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Abstract 

Like many developing countries, Palestine greatly depends on donor aids to satisfy medical 

equipment needs for its healthcare system. Supply processes of donated medical equipment are 

managed as per different regulatory policies and guidelines. This creates some practical 

challenges, as the ministry of health and donors’ processes to precure and supply equipment are 

different. Keeping these issues at the center of attention, the current study aims to evaluate the 

management of donated medical equipment supply processes at the ministry of health in the Gaza 

Strip to propose recommendations that could enhance the management of equipment donation 

processes.  

A descriptive, cross-sectional mixed-method study design was used. For the quantitative data; 

questionnaires were completed by census enrolled 60 ministry of health staff involved in the 

medical equipment donation. The qualitative data were collected through in-depth interviews 

enrolled seven from ministry of health and five donor’s key informants, A pilot study was carried 

out with about 10% of the study population, official approval to conduct the study was obtained 

from School of Public Health at Al-Quds University and the Helsinki Committee. The quantitative 

data were analyzed using SPSS software and the qualitative data were analyzed using open coding 

thematic technique.  

The study revealed that there are policies that regulate the donation processes as stated by 80% of 

the participants, while 39.6% of them think that these policies are communicated to the donors. The 

study showed that less than two-thirds of the participants confirmed the regular planning process 

of their needs by ministry of health. Furthermore, participants' satisfaction with their involvement 

in the donor’s planning was 59.4%. The participants' perception of the planning process affected 

by their profession as difference between doctors and other professions means scores was 

statistically significant (p=0.002). 

The result showed that ministry of health effective inventory and custody system is available as 

indicated by 98.3% of the participants. Moreover, 96.7% of the participants confirmed that there 

are committees for technical specifications setting. The study revealed that 86.7% of the 

participants said that there is a clear ministry of health purchase and awarding process.  

The findings showed that delivery of equipment to the ministry of health warehouse is centralized 

as stated by 88.43% of the participants. Positive participants' perception towards the information 

sharing by donors was reflected by 72.2%. The participants' satisfaction with the donation 

processes management was affected by their working place as the difference between hospitals and 

other places means scores was statistically significant (p=0.048).  

Findings from the in-depth interviews were consistent with quantitative data. It provided clear 

explanations and feasible suggestions to bridge the gaps in processes management. Diverse themes 

were identified to deliver valuable overview like communication gaps, limited participation of staff 

and shortage of information on donations. Various stakeholder’s perceptions were shared as one 

key informant stated  Despite difficulties we face in processing our donations, but we can see that 

there are improvements over the past years, and we hope to overcome existing gaps in the future. 

The study concluded that despite the stakeholder’s good performance in processing equipment 

donation, some gaps in the management of these processes were identified, such as ineffective 

communication among the ministry of health structures, and between the ministry of health and 

donors, poor participation of the ministry of health during donor’s planning and identification 

ministry of health needs. Lastly, lack of sufficient information from the donors on the donation.  

The study recommends readjusting and re-introducing the ministry of health policies to the donors 

through active communications. The donors to strongly follow the donation policies and ensure 

ministry of health participation in the planning process. Lastly, donors to ensure information 

sharing with ministry of health on the donations.  
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Chapter One 

Introduction 

1.1 Background  

Like many other developing countries, Palestine receives foreign aids and international 

assistance aiming to improve the Palestinian economy growth as well as achieving 

sustainable development goals including health. Palestine is a country with a fast-growing 

population and the demand for different public services like health is increasing, and as a 

result, the reliance on aids is increasing to meet the population's healthcare needs. 

During the last decade, the healthcare system in the Gaza Strip is one of the most reliant 

sectors on foreign aids. The Palestinian National Authority (PNA) expenditures on health 

have become increasingly dependent on donor assistance – recent estimations indicate that 

up to 50% of the Palestinian Ministry of Health (MoH) recurrent expenditures are covered 

by donors (WHO, 2008). 

Spending on health is very expensive world-widely as the cost of medications and medical 

devices extremely high including vary range of medical equipment starting from the basic 

to the sophisticated ones.  

Medical equipment (ME) is a considerably vital and essential element of any modern 

functioning healthcare system as It provides an effective and efficient contribution in the 

prevention, diagnosis, treatment as well as rehabilitation stages (WHO, 2011b).  Medical 

equipment supply management is a very important discipline, which requires assessment, 

strategic planning, evaluation, acquisition, utilization, maintenance, asset control, 

replacement planning, and quality assurance (Dyro, 2004). 
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WHO estimates that 80% of the medical equipment at the governmental healthcare 

facilities in many developing countries is funded by international donors or from foreign 

government donations aiming to help in improving the efficiency of those facilities in 

providing quality healthcare services to the population (WHO, 2011a).  

To achieve the optimal outcome of the donations, the need for best practices and 

management of the medical equipment donation process becomes crucial and emphasizing 

developing articulated management guidelines for donation (WHO, 2011a). In a study 

performed in Gaza about perceptions of the MoH medical staff on the donated equipment, 

32% of study respondents were not satisfied with the donated medical equipment, as it 

does not meet their needs (Murad, 2010). 

Recognizing this important role of health technologies, the World Health Assembly 

adopted a resolution that covers issues arising from the inappropriate deployment and use 

of health technologies, and the need to establish priorities in the selection and management 

of health technologies, specifically medical devices (WHO, 2011a). 

Despite valued efforts exerted by all stakeholders to better manage the medical equipment 

donation through a process, however, challenges remain critical during this process 

resulting in huge gaps including mismatch of the receipt needs, donation unwanted 

equipment models, and equipment of poor quality…etc. 
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1.2 Research problem 

The governmental healthcare system in the Gaza Strip (GS) relies on foreign aids to a 

significant extent to improve its capacity towards adequate, sustainable, and quality 

healthcare services provided to the population. The aid providers are contributing with the 

donations through various activities, programs, and projects to enable the medical facilities 

to deliver quality and timely health services to the population. The vast majority of aids 

come in the form of medications, medical disposables, training, infrastructure projects, and 

medical equipment that are valued at billions of Dollars.  

Although, this aid comes with the donors‘ good intentions, however, there are growing 

concerns that the objectives of the donations will not be positive as aimed for if the process 

management of the medical equipment donation is not well planned and coordinated 

(WHO, 2011a).  

WHO strongly believes that appropriate supply processes management leads to a good 

donation practice and ensures achieving intended objectives of the donation. Moreover, 

good process management guarantees to eradicate a large fraction of associated with 

donation problems (WHO, 2000). Realizing that improvement of the process management 

is crucial, this can be achieved through enhancing the existing coordination and supply 

process between the receipt and donors (WHO, 2000).  

Although, this aspect has been brought to the attention by WHO and other researchers 

world-widely, however, yet there is a critical need for addressing the gaps associated with 

donations supply to all stakeholders in the GS which include communication and 

coordination gaps, lack of information on the donations and lack of adequate knowledge on 

the supply processes carried out by different stockholders. 



 

4 

 

1.3 Research justification 

Scarcity of resources and funds allocated for donations including medical equipment 

becoming an issue for the healthcare system in the GS and placing more burden on the 

struggling existing health sector and stressing urgently to apply efficient and effective aid 

supply management.       

The donations‘ supply process management is an important aspect that needs to be 

considered when processing the donation to ensure maximum beneficial donations of 

equipment and avoid creating gaps associated with the medical equipment donation 

process, which include receiving inappropriate equipment, a different model from existing 

ones, lack of spare parts and other problems encountered during the overall donation 

process. Despite that, the donation is helping the health system to deliver quality care; 

however, the good donation process management will increase the effectiveness, efficiency 

of the system to deliver healthcare services to the patients with the support of donated 

equipment. 

Up to the researcher's knowledge and his work in the field of equipment donation at the 

International Committee of the Red Cross (ICRC), there are gaps in the donation supply 

processes at the MoH which still challenging the donors in making effective and efficient 

donations.  

On the other hand, based on the reviewed literature, Murad (2010), conducted a study in 

the GS context focusing in general on the evaluation of medical equipment management. 

Nevertheless, there is a need for a focusing study of the donation supply process 

management in governmental health and zoom-in on the gaps resulting from the 

mismanagement of the donation process. 
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Enhancing the management of the supply processes of donated equipment will benefit all 

stakeholders including donors and will promote trust and enlarge the investment in the 

medical equipment donations to the healthcare system in the GS. 

1.4 Research objectives 

1.4.1 General objective 

Evaluate the management of donated medical equipment supply processes at the MoH in 

the GS to suggest improvement strategies that enhance the management of the supply 

process.  

1.4.2 Specific objectives 

1. To assess the management of donation supply processes of Medical Equipment at the 

MoH in the Gaza Strip. 

2. To appraise the strengths and the weaknesses of the current donation supply practices.  

3. To ascertain stakeholders‘ perspectives about the existing supply process  

4. To explore variations in the supply processes across donors and recipients.  

5. To suggest recommendations for decision makers in the MoH to adopt better practices 

in the process management based on the results of the study. 

1.5 Research questions 

1. What are the existing donation supply processes of medical equipment that MoH 

practices concerning donors? 

2. What are the strengths of the current donation supply practices? 

3. What are the weaknesses of the current donation supply practices? 

4. What are the stakeholders‘ perspectives about the existing supply process? 
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5. Are there any variations in the donation supply process across the MoH and the donors 

and to what extent they vary?  

6. Do the MoH levels participate in the entire donation supply process?  

7. To what extent are the donated equipment meet MoH's preferences and requirements? 

8. What should be done to make medical equipment donation supply processes more 

effective? 

1.6 Context of the study 

In this paragraph, the researcher provides a comprehensive overview of the Palestinian 

context in general and on the Gaza strip, in particular, to give a good overview and better 

understanding of the context and its history.  

1.6.1 Socio-demography context 

Palestine is a Middle Eastern nation-state covering approx. 27000 km
2
 of land across the 

Gaza Strip and the West Bank and occupied by Israel land; historical Palestine shares 

borders with Jordan, Egypt, Lebanon, and Syria. The capital city is Jerusalem, with 

government administration being temporarily based in Ramallah following the Oslo 

accord. The government is a mixed presidential and parliamentary system. The accepted 

currencies in Palestine are Israeli shekels, Jordanian dinars, and US dollars (Annex 1).  

The population of the State of Palestine is estimated at 5,038,918 people are living in the 

West Bank and Gaza that are under the National Palestinian Authority's control, with an 

average population density of 835 people per km2. The most populous city is the GS is 

Gaza City, with approx. 680,000 residents according to recent estimates (PCBS, 2020). 
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In the State of Palestine, the population is divided into two geographically separated 

regions of occupied territory, 3.1 million Palestinians live in the West Bank (59.8%) and 

2.1 million Palestinians live in Gaza Strip (40.2%) at the end of 2020 (PCBS, 2020). 

The GS is home to more than 2 million people; it has one of the highest population 

densities in the world. On average, some 5,533 people live on every square kilometer in the 

GS also has one of the world's youngest populations, with more than 41.2% younger than 

15 years old (PCBS, 2020).  

In the Occupied Territories, Gaza governorate has the second-highest population with 

13.6% of the total population, which comes after Hebron with 15 % of the total population 

(PCBS, 2020). The GS is 41km (25 miles) long and 10km wide, resulting in 365 Sq. Km. 

enclave bounded by the Mediterranean Sea, Israel, and Egypt (Annex 2). Gross Domestic 

Product per Capita in 2018 was 1458 (USD), while Unemployment Rate for Population has 

reached 45.1%. (PCBS, 2020). 

The GS comprises five governorates, which are geographically distributed from the north 

to the south of GS as Northern governorate (17% of GS area), Gaza governorate (20.3% of 

GS area), Middle area governorate (15% of GS area), Khan-Younis governorate (30.5% of 

GS area) and Rafah governorate (16.2% of GS area). 

1.6.2 Healthcare system in Palestine 

The Palestinian health system consists of four main sectors: the government health sector 

(the Palestinian Ministry of Health and Military Medical Services), the United Nations 

Relief and Works Agency, non-governmental organizations, and the private sector. These 

different sectors are involved in providing health care services to citizens in all levels: 

primary health care, secondary and tertiary health care. The Palestinian Ministry of Health 
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attaches great importance to maintaining the continuity of the Palestinian health system 

and providing comprehensive health services of high quality to all citizens (MoH, 2020).  

1.6.2.1 Primary Health Care 

Since 1994, the MoH is the official governmental responsible body for the management, 

regulation, and delivery of healthcare services. Primary Health Care (PHC) is 

comprehensive physical, psychological and social aspects, the essence of which is to 

provide care as a whole and the health needs of the citizen throughout his life, and not 

limited to a set of specific diseases. Primary health care ensures that people receive 

comprehensive health care, ranging from counselling and prevention to treatment 

(MoH,2020) 

The number of primary healthcare centers (PHC) in Palestine reached 749 in 2019 out of 

which the MoH centers are 475 constituting 63.4% of the total while the number of 

primary health care centers managed by the NGOs is 192, constituting 25.6%. The number 

of UNRWA centers reached 65, constituting 8.7%. and the Military Medical centers 

reached 17 centers which constitutes 2.3% (MoH, 2020). 

1.6.2.2 Secondary Health Care (Hospitals) 

The MoH is considered the main provider of secondary health care services (hospitals) in 

Palestine. In 2019, the total number of hospitals in Palestine was 84 hospitals, 52 of them 

in West Bank, including East Jerusalem, which formed 61.9% of the total number of 

hospitals in Palestine. The total number of hospital beds in Palestine (including psychiatric 

and neurological hospitals) is 6,435, with rate of 12.9 beds for each 100,000 of populations 

(MoH, 2020). 
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The number of hospitals in the MoH is 28 hospitals, with a capacity of 3,531 beds, which 

is 54.9% of the total number of beds in Palestine. There are 4 rehabilitation centers, all of 

which are non-governmental, with a capacity of 135 beds, which is 2.1% of the total 

hospital beds in Palestine. There are 15 MoH hospitals in West Bank, with a capacity of 

1,749 beds, equivalent to 49.5% of the total hospital beds of MOH, while there are 13 

MoH hospitals in Gaza Strip 1,782 beds or 50.5% of the total MoH hospital beds in 

Palestine (MoH, 2020). 

In Palestine, NGOs have 38 hospitals and the private sector has 16 hospitals. UNRWA has 

one hospital in Qalqiliya. Military medical services have two hospitals in the Gaza Strip. 

The hospital beds of the MoH cover almost all specialties, including general surgery 

services and subspecialties, internal medicine, pediatrics, psychiatric and other specialties 

(MoH, 2020). 

1.6.2.3 Health Indicators  

In 2019, the reported crude birth rate in Palestine was 28.5 births per 1000 population. In 

West Bank, 27.5 births per 1000 population were recorded and 33.4 births per 1000 

population in Gaza Strip. The reported crude mortality rate in Palestine was 3.7 cases per 

1,000 populations, 3.9 cases per 1,000 populations in West Bank and 3.4 cases per 1,000 

populations in Gaza Strip (PCBS, 2020).  

In 2019, the reported maternal mortality rate (MMR) in Palestine was 19.5 per 100,000 

live births; 11.5 per 100,000 live births in West Bank and 30.8 per 100,000 live births in 

Gaza Strip (MoH, 2020). 
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The leading cause of death among Palestinians was cardiovascular disease, accounting for 

29.9% of deaths recorded in 2019, while Cancer is the second leading cause with 15.5% of 

deaths (MoH, 2020). 

1.6.2.4 Procurement and Maintenance of Medical Equipment in Palestine 

The MoH has two central departments for procurement and maintenance in the Gaza Strip 

and the West Bank with full-time staff, in addition to several affiliated operational 

procurement functions, and maintenance services including hospital and PHC-based units.  

Tenders and procurement processes for the acquisition of medical equipment are 

centralized, and the MoH has a tender committee representing relevant departments that 

makes the recommended choice of supplier, followed by notification and purchase orders.  

The two departments of engineering and maintenance are currently managing the 

maintenance of medical facilities equipment, but these departments operate as separate 

entities and, so far, there has been no effective communication between them. Procumbent 

departments in the GS and the WB are operating separately with no communication and 

cooperation.    

1.6.2.5 Importance of Medical equipment 

In Palestine MoH medical equipment constitute a major part of the investment in health 

care facilities. The MoH and donors spend millions of dollars annually to equip, replace, or 

maintain their medical technology. In 2004, MoH expenditure on medical equipment 

procurement was about 1.7 million dollars, from (2005-2006) was 1.6 million dollars, 

while in 2007 the MoH expenditure was about 3.5 million dollars (MoH, 2008). The MoH 

in Gaza received donations including medical equipment. As per the MoH reports, in 2013, 
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the total fund was 20 million dollars, in 2014, it was 53 million, 2015 was 36 million, in 

2016, 2017, and 2018 it was 31 million, 17 million, and 36 million respectively (MoH, 

2018). 

Medical equipment is critically needed for diagnosis and treatment of illness and disease as 

well as patients‘ rehabilitation and demand for it is increasing. Medical equipment plays a 

vital role in early diagnosis, intervention, and prolonging and improving the quality of life 

(WHO, 2011b). 

1.6.2.6 Management of supply processes of donated Medical Equipment  

Health facilities of many developing countries rely significantly on donations of medical 

equipment. Although these donations are generally made with good intentions, the 

outcomes are not always positive if the donations supply processes are not properly 

managed, planned, and coordinated (WHO, 2011b). 

1.6.2.7 Consequences of the Long Siege on Health Services on Gaza Strip 

As a result of the long siege imposed by the Israeli occupation on the Gaza strip since 

2006, and three wars which were in 2008, 2012, and 2014, the situation for 1.9 million 

population became worse now than it has ever been since the start of the Israeli military 

occupation in 1967. The consequences of the wars and the siege had manifested 

themselves in thousands of casualties, demolition of thousands of houses, destruction of 

health facilities and civil institutions. Additionally, health facilities greatly experienced a 

shortage of essential items, such as drugs, medical equipment, essential supplies, medical 

consumables, spare parts, and fuel supply for power generators. Moreover, maintenance 

services were severely disrupted, ordinary work systems were widely disturbed, access to 

health services inside and outside Gaza had remarkably diminished, developmental related 
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activities had been all frozen, and the capacity building related activities were suspended. 

All the previously planned constructions, extensions, and developmental plans were not 

implemented (PNGO, 2009). 

1.7 Definitions of key terms 

Biomedical Engineer: A member of the health care team along with physicians, nurses, 

and other hospital staff. Clinical engineers are responsible for developing and maintaining 

computer databases of medical instrumentation and equipment records and for the 

purchase and use of sophisticated medical instruments (Magjarevic, 2014). 

Effectiveness: doing the right things, that will help the organization reach its goals 

(Drucker, 2012). 

Efficiency: doing things right, that is, getting the most from the allocated resources 

(Drucker, 2012). 

Equipment Maintenance: is a process used to restore the physical integrity, safety and/or 

performance of a device after a failure (Dyro, 2004). 

Medical equipment: Medical devices requiring calibration, maintenance, repair, user 

training, and decommissioning – activities usually managed by clinical engineers. Medical 

equipment is used for the specific purposes of diagnosis and treatment of disease or 

rehabilitation following disease or injury; it can be used either alone or in combination 

with any accessory, consumable, or another piece of medical equipment. Medical 

equipment excludes implantable, disposable, or single-use medical devices. (WHO, 

2011a). 
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Medical Equipment Management: is described as strategic planning, evaluation, 

procurement, asset management, management systems, maintenance, sources of service 

and service management, and replacement planning (Dyro, 2004). 

Procurement: The process of medical equipment procurement includes identification of 

equipment needs, selecting the equipment specifications and vendor, demonstrating the 

equipment to the users, purchasing the equipment, preparing it for use, staff training, and 

installation (Smith, 2004). 

Supply chain management encompasses the planning and management of all activities 

involved in sourcing and procurement, conversion, and all logistics management activities. 

Importantly, it also includes coordination and collaboration with channel partners, which 

can be suppliers, intermediaries, third party service providers, and customers (CSCMP 

2011). 

Technical Inspection: is an activity designed to test the operating status of a medical 

device. Tests compare the performance of the device to technical specifications established 

by the manufacturer in their maintenance or service manual (Dyro, 2004). 
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Chapter Two 

Conceptual framework & Literature review 

2.1 Introduction 

This chapter provides an overview of previous research on the management of medical 

equipment‘s donation supply process and findings related to this issue. It introduces the 

conceptual framework for the study that comprises the main concepts of the subject in 

question described in this study. 

Generally, these concepts in the study were tackled as important subjects in healthcare and 

biomedical engineering fields. Within the past few years, reports and guidelines were 

published, and conferences have been hosted which primarily discuss issues and challenges 

related to the medical equipment donation practices and their management in developing 

countries and low-resource setting.  

Furthermore, this chapter will focus on the conceptual framework that integrates the main 

concepts related to the medical equipment donation process. Each phase and activity will 

be defined and followed by a brief overview of the past studies and findings on most of the 

phases.   

2.2 Conceptual framework  

The conceptual framework is a representation of related phases that are designed in a chart 

to illustrate what is relevant and crucial regarding the issue of interest and interrelation 

between these phases. Therefore, the Conceptual framework includes phases; activities 

through which the medical equipment donation supply practices are implemented.  
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The conceptual framework in this study provides an overview of the main activities of each 

phase in the overall medical equipment supply process and an understanding of specific 

issues in each one.  

In this study, the researcher has developed the conceptual framework based on three 

elements; the first one is the WHO guideline (WHO, 2011a), the second is the previous 

studies, literature, and lastly, the researcher‘s experience in the biomedical engineer.  

The researcher demonstrates the main phases that are mapping the donation supply process 

of medical equipment. Each phase has different activities, constituting a group of factors 

affecting the management of the donation supply process of medical equipment in the 

MoH health facilities. In this study, phases will be illustrated as the following: 

1. Requisition of donation of medical equipment.  

 Communication for solicitation or desire for medical equipment donation 

 Planning 

2. Acquisition of medical equipment   

 Needs definition and technical specification  

 Procurement of identified equipment        

3. Deployment of donated medical equipment  

 Delivery of medical equipment to the recipient 

 Incoming inspection. 
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4. Utilization of donated equipment  

 Installation and operational approval for use.   

 Training and use of donated equipment  

5. Participation of MoH and donor in the process 

 Involvement of the donor and recipients‘ concerned staff at all levels.    

