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Countries’ experiences in reforming 
hospital administration structure based 
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Abstract:
In recent years, many reforms have been made on the structure of hospital administration, most 
of which are proposed by Parker–Harding models. Therefore, the purpose of this study is to 
systematically review global relevant experiences in reforming the hospital governance structure 
with emphasis on the Parker–Harding model. Required information was collected using keywords 
autonomization, corporatization, privatization, decentralization, reform, hospital autonomy, governance 
model, and structural reform in databases such as EMBASE, PubMed, Scopus, SID, MagIran, and 
other resources. Information on the subjects under study was collected from 1990 to 2020. The 
content extraction method was used for data extraction and data analysis. Thirty‑nine sources were 
included in the study. Results of searching for relevant evidence on a variety of hospital governance 
models (government, board, corporate, and private) based on the Parker–Harding model in four 
categories including strengths (31), weaknesses (30), outcomes (26), and interventions (21) are 
outlined. In this study, strengths, weaknesses, outcomes, and corrective interventions were presented 
for different models of hospital administration that could be used by healthcare policymakers. Also, 
According to the results of this study, governmental model less recommended.
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Introduction

Hospitals are highly sophisticated, 
bureaucratic, and multidisciplinary 

organizations that make up a significant 
contribution of the health system’s budget.[1] 
In recent years, governments around the 
world had implemented several types of 
structural adjustments to hospitals as part 
of a large reform of the health system.[2] with 
aim to increased efficiency, responsiveness 
to local needs, and health outcomes.[3‑7]

Over the past decades, many Middle And 
Low‑income Countries (LMICs) have built 
their health systems based on government 
funding, and public hospitals, as a major 

part of the health system, spend most of 
funds on annual budgets.[8] Some of the 
major weaknesses of public hospitals 
are listed as technical and professional 
inefficiencies, incomplete coverage of 
low‑income groups, and poor accountability 
to service recipients.[9‑11] The results of 
the studies indicated that the time lapse 
opportunities lead to the improvement of 
the hospital’s performance with the financial 
excess available to the hospital.[12‑15]

Autonomization, corporatization, and 
privatization have been major and significant 
approaches in most countries, all of which 
have been central to marketing, including 
reducing direct government control over 
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public hospitals and enhancing their links to markets 
or incentives.[16‑20] In the World Bank Study, Parker and 
Harding (2003) described different types of hospitals in 
terms of organizational structure and mode of operation 
in one aspect and divided them into four types: (1) budget 
hospitals or government hospitals (lowest independence 
and lowest market relationships): hospitals are often 
run as part of a government and have a centralized 
budget; (2) self‑governing hospitals (board or 
trust model): financial independence of the health 
center (hospital), revenue from services provided, and 
no need for government funding; (3) corporate hospitals: 
delivering a portion or a share of the profits of the 
health center (hospital) to the private sector to attract 
private equity; (4) private hospitals (most independent 
of government and most relevant to the market): assign 
the health center (hospital) to the private sector so that 
there is no longer any dependence on the public or 
public sector.[21]

Given the direct and indirect impact of structural reforms 
on hospitals performance , it is necessary to review the 
these reforms. More importantly, given the limited 
documentation available, researches are becoming 
more necessary. Therefore, the purpose of this study 
is to systematically review global relevant experiences 
in reforming the hospital governance structure with 
emphasis on the Parker–Harding model.

Materials and Methods

This systematic review study was designed and 
conducted in 2020 and utilized a systematic review 
approach based on the book Systematic Review to 
Support Evidence‑Based Medicine.[22]

Search strategy
Required information was collected using relevant 
keywords in EMBASE, PubMed, Scopus, SID, and 
MagIran databases. To identify and cover more articles, 
several reputable journals in this field were also manually 
searched (International Journal of Hospitality Management, 
Journal of Hospitality Marketing and Management, Hospital 
Topics, etc.). The period chosen to search for articles was 
from January 1, 1990, to January 30, 2020. After deleting 
the articles that had a weak relation with the objectives of 
the study and selecting the main articles, the references 
of selected articles were searched again to increase the 
assurance of identifying and reviewing the existing 
articles. Experts in the field of hospital management were 
also contacted. Databases of the European Association 
for Gray Literature Exploitation and the Healthcare 
Management Information Consortium were also 
searched for gray literature. Further, websites (such as 
the WHO, International Hospital Federation, and other 
affiliate websites) and Google search engines were also 

searched.

