, Iran’s health insurance system, though largely state-run, has shown
greater coverage expansion and cost-sharing efficiency.

Between 1995 and 2016, Iran’s OOP expenditure fell from 80.5% to 38.8% of total
health spending as national health insurance reforms expanded to cover over 95% of
the population(Doshmangir et al., 2021) .

Despite these advances, Iranian insured populations still faced inequities in access and
service quality—paralleling the Libyan findings where insurance did not fully eliminate
treatment delays or OOP expenses.

Both contexts underscore that while financial protection mechanisms have broadened
access, quality improvement and system efficiency remain key gaps.

In contrast, advanced economies like the United States demonstrate a more diversified
insurance structure encompassing public (Medicare, Medicaid) and private schemes.
U.S. studies reveal that insurance continuity is a major determinant of healthcare access
and satisfaction.

For instance, adults experiencing coverage disruptions in 2018 reported significantly
reduced access to preventive services and greater affordability challenges(Yabroff et
al., 2021b) .

This aligns with the Libyan finding that insured individuals were more satisfied and
had higher utilization, but the persistence of structural barriers—such as distance,
waiting times, and uneven service quality—dampened overall benefits.

Moreover, disparities based on income and geography remain salient in both contexts,
suggesting that insurance coverage alone does not ensure equity in care delivery.
Similarly, China’s universal medical insurance system (UMIS), which by 2014 covered
over 97% of the population, improved hospital access and reduced inpatient mortality
but left low-income groups vulnerable to catastrophic expenditures(Yip et al., 2019).
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The Libyan findings echo this dynamic—insurance coverage increased utilization and
satisfaction but did not significantly mitigate out-of-pocket spending or treatment
delays.

Both systems illustrate the tension between coverage expansion and effective service
delivery—a central challenge for countries transitioning toward universal health
coverage (UHC).

African evidence further contextualizes Libya’s position.

In Ghana, insured patients reported higher satisfaction with waiting times and
laboratory services but no significant difference in perceived care quality compared to
uninsured patients (Fenny et al., 2014).

b 1Y

This mirrors the Libyan respondents’ “average” overall assessment of healthcare
quality (48.1%), suggesting that while insurance enhances affordability and access, it
does not automatically translate into superior clinical experiences or outcomes.
Furthermore, the Libyan result showing that only 18% perceived improved access to
specialized care reflects systemic limitations in service availability, comparable to
rural-urban disparities observed in Ghana and China.

International comparisons also highlight the role of socioeconomic and geographic
determinants.

In the U.S., income and race remain strong predictors of uninsurance, with low-income
minorities having 68% lower odds of being insured compared to high-income
Whites(Lee et al., 2021) .

Although Libya’s context differs, geographic inaccessibility and uneven resource
distribution similarly hinder equitable coverage.

These parallels emphasize the intersection of structural and social barriers across
varying health systems.

The Libyan study’s evidence of significant correlations between insurance coverage,
satisfaction, and perceived health outcomes confirms that health insurance exerts a
positive, though partial, influence on healthcare experience.

Similar conclusions have been drawn from evaluations of the Affordable Care Act
(ACA) in the U.S., where coverage expansions improved access but did not eliminate
cost burdens or disparities.

The persistence of out-of-pocket payments among insured Libyans (77.7%) particularly
highlights inefficiencies in policy implementation and financial protection—an issue
that Iran successfully mitigated through government-subsidized risk pooling.
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Overall, the Libyan findings underscore a transitional health system, where insurance
plays a growing but incomplete role in improving healthcare delivery.

While parallels can be drawn with systems like Iran’s and China’s in terms of structural
expansion and mixed-quality outcomes, Libya’s progress remains constrained by
resource allocation, administrative inefficiencies, and service disparities.

Comparative evidence suggests that to realize the full potential of health insurance,
Libya must strengthen provider accountability, infrastructure investment, and regional
equity mechanisms—transforming financial coverage into tangible service quality and
health gains.

In summary, the literature demonstrates considerable variation in how health insurance
systems are designed and implemented across different countries.