6. Outcomes of effective and efficient process management of donated equipment 

 

All the mentioned domains presented in series of  logical sequence of inter-related 

activities which map the overall donation supply processes and influenced by each other. 
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Evaluation of the management of donated Medical Equipment supply processes at the 

Ministry of Health in the Gaza Strip. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure (2.1): Conceptual framework- Self-Constructed 
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2.3 Literature Review 

Reviewing various literature, the researcher could conclude that each domain of the 

donation supply process is influenced by various factors that have be well considered by 

the donors and recipient to ensure effective and efficient management of donated medical 

equipment. The factors are interrelated and have a direct impact on each other as the 

supply processes of equipment should be well structured and actioned to address and 

respond to the right needs of the users. 

The domains of the supply processes have been grouped and classified as the following 

description and elaborations: 

2.3.1 Requisition of medical equipment donation 

The donor or the recipient, who request donation or allocating funding for medical 

equipment supply, can initiate the donation process. The financial donation, which the 

MoH can use to purchase the needed equipment, is preferable in the context of Gaza as it 

enables the MoH to ensure that equipment is of high quality and has local maintenance 

support, spare parts and consumables, and after-sale service. Further, the MoH can also 

ensure the availability of training on the proper use of equipment and harmonization and 

sustainability of existing equipment.  

2.3.1.1 Communication for solicitation or provision of medical equipment donation 

Coordination and communication between donors and the MoH have to be established 

before any donation intended by the donor or solicited by the MoH. This consists of all 

phases at different levels. These phases start from the solicitation or donation 

announcement until the donated equipment is in use at the intended place. 
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Continuous communication by donors and donation solicitors throughout the donation 

process is a very important factor through which the success of the donation can be 

determined (WHO, 2011a). 

 Effective donation needs to start two-way communication between the donor and recipient 

to solicit the need for medical equipment or intention to budget such a need from the 

donor‘s side (Howie, et al., 2008). 

Inadequate medical equipment donations are often due to a combination of the donor‘s 

lack of awareness of the challenges and needs of the end-users, and poor communication 

between donors and recipients about these challenges and needs. Donors and recipients 

often do not communicate as equal partners in the pursuit of a common goal; recipients 

have difficulty articulating to the donor how best they can be helped, and the recipient‘s 

circumstances may lead them to believe that anything is better than nothing (WHO, 

2011a). 

This communication provides a good opportunity for both sides to state their position and 

clarify the need for donation of medical equipment as well as explain the rationale behind 

this donation, how this will positively contribute to the development of the service 

provision and its quality (Perry and Malkin, 2011).   

In the context of medical equipment donation, the WHO has published ‗Guidelines for 

Health Care Equipment Donations, which establish four principles of good donation and a 

‗Donation Action Plan‘ for both donors and recipients, outlining clear responsibilities for 

both partners in this process. It stresses that for an effective donation of equipment there 

should be effective communication between the donor and the recipient, with all donations 

made according to a plan formulated by both parties. (WHO, 2001) 
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Although most donations are made with good intentions, the outcomes are not always 

positive if the donations are not properly planned and coordinated (WHO, 2011a). 

Hill, et al. (2008) suggested that donations of medical equipment can be appropriate and 

beneficial to health facilities, but it crucial that recipients and donors actively manage 

donations to ensure that the donations are helpful. It requires planning, technical and 

clinical expertise, and local participation.  

Any donation initiative should be part of an on-going partnership consisting of core 

elements including coordination and communication for the consultation on the proposed 

donation (Bradley, 2016). 

The lack of coordination and communication between the donors and the recipient in the 

provision of medical equipment donation often leads to a duplication of equipment supply 

to a single health facility. Some of this equipment is quite expensive, resulting in a waste 

of the limited funds available for equipment (Dyro, 2004). 

Effective and direct coordination and communication between donors and recipients 

should encourage best practices of donation supply processes through developed donation 

regulations or guidelines. 

United States Agency for International Development (USAID) suggested that an 

established coordination and communication dialogue for solicitation and provision of 

medical equipment leads to an official agreement on the donation, which ultimately 

minimizes duplication of efforts to provide solicited medical equipment and reduce 

wasting the limited resources (USAID, 2011). 
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Lack of direct communication in the process leads to some challenges. In a study 

conducted in Tanzania, about 10% of respondents identified poor communication between 

recipients and donors as one of the major challenges created in the donation supply process 

(Zomboko, et al., 2012). 

2.3.1.2 Planning 

Planning and users‘ needs assessment to define the proper requirements of medical 

equipment is a crucial and fundamental phase to ensure well-prepared quantification based 

on institutional experience or data collected from the health facilities (Adjabu, et al., 2012).  

A WHO guideline indicates in the process of solicitation and donation of equipment that 

the health facility must be consulted for further details on the required equipment and 

expected capacity of wanted equipment as well as other infrastructure or environmental 

requirements that need to be considered (WHO, 2011a). 

When donations are well planned and coordinated, and when they are based on a real need, 

they can have a positive impact on service provision in the recipient health facilities. 

Unfortunately, WHO estimates that many do not meet these criteria constituting only 10-

30% of donated medical equipment put into service in the recipient‘s institution (WHO, 

2010). 

Comprehensive medical equipment needs assessments are a significant activity used to 

prioritize new equipment needs based on existing equipment, facilities, and services 

(Mullally, 2013).  

Mullally, (2013) supposed that needs assessments, specifications, and selection are 

typically done by trained biomedical engineering personnel and involve many different 
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stakeholders within a facility and wider health system. The prioritized new equipment can 

then be used to plan procurement and evaluate proposed donations. 

In a study conducted in Ghana, the recipient from different health facilities were asked to 

describe what they thought could be done to improve the effectiveness of the medical 

equipment donations to Ghana. One of the main findings was that thorough needs 

assessments of beneficiary facilities should be done with consultation of equipment users, 

as equipment donated must meet their clinical needs (Adjabu, et al., 2014). 

According to Zomboko, et al. (2012), a study conducted in Tanzania revealed that 12% of 

study respondents pointed that lack of proper planning being the major issue in the 

donation process.  

2.3.2 Acquisition of medical equipment  

The Healthcare industry is known for its continued innovation and production of new 

devices and techniques intended to improve the delivery and outcome of patient care. The 

financial limitation is considered the master key to evaluating the incorporation of new 

technology into healthcare services. Thus, more attention should be given to the acquisition 

process keeping in mind both healthcare delivery outcomes and funding availability. The 

acquisition stage incorporates two main processes (Saleh et al., 2014). 

Willson, (2013) defined the acquisition process of medical equipment as a technological 

assessment of the needs after which procurement and logistics awarding come to purchase 

needed equipment based on set of specifications and requirements identified by biomedical 

technical expert and medical personal.  
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2.3.2.1 Needs identification and Technical specification 

Medical equipment can be obtained either from local manufacturers or from the 

international market. The poor definition and justification of equipment requirements are 

widely regarded as a potential source for equipment failure (Willson, 2013). 

Bloom, (1989) referred that, appropriate equipment should be defined for each level of 

care, and a detailed list should be prepared including technical specifications, bearing in 

mind user preferences, relevance to priority health problems, ease of use and maintenance, 

safety, and cost. 

Previous studies suggest that, in developing country situations, proper procedures for 

requirement identification and needs technical specifications are often not in place, or at 

least they are not being implemented (Remmelzwaal, 1997). 

McKie, (1987) in this respect, suggested that health workers, planners, clinical and 

technical experts should be given more attention to this aspect and emphasizes the 

importance of national policies related to needs definition. He proceeds by saying that 

equipment should be provided to meet the needs of health care.  

Remmelzwaal, (1997) indicated that for medical institutions in the United Kingdom it is 

recommended that Health Authorities and Hospital Management Units should establish 

clearly documented procedures for the specification of equipment requirements. 

Appropriate specifications are critical to ensuring that the supplier understands the end 

user‘s requirements, and that transparent procedure is enforced, and legal obligations 

stated, on the other hand, a good specification or product description will ensure the end-

user gets the correct commodity to perform a test. Specifications are also important when it 
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is necessary to procure generic, that is, non-branded, items. Some tests require branded 

items and these commodities have been listed where necessary (WHO, 2015). 

Revision of medical equipment specifications is often necessary for the procurement 

process that may include identification of the preferred models, specific options, 

accessories, features, training, or service (Harding, et al., 2004). 

Technical specifications should include general requirements such as the warranty, 

technical services, technical documents, and any other requirements for equipment 

operation (Saleh et al., 2014). 

Bailey, (1994) believed that to obtain the right product or service, a generic description 

within a clear specification is required. 

Saleh et al. (2014) recommended that technical specifications should include general 

requirements such as the warranty, technical services, technical documents, and any other 

requirements for equipment operation.  

Figures show that one of the most common barriers to procurement of innovative 

technologies in low-resource settings was the lack of information on these technologies 

regarding their effectiveness, safety, and even their technical specifications (WHO, 2012). 

In a study conducted in Tanzania aiming to evaluate the procurement and use of donated 

medical equipment, 25% of study respondents highlighted inadequate specification of 

equipment is among the major problems during the procurement process (Zomboko, et al., 

2012). 

Murad (2010) in his study found out that, 75.3% of respondents reported that the donated 

equipment within the departments was not unified and they did not have the same general 
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specifications, while 12% of them reported that the equipment was unified and meeting the 

same general specifications.  

2.3.2.2 Procurement and Selection of identified equipment 

Procurement and selection are vital elements of equitable access to health care. It can be 

defined as ―the acquisition of property, plant and/ or equipment, goods, works or services 

through purchase, hire, lease, rental or exchange‖ and it includes sourcing and solicitation 

of offers, evaluation of offers, review, and award of contracts (WHO, 2011d). 

Bailey, (1994) suggested that the basic theory of public procurement is described as the 

―five rights‖: the right product or service of the right quality and right price, and the right 

quantity, at the right place and time. It involves questions of accountability, integrity, and 

value, with effects far beyond the actual buyer and seller transactions at its center. 

Effective medical equipment procurement practice leads to safe, equitable, and quality 

health care. It makes involved stakeholders benefit as procurement staff carrying out clear 

and accountable work according to accepted standards; donors can have confidence in the 

right goods being procured at the right price; health service professionals gain quality 

materials and tools; and ultimately the most important, patients can receive appropriate and 

effective care (WHO, 2011c). 

Saleh et al. (2014) assumed that procurement and selection activities include, tendering 

process, evaluation for selection, awarding, and contracting.   

The tendering process takes place to purchase medical equipment based on the required 

specifications where, all vendors are allowed to bid under a competitive and fair 
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evaluation, based on clearly described specifications and other requirements to ensure 

effective equipment operation (Saleh et al., 2014). 

In the evaluation process, the purchased medical equipment should be evaluated from three 

different angles: technical, clinical, and financial. The purpose of technical and financial 

evaluations is to check the proposed equipment and to ensure the performance of the 

devices meets the desired outcomes. On the other hand, financial evaluation considers only 

the costs of the proposed technology. Both technical and clinical evaluations are carried 

out using either scoring or accept/reject approaches, whereas financial evaluation regards 

the lowest price among accepted vendors (Saleh et al., 2014) 

According to Harding and Epstein, the process of final evaluation and selection should 

include all affected stakeholders. A group of experienced staff from clinical, engineering, 

and planning are involved in the specification and information revision from the vendors to 

make the final decision on the selected equipment.  

Once all clinical and technical inputs have been compiled, the cost evaluation should 

capture a myriad of factors, including, but not limited to, the initial cost of the product 

purchase, the cost of accessories and options, spare parts and consumables as well as staff 

training to be identified and provided. Armed with the results of the various evaluations, a 

final decision can be made. The decision and the rationale for the decision should be 

provided to all affected parties after which the awarding and contracting shall be made 

(Harding, and Epstein, 2004) 

Keller, (2004) estimates that various factors make the procurement and selection process 

so complex, the wide variety of equipment purchased and used in hospitals, the various 
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applications where equipment are used, various consumables are used to run this 

equipment and the many different types of users of the equipment. 

Saleh et al. (2014) assumed that awarding and contracting process is the last in the 

procurement phase after making an evaluation-based selection. An award must be issued to 

acquire the device according to a purchase contract document that is prepared by the 

purchasing department and it must cover all terms and conditions that have been agreed 

upon by the vendor and the hospital.  

The contract is the outcome of the bidding process; it is the document that legally binds the 

purchaser and supplier to an agreed-upon set of equipment specifications, delivery 

requirements, and other obligations. A variety of contract types are commonly used, but 

local procurement policies may dictate the ones that should be used (USAID, 2011). 

2.3.3  Deployment of acquired medical equipment. 

Deployment of medical equipment is a vital and core phase of the supply process; it is an 

activity that comprises delivery of ordered equipment from the supplier to the recipient 

warehouse where initial incoming inspection of these equipment takes place by the clinical 

and technical teams to ensure various aspects of delivery and inspection phase (Willson, 

2013). 

2.3.3.1 Delivery of donated medical equipment  

Following selection, awarding, and contracting, and the necessary logistical procedures 

made by the supplier, resulting in the arrival of the goods at the location of the recipient, a 

formal initial inventory procedure must be in place. The inventory procedure is needed to 
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ensure that the entry of all equipment into service is properly controlled and documented 

(WHO, 2011c). 

Inventory management: storage and distribution. After an item has been received by the 

health system or program, it must be transported to the service delivery level where the 

client will receive the products. During this process, the products must be stored until they 

are sent to the next lower level or until the customer needs them (USAID, 2011). 

The most common in-country distribution system is a system where equipment distribution 

flow from central stores to districts and health facilities; and, ultimately, to service delivery 

points.  

Inventory and storage of healthcare equipment, distribution play an essential role in the 

health logistics system. The distribution consists of moving equipment down from the 

national central warehouse until it is delivered to the final beneficiary.  

From the experience of the researcher, it happens that health facilities that requested the 

donation are not informed on the arrival of medical equipment. Often these are donations, 

agreed upon by a certain doctor or administrator or the central government deciding 

equipment should go to this place. Many hospitals in developing countries have lack 

awareness of the arrival of earmarked medical equipment donations. If the hospital is not 

notified, then the expensive medical equipment remains in the store with no benefit or it 

goes to another place where it might be unwanted (Dyro, 2004).  

2.3.3.2 Incoming Inspection  

Willson, (2013) described the inspection and incorporation of the equipment into the 

equipment inventory and the equipment management system as an acceptance procedure. 
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The initial inspection ensures that the equipment arrives with all the necessary accessories 

and manuals, undamaged and in good working condition. 

Saleh et al. (2014) stressed that the clinical engineering department ensures an incoming 

inspection on equipment includes verification of accessories, manuals, and electrical safety 

and operation by all applicable policies. Incoming equipment should be carefully checked 

for possible shipment damage and compliance with specifications in the purchase order.  

Zomboko, et al. (2012), proposed that procurement of donated items is often not dealt with 

the same level of seriousness as the other routine procurement items. Perhaps this is the 

reason why post-donation inspection and certification of quality is not insisted. Therefore, 

it would be desirable that an expert inspection team certifies the quality of items and 

conformity to desired specifications. Equipment not conforming to the specifications 

should be rejected and the inspection report could be linked to the release of payments if 

any. 

2.3.4  Utilization of donated equipment 

The utilization of donated medical equipment is the final phase where it brings together 

two activities that are considered one of the most critical activities to ensure proper 

installation and final inspection for use and finally the training for the users. In this phase, 

technical experts provide health care professionals with the needed assurance of safety, 

reliability, and efficiency in using new equipment, as well as identified poor quality and 

ineffective equipment. These activities, in turn, led to a faster, more appropriate utilization 

of new medical equipment. Appropriate installation and training can ensure the 

establishment of safer conditions, as well as facilitate the best utilization of modern 

medical technology to make patient care more efficient and effective (WHO, 2011). 
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2.3.4.1 Installation and operational approval for use.   

Willson, (2013) defined installation of medical devices as a process of simply putting the 

hardware in place speedily and efficiently for the proper use and ensuring that each health 

facility operates to the desired standards and makes the best use of the resources available. 

Technical staff can perform installation and final approval to operate donated equipment if 

they are familiar with a given item of equipment. If the installation and operation are 

needed from the suppliers, local technical staff should monitor this process. In general, the 

installation process should be compatible with standard policies for medical equipment 

installation (Dyro, 2004). 

WHO, (2011b), proposed that when considering a donation of sophisticated equipment, 

careful attention is required due to complex matters such as specialized training, 

professional installation, and the need for specialized maintenance support in the field.  

According to Bloom (1989), incorrect installation of medical devices is a potential cause 

for equipment ineffectiveness. Manufacturers of medical equipment usually provide 

recommended installation procedures, which should be taken seriously. Except for the 

simple and robust items of equipment, most medical equipment requires planned 

installation procedures. 

The proper installation procedure can be negotiated at the time of equipment and supplier 

selection. Thus, it becomes part of the acquisition process. The output of this stage of the 

management process is medical equipment, properly installed and ready to deliver its 

intended services (Willson, 2013). 
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Observational studies in Africa and Asia showed that in many developing countries, the 

electrical current has a lot of fluctuations in voltage, which can easily damage the 

equipment, and in several hospitals there, most of the sensitive electrical equipment is not 

connected through voltage stabilizers to protect against voltage fluctuations (Mavalankar, 

et al., 2004). 

2.3.4.2 Training and use of donated equipment  

For equipment to produce its nominal output or to deliver its intended services, personnel 

operating the equipment must be adequately trained in using the devices confidently while 

observing appropriate safety procedures. 

Dyro, (2004) presented that provision of training for the user of the medical equipment 

must be established in the purchasing agreement. It is preferable to begin training during 

installation for large equipment that has a long installation period. 

Dyro et al, (2004) recommended that the responsibility of the user to ensure that equipment 

is properly calibrated and functioning correctly when in use and should be done based on 

the user instruction manual, supplied by the manufacturer.  

Training of staff who will operate and maintain the equipment is an important aspect of the 

preparation that should be considered before medical equipment provision either through 

purchasing procedures or through donation, therefore if their difficulty in organizing 

training for operators and maintenance team the donor should suggest alternatives (WHO, 

2000). 
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McKie, (1987) advised that equipment servicing by the user should be restricted to some 

specific tasks like, functional, calibration, safety checks as well as cleaning of the 

equipment if needed.  

During the purchase of new equipment, suppliers can be requested to train in-house 

technicians in maintenance; this condition should be included in the tender or purchase 

order to ensure that equipment suppliers are obliged to provide comprehensive warranty 

and maintenance services (WHO, 2009). 

Murad, (2010) found in his study performed in Gaza that, 49.7% of study respondents 

thought that damage to medical equipment usually happens due to lack of knowledge and 

taring.  

2.3.5  Participation of MoH and donor in the process 

Often the intended recipients of equipment donations are neither consulted nor do they take 

an active role during some or all the stages of the donation process, even though they are 

primary stakeholders in the process. WHO (2011a), emphasized that donation solicitors are 

encouraged to be actively involved during all stages of any equipment donation. 

The level of active involvement might include; preparing lists of prioritized equipment 

needs, indicating desired specifications, model preferences, needed training requirements; 

evaluating offers from donors and suppliers, preparing and following policies and 

procedures concerning equipment donations and other requirements. 

2.3.5.1 Involvement of the donor and recipients’ concerned staff. 

Appropriate donations of medical equipment can be of benefit to hospitals in resource-poor 

settings, but recipients and donors need to actively manage the donation process to ensure 
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that the donations are beneficial. This requires planning, technical expertise, and local 

participation (Hill, et al., 2008). 

Howie, et al. (2008) suggested that in addition to technical expertise and a proactive 

approach, successful interventions would require local ownership and participation, and 

often partners with relevant skills and resources. While donors are crucial participants in 

the process, so are policymakers and end-users such as clinicians, nurses and maintenance 

staff, and others.  

Murad, (2010) revealed in his study in the Gaza Strip that, 52.7% of the study participants 

do not always participate in preparing the specification of the newly ordered medical 

equipment, while about 61.4% of the study participants reported that they are not involved 

in the procurement committee activities to select the suitable medical equipment. Also, 

about 67.5% of the participants share in identifying the needs of their department. 

2.3.6 Outcomes of effective and efficient management of donated medical equipment   

The quality of medical equipment directly affects the quality of healthcare services at 

different stages from diagnosis to cure and post-cure. The resource challenge often forces 

the developing world to depend on the medical equipment donated from the developing 

agencies. Although, the donation of equipment significantly helps the developing countries 

in improving the healthcare services, sometimes, the quality issues can adversely affect the 

spirit of the process. Assurance of quality, safety, and appropriateness of donated medical 

equipment is linked to the effectiveness and efficiency of the donation process 

management. 

Medical equipment donated to the public health sector that is affordable and cost-effective 

can be achieved by having in place an effective donation process management. The 
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donation process guarantees the availability of appropriate, good quality, and safety 

equipment that can be easily utilized for the provision of quality healthcare service and 

treatment.   

To summarize, the available literature which the author searched widely include previous 

studies focusing on the management of donation processes in similar context, guidelines, 

articles and handbook have been well reviewed to better describe the underlying principles 

of effective donation processes management and address the gaps that were observed in 

other countries. The literature review generated a strong believe and confidence that same 

gaps potentially could be observed and tackled in the current study.  

Review of the published literature revealed examples of ineffective donation due to lack or 

poor communication and participation of the beneficiaries in all processes.  

A study of 43 low-income and middle-income countries revealed that up to a third of all 

donations occurred with no prior consultation and partnership while adequate 

communication between recipients and donors during all stages was commonly discussed 

as an important attribute for donation success. 
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Chapter Three 

Materials and methods  

This chapter illustrates the study material and methods through which the study was 

conducted. It includes information on the study design, study population, sample size, 

study period, and setting as well as the ethical considered procedures in the study. 

Moreover, it provides details on the tools for data collection and analysis, tools reliability 

and validity, and lastly, the limitations of the study. 

3.1 Study design  

The design of this study was, descriptive cross-sectional one using a triangulated method 

that involves quantitative and qualitative parts. This method allows collecting valuable data 

for reliable findings and provides comprehensive explanations on the study topics. 

Therefore, the method would decrease the weaknesses of each separated form of data, thus, 

it provides understanding of the research problem than either method alone (Creswell, 

2013).  