Inclusion and exclusion criteria
Inclusion criteria for articles and reports include (1) published 
between 1990 and 2020, (2) published in English and 
Persian language, (3) at least one aspect of the structure 
of the hospital administration (government, board [trust], 
corporate, and private) was mentioned,[21‑23] (4) focus study 
on the Harding model of the hospital, and (5) implementation 
of hospital‑level reforms based on the Parker–Harding 
model.

Exclusion criteria included (1) studies in primary 
healthcare and nonhospital studies in general, (2) articles 
published in non‑English and Persian languages, 
and (3) articles not referring to hospital reform and 
restructuring (satisfaction, cost‑effectiveness studies, 
etc., which were not related to the structure).

Assessment of the quality of articles
The quality of the reports of all the articles after 
extraction from the databases using the mentioned 
keywords (MeSH) was assessed by two independent 
assessors using the STROBE checklist. This was selected 
for the assessment of observational studies. checklist 
translation and validation was done in Persian for 
assessment of the articles in this study.[24] This checklist 
has 22 items.[25,26] The checklist item scores are 0, 1, and 
2, according to matching the checklist question criteria 
with the contents of the articles. The minimum score 
for checklists is 0 and the maximum score for checklists 
is 36. Studies were classified in good‑quality (the 
score in the range 25–36), medium‑quality (13–24), 
and poor‑quality (0–12) studies. The disputes between 
the two scholars were resolved in the first instance by 
discussion and in cases that were not resolved; the case 
was referred to a third party.

Data extraction
To extract the data, the data extraction form was first 
designed manually in the Word software environment. 
Initially, the data of five papers were tentatively extracted 
for these forms and the problems in the original form were 
eliminated. Information extracted in this form included 
author/authors, year of publication of the article or report, 
study location, country of study, method and source of 
data collection, overall/key results, and conclusions.

Information analysis
Content analysis was used to analyze the data, which is 
a method for identifying, analyzing, and reporting the 
patterns (themes) contained within the text and was 
widely used in qualitative data analysis. Data were coded 
by two researchers. The steps for analyzing and coding 
the data were as follows: familiarity with the data text, 
identifying and extracting primary codes, identifying 
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themes, reviewing and completing identified themes, 
naming and defining themes, and ensuring the reliability 
of the extracted codes and themes.

Results

Based on an initial search, 20,548 articles were found 
from databases and 635 from other search methods. In 
the duplicate case study, 7291 cases were deleted. 13,060 
articles were reviewed in the title and abstract and 793 
in the full‑text review. Finally, 39 cases were included 
in the study [Figure 1].[3,4,23,27‑58] Reviewed evidence 
includes books and reports (3 cases) and scientific articles 
published in journals (36 cases).

The method of gathering evidence was selected in 
8 (23%) of the studies qualitatively using focused 
group discussions, in‑depth and semi‑structured 
interviews with policymakers, relevant faculty, chiefs, 
and hospital managers on the subject under study. 
28 (77%) of the studies investigated quantitative studies 
using Data Envelopment Analysis (DEA) methods and 
difference‑in‑difference estimation techniques and 
hospital documentation. 

Based on the results of quality reporting assessment of 

included articles, 19 studies were classified as good (the 
score in the range 25–36) and the scores of 9 studies 
were medium.[13‑24] According to the assessment by the 
STROBE checklist, introductions (1.89), titles, abstracts, 
and the result sections (1.82) of the reviewed articles 
received the highest mean score, but the participants’ 
characteristics (0.93) and role of financial suppliers in 
the study assessment received the lowest score.

The results of the search for relevant evidence on a 
variety of hospital governance models (government, 
board [trust], corporate, private) based on the Parker–
Harding model are presented in four categories 
including strengths, weaknesses, outcomes, and 
corrective interventions.

Government model
Initially,  f ive strengths,  17 weaknesses,  f ive 
outcomes, and seven recommendations for corrective 
interventions were extracted from 11 studies . After 
merging and eliminating duplicates, the number 
of strengths, weaknesses, probable outcomes, and 
corrective interventions were redused to 3, 8, 4, and 4, 
respectively [Figure 2].