To synthesize these findings and facilitate comparison, a summary table is presented
below, highlighting the key features and differences among selected health insurance

models.
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Table (14) prepared by the researcher

Comparison between Libya PHIF and other countries health insurance programs

Saudi United
Aspect Libya Abu Dhabi Arabia Iran States China Ghana
(UAE)
(KSA) (USA)
Governin | Public Health Council of | IHIO, SSO, | Medicare | National National
g Body Health Authority Cooperativ | Armed & Healthcare | Health
Insurance | of Abu | e  Health | Forces Medicaid | Security Insurance
Fund Dhabi Insurance Insurance Services | Administra | Authority
(PHIF) (HAAD) (CCHI) (CMS), tion (NHIA)
private (NHSA)
insurers
System Emerging | Mixed Employer- | Multi-tiered | Mixed Multi- National
Type social public— based social private— | tiered Health
insurance | private compulsor | insurance public social Insurance
(public) model y insurance | system (pluralisti | health Scheme
c) insurance (NHIS)
Coverage | Basic Universal Partial Near- Partial Near- Expanding
Scope healthcar | within Abu | (~38% universal (~91% universal (~55-60%)
e for | Dhabi insured; (>90%) insured) (~97%)
subscribe mainly
1S; expatriates)
~237,000
beneficia
ries
Target Public Nationals, Private- Employees, | Citizens, | Urban All residents
Groups employee | expatriates, | sector rural  and | residents, | employees, | (formal/info
s, formal- | visitors workers, low-income | and rural rmal sectors)
sector expatriate groups workers residents,
workers elderly
Financin | Public Governmen | Employer Shared Payroll Employer, | Payroll
g funding t and | contributio | contribution | taxes, employee, deductions,
Mechanis employer ns; s (employer, | premium | and VAT,
m funding governmen | employee, S, governmen | government
t support state) governm | t funding subsidies
ent
subsidies
Public High Full for | Partial for | High for | Moderate | High High (poor
Subsidy (state- nationals; nationals rural/low- (Medicai | (governme | exempted
Level financed) | partial for income d & ACA | nt- from
expats groups subsidies | supported) | premiums)
)
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Saudi United
Aspect Libya Abu Dhabi Arabia Iran States China Ghana
(UAE)
(KSA) (USA)
Out-of- High Low Moderate Declined High Moderate Moderate
Pocket (limited co- from 80.5% | (~10% of | (~28%) (~36%)
(00P) payments) (1995) to | GDP)
Payment 38.8%
s (2016)
Private Limited Strong Significant | Complemen | Dominan | Moderate Moderate
Sector (e.g., in-service tary t (private (PPP model)
Role Daman) delivery insurers
~60%)
Benefit Basic Comprehen | Essential Standardize | Variable Broad Basic +
Package | services sive benefits d (includes | by plan (inpatient, | maternal/chi
(hospital, preventive outpatient, | 1d health
maternity, care) maternity)
dental)
Equity & | Limited; | High; Moderate; High; Moderate | High; Improving;
Accessibi | urban— universal expatriate subsidized ; income- | rural-urban | rural access
lity rural gap | access dominance | for poor based gap growing
inequity narrowing
Quality Moderate | High; well- | Improving | Generally Mixed; Increasing | Moderate;
& regulated good high satisfaction | service
Satisfacti quality delays
on but
unequal
Coverage | In Achieved Partial; Achieved Partial Achieved In progress
Goal progress Vision (UHC
2030 target 2017)
Key Low Cost Fragmentat | Benefit High Aging, Financing
Challeng | enrollme | control, ion, expat | disparities, cost, rising costs | sustainabilit
es nt, OOP | population focus admin inequity y, capacity
reliance growth inefficiency limits
Policy — Tiered plan | Employer- | Standardize | Managed | State-led Community-
Lessons design; based d Dbenefits; | competiti | universal based
for Libya strong mandates solidarity on, model inclusivenes
regulation financing consumer ]
choice

Sources: HAAD (2013); Al-Hanawi et al. (2020); IHIO (2018); CMS (2019); NHSA (2020);
NHIA (2021); PHIF (2025).
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5.5. Analytical Summary

Libya’s Public Health Insurance Fund (PHIF) is a developing initiative emphasizing
social solidarity but limited in scope.

Abu Dhabi has achieved universal access via a multi-tiered insurance system, while
Saudi Arabia continues expanding under Vision 2030.

Iran demonstrates effective financial protection with reduced out-of-pocket payments.
The U.S. remains fragmented, with persistent inequities, while China’s near-universal
model and Ghana’s inclusive approach offer policy lessons for Libya’s path toward
universal coverage.

Sources: HAAD (2013); Al-Hanawi et al. (2020); IHIO (2018); CMS (2019); NHSA
(2020); NHIA (2021); PHIF (2025).
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Chapter 6:
Conclusion

6.1. The conclusion

This study examined the impact of health insurance on the quality of health services in
Zawia Municipality, Libya, using a case-control design.