3.2 Study settings  

3.2.1 Quantitative part: 

The study was conducted at MoH health facilities, particularly those that receive medical 

equipment donations. This includes MoH hospitals, PHC, central and public health 

laboratories as well as a central engineering department.  
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3.2.2 Qualitative part: 

The in-depth interviews with MoH were performed at the MoH facilities, while some 

interviews with donor‘s representatives were conducted through meetings at their offices 

and some through remote communications. 

3.3 Study period  

The study was performed over the last 15 months; as the study started in September 2019 

and was completed by December 2020.   

3.4 Study population 

The study population was diverse which includes three sub-population in two main parts:  

3.4.1 Quantitative part: 

The population of the quantitative part of the study is MoH staff including health facilities 

managers, physicians, nurses, health technicians, lab technicians, and biomedical engineers 

who were involved in the donation supply processes that include, requesting medical 

equipment, purchase, and reception of equipment and its inspection and operation. 

3.4.2 Qualitative part:  

The population of this part includes: 

 MoH key informants who were directly involved in the medical equipment donation 

processes. 

 Representatives of donating organizations who were directly involved in the medical 

equipment donation processes. 
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3.5 Population size and selection process 

3.5.1 Quantitative data:  

Following the recent years' records of donation supply processes at the MoH general 

hospitals administration, procurement department, central warehouse, and international 

cooperation department, several MoH staff who were eligible for the study were identified 

and have been estimated at 60 persons working at the MoH health facilities. All the study 

population was included as census from MoH facilities (hospitals, PHC, central 

laboratories, and central engineering department).   

3.5.2 Qualitative data:  

The purposive selection was made to perform twelve in-depth interviews with key 

informants from the MoH structure and main donors of medical equipment. Interviews 

were conducted with seven participants from MoH and five from donors. Seven MoH key 

informants; namely from International Cooperation Department (ICD), the General 

Hospitals Administration (GHA), the Central Engineering Department (CED), Central 

Logistics Store (CLS), and Procurement Department (PD). The other group of five key 

informants enrolled the identified main donors in the Gaza including, Islamic Relief (IR-

UK), International Committee for the Red Cross (ICRC), Medical Aid for Palestinians 

(MAP-UK), Qatari Red Crescent Society (QRCS), World Health Organization (WHO). 
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3.6 Eligibility criteria  

3.6.1 Inclusion criteria  

3.6.1.1 Quantitative data:  

MoH staff including managers, physicians, nurses, health technicians, and BMEs who have 

direct involvement in the medical equipment donation processes and should have at least 

three years of experience in the study topics.  

3.6.1.2 Qualitative data: 

 Key MoH person who has direct involvement in the medical equipment donation 

processes and should have at least three years of experience in the study topics.  

 Key representative of a donor who has direct involvement in the medical equipment 

donation processes and should have at least three years of experience in the study 

topics. 

3.6.2 Exclusion criteria  

3.6.2.1 Quantitative data:  

 MoH staff including managers, physicians, nurses, health technicians, and BMEs 

who were indirectly involved and have less than three years of experience in medical 

equipment donation. 

3.6.2.2 Qualitative data: 

 Key MoH person who has indirect involvement in the medical equipment donation 

processes and has less than three years of experience in the study topics.  

 Key representative of a donor who has indirect involvement in the medical equipment 

donation processes and has less than three years of experience in the study topics. 
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3.7 Study instruments  

To collect data for this study that was needed to achieve the study objectives, two 

instruments were developed and used by the researcher; a well-structured self-administered 

questionnaire, and guiding questions for in-depth interviews with key informants.   

3.7.1 Quantitative part: 

The structured questionnaire developed by the researcher was utilized to collect data from 

MoH staff at their health facilities. The items of the questionnaire were established to 

reflect on the processes and practices of medical equipment donations from the 

participants' perception and based on their knowledge and experience (see Annex 3 & 

Annex 4).    

3.7.2 Qualitative part: 

Guiding questions for interviews were used. The guiding questions covered areas of 

general understanding and perceptions on the donation process of medical equipment and 

its management at the MoH. Availability of policies, availability of well-identified 

processes, and the practices through which MoH and donors perform donations, and lastly, 

challenges facing MoH, donors, and donations received during the donation processes (see 

Annex 5 & Annex 6). 

3.8 Pilot study  

A pilot study was carried out with 7 eligible participants about 10% of the study population 

from MoH to explore appropriateness, validity, and reliability of the study instruments and 

possible need modification was accordingly. One key informant was interviewed for a pilot 

study after which adjustment on the guiding questions was made. The pilot study was 
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conducted at Shifa hospital and Rimal PHC. No exclusion was made from the study 

population.  

3.9 Data collection procedure  

3.9.1 Quantitative part: 

The researcher collected the data through direct communication with selected participants 

and reached them out at their facilities to hand the questionnaires and explain the study 

objectives if needed. All distributed questionnaires were collected and reviewed carefully 

for missing data. The data collection was done in three weeks. The confidentiality and 

privacy of the participants were taken into consideration and assured. 

3.9.2 Qualitative part: 

The second component of the data collection was the qualitative data; This part was done 

after the completion and analysis of the quantitative part. The Researcher performed the in-

depth interviews himself. The key informants were called to get approval for participation 

and assign time and place for the meeting accordingly.  They were informed about their 

right to not answer any question. The interviews and discussions were recorded, and notes 

were taken, after taking a written approval from all participants. All materials of 

discussions were kept in a safe place and be accessible only for the researcher. 

3.10  Response rate 

3.10.1 Quantitative part: 

All participants' names were listed and were called for on the telephone for voluntary 

participation based on informed consent from each one of them before filling the 

questionnaire. The response rate was 100% (60 responded out of 60).  

 



 

41 

 

3.10.2 Qualitative part: 

Twelve in-depth interviews were accrued out and all interviewees who were invited to 

participate in the discussions accepted the invitation. The MoH key informants were seven 

persons, while interviews with representatives of donating organizations were five. 

3.11 Data entry and statistical analysis  

3.11.1 Quantitative part   

The Researcher used the Statistical Package of Social Science (SPSS) program version 25 

for data entry and analysis. Data entry and data cleaning were done straight after tools 

collection. After that, descriptive analysis including figures, frequency tables that show 

participants' characteristics, and plot differences between participants' characteristics 

variables was obtained. Furthermore, cross-tabulation for main findings and advanced 

statistical tests such as the Chi-square test to compare categorical variables, and One-way 

ANOVA test to compare means of numeric variables were done when required to analyze 

questionnaire data. 

3.11.2 Qualitative part  

Following the quantitative data analysis, In-depth interviews with MoH and donor‘s key 

informants started using guiding questions developed by the researcher.  

The open coding thematic analysis method was used to analyze the collected data and to 

systematically identify and extract main categories, themes and subthemes from the data.  

The main steps of qualitative content analysis initiated firstly by the data familiarization 

step followed by creating codes for the transcript lines and statements that were repeatedly 

read by the researcher; secondly creating categories for sorted groups after which the key 
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themes and subthemes were finally established and named in connection to conceptual 

framework and questionnaires.  

Lastly, comparison, and integration of related ideas between the quantitative and the 

qualitative findings was done to enrich discussions and validate findings. 

3.12  Scientific rigor  

3.12.1 Quantitative part (questionnaire)  

3.12.1.1 Validity  

The questionnaire was developed by the researcher and revised by ten experts including 

public health, researchers, statisticians, and BME (see Annex 7) to ensure the face validity, 

appropriateness, and relevance of the questions to achieve the study objectives. All 

comments and feedback of the experts were considered in the finalization of the 

questionnaire. The pilot study was conducted before the beginning of actual data 

collection, to examine respondent‘s responses to the questionnaire and how they 

understand it. The modification was done based on the pilot study.  

3.12.1.2 Reliability  

The researcher used Cronbach`s alpha to assess the reliability and consistency of the 

questionnaire items and domains, where applicable. Data entry was done on the same day 

of data collection which led to easily check the data quality.  

3.13 Ethical and administrative considerations  

An official letter of administration approval to conduct the study was obtained from the 

School of Public Health at Al-Quds University and the Helsinki Committee in the GS (see 

Annex 8). An administration approval was obtained from the MoH (Annex 9) to collect 
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data. To guarantee participants` rights, a cover letter was drafted to indicate that the 

participation is voluntary (informed consent), and confidentiality was obtained for all the 

participants who were selected from the MoH (Annex 10). All the study participants were 

asked for their approval to participate in the study. Transparency, honesty, and truth 

respect were maintained. Neither personal data nor identities were revealed by the 

researcher.  

3.14 Limitations of the study  

The researcher faced some limitations during the study execution include the following: 

1. Retirement of some senior MoH staff who would increase the population size and add a 

valuable contribution to the findings. 

2. Limited scientific resources and few pieces of literature on medical equipment donation 

processes management in a context like Gaza. The researcher faced some challenges 

during the literature review writing and search. 

3. COVID-19 outbreak in the GS resulted in the delay in the data collection and interviews 

as the majority of participants were involved in their work at the facilities.    
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Chapter Four 

Results and Discussion 

4.1 Introduction 

This chapter presents the main findings of the collected and analyzed quantitative and 

qualitative data aiming to achieve the study objectives. Primary, the quantitative data has 

been statistically analyzed to illustrate the results in descriptive and inferential formats. 

The analysis presents the socio-demographic characteristics of the study participants as 

well as their responses to the questions developed by the researcher to achieve study 

objectives on the management of medical equipment donation processes at the MoH. The 

researcher used inferential statistical analysis tests to examine the relationship between 

some variables where possible.  

To supplement the results and to fill the gaps left in the questionnaire, the qualitative 

approach through in-depth interviews with key informants from MoH and donors was used 

to explore and reveal more information on the management of equipment donation 

processes and practices that would clarify and support, the quantitative findings. 

The main themes and subthemes were identified to evaluate the effectiveness of donation 

process management including donation mechanisms, communication between 

stakeholders, the participation of the beneficiaries, and information on the purchased 

equipment.  

The findings from the qualitative data are based on the participants' expressed views and 

perceptions and presented to achieve the objective of this study. Quotations from 

participants are included throughout this part; those quotations are presented in italic style. 
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4.2 Descriptive statistics 

4.2.1 Socio-demographic characteristics of the study participants: 

A total of 60 self-administered questionnaires developed by the researcher were distributed 

and filled by the study participants who were purposively selected. The completed 

questionnaires were computed, and results were used to interpret the findings. 

The study participants have diverse socio-demographic characteristics. As illustrated in 

Table (4.1), the larger part of the participants in the study are male constituting 97%; while 

3% of participants are female. This result is somehow consistent with the workforce 

involvement level, as 7 males out of 10 are participated in the labor force, compared with 2 

out of 10 of females as reported by PCBS (2018). Moreover, qualitative findings revealed 

that the male staff involvement in the medical equipment donation processes is much more 

than the female staff due to the structure of the hierarchy of the MoH constituted mostly 

from the male.  

As seen in Table (4.1), the mean age of the study participants was 44.4 years. The 

breakdown shows that 25% of participants fall within less than 40 years age, while 36.7% 

have their ages ranged between 40 years old and 45 years old, and participants in age 

between 46 years old to 50 years old were 18.3%, and finally, the remaining 20% 

constituted from the participants with ages above 50 years old as illustrated in the Figure 

(4.1). The findings to a remarkable extent are consistent with the results of Murad (2010) 

where the mean of the participant's age was 42 years old. Moreover, the results indicated 

that more than 50% of the participants are in the age between 40 years to 50 years old 

which from the researcher's point of view considered good participation of experienced and 

active MoH staff in the management of medical equipment donation processes. 
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Table (4.1): Distribution of the study participants by socio-demographic characteristics.  

Items No. % 

Gender 

Male 58 97 

Female 2 3 

Total 66 100.0 

Age 

Less than 40 years 15 25.0 

40 to 45 years 22 36.7 

46 to 50 years 11 18.3 

Above 50 years 12 20.0 

Total 60 100.0 

Mean = 44.4, SD= 7.65 

Workplace 

Hospital 36 60.0 

Engineering dep. 19 31.7 

Other (PHC, Central Lab, and Public Health Lab) 5 8.3 

Total 60 100.0 

Qualification 

Bachelor 31 51.7 

Master 23 38.3 

PhD  6 10 

Total 60 100.0 

Profession 

Doctor 7 11.7 

Nurse 11 18.3 

Engineer 28 46.7 

Lab Technician  7 11.7 

Others (Maintenance Techn., Radiology Techn, & Administration)  7 11.7 

Total 60 100.0 

Experience in requesting medical equipment 

From 5 to 10 years 30 50 

From 11 to 15 Years 7 12 

More than 15 Years 23 38 

Total 60 100.0 

Mean = 11.7, MD=12.3, SD = 6.2 
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Figure (4.1): Distribution of the study participants by age group 

Figure (4.2) shows that participants working places are different. The largest portion of the 

participants is working at the hospitals constituting 60.0%, while 31.7% are from 

engineering departments. The remaining 8.3% are from PHC facilities including central 

and public health laboratories.  

The results are congruent with the previous study which indicated that 87.8% of 

participants are managing medical equipment at the MoH were from hospitals (Murad, 

2010).   

From the researcher's experience, the remarkable difference goes with the size and natures 

of work in the hospitals which provide a wide range of health services with more medical 

equipment utilization than in the PHC that provide basic healthcare. Moreover, the 

participants who is managing the medical equipment at the hospitals provide support the 

PHCs with their valuable experience in requisition and acquisition of medical equipment.  

The results indicate that 52% of the participants had a bachelor-degree qualification, and 

38% had a master-degree, while 10% of participants had a doctorate as seen in Table (4.1). 
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Figure (4.2): Distribution of the study participants by work place 

Figure (4.3) shows the distribution of participants by profession. The researcher noticed 

that the highest portion formed from Engineers constituting 46.7%, 18.3% are nurses, 

doctors are 11.7%, while 11.7% of the participants are laboratory technicians, and the 

administration, maintenance technician & radiology technicians formed the remaining 

11.7%. This reflects the participation of the diverse professions forming the team that 

manages the donation process with the highest contribution from engineers.  

The findings are in line with observations obtained by Mullaly, (2013) which indicates that 

needs assessments, specifications, and selection are typically done by trained biomedical 

engineering personnel and involve many different stakeholders within a facility and wider 

health system including medical personnel. Similarly, the in-depth interviews with key 

informants from MoH and donors confirmed that the participation in the process is made 

mainly by the biomedical engineers, medical practitioners, nurses, laboratory technicians, 

and others who are handling the request, use, and maintenance of equipment. 

60% 

31.7% 

8.3% 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Hospital Engineering dep. PHC, Central & Public

Health Lab



 

49 

 

 

Figure (4.3): Distribution of the study participants by profession 

Table (4.1) indicates that about 50% of the participants have experience of requesting 

medical equipment for health facilities ranges from 5 to 10 years, 12% of the participants 

have experience from 11 to 15 years, while 38% are experts in the field of the study for 

more than 15 years.  As shown in Table (4.1), the mean of the participant's years of 

experience was 11.7 years. From the researcher's point of view, the experience of 5 years 

and more is good enough for the staff to get well familiar with the policies, practices and 

participate effectively in the processes management in a context like Gaza that receives 

medical equipment donations frequently.  
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4.2.2 Information on the policies for donating medical equipment. 

Table (4.2) demonstrates the distribution of the study participants according to their 

response on the availability of policies regulating the mechanisms of equipment donation. 

Table (4.2) Distribution of the study participants according to their response on the 

availability of policies for medical equipment donation. 

Items Number  % 

Availibity of MoH policies that regulate the mechanisms and processes of donated 

medical equipment to the MoH. 

Yes   48 80.0 

No 7 11.7 

Don‘t Know 5 8.3 

Total 60 100.0 

If yes, availibity of MoH policies in writing.                      (n=48) 

Yes 15 31.3 

No, never seen it 33 68.7 

Total 48 100.0 

Availibity of donor‘s policies that regulates the donation processes of equipment for 

MoH. 

Yes   40 67 

No 3 5.0 

Don‘t Know 17 28 

Total 60 100.0 

Figure (4.4) shows that 80% of the participants certain that MoH policies are regulating the 

mechanisms and processes of donated medical equipment, and 11.7% of the participants 

reported that there are no policies, while 8.3% of the participants stated that they don‘t 

know.  

To a large extent, these findings are aligned with results of interviews with MoH and 

donors key informants revealing that policies for medical supplies and equipment donation 

have existed that were developed in 2009 after the 1
st
 war on Gaza as senior MoH officer 

said  During and after the first war on Gaza in 2008-2009, a huge quantity of medical 



 

51 

 

equipment was donated out of which a significant proportion is unwanted because it does 

not meet MoH standards, too old models or malfunction, while some of the donated 

equipment has been useful. The key informant attributed this to the reason that many 

donors, organizations, and individuals didn‘t communicate with the MoH, while few 

donors consulted the Ministry of Health to find out what medical equipment was needed.  

The findings from the discussion with the key informants revealed that medical equipment 

donations occur in many different scenarios and through various approaches as well as, the 

beneficiaries range from individual health care facilities to entire health systems. Donors 

could be implementers, whose programs and activities are performed by their designated 

teams or could be organizations who help healthcare providers to respond to the needs 

through financial funds granted to afford resources needed for service provision.  

All the key informants agreed that there should be some basic rules for an appropriate 

donation that apply to all donors available in form of policies or guidelines aiming to 

describe the core elements of effective donation practice.  

Despite that, most, if not all stakeholders, have their policies and mechanisms through 

which the donation is made. From the findings, the MoH key informants did not argue with 

the fact that donors are different from international organizations with great presentations 

worldwide, which means that each organization has its independent procedures for 

donation. As one of the MoH informants said " Our partners are international 

organizations, we have a distinguished relationship as they support Palestinians and we 

respect that they have their regulations for donations and procedures that they follow, but 

we encourage that we cooperate and implement the donations in accordance to agreed 

mechanisms to optimize the donations and ensure that each party achieve its objectives 

ultimately" 
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Despite the different findings on the availability of MoH and donor‘s policies and the 

diversity in the participants’ perception, the greatest part of the key informants believe that 

there is a bad need for updating the policies and ensure that donors are aware of it through 

dissemination workshops and follow up meetings.  

The most important element of the discussion was highlighted by all key informants that, 

the ICD in the MoH is identified as the main and official body through which the 

implemented activities and provided support is communicated, coordinated, and facilitated 

with other structures of the MoH. As one of the donors said, " We implement our programs 

and provide donations through a good cooperation and communication with ICD who is 

working to facilitate our missions, coordinate for its implementation and ensure all 

information are shared with other departments". 

The findings on the policies and mechanisms are all in line with WHO, (2000) 

emphasizing the importance of the special care should be taken that the donated health care 

equipment responds to an expressed need, comply with the national or organizational 

policy, and agree with national guidelines in the recipient country if they exist. The 

donated health care equipment should be treated with the same attention to an 

administrative procedure as if it were procured.  

 

Figure (4.4) Participants' response on availability of MoH policies for medical equipment 

donation 
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Concerning the unawareness of 20% of the participants on the policies' existence, the 

interviewed MoH key informants attributed this potentially to the reason that these 

participants got involved in the donation processes in the recent few years and became 

familiar with it through repetitive practices with no knowledge on the policies. 

Concerning the availability of MoH policies in writing, out of the participants who 

confirmed that there are policies (n=48), 68.7% of the participants reported that they have 

never seen the policies in writing, while the remaining 31.3% have seen it as indicated in 

the Table (4.2).  

From the discussion with the key informants, the researcher found out that interviewees 

expressed the need for reviewing and updating the policies and work towards 

disseminating them among the MoH staff and donors as the original one was drafted for 10 

years.  

Most of the key informants stated that updating the policies is required through a 

comprehensive review process based on the lessons learned from unsuccessful donations. 

Moreover, a follow up for the implantation of these policies and taking corrective measures 

accordingly is strongly suggested by the interviewees.       

As shown in Table (4.2), and Figure (4.5), two-thirds of the study participants (67%) are 

confident that each donor has own policy regulating the donation mechanisms, and 5% 

stated no policies, while 28% don‘t know on the availability of donor‘s policy.  

The findings are consistent with the in-depth interviews with MoH and donor‘s key 

informants who assured that the donors are varied and have different mechanisms for 

medical equipment donation. Therefore, each donor performs under policy and capacity 

which might be aligned to MoH policy or different to a certain extent.  
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Figure (4.5) Participants' response on availability of donor’s policy for 

 medical equipment donation. 

 

Table (4.3) Distribution of the study participants according to their response on the policies 

circulation, (n=48) 

Items Number % 

Circulation of MoH policies to donors through the communication channels.  

Yes   19 39.6 

No 6 12.5 

Don‘t Know 23 47.9 

Total 48 100.0 

Circulation of MoH policies to the relevant individuals/departments of the MoH. 

Yes   26 54.2 

No 11 22.9 

Don‘t Know 11 22.9 

Total 48 100.0 

Concerning the circulation of policies to donors, as Table (4.3) highlights that among the 

48 participants who confirmed the availability of policies, 39.6% of them reported that 

policies are circulated to donors, 12.5% stated No, while 47.9% don‘t know whether 

policies are circulated or not. 

This result somehow incompatible with the findings obtained from the in-depth interviews 

where the majority of key informants stated that policies are circulated through regular 

communication as many said  The ICD is the main gate of the MoH for communication 
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with the donors and facilitation their information sharing, donation activities, visits and 

meetings with other MoH bodies. The ICD is the focal point for policies circulation to 

donors through its regular meetings and communication channels.  

On the contrary, the role of the ICD in the donation process might not be clear to a 

significant number of MoH staff as the percentage of participants who has no idea about 

the policies circulation to donors through ICD is significantly high constituting 47.9%.  

Despite the partial incompatibility between the participant's answers and the results 

obtained from the interviews, the key informant comments are compatible with literature 

findings presented by (Howie, et al., 2008) and (WHO, 2011) on the importance of the 

circulation of the MoH policies and needs among the donors through the two-way 

communication. 

The discussions with donors revealed that they learn about the donation policies and 

mechanisms and act accordingly through their regular communication with ICD. In this 

regard, the author of the current study has the same point of view as he is managing the 

medical equipment donation file at the International Committee of the Red Cross (ICRC). 

Lastly, in Table (4.3), results showed that 54.2% of the participants believe that MoH 

policies are circulated to concerned MoH individuals/departments, 22.9% stated that 

policies are not circulated, while the same percentage 22.9% reported that they don‘t know. 

The difference in the findings invites us to think deeply on a plan of action to ensure 

proper and wide circulation of the policies among the concerned MoH 

individuals/departments and better understand the mechanisms for medical equipment 

donation. 
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4.2.3  Evaluation of Donation and Supply processes. 