Figure 1: The process of searching and selecting articles
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Strengths
Among the strengths mentioned for this structure can be 
guaranteed horizontal and vertical equity in providing 
health services to patients. Horizontal justice refers to the 
accessibility of people in need of services, regardless of 
specific criteria, and vertical justice refers to the ability 
to pay patients according to their economic potential. Of 
course, other hospital administration structures based 
on the Parker–Harding model can guarantee fairness 
in service delivery with considerations. The proper 
sustainability of the financial resources is the strength of 
this model, given the reliance on this type of structure 
for government funding and government assistance in 
critical times.[32]

Weaknesses
The most important weaknesses mentioned for this 
structure in the reviewed evidence can be an inefficient 
payment system, an insufficient budget and lack of 
funds, lack of authority, lack of rules and regulations, 
a low commitment of managers and staff, complex and 
time‑consuming decisions process, increased induction 
demand, and inappropriate incentives for service 
providers in these hospitals.[32,34,41,43,50]

Outcome
Consequences of this type of hospital administration 
can be due to low level of hospital performance 
indicators (low bed occupancy rate, low patients 
satisfaction, low efficiency, low responsiveness, and poor 
quality of services).[32,58]

Interventions
To improve the performance of this structure, based on 
the results of the evidence obtained from the studies, it 
is possible to reform the hospital structure, design and 
implement a comprehensive and efficient evaluation 
system, delegate authority, and establish necessary laws 
and regulations.[32,34,43,58]

Board (trust) model
In the final assessment of the reviewed articles, 
11 articles were selected. Initially, the number of 
strengths, weaknesses, outcomes, and corrective 
interventions was 31, 43, 11, and 19, respectively. After 
content‑analysis, these numbers were reduced to 8,12,10, 
and 9 respectively [Figure‑3].

Strengths
Among the strengths that can be considered for this 
structure are the optimal use of financial resources, 
high staff involvement in executives, proper market 
exposure management, patients involvement, increased 
accountability, optimal supply, proper medical 
equipment needed, high authority/and decrease of 
executive‑related problems.[23,43,56,59]

Weaknesses
Among the weaknesses of this type of hospital 
governance structure based on the obtained evidence can 
be the low transparency of this model’s executive style, 
financial problems, the unclear level of power, human 
resources management problems, high implementation 
costs, problems in monitoring programs, coordinating 
board meetings problems, weakening external oversight, 
poor management stability, low authority at strategic 
issues, excessive government interposition in profitable 
hospitals, and the possibility of abuse of power.[23,43,51,56,57,60]

Outcome
Among the positive outcomes of this method of hospital 
management can be improved service quality, creativity, 
innovation, reduced medical errors, patient safety, 
reduced complaints, increased patient satisfaction, 
increased bed occupancy, improved hospital performance 
indicators, and increased efficiency. The negative 
consequences of this type of hospital administration 
structure include low staff satisfaction, long waiting 
times, and reduced justice

Figure 2: Results of the studies of the government model survey
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Interventions
Amendatory interventions found in reviewing the 
kinds of literature to improve the model of hospital 
governance are as follows: adequate budget allocation, 
development of a comprehensive executive style 
for this model, selection of capable and responsible 
board members, motivation change service providers, 
delegating authority to the hospital, considering 
appropriate legal, financial and medical mix for 
board members, developing performance evaluation 
indicators, enhancing manager accountability, and 
enhancing managerial authority over other resources, 
structures, and processes.[3,45,55,56,60]

Corporate model
In the final assessment of the articles reviewed on 
corporate governance structure, 10 articles were selected, 
of which the number of strengths, weaknesses, outcomes, 
and corrective interventions was 36, 11, 10, and 17, 
respectively, after elimination of duplicates and mergers. 
Similar cases and content analysis are presented in 
Figure 4.17, 8, 5, and 7, respectively.

Strengths
Use of specialized committees to solve specialized issues, 
the sequence of regular meetings, board members benefit 
from hospital performance, external evaluation and 
monitoring of hospital performance, make appropriate 
corrective changes as soon as they feel the need to 

change, periodic assessment, professional competence 
of the board of directors, adequate and sufficient 
communication with key stakeholders and clients, 
reduced government involvement, increased patient 
involvement, increased human resource efficiency, 
cost reduction, sufficient attention to stakeholder 
benefits, responsive and responsive to strategic changes, 
high accuracy and transparency of decisions made, 
high competitiveness of services, and quasi‑market 
performance can be considered as positive features of 
this structure.[3,27,29,36,37,46,48,54,61,62]