The findings revealed that health insurance coverage in the municipality is moderate,
with public insurance schemes being the predominant form of coverage.

However, notable gaps in accessibility persist, particularly among certain population
groups.

Insured individuals demonstrated higher levels of healthcare utilization and greater
satisfaction with service quality and professional conduct compared to their uninsured
counterparts.

Despite these positive associations, overall perceptions of healthcare quality in Zawia
remain average.

Challenges related to facility preparedness, limited access to specialized care, and
persistent treatment delays continue to hinder optimal healthcare delivery. Furthermore,
out-of-pocket payments remain a burden even among the insured, indicating
inefficiencies in coverage scope and implementation.

Statistical analysis confirmed a significant relationship between health insurance
coverage and three key dimensions of healthcare quality: accessibility, patient
satisfaction, and health outcomes.

These results affirm that health insurance plays a meaningful role in enhancing
healthcare service delivery, though its full potential has yet to be realized in the Libyan
context.

To strengthen the system’s effectiveness, the study recommends expanding insurance
coverage to underserved and rural populations, upgrading health facility infrastructure,
and enhancing healthcare provider training to improve patient satisfaction.
Additionally, addressing systemic delays in treatment and increasing public awareness
of insurance benefits are crucial to achieving equitable and high-quality healthcare for
all residents of Zawia Municipality.

Overall, this research contributes to the growing body of evidence on health insurance
in developing contexts and underscores the importance of comprehensive policy

reforms to achieve universal health coverage and improved health outcomes in Libya.
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6.2. Strengths and Limitations

6.2.1. Strengths

This study provides a valuable contribution to the limited body of research on health
insurance systems in Libya, particularly in relation to their impact on the quality of
healthcare services in Zawia municipality.

By adopting a case-control study design, a quantitative method approach, the study
offers a comprehensive understanding of the relationship between health insurance
coverage and service quality from multiple perspectives.

The use of primary data collected directly from insured and uninsured individuals,
enhances the credibility and contextual relevance of the findings.

Moreover, the inclusion of a comparative analysis with other countries’ health
insurance models broadens the scope of interpretation, enabling a better understanding
of Libya’s progress and challenges within a global context.

The findings of this research can serve as a foundation for policymakers and health
administrators to design more effective insurance mechanisms aimed at improving

service quality and equity in access.

6.2.2. Limitations

Despite its contributions, the study is subject to several limitations:

First, the research was conducted within a single municipality (Zawia), which may
limit the generalizability of the findings to other regions of Libya with different
healthcare infrastructures and socioeconomic conditions.

Second, the study relied on face-to-face interviews, which may introduce response bias
due to participants’ subjective perceptions or social desirability tendencies.
Additionally, access to official and up-to-date health insurance statistics in Libya was
limited, potentially constraining the depth of data analysis.

Finally, external factors such as political instability, economic fluctuations, and
regional disparities could have influenced the healthcare environment during the study

period, making it difficult to isolate the impact of health insurance policies alone.
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6.3. Recommendations

To enhance the effectiveness and equity of the healthcare system, several policy actions
are proposed.

1. Expansion of Health Insurance Coverage

It is recommended that health insurance schemes be strategically expanded to
encompass rural and underserved populations. Such expansion is essential to ensure
equitable access to essential healthcare services, thereby reducing disparities in health
outcomes and advancing the principle of universal health coverage.

2. Investment in Healthcare Infrastructure and Equipment

Greater investment in healthcare infrastructure and the procurement of advanced
medical equipment is imperative. Strengthening these foundational elements is vital to
guarantee consistent delivery of high-quality care that adequately meets patient needs
and aligns with international standards of healthcare provision.

3. Enhancement of Professional Competence and System Efficiency

Strengthening the professional competence and communication skills of healthcare
providers is crucial for fostering patient satisfaction and trust. In parallel, measures
should be introduced to minimize treatment delays through the optimization of
appointment systems and the establishment of more efficient referral pathways.
Together, these interventions would significantly improve the overall patient
experience and healthcare system responsiveness.

4. Promotion of Public Awareness Campaigns

Sustained public awareness campaigns should be implemented to increase
understanding of health insurance benefits. By fostering greater enrollment and
participation, such initiatives would maximize the overall impact of insurance schemes

on healthcare quality, accessibility, and long-term sustainability.
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Appendix E Letter of data collection
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