In this paragraph, the researcher presents the results from the participants’ responses on the 

overall evaluation of the donation and supply process management.   

Table (4.4) Distribution of the study participants according to their response on the 

communication with donors for support. 

Items Number % 

Request of medical equipment for the medical facility through direct contact with 

donors. 

Yes   12 20.0 

No 48 80.0 

Total 60 100.0 

Notification of MoH staff on the earmarked funds through the MoH official 

communication channels. 

Yes 42 70.0 

No 13 21.7 

Don‘t know  5 8.3 

Total 60 100.0 

 

As demonstrated in Table (4.4) and Figure (4.6), the researcher noticed that 80% of the 

participants don‘t request their equipment through direct communication with donors, 

while 20% have direct contact with donors to request medical equipment. The author found 

out that the results to a great extent are aligned with the MoH policies which are instructing 

the MoH staff working at the medical facilities to avoid requesting medical equipment 

through direct contact and communication with donors as explained by the MoH key 

informants as one of them said in his assertive words  MoH staff working in the medical 

facilities are not entitled to deal with donors to request and identify the needs of medical 

equipment with no permission and coordination with the MoH hierarchy including ICD 

and General Hospitals Administration (GHA) as the official bodies who share with the 

donors the MoH needs and priorities. 
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The results agree with the study performed by Murad (2010) revealing that 63.7% of the 

participants reported that the donors don‘t communicate with them before supplying any 

needed equipment. 

Regarding the 20% of the participants who request medical equipment through direct 

contact, the key MoH informants think that it could be attributed to the fact that they are 

heads of units who are identified and authorized by the MoH to communicate with donors 

to determine the equipment needs for healthcare services development within the MoH 

medical facility. 

 

Figure (4.6) Distribution of participants according to their response on requesting medical 

equipment through contact with donors. 

 

From the discussions with the donor key informants, the researcher found out that, there 

are direct communications between senior MoH staff and donors for requesting medical 

equipment for the development of specific service. In this issue, supportive examples 

raised by the MoH and donor‘s key informants as one donor said As we sign an 

agreement with MoH to provide support in developing surgical services, we establish 

direct contact with the medical staff and biomedical engineers who are in charge to work 

closely with us to identify the needs to develop this service. All this happens with constant 

communication and coordination with the MoH hierarchy and we are so satisfied with this 

partnership. 
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This emerging statement mentioned by the donor key informant appeared to be consistent 

with the literature findings indicating the importance of communication between partners 

which provides a good opportunity for both sides to state their position and clarify the need 

for donation of medical equipment as well as explain the rationale behind this donation, 

how this will positively contribute to the development of the service provision and its 

quality (Perry and Malkin, 2011).  

Additionally, in his findings, Bradley (2016) stressed the fact that any donation initiative 

should be part of an on-going partnership consisting of core elements including 

coordination and communication for the consultation on the proposed donation. 

The findings of the in-depth interviews revealed that medical equipment needs are 

provided by the ICD through its regular meetings and communications with partners which 

give good opportunities to better understand the rationale behind, and how this donation 

will impact service provision. This helps the donors to fully understand how their support 

will contribute to ensuring MoH strategic plan implantation which ultimately facilitates 

fund allocation to respond to the MoH appeals or needs. As ICD key informant said, " We 

are part of the projects committee and we know what kind of priorities MoH has. This 

gives a strong base for presentation our needs according to our strategies. Therefore, we 

think that the needs of the MoH have to be picked up through communication with us and 

nobody else who has no idea about it. We make sure that all provided information is 

reliable and from the right MoH departments including quantities and specifications of 

equipment, receiving facilities, and other related information".  

Yet, the MoH key informant from ICD believes that the cooperation and communication 

with ICD have to be enhanced since there are some donors establish informal connections 

with other departments and medical facilities to get information that could not reflect the 

reality on the MoH needs and priorities, particularly, the service providers at the medical 
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facilities. As he said, " We learn that some donors visit the medical facilities with no 

coordination with concerned departments at the MoH including ICD and GHA. They get 

information about the needs of the departments, but this is not always correct as it reflects 

the need of these departments only and it might not align with our strategies and 

priorities" 

Regarding notification of the participants on the allocation of earmarked funding through 

MoH official communication channels for supplying medical equipment, more than two-

thirds (70%) of the participants are notified, while 21.7% are not notified by the MoH 

channels and 8.3% said don‘t know as illustrated in Table (4.4). 

From the researcher's perspective, this finding reflects on the internal communication 

among the MoH layers to exchange updates on the upcoming funds for donations. Yet, this 

finding is incompatible with some findings from the donor key informant interviews who 

expressed the concern on the flow of information to the field hierarchy at the medical 

facilities as one said When we go to the field to discuss the needs of medical equipment, 

we get surprised that people in charge are not aware on the funds allocated to them. 

Anyway, we explain the issue to make them updated on our support.  

Regarding the direct donor‘s communication with MoH departments, medical facilities, 

and staff, the MoH key informants seemed to be dissatisfied with this attitude. Most of 

them encouraged the MoH staff and donors to refrain from having uncoordinated visits and 

connections and follow the MoH policies for proper communications through official 

channels.  

On the other side, a clear majority of the donors expressed their satisfaction with the 

communication through ICD, however, the communication with MoH departments through 

the ICD and vice-versa experience some delays which could slow the donation process and 
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delay the donor‘s response, especially in an emergency. As one gave an example saying 

" Sometimes, it takes a bit long time to get the specifications of equipment intended to be 

donated, which definitely will delay our purchase process. Additionally, it happens that, 

when it comes to the delivery, we find out that central logistics store is not aware of this 

donation and they ask details which already was shared with ICD". 

The results are compatible with literature which highlighted that continuous 

communication by donors and donation solicitors throughout the donation process is a very 

important factor through which the success of the donation can be determined (WHO, 

2011a). 

Table (4.5) Distribution of the study participants according to their response on the 

availability of inventory and warehouse system. 

Items Number % 

Availibity of inventory and custody system in the MoH medical facilities. 

Yes   59 98.3 

No 1 1.7 

Total 60 100.0 

Effectiveness of the MoH inventory and custody system to tack equipment within the 

departments.                                                                                                        (n=59) 

Yes   56 94.9 

No 3 5.1 

Total 59 100.0 

Availibity of warehouse system that facilitates the process of verifying the MoH needs. 

Yes   50 83.3 

No 10 16.7 

Total 60 100.0 

Verification of the needs at the MoH warehouse before requesting donor‘s support.                                                  

(n=50) 

Yes 41 82 

No 9 18 

Total 50 100.0 
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Table (4.5) illustrates the distribution of study participants according to their response on 

the availability of inventory and warehouse systems at the MoH. It shows that 98.3% of the 

participants believe that there is an inventory and custody system, while only a slight 

percentage (1.7%) think that there is no system in place. The great majority of agreeing on 

participants on system availability (94.9%) reported that it‘s possible to track equipment 

within the departments. Only 5.1% think that tracking of medical equipment cannot be 

performed through the existing inventory system as seen in Table (4.5). 

As seen in Table (4.5), in their responses on the presence of a warehouse system through 

which it‘s possible to verify the availability of medical equipment needs before requesting 

donor‘s support, 83.3% of the participants had agreed that the existing warehouse system 

enables to do the check before raising a request to donors, while 16.7% stated that there is 

no system in place. 

In the previous study performed by Murad (2010) in Gaza, the results indicated that 75.3% 

of the participants confirmed that there is an inventory system.  

The results confirming the availability of an effective inventory and warehouse systems by 

a large portion of the participants in the current study and Murad‘s (2010) are aligned with 

Dayro (2004) who stressed the importance of the inventory system to provide full 

information to support informed decision making on requesting equipment as well as helps 

in different aspects of medical equipment management considering standardization, 

accessories, spare parts, and operating and service manuals. 

Comparing the findings indicated in the quantitative analysis and the ones obtained from 

the in-depth interviews, the researcher concluded that the observations are promising, and 

perceptions are intra-harmonized between the study population. 

Commenting on the effectiveness of the MoH inventory and warehouse systems, 

predominant findings of the in-depth interviews with MoH assured that the systems have 
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been developed and improved system to respond to the crucial need of the MoH for needs 

determination and prioritization accordingly. 

The obtained results on the effectiveness of the inventory and warehouse systems are 

harmonized with WHO (2011), stating that the equipment inventory can be used to assist 

in forecasting a variety of budgets. By considering current equipment values (based on 

local standard depreciation rates), performing a needs assessment, identifying equipment 

that needs to be replaced, and determining the expected lifetime of equipment, capital 

budgets can be forecast for the coming years for the purchase of new equipment.  

Finally, from the researcher's previous observation, the verification process of the needs 

before requesting medical equipment by the operators needs to be improved as it happened 

previously that the medical staff requested equipment donation while needed equipment 

was available in the main warehouse. This could be attributed to the reason that the internal 

ordering mechanism to supply equipment was not followed properly.         

Table (4.6) Distribution of the study participants according to their response on the needs 

determination and planning to benefit from the donation grant. 

Items Number % 

Periodical update of the medical equipment needs of the MoH medical facilities.  

Yes   37 61.7 

No 14 23.3 

Don‘t Know 9 15.0 

Total 60 100.0 

Participation of the MoH staff in the MoH needs update process.                            

(n=37) 

Yes   35 94.6 

No 2 5.4 

Total 37 100.0 

Participation of the MoH staff in donor‘s fund planning and needs determining process. 

Yes   23 38.3 

No 37 61.7 

Total 60 100.0 
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Concerning the periodical update of the needs, 61.7% of the participants pointed that needs 

are updated regularly, and 23.3% don‘t think that needs are updated, while 15% don‘t 

know. The findings showed that 94.6% of the participants assured on the updating the 

needs are participating in the process, where only 5.4% are not participating as seen in 

Table (4.6). 

The results on the determination of the needs have been marked by the researcher as a 

serious issue. The findings obtained from the participants’ response are different from the 

in-depth interview results where a periodical update on the needs of each facility is made 

by the MoH.  

Following the discussion to better understand the variation in the point of view, the 

researcher found out that the needs are determined at the top hierarchy based on the 

strategic plan of the MoH which tells the needs of equipment for service provisions. In 

other words, the MoH management levels are looking at the prioritization of the needs 

from a holistic approach and comprehensive service provider perspectives.             

The researcher believes that the incompatibility in the findings is normal as the MoH staff 

in the medical facilities reflect on their specific needs, while the decision is made centrally 

with larger planning and a wider focus on the overall needs of MoH facilities. This is like 

what was found in the literature emphasizing that comprehensive medical equipment needs 

assessments and planning are a significant activity used to priorities new equipment needs 

based on existing equipment, facilities, and services (Mullally, 2013).  

In the donors planning for funds and needs for medical facilities, 61.7% of the participants 

don‘t participate in the process, while 38.3% of the participants stated that they participate 

as indicated in Table (4.6).  
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This finding was significantly matching the ones obtained from the majority of MoH key 

informants who stated that many donors do their planning and fundraising with limited 

consultations with MoH resulting in duplication of activities, programs, and donations. 

One MoH key informant expressed moderate level of satisfaction on this saying They are 

not donors, they are partners in the health sector, our relations and cooperation are 

established on a partnership basis. Thus, planning and fund allocation should be made 

through prior and close consultation with MoH as we know our needs and we prioritize 

them according to our strategic plan. Furthermore, he said Surprising that, when the 

donors come to present their programs and activities to support us, we realized that it was 

made according to their agenda rather than to meet our needs and priorities as we plan.  

It‘s worth mentioning that results from the discussion with MoH key informants indicated 

that some donors perform needs assessment in the field with no prior coordination and 

consultation with MoH structure who is not aware of it as he said Donors go to the 

medical facilities to do their needs assessment with no notification on that, after which they 

come to share it with us. Sometimes, it does not respond to our real needs and even the 

technical specifications are given by the teams in the facility are not correct. Through our 

dialogue and communication, we stress the importance of proper communication and 

connection with the right people when doing the needs assessment. 

Literature found out that, often the intended recipients of equipment donations are neither 

consulted nor they take an active role during some or all the stages of the donation process, 

even though they are primary stakeholders in the process. WHO (2011a), emphasized that 

donation solicitors are encouraged to be actively involved in all stages of any equipment 

donation action. 
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The results are aligned with a study conducted in Ghana, where recipients from different 

health facilities were asked to describe what they thought could be done to improve the 

effectiveness of the medical equipment donations to Ghana. One of the main findings was 

that thorough needs assessments of beneficiary facilities should be done with consultation 

of equipment users, as equipment donated must meet clinical needs (Adjabu, et al., 2014). 

Table (4.7) Distribution of the study participants according to their response on setting the 

technical specifications of the required equipment 

Items Number % 

Availibity of the MoH committees dedicated to setting technical specifications. 

Yes   58 96.7 

No 2 3.3 

Total 60 100.0 

Participation of the MoH staff in the process of setting technical specifications.    (n=58) 

Yes   44 75.8 

No 14 24.2 

Total 58 100.0 

Availibity of the MoH standardized manual for technical specifications. 

Yes   35 58.3 

No 13 21.7 

Don‘t Know 12 20.0 

Total 60 100.0 

Need for regular update of the MoH technical specifications manual.                (n=35) 

Yes   34 97.1 

No 1 2.9 

Total 35 100.0 

As illustrated in Table (4.7), the researcher found out that 96.7% of the study participants 

constituting the greatest majority indicated that there are committees at the MoH dedicated 

for technical specifications setting, while only 3.3% of the participants pointed that there 

are no committees.  

Its shown in Table (4.7) that three-quarters of the participants 75.8% contribute to the 

technical specifications setting, and about one-quarter of the study participants 24.2% 
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don‘t participate in the process. In contrast, Murad (2010) in his study indicated that 52.7% 

of the study participants do not always participate in preparing the specification of the 

newly ordered medical equipment, while 40.5% of them participate.  

To better understand, the researcher tested the results with the findings from the in-depth 

interviews with both, the key informants from the MoH and donors. It‘s found that the 

compatibility between responses is significantly high. From the researcher's experience in 

the donation process, the MoH has a strong capacity in terms of technical specifications 

and requirements set by a group of biomedical engineers and medical staff.  

The results are extremely congruent with the literature indicating the vital need for 

qualified expertise in setting the specifications as it's considered the core element for 

beneficial and effective donation. In this regard, Bailey, (1994) believed that to obtain the 

right product or service, a generic description within a clear specification is required. 

Revision of medical equipment specifications is often necessary for the procurement 

process that may include identification of the preferred models, specific options, 

accessories, features, training, or service (Harding, et al., 2004). 

Technical specifications should include general requirements such as warranty, technical 

services and documents, and other requirements for equipment operation (Saleh et al., 

2014). 

Extensive results appeared from the in-depth interviews with MoH stressing the failure of 

medical equipment donation or provision of ineffective and inefficient medical equipment 

resulted from lack of proper consultation of the MoH through the right communication 

channels. One example was provided out of tens as said Occasionally, laboratory 

equipment and hemodialysis machines were delivered to the MoH warehouse as a 
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donation, which seemed MoH was not consulted before its purchase. Tracking the 

donation with the donor, we concluded that the specifications were taken from the internet 

website which is different from the models used at the MoH facilities, and, surely, it has a 

different reagent and consumables which do not exist in our standard list of items. In the 

end, this donation was rejected totally.     

In the present study, it was found that 58.3% of the study participants assured that a pre-

approved manual for technical specifications is available, 21.7% of the participants 

informed that there is no manual, while 20% don‘t know whether pre-approved manual of 

technical specifications is existing or not.  

The finding in Table (4.7) revealed that 97.1% of those participants who indicated that a 

pre-approved manual for technical specifications is available agreed on the need of 

updating this manual. The result is urging for periodical updates of the technical 

specification sine previous result obtained by Murad (2010) indicating that more than 

53.1% of the study participants reported that the specifications of medical equipment are 

not usually updated by the technical committee, while 27.4% of the participants reported 

that the specification is usually updated. 

To understand more on the participants’ response to the pre-approved manual for technical 

specifications, the in-depth interviews with MoH revealed different results indicating that 

manual is not existed as such rather it‘s a set of individual specification for each machine 

that can be provided by the biomedical engineers upon the consultation with the requester 

or the operator who will use the machine. This was argued by the key informants stating 

that this cannot be fixed and permanent since medical technology undergoes constant 

upgrading. 
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The results from the discussion with donors have a different perspective, considering 

obtaining technical specifications for purchase is a complex part of the donation process as 

it takes a long time to obtain through the official communication channels as well as the 

consistent change made by the operator. 

From the researcher observations who experienced delays in obtaining technical 

specifications to prepare for tendering documents to respond to the MoH appeals for 

support. This delay is most probably due to the slow communication at the MoH level with 

engineers who is could be reached through multilayer communication channels. 

From the results obtained from the in-depth interviews, the researcher concluded that the 

technical specifications for the intended donations are obtained from the MoH Central 

Engineering Department through communication with ICD. All the interviewed donors 

stated that they get it clear and ready for tendering as they said We should follow the 

technical requirement of the MoH users and operators who will utilize the equipment. They 

have good biomedical engineering experience and we rely on them to provide 

specifications. Although, it appeared to the researcher that in this process no major 

concerns, yet, the lengthy time spent to share the technical specifications seemed 

concerning the donors. One of the donors said that this delay could be attributed to the 

workload of the MoH staff who suffer from human resources shortage in different areas.    

The researcher could potentially interpret the reason for donors to occasionally bypass the 

official communication channels by approaching biomedical engineers to obtain 

specifications attempting to avoid delays. The researcher believes that despite the delay in 

the process of obtaining the specifications, bypassing the formal communication with MoH 

ICD by donors would result in severe damage in the process and lead to get incorrect 

specifications and end up by ineffective or unwanted donations. Furthermore, such 
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behaviour contradicts the recommendations of WHO (2011) encouraged the donors to 

respect the proper communication established by the solicitor of donations. 

The findings in Table (4.8) shows that more than three-quarters of study participants 

(86.7%) confirmed that there is a clear MoH procedure for awarding and purchase through 

which donated equipment are processed by the MoH procurement structure, while 13.3% 

of them reported that there is no clear procedure.  

Despite that results obtained through the participants’ responses and the discussion with 

the MoH key informants, indicates that the MoH procurement system is considered highly 

effective and efficient that acting in accordance to a clear, well understood and transparent 

processes, nevertheless, results obtained by Murad (2010) in his study, indicating that more 

than 73% of the respondents reported that the procedures of purchasing medical equipment 

is reasonably slow and is not practical, while 13.4% of the participants said that it was fast 

and practical. Regarding the general procurement laws and conditions, about 43.5% of the 

participants reported that it doesn‘t help in selecting the latest medical equipment, while 

32.8% reported that it helps.  

This is congruent with the fact that the procurement process in MoH is a lengthy one and 

engages different stakeholders to complete the purchase of needed equipment which in turn 

causes delays of funds expenditure. 

Mavalankar et al. (2004) reported that more than one country in Africa and Asia 

centralized purchases can delay procurement by several months and the supply of 

equipment from a central level can lead to duplication and wastage. Also, WHO (2008) 

report showed that procurement being delayed by years in a large externally aided project 

in an Asian country, and also seen a delay in procurement due to donor agencies 

centralized procurement system. 
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Table (4.8) Distribution of the study participants according to their response about technical 

awarding and purchase. 

Items Number % 

Availability of MoH procedure through which the awarding and purchase processes take 

place. 

Yes   52 86.7 

No 8 13.3 

Total 60 100.0 

Regular participation of MoH staff in the awarding and purchasing process of 

equipment according to the MoH procedure. 

Yes   34 56.7 

No 26 43.3 

Total 60 100.0 

Regular participation of MoH staff in the awarding and purchasing process equipment 

according to the donor's purchase procedure. 

Yes   35 58.3 

No 25 41.7 

Total 60 100.0 

Coordination with MoH staff during awarding and purchase of medical equipment. 

Yes   42 70.0 

No 15 25.0 

Don‘t Know 3 5.0 

Total 60 100.0 

Regarding the purchase and awarding process, the researcher learned from the in-depth 

interviews with donors that the donors who do the purchase through its procurement 

process with the engagement of the MoH in the process are considered faster and 

experienced shorter delivery time which is potentially attributed to a short validation and 

contracting processes in comparison to the MoH purchase procedures.      

The study found that more than half of the participants (56.7%) do participate regularly in 

the awarding and purchasing according to MoH procedure, and 43.3% don‘t participate in 

the process. In the researcher comparison with the previous study (Murad, 2010) the results 

indicated that about 61.4% of the study participants reported that they are not involved in 

the procurement committee activities to select the suitable medical equipment, while only 

28.6% of them reported that they are involved in the committee activity.   
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The study results revealed that 58.3% of the participants contributed in the awarding and 

purchasing according to donor's procedure, while 41.7% have not participated in the 

process following donor's procedure as shown in Table (4.8).  

In the discussions with MoH and donor‘s key informants, it was interpreted that not all 

MoH staff are taking part in the awarding and purchasing according to donor's procedure, 

since there is some MoH staff nominated to participate and show up frequently. The 

researcher believes that results are reasonable as most of the equipment purchased is the 

basic and common ones which mean that group of experts from BMEs and medical staff 

participate more than others who are expert in medical equipment specialized in certain 

service like MRI, CT and other.   

Regarding the purchase of equipment without coordination with the participants, results in 

Table (4.8) showed that more than two-thirds of the study participants (70%) stated it 

happened that coordination was not done during the purchase process of medical 

equipment, and 25% of them informed that it never experienced purchase without being 

coordinated, while only 5% don‘t know if this happened or not. This finding can be 

interpreted same as the previous explanation that during the purchase process, various 

teams could perform the task as per the MoH nomination, which means in other words that 

participation of some staff could be more than others. 

According to the key informants, the participation of the MoH committees in the technical 

awarding and purchase processes has positively impacted the donation outcomes. This was 

demonstrated in the findings of the in-depth interviews when stating that the MoH role is 

crucial to make sure that technical requirements are met in the offered equipment and the 

features are satisfying that users and operators. As one donor said, We call upon the MoH 

to nominate technical members from BME and users to look and review offers received 

from the vendors. They have the good biomedical capacity to choose the compatible offers 

and we raise the orders to the suppliers based on the final agreement reached by all 

members of the committee.  
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On the other side, one concerning finding revealed from the discussion with MoH key 

informants stating that there are some cases where donors do not consult the MoH for 

unknown reason ended by incompatible donation to our standardized models. One example 

was provided as he said,  Complete Blood Cells Count machine was delivered to the MoH 

warehouse as a donation, which seemed MoH was not consulted before its purchase. 