Weaknesses
Low physicians’ participation in the Board of Directors, 
a dependency of hospital performance improvement on 
the ability and composition of the Board of Directors, 
dependence of hospital benefits on the individual 
interests of the Board of Directors, excessive hospital 
attention to cost‑effective services (low attention to 
essential services). Lack of clear and transparent rules, 
inadequate oversight, and the risk of bankruptcy can be 
considered as weakness of this structure.[3,27,29,37,54]

Outcome
Among the positive effects of this structure are 
increased technical and allocative efficiency, increased 
service quality, increased average bed occupancy, and 
reduced service cost, and the most significant negative 
consequence of this structure can be the increase in 
injustice.[3,29,37,48,54,63]

Interventions
Developing and assessing key hospital performance 
indicators, increasing attention to social functions and 
social responsibility, providing financial autonomy 
infrastructure, addressing legal issues in using this 
model, using result‑based payment, maximizing staff 
participation in purchasing/ownership hospital stakes, 
and attention to support and political support and power 
were among the corrective interventions that should be 
addressed in this structure.[3,48,54,61,62]

Private model
In the final assessment of the articles reviewed on the 
topic of hospital management structure, four articles 
were selected privately. The number of strengths, 
weaknesses, outcomes, and corrective interventions 
was 12, 9, 3, and 4, respectively. After elimination of 
duplicates and merging the similar cases, these numbers 
were reduces to 3, 2, 6, and 1 respectively [Figure 5].

Strengths
Reduced government involvement in hospital 
management, increased patient selection power, and 
cost‑effective care delivery were among the repeated 
strengths of the studies reviewed.[33,35,37,64]

1. Optimal use of financial resources
2. High staff participation in
    executive programs
3. Proper market exposure
    management
4. Increase responsivness
5. Optimal supply of medical
    equipment
6. High authority / independence
    of managers
7. Reduce enforcement issues
8. Turn board members into
    effective clinical leaders

1. Low transparency
2. Financing problems
3. Unclear the level of power and
    composition of the members
4. Problems in the allocation and
    management of human resources 
5. High implementation costs 
6. Problems with monitoring and
    monitoring programs
7. Problems Coordinating Board
    Meetings
8. Weakening of the status of external 
    oversight
9. Low management stability
10. Assigning low authority
      over strategic issues
11. Government over-intervention
      in profitable hospitals
         12.Abuse of power

1. Sufficient budget allocation
2. Develop a comprehensive executive
    style sheet for this model
3. Selection of powerful and responsible
    board members
4. Changing Service Providers Motivation
5. Granting hospital authority
6. right combination of legal, financial,
   and medical for board members
7. Developing performance evaluation
    indicators
8. Strengthen the accountability of
    managers
9. Increase management authority over
    other resources, structures, and
    processes

Positive
1. Creativity and innovation
2. Improving service quality
3. Reduce medical errors and
    improve patient safety
4. Reduce complaints
5. Increased patient satisfaction
6. Increase bed occupancy
7. Improving hospital performance
    indicators
8. Increase efficiency
    Negative
1. Low staff satisfaction
2. Long waiting time
3. Reduce equity

Board
Model

Strengths
Weaknesses

Interventions Outcomes

Figure 3: Results of the studies of the Board model
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Weaknesses
Low access for Poor people and less use of existing 
potentials and equipment as the most important 
weaknesses of this structure were mentioned.[35,37]

Outcomes
Among the positive outcomes of this type of structure 
were increased quality of nonclinical services (high 
hoteling), increased accessibility, high efficiency of the 
hospital, and a decrease in the average length of stay, 
and the negative outcomes studied included increased 
unfairness and decreased technical quality of service[37,65]

Corrective interventions
The use of clinical guides to improve the technical quality 
of services was cited as the most effective intervention to 
improve the quality of services provided.[35,37]

Discussion

Government model
The results of this study showed that public hospitals 
face many weaknesses, the most important of which is 
the traditional budgeting.[32,51,61,66] To solve the problem of 
traditional budgeting of public hospitals, which in most 
studies has been stated as the most important problem 
of public hospital management, hospitals should change 

Figure 4: Results of the corporate model survey studies

Figure 5: Results of the private model survey studies
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the budget according to their circumstances with the 
conditions of the hospital and participation of the 
main stakeholders in the hospital. In the next step, it is 
recommended to eliminate this method of budgeting and 
take steps toward diagnostic‑related groups.