Through the communication with the donating side, we found out that the machine was 

selected by inexpert people who did not consider properly the reagent type as per MoH 

essential standard list Moreover, that machine is different from the models used at the 

MoH laboratories. Unfortunately, this donation was rejected totally.  

Table (4.9) Distribution of the study participants according to their response on the 

equipment delivery to the warehouse. 

Items Number % 

Delivery of donated equipment to the MoH central warehouse. 

Yes   53 88.3 

No 3 5.0 

Don‘t Know 4 6.7 

Total 60 100.0 

Notification on the delivery of of donated equipment.                                         (n=53)                         

Yes   50 94.3 

No 3 5.7 

Total 53 100.0 

Regular participation in the reception process at the MoH central warehouse 

Yes   48 80.0 

No 12 20.0 

Total 60 100.0 

Direct supply of medical equipment to the medical facility by the donors in the past 

three years. 

Yes   34 56.7 

No 17 28.3 

Don‘t Know 9 15.0 

Total 60 100.0 

The findings in Table (4.9) shows that delivery of the donated medical equipment is being 

done to the MoH central warehouse according to 88.3% of the study participants, and 5% 

of them don‘t think that donated equipment is being delivered to MoH central warehouse at 
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the MoH, while 6.7% of the participants don‘t know on the delivery of equipment to a 

central warehouse. 

The findings are congruent with the literature indicating the necessity of the inventory 

system to ensure that the entry of all equipment into service is properly controlled and 

documented (WHO, 2011). Moreover, its matching the recommendation of USAID (2011) 

stating that the most common in-country distribution system is a system where equipment 

distribution flow from central stores to districts and health facilities; and, ultimately, to 

service delivery points.  

To a large extent, the findings are compatible with the statements of the MoH and donor‘s 

key informants assuring that the delivery of equipment is centralized following the MoH 

regulatory procedure for donation. From the researcher's point of view, the results indicate 

the strength of the MoH system in terms of delivery to a central warehouse from where 

distribution for utilization by end-users is made.   

Table (4.9) indicates that, among those participants who confirmed the delivery to a central 

warehouse, 94.3% of the participants are notified and coordination is made with them to 

receive donated equipment from the MoH central warehouse, and only 5.7% of the 

participants are not notified on donations delivery to a central warehouse. 

The present results are far from findings obtained by Dyro (2004) stating that there are 

many hospitals in developing countries have lack awareness of the arrival of earmarked 

medical equipment donation. Moreover, he stressed, if the hospital is not notified, then the 

expensive medical equipment remains in the store with no benefit or it goes to another 

place where it might be unwanted (Dyro, 2004).  
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The researcher interprets that notification of the medical facility on the arrival of the 

earmarked donation would enhance the trust between MoH and donors and proofs the will 

of the MoH to achieve its strategic goals through effective donations. Furthermore, this 

would support the MoH to benefit from other investments in the medical donations and fill 

the gaps resulted from medical equipment shortage.     

The results in Table (4.9) reveal that 80% of the study participants contribute in the 

equipment reception process regularly at the MoH warehouse, while 20% of them don‘t 

participate regularly.  

 

Figure (4.7) Distribution of the participants according to their response on delivery of 

equipment by donors to medical facilities  

As indicated by the result in Table (4.9) and Figure (4.7) that 56.7% of the participants 

experienced direct supply of equipment to their medical facilities by the donors during the 

last three years, and 28.3% of them stated no direct supply took place since 2017, while 

15% don‘t know on the direct supply by donors.   

The results seem to be contrary to some findings of the current study, indicating that the 

delivery of equipment is made centrally. To understand more on the contradiction, the 

results from the in-depth interviews with MoH and donors, explained is as there are 

exceptions to do the delivery directly to the receiving medical facility instead of central 
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delivery as the nature of the donated equipment stresses to do a direct delivery, as one of 

them said In many occasions, we accept to receive the donations directly from the 

suppliers at the medical facility as it's in large size like CT, MRI, laboratory equipment, 

hemodialysis machines and others where installation, operation, and training are crucial 

criteria to issue an approval for payment.  

Table (4.10) Distribution of the study participants according to their response on the 

technical inspection and availability of technical committees at the warehouse. 

Items Number % 

Availability of MoH committees dedicated for technical inspection upon delivery of 

equipment to the MoH central warehouse. 

Yes   56 93.3 

No 1 1.7 

Don‘t Know 3 5.0 

Total 60 100.0 

Involvement of MoH staff in the technical inspection committees.                       (n=56) 

Yes   44 78.6 

No 12 21.4 

Total 56 100.0 

As shown in Table (4.10), 93.3% of the study participants assured that there are technical 

committees dedicated for inspection upon equipment delivery to the MoH central 

warehouse, and 1.7% of the participants said there are no committees, while 5% of them 

don‘t know whether there are committees or not. 

The results are extremely consistent with literature stressing the necessity of dedicated 

committees whose important function to verify medical equipment on delivery to 

determine compliance to specifications (WHO, 2011d). 

Regarding the involvement of the participants in the technical committees, 78.6% 

participate in the working committees at the delivery of equipment to medical facilities 

from the warehouse, and 21.4% don‘t participate in the technical committees‘ work as seen 

in Table (4.10).  
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The present finding is in line with the recommendation made by Saleh et al. (2014) 

stressed that the clinical engineering department ensures an incoming inspection on 

equipment includes verification of accessories, manuals, and electrical safety and operation 

by all applicable policies. Incoming equipment should be carefully checked for possible 

shipment damage and compliance with specifications in the purchase order. 

The findings are congruent with the previous study performed by Zomboko, et al. (2012), 

emphasizing the importance of the inspection procedure, proposed that equipment not 

conforming to the specifications should be rejected and inspection report could be linked to 

the release of payments if any. 

From the researcher's experience, this process takes place at MoH warehouses upon the 

arrival of donation with full confidence that the process brings benefits to the MoH and 

donors as they make sure the delivered equipment is compatible with ordered ones as well 

provide a good chance for technical personnel to ensure safety and appropriateness of the 

delivered items, particularly for accessories inclusion. 

The discussion with MoH key informants revealed that the technical inspection is a vital 

process for MoH to determine the extent to which the donations are matching what was 

ordered by the donors with all agreed requirements and to ensure that equipment is 

operational and ready for use. The senior storekeeper of the MoH said We should 

organize a committee to perform the technical inspection to ensure that equipment is the 

same model as the one was ordered, and accessories are attached. Moreover, the process 

is needed to make sure that the machine is not damaged during the transportation and is in 

the status of full functionality before signing for payment release by the donors.  

Providing relevant information related to purchasing of equipment is considered a crucial 

part of the process at different stages. This includes supplier information, equipment cost, 

installation date, warranty expiration date, purchase date, etc.  



 

77 

 

The MoH key informants identified lack of information from the donors as one of the 

critical gap resulting in many problems, including the difference in the equipment 

delivered from the ones were ordered by the donors, lack of accessories that should be 

included with the machines, and other issues that are important for the MoH to know. 

From the discussion with the donor‘s key informants, the researcher noted that the donors 

are providing the information needed through the MoH ICD to be shared with MoH 

relevant departments including the central logistics store before the delivery of equipment. 

Despite that, some donors confirmed that information related to the cost of the machines 

cannot be sharing with MoH as an institutional policy. 

From the MoH side, providing all information on the upcoming donations helps the MoH 

to effectively and efficiently manage the donation process with a guarantee that all 

paperwork is done accordingly including payment release confirmation for the supplier. 

One key informed said in his words  How come donors are providing valuable and 

expensive machines through contracts with suppliers without sharing this with us, to 

ensure appropriate donation process with the suppliers who supposed to deliver equipment 

according to the signed contract and conditions, that we are don’t have full information 

about it. This is not good for the cooperation and partnership we agreed on. We should get 

all information on the donation from the donors not from the suppliers.   
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Table (4.11) Distribution of the study participants according to their response on the 

installation and operation process at the medical facility. 

Items Number % 

Inclusion of the installation/operation process during the purchase and supply process. 

Yes   59 98.3 

No 1 1.7 

Total 60 100.0 

Coordination with MoH staff to carry out the installation and operation process. 

Yes   58 96.7 

No 2 3.3 

Total 60 100.0 

Engagement of the MoH staff in the installation and operation process to share point of 

view.                                                                                                            (n=58) 

Yes   57 98.3 

No 1 1.7 

Total 58 100.0 

Installation and operation process by competent technicians. 

Yes   58 96.6 

No 1 1.7 

Don‘t Know 1 1.7 

Total 60 100.0 

Delivery of all accessories, operation, and maintenance manuals after the installation 

and operation process. 

Yes   57 95.0 

No 2 3.3 

Don‘t Know 1 1.7 

Total 60 100.0 

As seen in Table (4.11), 98.3% of the study participants confirmed that medical equipment 

installation and operation at the medical facility are conditioned during the purchase 

process, and 1.7% of them stated that this is not conditioned.  

Regarding the pre-installation coordination with the participants, 96.7% of the participants 

assured that coordination is being made with them before the installation, while 3.3% of 

the participants informed that pre-installation coordination is not being done as indicated in 

Table (4.11).  
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Table (4.11) shows that, among the participants who confirmed the availability of the 

coordination, 98.3% of the participants had engaged in the installation process and given 

the chance to share their views. Also, 96.6% of the participants believe that the installation 

is performed by competent technicians, and 1.7% of the participants informed that 

technicians are not competent to do installation and operation, while 1.7% of the 

participants don‘t know. 

Regarding the delivery of the accessories and other standard elements, the study result 

revealed that 95% of the participants confirmed the delivery of the accessories as seen in 

Table (4.11). 

The results obtained in the chapter of installation and operation requirements are promising 

as it indicates that installation and operation at the facilities are well considered in the 

purchase process. Moreover, the installation and training are coordinated with the 

requesters and performed well by competent technical personnel. 

The results are well harmonized with Willson (2013) proposing that proper installation 

procedure can be negotiated at the time of equipment and supplier selection. Thus, it 

becomes part of the acquisition process. The output of this stage of the management 

process is medical equipment, properly installed and ready to deliver its intended services. 

In other literature, WHO, (2011b), proposed that when considering the donation of 

sophisticated equipment, careful attention is required due to complex matters such as 

specialized training, professional installation, and the need for specialized maintenance 

support in the field.  

The results are in line with findings of the study performed by Bloom (1989) stating that 

incorrect installation of medical devices is a potential cause for equipment ineffectiveness. 
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Manufacturers of medical equipment usually provide recommended installation 

procedures, which should be taken seriously. Except for the simple and robust items of 

equipment, most medical equipment requires planned installation procedures.  

In the discussion with key informants, the researcher found out that this aspect is well 

considered in the donation process, particularly during the purchase and delivery parts, 

making sure that the suppliers perform according to the awarding contract for installation 

and operation requirements. 

Table (4.12) Distribution of the study participants according to their response on the training 

to operate donated medical equipment at the medical facility. 

Items Number % 

Inclusion of the training process in the purchase process according to MoH policy. 

Yes   56 93.3 

No 3 5.0 

Don‘t Know 1 1.7 

Total 60 100.0 

Inclusion of the training process in the purchase process according to donor's policy. 

Yes   43 71.7 

No 10 16.7 

Don‘t Know 7 11.7 

Total 60 100.0 

Training of the MoH staff on the installation and operation. 

Yes   52 86.7 

No 6 10.0 

Don‘t Know 2 3.3 

Total 60 100.0 

Coordination with MoH staff for the training and use process. 

Yes   52 86.7 

No 7 11.7 

Don‘t Know 1 1.7 

Total 60 100.0 

Training process by competent technicians. 

Yes   46 76.7 

No 6 10.0 

Don‘t Know 8 13.3 

Total 60 100.0 
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Table (4.12) showed that 93.3% of the study participants confirmed that training on the use 

of medical equipment at the medical facility is conditioned during the purchase process, 

and 5% of them stated that this is not conditioned, while 1.7% of the participants don‘t 

know if the training is being conditioned or not. 

The results reflect the necessity of training on the use of equipment before its use which is 

compatible with the guideline issued by WHO ( 2009) assuring that during the purchase of 

new equipment, suppliers can be requested to train in-house technicians in maintenance; 

this condition should be included in the tender or purchase order to ensure that equipment 

suppliers are obliged to provide comprehensive warranty and maintenance services.   

Concerning stipulation of training on the use of medical equipment during the purchase in 

accordance to donor's policy, Table (4.12) revealed that more than two-thirds of the 

participants (71.7%) reported that training is stipulated during the purchase process, and 

16.7% of them don‘t believe that this is being considered, while 11.7% don‘t know.  

Regarding the training of the MoH staff on the installation and operation of the donated 

equipment, 86.7% of the participants were sure that training of the MoH staff had been 

made on medical donated, while 10% don‘t think that taring had been conducted on the 

installation and operation, and only 3.3% deemed don‘t know as shown in Table (4.12)   

Lastly, regarding the coordination with the participants before the training, 86.7% of the 

participants stated that coordination is made with the medical facility before the training, 

while 11.7% of the participants informed that pre-training coordination is not done as 

indicated in Table (4.12). 
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These results are congruent with the study results performed by Murad, (2010) found in his 

study performed in Gaza that, 49.7% of study participants thought that damage of medical 

equipment usually happens due to lack of knowledge and taring.  

Also, this study result is consistent with the recommendation made by Dyro, (2004) 

presented that provision of training for the user of the medical equipment must be 

established in the purchasing agreement. From the researcher's experience in the BME 

field, it is preferable to begin training during installation, operation, and use of equipment 

that require good knowledge in troubleshooting management. 

From the results of the in-depth interviews, the researcher found out that the majority of 

donors include the training in their tendering documents and coordinate between the MoH 

and suppliers to ensure delivery of training according to the awarding orders. The author 

interprets that the results obtained reflect greatly the compliance of the donors to the 

policies, logistical conditions, and recommendations as per many pieces of literature.  

4.2.4 Participants perceptions: agreement and satisfaction with practices in the 

management of donation processes.  

To analyze the participants’ perceptions towards main practices performed in the 

management of the donation process, the author arranged the statements describing these 

practices in several domains as per Table (4.13). 

The effectiveness of donation supply processes management is reflected by the satisfaction 

of the study participants and their rating on the practices done by the stakeholders involved 

in the processes. As shown in Table (4.13), the results indicate that donation practices and 

processes management are at a good satisfactory level, this is indicated by the weighted 

mean of participants' perception toward all domains included in this study (77.62%). 
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As seen from the results, the satisfaction rating started from the installation and training, 

awarding & purchase process, delivery process, donation policies, satisfaction on the 

donation management, specification setting, and planning process. 

Table (4.13) Distribution of the study participants according to their perceived satisfaction 

with donation practices and processes management. 

No. Domain 
Weighted Mean 

% 
SD 

1.  Donation Policies 78.0% 11.54 

2.  Planning Process 67.2% 10.20 

3.  Technical Specification Setting Process 71.7% 10.40 

4.  Awarding & Purchase Process 87.0% 12.63 

5.  Delivery Process 78.1% 10.67 

6.  Installation & Training Process 87.2% 12.07 

7.  Satisfaction on the Donation Processes Management 73.7% 10.30 

 Overall 77.6% 11.11 

There is a similarity in the highest participants’ perceptions toward the installation & 

training process and awarding & purchase process (mean = 87.24) and (mean = 87.00) 

respectively. This reflects the good performance in terms of operation and purchase of 

equipment.    

The participants’ perception of the delivery process, donation policies were the same with 

a weighted mean (78.10). followed by satisfaction on the donation management, 

specification setting with means (mean = 73.70) and (mean = 71.70) respectively. And 

lastly, the planning process which had the lowest means score (67.20), which means that 

the perception is that the planning process does not meet their expectations and happens 

with less involvement of the participants. 
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Table (4.14) Distribution of the study participants according to their perceived satisfaction 

with donation policies. 

Items 

Yes, 

definitely 

Yes, to 

some 

extent 

No 
Weighted 

Mean 

% 
No. (%) No. (%) No. (%) 

The Ministry's policies apply to all 

donations of medical equipment. 
27 (45) 32 (53) 1 (1.7) 81.1 

The Ministry of Health obligates all 

donors to act and donate by its policies. 
23 (38) 34 (57) 3 (5.0) 77.8 

The donors comply with the Ministry's 

policies in the medical equipment 

donation process. 

24 (40) 34 (57) 2 (3.3) 78.9 

The Ministry's policies for medical 

equipment donation are effective which 

enables you to obtain your needs of the 

equipment. 

19 (32) 36 (60) 5 (8.3) 74.4 

Weighted Mean = 78%, SD= 11.54 

As shown in Table (4.14), most of the study participants expressed their agreement with 

the statements about the donation policies, practices related to policy implementation, and 

compliance of donors. It was reflected by the weighted mean percentage of 78% with (SD 

=11.54); as 81.1% of participants agreed that MoH policies applied to all medical 

equipment donations. The donors‘ compliance with MoH policies was good as the staff 

rating (79%).  

Regarding the statement that indicated the MoH obligates the donors to act and donate 

under its policies, the participants’ rank was 77.8%. To conclude, about three-quarters of 

the participants (74.4%) indicated that the MoH policies are effective enabling the 

participants to obtain their needs of medical equipment. Generally, going through the 

scores, the results show good ratings and satisfaction towards the MoH policies available 
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to regulate the donation process and the donor's compliance with it. Yet, improvement is 

needed in this aspect through communications with donors and close follow up for better 

implementation by all stakeholders. 

Table (4.15) Distribution of the study participants according to their perceived satisfaction 

with the planning process. 

Items 

Yes, 

definitely 

Yes, to some 

extent 
No 

Weighted 

Mean 

% No. (%) No. (%) No. (%) 

You get sufficient information from donors 

or the MoH during the planning process on 

the funds. 

15 (25) 31 (52) 14 (23) 67.2 

The MoH warehouse system is effective 

that enables you to determine equipment 

needs and deficiencies before requesting 

donor support. 

24 (40) 23 (38) 13 (22) 72.8 

The response to your needs of equipment is 

made according to the agreed planning 

process. 

16 (27) 33 (55) 11 (18) 69.4 

During the donor's internal planning 

process for donation, the donor involves 

you in the process. 

11 (18) 25 (42) 24 (40) 59.4 

Weighted Mean = 67.2%, SD = 10.2 

As shown in Table (4.15), the scores for the statements related to the planning process and 

information on the needs were varied. The overall mean percentage was 67.2%, with (SD 

10.2). 72.8% of participants expressed positively concerning the MoH warehouse system 

considering it effective one that enables them to determine the availability of needed 

equipment before requesting donor‘s support. 69.4% of the participants indicated that 

response to their needs is made according to agreed planning. Regarding the information 

provided to the participants from MoH or donors on the granted budget, 67.2% of the 

participants expressed positively receiving sufficient information. Finally, the lowest 
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weighted mean percentage (59.4%) was reported by the participants’ rating on their 

involvement in the planning process of the donor.  

Regarding the planning process, the researcher noticed that the mean scores are worrying 

as they did not reach high satisfaction level. As seen that the domain weighted mean 

reduced by the participants’ response towards the statement  During the donor's internal 

planning process for donation, the donor involves you in the process . Moreover, the 

weighted mean of this domain is reduced by participants’ agreement with the statement  

You get sufficient information from donors or the MoH during the planning process on the 

granted budgets . The researcher interprets the results as an indication of the low 

satisfaction of the MoH staff on their participation in the donor planning process and the 

process of receiving sufficient information on the granted funds for donation. From the 

researcher's experience and in-depth interview results, some donors tend to do their 

planning process with limited MoH participation and limited information sharing on the 

allocated budget. 

The findings indicate that the planning process is critically in need for much work and 

efforts from all stakeholders to improve the planning practices as this process is considered 

the most important phase to identify the needs of the MoH and respond according to these 

needs.  

From the discussions with MoH key informants, to improve the satisfaction on the 

planning process, the proposed actions focused mainly on active participation of the MoH 

structures with donors at early stage which could reflect on the real needs of the MoH and 

be considered by the donors in the fund allocation phase. Moreover, the researcher believes 

that notifications on any changes or adjustments made after any agreements by 

stakeholders have to be well considered and circulated among all involved people to ensure 

mutual benefits.   
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Table (4.16) Distribution of the study participants according to their perceived satisfaction on 

technical specification setting process.  

Items 

Yes, 

definitely 

Yes, to some 

extent 
No 

Weighted 

Mean 

% No. (%) No. (%) No. (%) 

The donor participates with the 

Ministry of Health during the technical 

specifications setting in the donation 

process. 

15 (25) 30 (50) 15 (25) 66.7 

During the purchase process, technical 

specifications set by you are 

considered and according to your 

need. 

37 (62) 19 (32) 4 (6.7) 85 

During the specifications setting, 

specific technical specifications are 

imposed that are different from your 

needs. 

17 (28) 20 (33) 23 (38) 63.3 

Weighted Mean = 71.7%, SD= 10.4 

As shown in Table (4.16), more than two-thirds of the participants expressed their 

perception of the questions related to the technical specifications setting. The weighted 

mean percentage was 71.7%, (SD 10.4). The highest weighted mean (85%) was reported 

under the agreement of the participants on the statement that during the purchase process, 

technical specifications set by the participants are considered and according to their needs. 

Concerning the participation of donors with the MoH in the technical specifications 

seating, the participants scored with a weighted mean of 66.7%. The lowest agreement rate 

with a mean (63.3%) was given by the participants to the statement indicating that specific 

technical specifications are imposed during the specifications setting which is different 

from the participants’ needs. 

The researcher noted that the domain weighted means affected by the responses towards 

two statements, the first is imposing specific technical specifications during the 

specifications setting, which are different from the requester needs. This was explained by 
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the key informants that the specifications have to be broad and not exact to some specific 

models to ensure transparency in the process and allow for fair competition. The second 

statement sounds to be matching to the in-depth interviews saying that the donors are not 

participating in the specifications setting with MoH as the Biomedical Engineers and 

medical staff from the MoH are entitled to provide it with limited donors participation, 

especially that not all donors have the human resource with biomedical expertise. The 

author noticed that, the mean score on the statement During the purchase process, 

technical specifications set by you are considered and according to your need was good 

reflecting the real situation as per the in-depth interviews which revealed that, in the 

awarding process, the needs of the requester are met as possible.   

Table (4.17) Distribution of the study participants according to their perceived satisfaction on 

awarding & purchase process.  

Items 

Yes, 

definitely 

Yes, to some 

extent 
No Weighted 

Mean 

% No. (%) No. (%) No. (%) 

Your technical opinion and your needs 

are considered during the awarding and 

purchase. 

38 (63) 20 (33) 2 (3.3) 86.7 

The awarding and purchase processes are 

done with clarity and integrity. 
39 (65) 19 (32) 2 (3.3) 87.2 

Awarded medical equipment comply 

with the specified specifications. 
39 (65) 20 (33) 1 (1.7) 88.0 

Your priorities are made according to 

your vision if the budget allocated to you 

is not sufficient. 

32 (53) 26 (43) 2 (3.3) 83.3 

There are conditions imposed by donors 

that adversely affect the procurement and 

awarding process. 

8 (13) 27 (45) 25 (42) 57.2 

The donors provide details of the 

equipment purchased through the donor's 

procurement system. 

18 (30) 34 (57) 8 (13) 72.2 

All suppliers are abided by the agreed 

guarantee through the donor‘s purchase 

process, according to the terms of 

awarding and purchase. 

33 (55) 25 (42) 2 (3.3) 84.0 

Weighted Mean = 80.0%, SD= 11.2 
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As shown in Table (4.17), more than three-quarters of the participants expressed positively 

on the perceived awarding and purchase process during the donation process.  It was 

reflected by the weighted mean percentage of 80.0 % (SD=11.2); as 88.0% of participants 

expressed positive agreement with compliance of the awarded medical equipment with 

specified specifications set by the participants. Regarding the clarity and integrity in the 

awarding process, the participants agreed with the weighted mean percentage of 87.2%. In 

the awarding process, the technical opinion of the participants was considered with a mean 

of 86.7%. The participants showed a good agreement with the abidance of the suppliers by 

the agreed guarantee through the donor‘s purchase process with a mean of 84.0%. The 

participants’ priorities were taking into consideration in the awarding as positively 

indicated with a mean (83.3%). More than two-thirds of the participants with a weighted 

mean percentage (72.2%) showed their positive satisfaction with the shared details of 

equipment purchased through the donor‘s procurement system. Lastly, 57.2% of the 

participants were moderately positive on the imposed conditions by the donors that affect 

adversely on the awarding process. 

The purchase and awarding process is a vital part as it includes the suppliers as an 

additional stakeholder who must comply with the awarding documents and commitments. 

Although, the perceived satisfaction in this domain is remarkably high with a weighted 

mean of 80.0%, however, the score has been affected mainly by the participants’ response 

to the statement regarding the conditions imposed by the donors that adversely affect the 

procurement and awarding process. From the researcher's observation, the donors have 

conditions that could potentially affect the process. Given example could be accepting 

models of equipment are manufactured in countries like China and Taiwan, while the MoH 

standards are different which instruct to exclude some brands made in these countries. 
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Other examples could be the standardization of equipment brands and models that donors 

are not familiar with and unlikely to consider. 

The researcher noticed that the other states affected the domains weighted mean is  The 

donors provide details of the equipment purchased through the donor's procurement 

system. The results from the in-depth interviews tackled this point where it was concluded 

that sharing information by the donors on the donated equipment still concerning the MoH 

and work on that is needed to improve the communication aspect from the donor‘s side.   

Table (4.18) Distribution of the study participants according to their perceived satisfaction on 

delivery process.  

Items 

Yes, 

definitely 

Yes, to some 

extent 
No 

Weighted 

Mean 

% No. (%) No. (%) No. (%) 

Coordination takes place with you in the 

event of a difference between the 

equipment that has been awarded and 

the ones that are delivered. 

26 (43) 29 (48) 5 (8.3) 78.3 

The equipment is delivered according to 

what was awarded and purchased and 

according to the specified quantities. 

36 (60) 23 (38) 1 (1.7) 86.1 

The medical equipment supplied by 

donors is identical to what has been 

awarded and purchased. 

40 (67) 20 (33) 0 (0) 88.9 

The supplied equipment contains the 

accessories that were agreed upon 

awarding and purchase. 

37 (62) 22 (37) 1 (1.7) 86.7 

The receiving committee is not 

influenced to accept equipment that 

does not conform to what was agreed 

upon awarding and purchase. 

44 (73) 14 (23) 2 (3.3) 90.2 

Medical equipment that does not match 

what was agreed upon awarding and 

purchase is rejected. 

45 (75) 14 (23) 1 (1.7) 91.1 

Weighted Mean = 87%, SD= 12.6 
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As shown in Table (4.18), the participants expressed a positive perception towards the 

delivery process of donated equipment as indicated by the weighted mean percentage of 

87% (SD=12.6). The highest weighted mean percentage 91.1% was reported under the 

agreement of the participants on the rejection of incompatible delivered equipment with 

awarded ones. With a mean (90.2%) the participants pointed positively that the receiving 

committee is not influenced to accept equipment that does not conform to the awarded and 

purchased. In the same line, 88.9% of the participants indicated that medical equipment 

delivered to the MoH warehouse by the donors is identical to what has been awarded 

during the purchase. Medical equipment was delivered with all needed accessories as 

shown by the weighted mean of 88.9%. The participants’ perception of the quantities of 

medical equipment by awarded specified quantities was positive as the mean showed 

86.1%. More than three-quarters of the participant 78.3% rated positively on the 

coordination with them in the event of a difference between awarded and delivered 

equipment. 

The findings under the domain of delivery process indicate that the stakeholders pay strong 

attention to this part of the processes management as the weighted mean scored is the 

highest among the other means 87.0%. The highest scores were given to the statements 

toward influence made to accept incompatible delivered equipment and rejection of it 

accordingly. This to great extent shows the strength of the MoH committees dedicated to 

technical inspection. 

The researcher noticed that the overall weighted mean reduced by the response on the 

statement Coordination takes place with you in the event of a difference between the 

equipment that have been awarded and the ones are delivered, which reflects the necessity 

for the stakeholders to continuously work to improve the coordination and communication 

along the process to maximize its effectiveness.  



 

92 

 

Concerning the conditions and commitments presented in the contract between the donor 

and the supplier such as installation guarantee conditions, accessories, and maintenance 

guarantee, and other items of the contract, the interviews with MoH key informants 

revealed that they don‘t get a copy of this contact to be able to follow up with suppliers in 

case of equipment failure or guarantee duration and other related issues. From the MoH 

perspectives, lack of such information could be harmful to the donation process 

management and creates post-donation related problems like maintenance obligations and 

under warranty spare parts provision. 

Senior MoH logistics officer stated that  We don’t get a copy of the contract signed by the 

donors and the suppliers; therefore, it becomes so difficult for us to obligate the suppliers 

to perform in accordance to the conditions of the contract including maintenance and 

guarantee period.  

Table (4.19) Distribution of the study participants according to their perceived satisfaction on 

installation & training process.  

 Items 

Yes, 

definitely 

Yes, to some 

extent 
No 

Weighted 

Mean 

% No. (%) No. (%) No. (%) 

Prior coordination with you is 

considered to prepare for the 

installation and operation processes. 

39 (65) 20 (33) 1 (1.7) 87.8 

The process of installation and 

operation of medical equipment is 

considered by the suppliers under the 

terms of awarding and purchase. 

40 (67) 20 (33) 0 (0) 88.9 

All suppliers comply with the 

requirement for training on the 

installation and use. 

26 (43) 29 (48) 5 (8.3) 78.3 

Fair and neutral external and internal 

training opportunities are available to 

users of medical equipment. 

13 (22) 26 (43) 21 (35) 62.2 

Training processes on use are useful. 20 (33) 32 (53) 8 (13) 73.3 

Weighted Mean = 78.1%, SD= 10.7 
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The results in Table (4.19) showed a positive participants’ perception of the installation 

and training on the use of donated equipment as indicated by the overall weighted mean 

percentage of 78.1% (SD=10.7). The highest weighted mean percentage of 88.9% was 

recorded under participants’ agreement on the obligation of the suppliers to perform 

installation and training under awarding terms. Also, 87.8% of the participants showed 

satisfaction with the coordination with them to prepare for installation and use of 

equipment.  

Around three-quarters of the participants perceived the usefulness of the training process 

positively with a mean of 73.3%. On fair and neutral training opportunities externally and 

internally, participants’ perception was moderately positive with a mean of 62.2%.  

Although, the results appear to be good under the installation and training domain, 

however, the low scores were given to the usefulness of the training and the fair 

opportunities indicate that further investment needs to be done in this aspect to ensure that 

training is made by competent personnel to satisfy the users and make sure that training 

meets their expectations and need. Moreover, training opportunities need to be made 

available to all potential users and operators as possible.  

It‘s worth mentioning that the results from the in-depth interviews with MoH reveal that 

the strategy of the MoH in terms of training opportunities to maximize the benefit through 

training competent staff who will be training the other colleagues to ensure continuous 

training activities targeting all concerned staff.  
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Table (4.20) Distribution of the study participants according to their perceived satisfaction 

with the management of donated medical equipment supply processes.  

Items 

Yes, 

definitely 

Yes, to 

some extent 
No 

Weighted 

Mean 

% No. (%) No. (%) No. (%) 

The donor's implementation of the policies 

for equipment donation satisfies you. 
24 (40) 33 (55) 3 (5) 78.5 

The donor's response to your needs 

satisfies you. 
18 (30) 37 (62) 5 (8.3) 73.9 

These donations meet your qualitative 

need in response to a donation appeal. 
21 (35) 39 (65) 0 (0) 78.3 

These donations meet your quantitative 

need in response to a donation appeal. 
11 (18) 43 (72) 6 (10) 70.1 

The donor's mechanisms for the medical 

equipment donation planning process 

satisfy you. 

10 (17) 48 (80) 2 (3.3) 71.1 

The donor's mechanisms for the awarding 

and purchase of medical equipment satisfy 

you. 

13 (22) 44 (73) 3 (5) 72.2 

The donor's mechanisms for the delivery 

of medical equipment satisfy you. 
13 (22) 45 (75) 2 (3.3) 72.8 

Weighted Mean = 73.7%, SD= 10.3 

As indicated in Table (4.20), results showed a good level of participants’ satisfaction on 

the management of donated medical equipment supply processes with an overall weighted 

mean percentage of 73.7% (SD=10.3). The highest score of satisfaction with a mean of 

78.5% was given under the donor's implementation of the policies for medical equipment 

donation. More than three-quarters of the participants with a mean of 78.3% were satisfied 

with the response to donation appeal that met the qualitative need of the participants. The 

score on the participants’ satisfaction on overall donor‘s response to their needs of 

equipment was good with a mean of 73.9%. The weighted mean percentage of 70.1% 

indicated a good participants’ satisfaction on the response to donation appeal that met the 

quantitative need of the MoH. The donor's mechanisms for medical equipment delivery 

satisfied the participants with a mean of 72.8% followed by the satisfaction of the 

participants on the donor's mechanisms for the awarding and purchase with a mean of 
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72.2%, and lastly, 71.1% of the participants expressed their satisfaction on the donor's 

mechanisms for the medical equipment donation planning process.  

The results indicate the satisfaction of the participants toward the implantation of donation 

policies as well as the satisfaction with the quality of donations received from donors. This 

to a large extent is meeting the results obtained from the in-depth interviews performed 

with MoH informants who expressed positively their pleasure to the management of 

donation processes.   

The findings showed that the donor‘s planning, awarding and equipment delivery 

processes have similar satisfaction scores so far which reflect the good performance of the 

donors at different phases. Yet, improvement is needed to increase the effectiveness and 

efficiency of donations.    

The researcher noticed that despite that, donor‘s donations are satisfying the participants in 

terms of quantities, nevertheless, the participants’ score reflects that donors are encouraged 

to intensification their donations to adequately respond to the increasing needs of the 

healthcare system in the Gaza strip.  

The findings of in-depth interviews the knowledgeable key informant revealed that despite 

the difference in the donation policies and mechanisms, and the gaps resulted from 

donation malpractice by stakeholders, the promising results obtained on the effectiveness 

of donations and its impact on the quality service provision reflect that there are good 

opportunities for optimizing the value of donations more and minimizing waste. 

One donor's key informant stated  Despite difficulties we face in processing our 

donations, but we can see that there are improvements over the past years, and we hope to 

overcome existing gaps in the future.   
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MoH key informant stated that  We managed to develop distinguished relationships with 

our partners to do things more organized and improve the performance to get the best 

outcome of their support and donations. I can tell you that we are satisfied with the 

achievements we gained and will do our best to maximize them .  

4.2.5 The difference in mean scores on participants’ perceptions about practices 

during donation processes management according to their sociodemographic 

variables. 

ANOVA test was applied to examine whether there was a statistically significant 

difference between mean scores of the participants‘ perceptions towards the donation 

processes management domains according to the workplace and profession. 

Table (4.21) Differences in mean scores of participants’ perceptions on the donation processes 

management domains by participants’ workplace. 

Domain Workplace No. Mean Std F Sig. 

Donation Policies 

Hospital 36 74.3 4.2 
1.500 

 

0.232 

 
Engineering dep. 19 69.7 15.8 

Others 5 70.0 11.2 

Planning Process 

Hospital 36 77.1 31.8 
1.684 

 

0.195 

 
Engineering dep. 19 64.5 32.6 

Others 5 90.0 22.4 

Technical Specification Setting 

Process 

Hospital 36 78.7 24.1 
1.188 

 

0.312 

 
Engineering dep. 19 70.2 27.0 

Others 5 86.7 18.3 

Awarding & Purchase Process 

Hospital 36 91.7 9.3 
1.224 

 

0.302 

 
Engineering dep. 19 87.2 11.6 

Others 5 88.6 12.0 

Delivery Process 

Hospital 36 73.1 15.1 
0.158 

 

0.854 

 
Engineering dep. 19 72.8 11.4 

Others 5 76.7 14.9 

Installation & Training Process 

Hospital 36 89.4 17.6 
0.263 

 

0.769 

 
Engineering dep. 19 87.4 16.6 

Others 5 84.0 16.7 

Satisfaction on the Donation 

Processes Management  

Hospital 36 96.4 7.9 
3.193 

 

0.048* 

 
Engineering dep. 19 95.5 8.3 

Others 5 82.9 31.0 

Total Perception 

Hospital 36 84.6 7.8 

1.719 0.188 Engineering dep. 19 80.6 7.0 

Others 5 82.8 9.1 
(* signifies significance <0.05) 
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A one-way ANOVA test was conducted to examine whether there were statistically 

significant differences between the participants’ working place about donation processes 

management domains, while LSD post hoc test was performed to specify more the 

differences between the group means. 

Table (4.27) shows that among seven domains of the study, the mean scores in the 

satisfaction on the donation processes management reached a statistical significance level 

(F= 3.193, P-value = 0.048) with a mean of 96.4 for the hospital, 95.5 for the engineering 

department and 82.9 for other workplaces. According to the results, the difference between 

the mean scores of the other six domains of the study with regards to workplace didn‘t 

reach the statistical significance level. LSD post hoc test revealed that there was a 

statistically significant difference in the total satisfaction on the donation process 

management between the study participants’ working at other facilities and hospitals & 

engineering department (Annex 11). 

This difference from the researcher's point of view could be explained by the fact that other 

facilities including PHCs, central laboratory and public health laboratory receive less 

medical equipment which are specific by nature and limited by quantities making the staff 

working in these facilities less satisfied. On the other side, hospitals have more medical 

equipment with different models and applications than other places. This difference goes to 

the staff working in the hospitals who receive the greatest portion of donations.  Moreover, 

this was confirmed from the in-depth interview with MoH key informants who said that 

Many donors support the hospitals as they have their programs and activities particularly 

the ones related to emergency and surgical services and other services.  
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From the results, the researcher concluded that number of biomedical engineers working at 

the central engineering department is significantly high whereas they are attending and 

participating frequently in the process of the medical equipment donated to the hospitals.  

 Table (4.22) Differences in mean scores of participants’ perceptions on the donation 

processes management domains by participants’ profession. 

Domain Profession No. Mean Std F Sig. 

Donation Policies 

Doctor 7 71.4 9.4 

0.387 0.817 

Nurse 11 75.0 0.0 

Lab Techn. 7 71.4 9.4 
Engineer 28 71.4 13.1 

Others  7 75.0 0.0 

Planning Process 

Doctor 7 32.1 34.5 

4.818 0.002* 

Nurse 11 81.8 25.2 

Lab Techn. 7 89.3 19.7 
Engineer 28 75.0 31.2 

Others  7 85.7 19.7 

Technical Specification Setting 
Process 

Doctor 7 76.2 25.2 

0.523 0.719 
Nurse 11 81.8 22.9 
Lab Techn. 7 85.7 17.8 

Engineer 28 72.6 24.1 

Others  7 76.2 37.1 

Awarding & Purchase Process 

Doctor 7 89.8 13.6 

0.790 0.537 
Nurse 11 94.8 7.2 
Lab Techn. 7 87.8 9.9 

Engineer 28 89.3 10.7 

Others  7 87.8 9.9 

Delivery Process 

Doctor 7 71.4 20.9 

2.701 0.040* 
Nurse 11 84.8 15.7 
Lab Techn. 7 69.0 15.0 

Engineer 28 71.4 10.0 
Others  7 69.0 6.3 

Installation & Training Process 
 

Doctor 7 77.1 26.9 

0.963 0.435 
Nurse 11 87.3 16.2 
Lab Techn. 7 91.4 15.7 

Engineer 28 90.7 14.9 
Others  7 88.6 15.7 

Satisfaction on the Donation 
Processes Management  

Doctor 7 89.8 13.6 

1.990 0.109 
Nurse 11 97.4 5.8 
Lab Techn. 7 85.7 26.1 

Engineer 28 96.9 7.1 
Others  7 98.0 5.4 

Total Perception 

Doctor 7 75.3 10.6 

3.244 0.018* 

Nurse 11 87.9 4.7 

Lab Techn. 7 83.0 7.4 

Engineer 28 83.4 6.9 
Others  7 84.1 7.6 

(* signifies significance <0.05)       
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ANOVA test was conducted to examine if there were statistically significant differences 

between the participants’ profession concerning donation processes management domains, 

while LSD post hoc test was performed to specify more the differences between the group 

means. 

As demonstrated in Table (4.28), the study found out that the differences in mean scores of 

participants’ perceptions toward the seven domains of donation processes management by 

their profession reached the statistically significant level in three domains, the planning 

process domain, the delivery process domain and the total perception of all domains. The 

differences in the mean scores of the other five domains did not reach a statistically 

significant level as seen in Table (4.28). 

Regarding the satisfaction of the participants on the planning process, ANOVA test 

revealed that the difference is significant among the participants with regards to their 

profession with (F= 4.818, P-value = 0.002). LSD post hoc test was performed to specify 

the differences between different group means. The test shows that doctors have the lowest 

mean score in this domain mean 32.1, followed by Engineers 75.0, and Nurses 81.8, others 

with a score of 85.7, and lastly, the highest was recorded by lab technicians 89.3 (Annex 

12).   

This difference can be attributed to the fact that the doctors are less consulted and involved 

in the planning for medical equipment while others have much participation and 

consultation in planning their needs. 

From the researcher expertise, the nurses and other staff are dealing with medical 

equipment and managing them more while doctors are less involved in the medical 

equipment handling and management. Lab equipment, radiology and basic equipment are 
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common and considered good examples of equipment that requested and managed by 

nurses mainly and medical technicians. All the mentioned reasons could contribute to the 

fact that doctors are less satisfied with the planning of equipment which include requesting 

new medical equipment.    

Concerning the difference in the mean scores noted in the delivery domain, the ANOVA 

test showed a statistically significant difference with the mean (F= 2.701, P-value = 0.040). 

The ANOVA test revealed that lab technicians and others have the same mean which is the 

lowest among other professions 69.0. Doctors and Engineers scored similar means 71.4, 

and the highest was scored by Nurses 84.8 (Annex 13). 

LSD post hoc test was performed to specify the differences between different group means. 

The test shows that the difference goes to the nurses with the highest score followed by 

Biomedical engineers and doctors. This difference could be explained by the reason that 

nurses are requesting and dealing with medical equipment more frequent and attending 

delivery of equipment. Moreover, its worth mentioning that nurses are the most who is 

holding responsible for medical equipment reception, storage and care. From the in-depth 

interview with MoH key informants and the researcher experience, nurses appear and 

participate in the awarding and reception of donated equipment more than other 

professions. 

From the ANOVA test performed for the total perception of all domains, the researcher 

noted that the difference in mean scores was statistically significant (F= 3.244, P-value = 

0.018).   

The nurses scored the highest mean 87.9 which indicates their remarkable positive 

perceptions toward donations processes and their management.  LSD post hoc test revealed 
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that there was a statistically significant difference goes to the nurses as they request, 

manage and use equipment more than doctors and others (Annex 14).  

The researcher would conclude that from data analysis and experience in the biomedical 

field, nurses are more satisfied with the management of donations with deep involvement 

and frequent participation in the processes.  
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Chapter Five 

Conclusion and Recommendations 

5.1 Introduction 

In this chapter, conclusions are drawn based on the study objectives and recommendations 

are made from the empirical investigations in Chapter 4. Furthermore, limitations of the 

study are discussed, and certain recommendations are made. 

5.2 Conclusion  

Quality of medical equipment with no doubt affects the provision of healthcare services at 

different stages from diagnosis to cure and post-cure. The resource scarcity often forces the 

developing countries to depend on medical equipment donations from local and 

international donors. 

Appropriate donations of medical equipment through effective processes can greatly assist 

medical facilities in providing quality healthcare, but recipients and donors need to actively 

and effectively manage the donation process to ensure that the donations are beneficial. 

Successful and optimal donation processes require effective management that includes 

proper communications to ensure compliance with local donation policies and appropriate 

planning, technical specifications setting, effective purchase and awarding process, and 

lastly, the delivery of equipment with information sharing on the donations.  

This study was performed to evaluate the management of donated medical equipment 

supply processes at the Ministry of Health in the Gaza Strip, and appraise the strengths and 

the weaknesses of the current practices, and eventually propose improvement strategies 

that enhance the management of the supply process.  
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The study examined the main four interacted and interdependent parts that ultimately affect 

the quality of donations. 