The time‑consuming and complex decision‑making 
process in public hospitals is due to the bureaucratic 
nature of these hospitals. In today’s highly changing 
situation and the changing need of patients and their 
families, this authority should be given to public 
hospitals in the decision‑making process so as not to 
cause problems in the management of the hospital. 
The decision‑making process should be divided into 
small, medium, and large decisions it means that 
when hospital face of small and medium problems, 
the hospital management with the participation of 
related stakholders to make the right decision in the 
shortest possible time, but in the case of large decisions, 
it should be done with the participation of high‑level 
organizations.

In the evidence examined, the researchers concluded that 
public hospitals face reduced efficiency, low‑performance 
indicators such as low bed occupancy, and low patient 
satisfaction, which compares the performance of public 
hospitals with the structure of hospital management 
and the conditions governing public hospitals can be 
attributed.[56,58,67]

Due to their structural nature, public hospitals have 
been able to respond appropriately to horizontal and 
vertical justice among the Parker–Harding models, 
and in comparison with other structures of hospital 
management, it has a positive performance in this field. 
Perhaps, the reason for the proper response of public 
hospitals to the issue of horizontal and vertical justice can 
be attributed to the stewardship duties of governments 
over public health.

Public hospitals are also in the evidence that the results 
of this study were consistent with the evidence examined 
because the reliance on government funding of the 
stability of financial resources is more appropriate than 
other structures of hospital management. This means 
that due to the governmental nature of these hospitals, 
they can compensate for the possible losses incurred 
from admitting patients in the form of budget lines. 
Examining the evidence sought on public hospitals, 
it can be concluded that, based on the evidence, the 
management of public hospitals is not recommended 
in either LMICs. Delegating the necessary authority 
and decentralization in this type of structure, taking 
into account the political, economic, social, and cultural 
conditions of countries, should be on the agenda of 
health system policymakers.

Board of trust model
It is worth mentioning that this model is referred to as 
the trust model in the United Kingdom, where patient 
participation in the decisions of senior hospital managers 
in this model is much higher than the government 
model.[51,57] Among the strengths of this type of hospital 
management structure due to the delegated authority 
over the government structure, we can mention the 
high participation of employees in executive programs, 
proper exposure to the market, high authority, and 
independence of hospital managers, which is the cause 
of all strengths. This type of structure can be attributed 
to the delegation of authority and decentralization to 
the government structure, which is also confirmed by 
the evidence examined.[3,15,30,54,55] Despite the strengths 
presented, in examining the available evidence, the 
most important weaknesses that can be expressed for 
this structure are the low transparency of the executive 
procedures in hospitals, poor management stability, staff 
dissatisfaction, long waiting time, excessive government 
interference, and the possibility of corruption and abuse 
of power.[23,56,57,60,68]

In examining the evidence, one of the most important 
weaknesses of this structure that can make this 
structure of hospital management successful and 
unsuccessful depends on the executive method of this 
structure in hospitals, which means that there is a direct 
relationship between the transparency of regulations and 
responsibilities of directors and the probability of success 
of this structure. Other weaknesses of this structure 
include low management stability and excessive 
government interference in hospitals, which are in a 
good position in terms of efficiency due to this change in 
structure, which may be due to the lack of transparency 
in the executive procedures of this structure.[28,69]

The distinguishing feature of this structure is the high 
participation of patients in this type of structure in the 
decisions of the members of the Board of Trustees of the 
hospital. The results of research in this field showed that 
patient participation in developed countries is better than 
in developing countries. Evidence also showed that the 
United Kingdom can be introduced as a leader in patient 
participation in hospital management in the form of a 
trust model.[44,70]

Corporate model
The third model discussed in this study is the Parker–
Harding company model. These hospitals have the most 
independence and delegation of authority compared 
to government hospitals and the Board of Trustees. 
The most important issue mentioned in the reviewed 
evidence was the implementation of this model of 
corporate hospital management in countries with strong 
legal systems and regulations.[46,48], multidisciplinary 
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team and implementation of this structure on a small 
scale, taking into account the legal rules of companies, 
the more the probability of success of this structure will 
increase.[37,67,71] Among the most important strengths of 
this structure are increasing technical and allocation 
efficiency, increasing the quality of services provided, 
and high competitiveness of services. The strengths 
mentioned in the evidence for this structure can be 
attributed to the decentralization and delegation of 
authority to the multidisciplinary board. Due to its 
nature and the existence of independence in the decisions 
made, this structure can easily respond to changes and 
improve its competitiveness in the service market, 
which is responsive to changes in the environment and 
enhances competitiveness more than public and board 
of trustees hospitals.[3,46,48,63]