The first part includes the communication to ensure compliance with policies and 

guidelines and appropriately plan for equipment donations. The study results indicate that 

80% of the study participants from diverse MoH professionals confirmed the availability of 

policies at the MoH to regulate the donation processes. Unfortunately, only 39,6% of the 

participants stated that the MoH policies are communicated to the donors through the 

official channels, Also, among the 48 participants who confirmed the availability of MoH 

policies, only 54.2% of the participants informed that policies are circulated to MoH 

individuals and departments. 

On the planning of the needs, the study found out that, less than two-thirds of the 

participants 61.7% stated that the process of planning and needs determination for medical 

facilities to take place regularly. Moreover, MoH participation in the donor planning 

process was at a low satisfaction level with a weighted mean percentage of 59.4%. The 

relationship between the participants’ perception of the planning and their profession was 

tested, the result revealed that there is a statistically significant difference in the mean 

scores (F=4.818, p=0.002).  

In the same line, the results showed that an effective inventory and custody system is 

available as indicated by 98.3% of the participants. Moreover, 83.3% found that the MoH 

warehouse system is effective as it enables the MoH to verify the needs of equipment 

before requesting donors' support. 

To conclude, this part of the study revealed that one of the gaps identified in the donation 

processes management is ineffective communication among the MoH structures, and 
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between the MoH and donors to ensure policy dissemination and proper planning of the 

needs with full participation and consultation with MoH. The moderate compliance of the 

donors with MoH policies as indicated by the weighted mean score of 78.8%.  The results 

go far from the WHO underlined four principles of good donation practice which 

emphasized that there should be effective communication between the donors and the 

recipient, and donors should respect the national guidelines for medical equipment 

donations and respond to the priority needs indicated by the recipient and formulated by 

both parties. 

The second part includes the technical specifications set for the procurement process, the 

study revealed that 96.7% of the participants confirmed that there are committees for 

technical specifications setting with good and diverse participation of the MoH staff. In 

contrast, only 58.3% of the participants reported that there is a pre-approved manual for 

technical specifications. The in-depth interviews with donors examined the effectiveness of 

technical specifications provision by MoH committees to donors to initiate the purchase 

process. In this manner, the results found out that significant delay in obtaining 

specifications was observed. From the researcher's observation, this delay is attributed to 

an internal communication gap between MoH directorates as specifications are not always 

available and updated. Consequently, efforts should be made at the MoH levels in this 

regard to better organize the process as the findings contradict the literature which 

indicates that provision of needed equipment specification should be fast as possible to 

commence the procurement process and should be accurate since the quality of equipment 

depends on the confirmation to the specifications and adequate specification forms the base 

for inspection and quality control.  
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The third part of the study assessed the purchase and awarding process. The findings 

showed that 86.7% of the participants said that there are a clear MoH purchase and 

awarding process. Participation of the MoH staff in the MoH procurement process was 

stated by only 56.7%, while 58.3% stated that they participate in the donor‘s purchase 

process. Moreover, 70% stated that donation of equipment for their medical facility occurs 

sometimes without coordination during the awarding and purchase. 

The recipient and donors would benefit from collaborative improvements to ensure the 

wide participation of the relevant stockholders. The current results inconsistent with what 

was suggested by previous studies that successful donations would require local ownership 

and participation of end-users such as clinicians, nurses, and maintenance staff, and others.  

The fourth part of the study examined the delivery of equipment and information on the 

donations. The findings showed that delivery of equipment is centralized at the main MoH 

warehouse as indicated by 88.43% of the participants with significant participation of the 

MoH staff in technical inspection. Despite the good adherence of the donors to the delivery 

guideline of the MoH, one of the gaps identified in this part was observed by the MoH 

informants on the lack of information on the donated equipment that should be provided by 

the donors, which in turn affects the technical inspection and quality certification process. 

This gap was reflected by participants’ perception of the information sharing by donors 

with the weighted mean of 72.2%. Furthermore, the relationship between the participants’ 

perception of the delivery and their profession was tested, the result revealed that there is a 

statistically significant difference in the mean scores (F=2.701, p=0.040).  

Regarding the relationship between participants’ satisfaction with the donation processes 

management and their working place, the difference in the means reached a statistically 
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significant level (F=3.193, p-value=0.048) as reflected by the mean scores for hospitals, 

engineering department, and other places 96.4%, 95.5%, and 82.9%, respectively. 

Finally, the study results showed that the overall perception and satisfaction of the 

participants on the donation domains affected by their profession and the mean difference 

reached a statistically significant level (F=3.244, p-value=0.018) as reflected by the mean 

scores for doctors, nurses, lab technicians, engineers and other professions 75.3%, 87.9%, 

83.0%, 83.4%, and 84.1%, respectively. 

This to conclude, in the present study, some illustrated gaps are in line with the problems 

indicated by WHO which encounter in the donation processes. Despite some intra-MoH 

work was done over the last years such as a change in the setup and communication 

development, and externally with donors to improve communication for better policy 

implementation, the author believes that slight improvements have been obtained so far. 

Thus, integration of the study recommendations in future improvement initiatives will 

result in a significant enhancement of the current donation processes management. 
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5.3 Recommendations 

The current study presents valuable findings that necessitate high consideration and 

immediate response by the decision-makers at MoH and Donor Agencies. The researcher 

strongly recommends that consideration should be given to utilize the study in future 

improvement initiatives. Based on the study results, analysis, and conclusions, the 

researcher suggests the following recommendations for concerned healthcare policymakers 

and future research studies towards effective management of donated medical equipment at 

the MoH in the Gaza Strip. 

5.3.1 Recommendations for policymakers at the MoH and Donor Agencies    

1. Although the MoH and Donors follow regulatory policies for equipment donations, 

some policy adjustment seems to be necessary for effective donation process 

management. Updating and re-introduction of the MoH dedicated policies to the 

donors would help to eliminate encountered problems.  

2. To achieve beneficially and quality donations, donors are strongly encouraged to 

actively follow the national donation policies, as the policies and guidelines provide 

clear regulations and descriptions on the equipment donation processes. 

3. Despite that the policies are established; the awareness of the mechanisms and 

procedures appears to be minimal among the concerned MoH staff and donors. 

Therefore, it is crucial to implement dissemination activities to ensure sufficient 

knowledge of the processes.  

4. Certainly, the communications between the MoH structures and donors are maintained 

at different levels, nevertheless, centralization of the donor‘s coordination and 

communication with the MoH International Cooperation Department would guarantee 
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effective donation processing and reliable information sharing between involved 

parties.   

5. Establishment of a consolidated mechanism for regular monitoring, communication, 

and close follow up on the donation processing at various stages to ensure adherence 

to policies and regulations. 

6. Aiming to achieve the mutual benefit of both, donors and recipients, collective 

planning should be implemented to respond to the MoH's actual need for medical 

equipment and make sure that priorities are met according to the MoH strategies.  

7. Inclusion of MoH relevant professionals from different departments such as 

engineering, procurement, and logistics when processing the donations according to 

the donor‘s procedures, which will benefit the donors from diverse expertise and full 

participation of concerned directorates. 

8. It is necessary to form dedicated specialized technical committees whose 

responsibilities to smoothly and timely provide the donors with specifications and 

other requirements to initiate the purchase process.  

9. Despite the good performance of the MoH professionals in terms of technical 

specifications provision, it is apparent that the development of a standard 

specification's manual is required to speed up the pre-purchase processes and 

guarantee the standardization of equipment at the MoH facilities. 

10. The donors should provide the MoH with all required information on the donations 

including detailed specifications of donated equipment before its delivery, purchase 

contract, and related supplier‘s commitments.  

11. Strengthening the current communication mechanism within the MoH directorates 

through which the relevant departments are informed about the donations and receive 

consistent information.  
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5.3.2 Recommendations for future research studies 

1. Perform a similar study to evaluate the management of donated medical equipment 

supply processes at the MoH in the West Bank.  

2. Carry out a study to evaluate the MoH internal acquisition and supply system of 

medical equipment to the health facilities.  

3. Study the medical equipment management approach of MoH in the Gaza Strip in 

COVID-19 pandemic: Challenges and Opportunities. 
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Annexes  

Annex (1): Map of Palestine  

 

Source: Palestinian Central Bureau of Statistics (PCBS, 2018) 
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Annex (2): Map of Gaza Strip  
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Annex (3): Questionnaire in ENGLISH  

 

 

 

 

 

School of Public Health 

 

Questionnaire about 

" Evaluation of the management of donated Medical 

Equipment supply processes at the Ministry of Health in 

the Gaza Strip  "  
 

      Questionnaire No. (                     ) 

Part One - General Information                                                                  Check whichever suits you 

1. 

Gender 

2. 

Age 

3. 

Working place 

4. 

Qualification 

5. 

Job 

6. 

Experience 

requesting 

medical 

equipment 

 Male 

 Female 
 

 Hospital 

 Primary health centre 

 Central Lab 

 Public health Lab 

 Engineering dep. 

 

 Diploma 

 Bachelor 

 Master 

 PhD 

 Doctor 

 Nurse 

 Lab technician 

 Radiology Techn. 

 Physiotherapy 

  Engineer 

 Maintenance Tech 

 Administration 

 

 

Part Two - Information on the policies for donating medical equipment  
Check whichever 

suits you 

1.  

Are there policies in the Ministry of Health that regulate the 

mechanisms and processes of donation medical equipment to the MoH 

by the donors in the Gaza Strip? 

 

 

  

2.  If there are policies in the MoH, have you seen these policies in writing? 
 Yes 

 No, never seen it  

3.  
Are MoH policies circulated to donors through the communication 

channels with donors? 

 

 

  

4.  
Are MoH policies circulated to the relevant individuals / departments of 

the Ministry of Health? 

 

 

  

5.  
Do you think that each donor has won policy that regulates the 

mechanisms of equipment donations to MoH? 

 

 

  

 

 

 



 

117 

 

Part Three - Evaluation of Donation and Supply processes 

Appeal to donors for support 

Check 

whichever suits 

you 

6.  Is there an inventory and custody system in the MoH medical facilities 
 

 

7.  
If there is an inventory and custody system, is it possible through this 

system to track equipment within the departments 

 

 

8.  
Is there a warehouse system that facilitates the process of verifying your 

needs from medical equipment in the ministry’s warehouses? 

 

 

9.  
If there is a warehouse system, do you verify if needed equipment are 

available at the warehouse before requesting donor’s support? 

 

 

10.  
Do you request medical equipment for medical facility through direct 

contact with donors? 

 

 

11.  
Are you notified through the official communication channels at the 

Ministry if earmarked funding is available for your medical facility? 

 

 

Planning to benefit from the donation grant 

Check 

whichever suits 

you 

12.  Are the needs of the medical facility updated periodically? 

 

 

  

13.  If yes, do you participate in the needs update process? 
 

 

14.  
Do you participate with donors during their fund planning and needs 

determining process? 

 

 

Determine the technical specifications of the required equipment 

Check 

whichever suits 

you 

15.  
Are there committees in the ministry of health dedicated for setting 

technical specifications? 

 

 

16.  
Do you participate in the process of setting technical specifications for the 

required equipment before the purchase? 

 

 

17.  
Is there pre-approved manual for technical specifications in the Ministry 

of Health? 

 

 

 

18.  Do you think this manual needs periodic update? 
 

 

Technical Awarding and Purchase 

Check 

whichever suits 

you 

19.  
Do you participate regularly in the process of awarding and purchasing 

of equipment according to the MoH procedure? 

 

 

20.  
have you participated in the purchase process of donated equipment 

according to the donor's purchase procedure? 

 

 

21.  
Is there a clear MoH procedures through which the awarding and 

purchase processes take place? 

 

 

22.  
Have ever been purchase of medical equipment for your medical facility 

without coordination with you during the awarding and purchase? 
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23.  
Is the installation / operation being conditioned during the purchase and 

supply process? 

 

 

  

24.  
Is the training and maintenance being conditioned during the purchase 

and supply process? 

 

 

  

Delivery to the warehouse  

Check 

whichever suits 

you 

25.  Are donated equipment being delivered to the MoH central warehouse? 

 

 

  

26.  
If yes, are you notified, and coordination are being done with you to receive 

the donated equipment? 

 

  

27.  
Has it occurred that equipment has been supplied directly by donors to 

your medical facility since 2017? 

 

 

  

28.  
Do you participate regularly in the reception process at the MoH central 

warehouse? 

 

 

Technical inspection at the warehouse 

Check 

whichever suits 

you 

29.  
Are there technical committees dedicated for technical inspection upon 

delivery to the MoH central warehouse? 

 

 

  

30.  
If there are technical committees, are you involved in these committees 

prior to equipment donation to your medical facility? 

 

 

Installation and operation at medical facility  

Check 

whichever suits 

you 

31.  
Is there prior coordination with you when performing the installation and 

operation process? 

 

 

32.  
If there is a prior coordination, are you being engaged in the installation 

and operation process to share your views? 

 

 

33.  
Do you think that the installation and operation process are performed by 

competent technicians? 

 

 

  

34.  
Are all accessories, operation and maintenance manuals delivered after the 

installation and operation process is complete? 

 

 

  

Training and use of donated equipment  

Check 

whichever suits 

you 

35.  
Is the training of the Ministry's staff being conditioned during purchasing 

equipment according to the Ministry's policy? 

 

 

  

36.  Is Ministry's staff being trained on the installation and operation? 

 

 

  

37.  
Is there prior coordination with you when performing the operation and 

training process? 

 

 

   Don‘t know  

38.  
Do you think that the training process is performed by competent 

technicians? 
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How do you rate the following practices? Please select the degree of occurrence for 

the statement. 

No. Practices that occur during donations of medical equipment 

Select the degree of 

occurrence for each 

statement 

1.  The Ministry's policies apply to all donations of medical equipment. 

 Yes, definitely            

 Yes, to some extent 

 No 

2.  
The Ministry of Health obligates all donors to act and donate in 

accordance to its policies. 

 Yes, definitely            

 Yes, to some extent 

 No 

3.  
The donors comply with the Ministry's policies in the medical 

equipment donation process. 

 Yes, definitely            

 Yes, to some extent 

 No 

4.  
The Ministry's policies for medical equipment donation are effective 

which enables you to obtain your needs of equipment. 

 Yes, definitely            

 Yes, to some extent 

 No 

5.  
You get sufficient information from donors or the Ministry of Health 

during the planning process on the granted budgets. 

 Yes, definitely            

 Yes, to some extent 

 No 

6.  

The MoH warehouse system an effective one which enables you to 

determine your needs of equipment and identify deficiencies before 

requesting donor support. 

 Yes, definitely            

 Yes, to some extent 

 No 

7.  
The response to your needs of equipment is made according to the 

agreed planning process. 

 Yes, definitely            

 Yes, to some extent 

 No 

8.  
During the donor's internal planning process for donation, the donor 

involves you in process. 

 Yes, definitely            

 Yes, to some extent 

 No 

9.  
The donor participates with the Ministry of Health during the 

technical specifications setting in the donation process. 

 Yes, definitely            

 Yes, to some extent 

 No 

10.  
During the purchase process, technical specifications set by you are 

considered and according to your need. 

 Yes, definitely            

 Yes, to some extent 

 No 

11.  
During the specifications setting, specific technical specifications are 

imposed that are different from your needs. 

 Yes, definitely            

 Yes, to some extent 

 No 

12.  
Your technical opinion and your needs are considered during the 

awarding and purchase. 

 Yes, definitely            

 Yes, to some extent 

 No 

13.  
The awarding and purchase processes are done with clarity and 

integrity. 

 Yes, definitely            

 Yes, to some extent 

 No 

14.  
Awarded medical equipment comply with the specified 

specifications. 

 Yes, definitely            

 Yes, to some extent 

 No 

15.  
Your priorities are made according to your vision, if the budget 

allocated to you is not sufficient. 

 Yes, definitely            

 Yes, to some extent 

 No 
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16.  
There are conditions imposed by donors that adversely affect the 

procurement and awarding process. 

 Yes, definitely            

 Yes, to some extent 

 No 

17.  

Coordination takes place with you in the event of a difference 

between the equipment that have been awarded and the ones are 

delivered. 

 Yes, definitely            

 Yes, to some extent 

 No 

18.  
The equipment is delivered according to what was awarded and 

purchased and according to the specified quantities. 

 Yes, definitely            

 Yes, to some extent 

 No 

19.  
The medical equipment supplied by donors are identical to what has 

been awarded and purchased. 

 Yes, definitely            

 Yes, to some extent 

 No 

20.  
The supplied equipment contains the accessories that were agreed 

upon awarding and purchase. 

 Yes, definitely            

 Yes, to some extent 

 No 

21.  
The receiving committee is not influenced to accept equipment that 

do not conform to what was agreed upon awarding and purchase. 

 Yes, definitely            

 Yes, to some extent 

 No 

22.  
Medical equipment that do not match what was agreed upon 

awarding and purchase are rejected. 

 Yes, definitely            

 Yes, to some extent 

 No 

23.  
The donors provide details of the equipment purchased through the 

donor's procurement system. 

 Yes, definitely            

 Yes, to some extent 

 No 

24.  
Prior coordination with you is considered to prepare for the 

installation and operation processes. 

 Yes, definitely            

 Yes, to some extent 

 No 

25.  

The process of installation and operation of medical equipment is 

considered by the suppliers in accordance to the terms of awarding 

and purchase. 

 Yes, definitely            

 Yes, to some extent 

 No 

26.  
All suppliers comply with the requirement for training on the 

installation and use. 

 Yes, definitely            

 Yes, to some extent 

 No 

27.  
Fair and neutral external and internal training opportunities are 

available to users of medical equipment. 

 Yes, definitely            

 Yes, to some extent 

 No 

28.  Training processes on the use are useful and clear. 

 Yes, definitely            

 Yes, to some extent 

 No 

29.  
All suppliers are abided by the agreed guarantee through the donor‘s 

purchase process, according to the terms of awarding and purchase. 

 Yes, definitely            

 Yes, to some extent 

 No 

30.  
The donor's implementation of the policies for medical equipment 

donation satisfies you. 

 Yes, definitely            

 Yes, to some extent 

 No 

31.  The donor's response to your needs satisfies you. 

 Yes, definitely            

 Yes, to some extent 

 No 

32.  
These donations meet your qualitative need in response to a donation 

appeal. 

 Yes, definitely            

 Yes, to some extent 

 No 



 

121 

 

33.  
These donations meet your quantitative need in response to a 

donation appeal. 

 Yes, definitely            

 Yes, to some extent 

 No 

34.  
The donor's mechanisms for the medical equipment donation 

planning process satisfy you. 

 Yes, definitely            

 Yes, to some extent 

 No 

35.  
The donor's mechanisms for the awarding and purchase of medical 

equipment satisfy you. 

 Yes, definitely            

 Yes, to some extent 

 No 

36.  
The donor's mechanisms for the delivery of medical equipment 

satisfy you. 

 Yes, definitely            

 Yes, to some extent 

 No 

 

Please add any other suggestions that reflect the state of donations of medical equipment as it 

deems appropriate for the subject of the study 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

Thank you so much for cooperation  

Researcher / Akram Abdel Salam Al-Kahlout 
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Annex (4): Questionnaire in ARABIC  

 

 

 

 

 كهيت انصحت انعايت  -جايعت انقذش 

 

 يٕضٕعاعخباَت حٕل 

 "انطبيت انًتبرع بها في وزارة انصحت في قطاع غسة الأجهسةتقييى إدارة عًهياث تىريذ "

 

 (    رقى الاضتباَت )

 أياو يا يُاضبك√ ضع                                                                                                    يعهىياث عايت  -انجسء الأول 

عذد ضُىاث  .6

انخبرة في طهب 

 انطبيتالأجهسة 

 انجُص .2 انعًر .2 يكاٌ انعًم .3 . انًؤهم عهًي4 انًهُت .5

 

          طبٛب       يًشع 

  ُٙيخخبش    ف      شؼتفُٙ أ 

   ٙػلاس طبٛؼ      يُٓذط 

     فُٙ طٛاَت      ٘اداس 

 دبهٕو 

   بكانٕسٕٚط 

 ياجغخٛش 

  دكخٕساة 

  ٗيغخشف 

 يشكض سػاٚت أٔنٛت 

 ٘انًخخبش انًشكض 

 يخخبشانظحت انؼايت 

  انُٓذعت ٔ انظٛاَت 

 
 ركش 

 ٗاَز 

 

 يعهىياث حىل ضياضاث عًهياث انتبرع بالاجهسة انطبيت -انجسء انثاَي   أياو يا يُاضبك√ ضع 

 لا أػهى لا َؼى 
نٛاث ٔػًهٛاث انخبشع بالأجٓضة انطبٛت إٔٚجذ عٛاعاث بٕصاسة انظحت حُظى ْم 

 انجٓاث انًاَحت ؟ حخبشع بٓانهٕصاسة انخٙ 
1.  

 َؼى 

 لا, نى اشاْذْا 
  .2 ْم شاْذث ْزِ انغٛاعاث يكخٕبت ؟ اٌ كاٌ ُْان عٛاعاث بٕصاسة انظحت,

 لا أػهى لا َؼى 
يغ ْم ٚخى حؼًٛى ْزِ انغٛاعاث ػهٗ انجٓاث انًاَحت ػبش ٔعائم انخٕاطم 

 انجٓاث انًاَحت ؟
3.  

  .4 ْم ٚخى حؼًٛى ْزِ انغٛاعاث ػهٗ افشاد / الغاو ٔصاسة انظحت راث انؼلالت ؟ لا أػهى لا َؼى 

حُظى انٛاث ٔػًهٛاث  ت خاطتعٛاعنذٖ كم جٓت ياَحت ٕٚجذ حؼخمذ اَّ   ْم لا أػهى لا َؼى 

 انخبشع بالأجٓضة انطبٛت نهٕصاسة ؟
5.  
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 تقييى شايم نعًهياث انتبرع والإيذاد -انجسء انثانث  

 يُاشذة انجهاث انًاَحت نتقذيى انذعى  أياو يا يُاضبك√ ضع 

  .6 ؟بانٕصاسة ْم ٕٚجذ َظاو نهجشد ٔ انؼٓذة فٙ انًشاكضانطبٛت  لا َؼى          

 لا َؼى          
كاٌ ُْان َظاو جشد ٔػٓذة , ْم ًٚكٍ يٍ خلال ْزا انُظاو حخبغ الاجٓضة  اٌ

 داخم الالغاو؟
7.  

 لا َؼى          
َظاو يخضَٙ ٚغٓم ػًهٛت انخؤكذ يٍ ٔجٕد احخٛاجكى يٍ فٙ انٕصاسة ْم ٕٚجذ 

 الاجٓضة داخم يخاصٌ انٕصاسة؟
8.  

 لا َؼى          
ذ يٍ ٔجٕد احخٛاجكى يٍ الاجٓضة لبم اٌ كاٌ ُْان َظاو يخضَٙ , ْم ٚخى انخؤك

 طهب دػى انجٓاث انًاَحت ؟
9.  

 لا َؼى          
ْم حطهب الأجٓضة انطبٛت نًشكضكى انطبٙ ػبش حٕاطهكى انًباششيغ انجٓاث 

 انًاَحت؟
10.  

 لا َؼى          
ْم ٚخى ابلاغكى ػبش انطشق انشعًٛت بانٕصاسة حال حٕفش حًٕٚم خاص نًشكضكى 

 انطبٙ ؟
11.  

 انتخطيط نلاضتفادة يٍ يُحت انتبرع أياو يا يُاضبك√ ضع 

  .12 بشكم دٔس٘ ؟ نذٚكى ٚخى ححذٚذ احخٛاجاث انًشكض انطبْٙم  لا أػهى لا َؼى 

  .13 ارا كاٌ َؼى , ْم حشاسن فٙ ػًهٛت ححذٚذ لائًت الاحخٛاجاث ؟ لا َؼى          

 لا َؼى          
انخاطت ٔ ححذٚذ الاحخٛاس انجٓاث انًاَحت ارُاء ػًهٛت انخخطٛظ يغ ْم حشاسن 

 ؟بٓا
14.  

 نلاجهسة انًطهىبت تحذيذ انًىاصفاث انفُيت أياو يا يُاضبك√ ضع 

  .15 فُٛت ؟انًٕاطفاث انٕٚجذ فٙ انٕصاسة نجاٌ يخخظظت بٕضغ  لا َؼى          

 لا َؼى          
ْم حشاسن فٙ ػًهٛت ٔضغ انًٕاطفاث انفُٛت نلاجٓضة انًطهٕبت لبم انبذء فٙ 

 انششاء؟
16.  

  .17 دنٛم يؼخًذ نهًٕاطفاث انفُٛت فٙ ٔصاسة انظحت ؟كخٛب/ْم ٕٚجذ  لا أػهى لا َؼى 

  .18 ْزا انذنٛم بحاجت انٗ ححذٚذ دٔس٘ ؟ ْم حؼخمذ اٌاٌ كاٌ َؼى ,  لا َؼى          

 انترضيت انفُيت و انشراء يُاضبك أياو يا√ ضع 

 لا َؼى          
فٙ ػًهٛت حشعٛت ٔ ششاء الأجٓضة حغب َظاو انٕصاسة بشكم دٔس٘ ْم حشاسن 

 ؟
19.  

 لا َؼى          
فٙ ػًهٛت ششاء أجٓضة يًٕنت نًشكضكى حبؼا انُظاو انخاص  شاسكجْم 

 بانجٓاث انًاَحت ؟ 
20.  

 لا َؼى          
انخشعٛت  اثحخى يٍ خلانٓا ػًهٛ فٙ انٕصاسة ٔ انخٙ اجشاءاث ٔاضحتْم ُْان 

 ؟ ٔانششاء
21.  

 لا أػهى لا َؼى 
ْم عبك ٔاٌ حى ششاء أجٓضة طبٛت نًشكضكى انطبٙ دٌٔ انخُغٛك يؼكى ارُاء 

 انخشعٛت ٔ انششاء؟
22.  
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  .23 انخشغٛم؟ٔػًهٛت انششاء ٔانخٕسٚذ ضًاٌ انخشكٛب  ْم ٚشخشط ارُاء لا أػهى لا َؼى 

  .24 ْم ٚشخشط ارُاء ػًهٛت انششاء ٔانخٕسٚذ ضًاٌ انخذسٚب ٔانظٛاَت ؟ لا أػهى لا َؼى 

 انتىريذ نهًخازٌ أياو يا يُاضبك√ ضع 

  .25 يخاصٌ يشكضٚت بانٕصاسة ؟ ْم ٚخى حٕسٚذ الأجٓضة انًخبشع بٓا انٗ لا أػهى لا َؼى 

  .26 ارا كاٌ َؼى , ْم ٚخى انخُغٛك يؼكى ٔابلاغكى لاعخلاو الأجٓضة انًخبشع بٓا ؟ لا َؼى          

 لا أػهى لا َؼى 
ْم حذد ٔاٌ حى حٕسٚذ أجٓضة يباششة ػبش انجٓاث انًاَحت نًشكضكى يُز ػاو 

 ؟2017
27.  

  .28 فٙ ػًهٛت الاعخلاو يٍ انًخاصٌ انًشكضٚت ؟بشكم دٔس٘ ْم حشاسن  لا َؼى          

 انى انًخازٌ انفحص انفُي عُذ انتىريذ أياو يا يُاضبك√ ضع 

  .29 ْم ٕٚجذ نجاٌ فُٛت يخخظت بانفحض انفُٙ ػُذ انخٕسٚذ ؟ لا أػهى لا َؼى 

 لا َؼى          
كاٌ ُْان نجاٌ فُٛت, ْم حشاسن فٙ ْزِ انهجاٌ لبم حٕسٚذ أجٓضة طبٛت  اٌ

 نًشكضكى انطبٙ ؟
30.  

 في انًراكس انطبيت و انتشغيم انتركيب انًيذاَي أياو يا يُاضبك√ ضع 

  .31 ْم ٚخى انخُغٛك يؼكى يغبما نهمٛاو بؼًهٛت انخشكٛب ٔانخشغٛم ؟ لا َؼى          

 لا َؼى          
كاٌ ُْان حُغٛك يغبك , ْم ٚخى اششاككى ػُذ ػًهٛت انخشكٛب ٔانخشغٛم  اٌ

 نلاخز بآسائكى ؟
32.  

  .33 ػًهٛت انخشكٛب ٔانخشغٛم حخى بٕاعطت فٍُٛٛ يخخظٍٛ ؟حؼخمذ اٌ ْم  لا أػهى لا َؼى 

 لا أػهى لا َؼى 
بؼذ احًاو ػًهٛت ْم ٚخى حغهٛى جًٛغ انًٕاد انًهحمت ٔكخٛباث انخشغٛم ٔانظٛاَت 

 انخشكٛب ٔانخشغٛم ؟
34.  

 الاجهسة انًتبرع بها انتذريب واضتخذاو أياو يا يُاضبك√ ضع 

 لا أػهى لا َؼى 
ْم ٚشخشط حذسٚب طٕالى ٔصاسة انظحت ػُذ ششاء الأجٓضة حغب َظاو انخاص 

 بانجٓت انًاَحت ؟
35.  

  .36 ػهٗ انخشكٛب ٔ انخشغٛم؟ْم ٚخى حذسٚب طٕالى انٕصاسة  لا أػهى لا َؼى 

  .37 ٔانخذسٚب ؟انخشغٛم ؼًهٛت اب نهمٛاو ْم ٚخى انخُغٛك يؼكى يغبما لا أػهى لا َؼى 

  .38 حخى بٕاعطت فٍُٛٛ يخخظٍٛ ؟ انخذسٚبػًهٛت حؼخمذ اٌ ْم  لا أػهى لا َؼى 
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أمام درجة الموافقة التي تناسبك  √يرجى وضع علامة  ما مدى موافقتك عمى الممارسات التالية ؟
 .إجابتك

درجت انًىافقت 
 عهى انًًارضاث

 و انًًارضاث انتي تتى اثُاء عًهياث انتبرع بالاجهسة انطبيت

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .1 حطبك عٛاعاث انٕصاسة ػهٗ جًٛغ ػًهٛاث انخبشع بالأجٓضة انطبٛت.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .2 حمٕو ٔصاسة انظحت ببنضاو جًٛغ انجٓاث انًاَحت بانؼًم ٔانخبشع ٔفما نغٛاعاحٓا.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حهخضو انجٓاث انًاَحت بخُفٛز عٛاعاث انٕصاسة خلال ػًهٛاث انخبشع بالأجٓضة 
 انطبٛت.

3.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حؼخبشعٛاعاث انٕصاسة نؼًهٛاث انخبشع بالاجٓضة انطبٛت فاػهت ٔحًكُكى يٍ انحظٕل 
 ػهٗ احخٛاجكى يٍ الاجٓضة .

4.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

ػًهٛت  حخٕفش نذٚكى يؼهٕياث كافٛت يٍ انجٓاث انًاَحت أ ٔصاسة انظحت ارُاء
 انخخطٛظ حٕل انًُحت انًمذيت.

5.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

ٚؼخبش َظاو انًخاصٌ فاػم ًٚكُكى يٍ ححذٚذ احخٛاجكى يٍ الاجٓضة ٔ ححذٚذ 
 انُٕالض لبم طهب دػى انجٓاث انًاَحت.

6.  

    َؼى انٗ حذ يا  
  .7 طبما نؼًهٛت انخخطٛظ انًخفك ػهٛٓا. حخى الاعخجابت بخٕفٛشاحخٛاجاحكى لا  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حششككى انجٓاث انًاَحت فٙ ػًهٛاث انخخطٛظ انذاخهٛت نذٚٓا نهخبشع بالأجٓضة 
 انطبٛت. 

8.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حشاسن انجٓت انًاَحت يغ ٔصاسة انظحت فٙ ػًهٛت ٔضغ انًٕاطفاث انفُٛت ارُاء 
 ػًهٛت انخبشع.

9.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

ٚخى يشاػاة انًٕاطفاث انفُٛت انًحذدة يٍ طشفكى ٔ حغب احخٛاجكى ارُاء ػًهٛت 
 انششاء.

10.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حفشع يٕاطفاث فُٛت يؼُٛت ارُاء ػًهٛت ححذٚذ انًٕاطفاث نؼًهٛت انششاء يخخهفت 
 ػٍ احخٛاجاحكى .

11.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .12 ٚخى يشاػاة سأٚكى انفُٙ ٔاحخٛاجاحكى ارُاء ػًهٛت انخشعٛت ٔانششاء.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .13 انخشعٛت ٔانششاء بكم ٔضٕح َٔضاْت.حخى ػهًٛت 

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .14 حكٌٕ الأجٓضة انطبٛت انًشعٛت يطابمت نهًٕاطفاث انًحذدة.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .15 حخى يشاػاة أنٕٚاحكى حغب سإٚخكى حال كاٌ انخًٕٚم انًمذو نكى غٛش كاف.
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 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .16 ٚخى ٔضغ ششٔط بٕاعطت انجٓاث انًاَحت حئرش عهبا ػهٗ ػًهٛت انششاء ٔانخشعٛت.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

ٚخى انخُغٛك يؼكى فٙ حال ٔجٕد اخخلاف بٍٛ الأجٓضة انخٗ حى حشعٛخٓا ٔانًشاد 
 حٕسٚذْا.

17.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .18 ٚخى حغهٛى الأجٓضة طبما نًا حى حشعٛخّ ٔششاإِ ٔحغب انكًٛاث انًحذدة.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .19 حكٌٕ الأجٓضة انطبٛت انًٕسدة يٍ انجٓاث انًاَحت يطابمت نًا حى حشعٛخّ ٔششاإِ.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .20 ححخٕ٘ الأجٓضة انًٕسدة ػهٗ انًشفماث انخٙ حى الاحفاق ػهٛٓا ػُذ انخشعٛت ٔانششاء.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

لا ٚخى انخؤرٛشػهٗ نجاٌ الاعخلاو نمبٕل أجٓضة غٛشيطابمت نًا حى الاحفاق ػهّٛ ػُذ 
 انخشعٛت ٔانششاء.

21.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .22 ٚخى لبٕل أجٓضة طبٛت غٛش يطابمت نًا حى الاحفاق ػهّٛ ػُذ انخشعٛت ٔانششاء.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حٕفش انجٓاث انًاَحت حفاطٛم الأجٓضة انخٙ حى ششاإْا ػبش َظاو انششاء انخاص 
 بانجٓاث انًاَحت.

23.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .24 ٚخى انخُغٛك يؼكى يغبما نهخجٓٛض نؼًهٛت انخشكٛب ٔانخشغٛم.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حخى يشاػاة ػًهٛت انخشكٛب ٔانخشغٛم نجًٛغ الأجٓضة انطبٛت حغب ششٔط انخشعٛت 
 ٔانششاء بٕاعطت انششكاث انًٕسدة.

25.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .26 انًٕسدٍٚ بششط انخذسٚب ػُذ انخشغٛم ٔالاعخخذاو.ٚهخضو 

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

حخٕفش فشص حذسٚب خاسجٛت ٔداخهٛت بشكم ػادل َٔضّٚ نًغخخذيٙ الاجٓضة 
 انطبٛت.

27.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .28 حكٌٕ ػًهٛاث انخذسٚب ٔالاعخخذاو يفٛذة ٔٔاضحت.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

ٚهخضو انًٕسدٍٚ بانضًاَت انًخفك ػهٛٓا ػبش انجٓاث انًاَحت حغب ششٔط انخشعٛت 
 ٔانششاء.

29.  

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .30 انخضاو انجٓاث انًاَحت بغٛاعاث ٔأنٛاث انخبشع بالأجٓضة انطبٛت ُٚال سضاكى.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .31 اعخجابت انجٓاث انًاَحت لاحخٛاجاحكى حُال سضاكى.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .32 حهبٙ ْزِ انخبشػاث احخٛاجكى انُٕػٙ فٙ حال الاعخجابت بانخبشع.
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 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .33 فٙ حال الاعخجابت بانخبشع.حهبٙ ْزِ انخبشػاث احخٛاجكى انكًٙ 

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .34 أنٛاث انخخطٛظ نهخبشع بالأجٓضة انطبٛت انخاطت بانجٓاث انًاَحت حُال سضاكى.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .35 أنٛاث حشعٛت ٔششاء الأجٓضة انطبٛت انخاطت بانجٓاث انًاَحت حُال سضاكى.

 َؼى بانخؤكٛذ  
    َؼى انٗ حذ يا  
 لا  

  .36 أنٛاث حٕسٚذ الأجٓضة انطبٛت انخاطت بانجٓاث انًاَحت حُال سضاكى.

 

انشجاء اضافت ا٘ يمخشحاث اخشٖ حؼكظ حال ػًهٛاث انخبشع بالاجٓضة انطبٛت حشاْا يُاعبت نًٕضٕع 

انذساعت 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________ 

       شكشا جضٚلا نخؼأَكى

     حهٕثانكػبذ انغلاو انباحذ / اكشو 
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Annex (5):  The guiding questions of the Key informant interview discussion with MoH 
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Annex (6):  The guiding questions of the Key informant interview discussion with Donors 
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Annex (7): list of arbitrators 

The study tool (interviewed questionnaire) was reviewed and evaluated by the 

following exerts: 

 Dr. Bassam Abu Hamad, Al Quds University 

 Dr. Yehia Abed, Al Quds University 

 Dr. Yousef Aljeesh, Islamic University   

 Dr. Mahmoud Radwan, Ministry of Health 

 Mrs. Huda Anan, WHO  

 Eng. Abed Al-Rahman Murad, Ministry of Health 

 Eng. Lowai AlAtrash, Ministry of Health  

 Mr. Mohamed Abu Alwafa, Ministry of Health 

 Dr. Kamal Jaber, Shifa hospital  

 Mr. Osama Al-Khalili, Public Health Laboratory  

 Mr. Jehad Okasha, Ministry of Health 
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Annex (8): Helsinki approval 
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Annex (9): MoH approval for data collection 
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Annex (10): Consent form 
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Annex (11): LSD post hoc test for the difference in the mean scores of participants’ 

perception on the donation processes management by participants’ workplace.    
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Annex (12): LSD post hoc test for the difference in the mean scores of participants’ 

perception on the planning process by participants’ profession.    
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Annex (13): LSD post hoc test for the difference in the mean scores of participants’ 

perception on the delivery process by participants’ profession.    
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Annex (14): LSD post hoc test for the difference in the mean scores of participants’ 

perception on the total perception of all domains by participants’ profession.    
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.قطاع غزةوزارة الصحة في بجهزة الطبية المتبرع بها الأتقييم إدارة عمميات توريد   عنوان الدراسة:  

أكرم عبدالسلام يونس الكحموتإعداد:   

شراف: د. ياسر صالح العجرميإ  

  :الدراسة ممخص

  الهدف و منهجية الدراسة:

نظاميا الصحي من الأجيزة  مثل العديد من البمدان النامية ، تعتمد فمسطين بشكل كبير عمى مساعدات المانحين لتمبية إحتياجات
الطبية. تتم إدارة عمميات توريد الأجيزة الطبية المتبرع بيا وفقًا لمختمف السياسات والإرشادات المنظمة لعمميات التبرع. وىذا يخمق 

بيا مختمفا. بعض التحديات العممية ، حيث أن عمميات وزارة الصحة والجيات المانحة فيما يتعمق بشراء و تزويد الأجيزة المتبرع 
تقييم إدارة عمميات توريد الأجيزة الطبية المتبرع بيا في وزارة مع إبقاء ىذه القضايا في مركز الاىتمام ، تيدف الدراسة الحالية إلى 

 .من شأنيا تعزيز إدارة عمميات التبرع بالأجيزة الطبية أجل الوصول لاقتراحات وتوصياتمن  الصحة في قطاع غزة

من  06تخدام تصميم دراسة وصفية مقطعية مدمجة. فيما يتعمق بالبيانات الكمية ، تم تعبئة الاستبيانات من قبل في الدراسة تم اس
موظفي وزارة الصحة كعينة تم اختيارىم عن قصد تحديدا أولئك الذين يشاركوا في عمميات التبرع بالأجيزة الطبية. البيانات النوعية 

شخصيات تمثل مختمف الجيات المانحة.  5شخصيات من وزارة الصحة و  7عمقة مع تم جمعيا من خلال مقابلات فردية مت
٪ من عينة الدراسة ، بخطاب رسمي من كمية الصحة العامة بجامعة القدس تم الحصول عمى 06أجريت دراسة تجريبية لحوالي 

وتم تحميل البيانات  SPSS برنامج الاحصاء تم تحميل البيانات الكمية باستخدام .موافقة ادارية من لجنة ىمسنكي لإجراء الدراسة
 .النوعية باستخدام تقنية الترميز المفتوح الموضوعي

 أهم النتائج:

٪ من المشاركين ، بينما أكد 06لذلك  بينت الدراسة أن ىناك سياسات بوزارة الصحة لتنظيم عمميات وآليات التبرع كما اشار
٪ منيم أن سياسات وزارة الصحة يتم تعميميا عمى الجيات المانحة. وأظيرت الدراسة أن أقل من ثمثي المشاركين أكدوا 0..6

وجود عممية تخطيط منتظمة لتحديد احتياجاتيم من قبل إدارات وزارة الصحة. علاوة عمى ذلك ، بمغ رضا المشاركين عن 
٪. لقد تأثر منظور المشاركين لعممية التخطيط بمينتيم حيث 5..5كتيم في عممية التخطيط الخاصة بالجيات المانحة مشار 

 .(α  =6.660متوسط نتائج الأطباء و المين الاخرى فروق ذات دلالة إحصائية عمى مستوى ) ظيرت في

٪ من 0.7.٪ من المشاركين. وأكد 0.6.ما أشار  كما وأظيرت الدراسة أن ىناك نظام جرد وعيدة فعال بوزارة الصحة حسب
٪ من المشاركين اعتبروا أن عممية الشراء 00.7المشاركين أن ىناك لجانًا لوضع المواصفات الفنية. كما وكشفت الدراسة أن 

 والترسية الخاصة بوزراة الصحة واضحة بشكل جيد.  

٪ من المشاركين. و شكل 00.56الصحة يتم بشكل مركزي كما ذكر أظيرت النتائج أن توريد الأجيزة الطبية إلى مخازن وزارة 
٪. كما و تأثر رضا 70.0رضا المشاركين حول تقديم الجيات المانحة لمعمومات متعمقة بالأجيزة الطبية المشتراه ما نسبتو 

الاخرى فروق ذات دلالة  متوسط نتائج المستشفيات و الاماكن المشاركين عن إدارة عمميات التبرع بمكان عمميم حيث ظيرت في
 (. α  =6.650إحصائية عمى مستوى )
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وقدمت تفسيرات واضحة ومقترحات مجدية لسد الثغرات في إدارة  .كانت نتائج المقابلات المتعمقة متوافقة مع البيانات الكمية
والمشاركة المحدودة لمموظفين ونقص  التواصلتم تحديد موضوعات متنوعة لتقديم نظرة عامة قيمة مثل فجوات في  .العمميات

تمت مشاركة تصورات أصحاب المصمحة المختمفة كما ذكر أحد المتحاورين الرئيسيين "عمى الرغم من  .المعمومات عن التبرعات
 الصعوبات التي نواجييا في ادارة تبرعاتنا ، ولكن يمكننا أن نرى أن ىناك تحسينات عمى مدى السنوات الماضية ، ونأمل في

 "التغمب عمى الفجوات الحالية في المستقبل

 :التوصيات

خمصت الدراسة الى انو عمى الرغم من الأداء الجيد لمجيات ذات العلاقة في إدارة التبرعات المتعمقة بالأجيزة الطبية ، حددت 
، وبين وزارة الصحة والجيات الدراسة بعض الفجوات في إدارة عمميات التبرع مثل التواصل غير الفعال بين إدارات وزارة الصحة 

المانحة، ضعف مشاركة وزارة الصحة مع الجيات المانحة أثناء عممية التخطيط وتحديد احتياجات وزارة الصحة. وأخيرًا ، عدم 
 .تقديم معمومات كافية من الجيات المانحة حول التبرعات

عادة تقديم سياسات وزارة الصحة لمتبرع بالأ  جيزة الطبية لممانحين من خلال الاتصالات النشطة. عمى توصي الدراسة بتحديث وا 
المانحين إتباع سياسات التبرع وضمان إشراك وزارة الصحة بشكل فعال في عممية التخطيط الخاصة بالجيات المانحة لمتبرع 

 .بالأجيزة الطبية. وأخيرًا ، عمى الجيات المانحة ضمان تبادل معمومات حول التبرعات مع وزارة الصحة
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