The most important weakness of this structure, which has 
been confirmed by a lot of evidence in this study, is the 
excessive attention to cost‑effective services, due to the 
improvement of efficiency. Critics of this structure point 
out that the issue of public health should be considered. 
at the governmental level and also mentioned that the 
view of the health system of each country toward the 
health of the people of that country can determine the 
use of this structure. On the contrary, the proponents of 
using this structure against this criticism believe that it 
is possible to adopt indicators. Performance appraisal 
and strengthening appraisal solved this problem.[48,61]

Another important problem of this structure is the 
possibility of bankruptcy in this structure due to the lack 
of clear and transparent legal laws. This issue is of great 
importance in LMICs compared to developed countries 
and more than the possibility of failure in LMICs due 
to this problem. Unlike developed countries, Another 
problem that this structure is more prevalent in LMICs 
is that, the number of specialized hospital management 
companies is low, and if they have the experience of 
transfer in the form of corporate hospitals in LMICs face 
many possible problems.[36,61,67]

Based on the evidence found, corporate hospitals in 
LMICs do not have the necessary political support 
and power due to the excessive centralization of the 
health system of these countries, and this problem 
should be addressed at the macrolevel of government 
by empowering specialized companies, confidence to 
the private sector, and use the power of this sector in 
services providing along with considering regulatory 
and performance standards.[51,72]

Private model
Based on the evidence examined, the use of this model 
in the view of health system policy makers to the 
health of society and the ability of society to pay for 

health costs. For example, the use of this model is more 
common in the United States due to its capitalist system. 
This model is not recommended in LMICs compared 
to developed countries due to the lack of financial, 
economic, political, and social infrastructure.[73,74] 
Reduction or noninterference of the government in the 
management of the hospital, due to its private nature 
and independence from the government, is one among 
the strengths of this structure. Therefore, increase the 
quality of nonclinical services, high efficiency, and 
decrease the average bed stay are strengths of this type 
of hospitals.[64,75] In contrast to the mentioned strengths 
of this structure, these hospitals have major weaknesses 
such as low access to people in need, increased injustice, 
and reduced technical quality of services based on the 
evidence found, which considers the nature of this 
type of hospital structure. The studied evidence shows 
that private hospitals, considering that the mission of 
establishing these hospitals is to make a profit and benefit 
from providing services to the people, face challenges 
such as justice and also their main criterion for public 
access to money services and material resources that due 
to the characteristics of the health market of this model 
was not able to respond to issues such as justice, but 
these hospitals due to the freedom of action regarding 
the selection of workforce, the choice of best strategies for 
hospital. These have the necessary flexibility in providing 
services and in terms of having an organic organizational 
structure in the face of issues related to the market and 
the environment, and they can have the best performance 
due to the highly variable conditions.[5,37,64,71]

One of the points emphasized in the evidence was the 
intensification of internal and external assessments by 
health system policymakers of this structure, which 
means that the ability of the private sector to improve the 
quality of services provided can be guaranteed. Further, 
the advice given to LMICs in the evidence has been to 
highlight the authority in the health system by taking 
into account professional rules and regulations.[5,13,66]

In summary, if we regard at the five functions of 
hospitals such as decision‑making, facing the market, 
accountability, social function, and financial authority 
for hospitals. As we move from public hospitals to 
private hospitals, the degree of hospital autonomy and 
discretion granted to hospital managers to move on to 
the ever‑changing conditions is increasing by as much 
as we move from public hospitals to current hospitals, 
Their success will be furthered in achieving the goals but 
decision on whether to run a hospital as a board of trust, 
corporate or private structere depends on the prevailing 
view of the country’s health system. However, the 
results of the evidence review showed that few studies 
recommended public hospitals as a proper management 
structure.[41,42,58]



Tabrizi, et al.: Experiences in reforming hospital administration structure 

Journal of Education and Health Promotion | Volume 10 | August 2021 9

Strength and limitations
Although in the present study the results of structured 
studies of hospitals and experiences of different countries 
in this field have been systematically summarized and 
analyzed, comprehensive and useful information has 
been provided to health policymakers and managers. 
However, this study has several limitations, one of which 
is the limited number of articles and resources searched 
in both Persian and English, as articles and reports may 
be published in local languages in different countries. 
Further, in this study, it was not possible to perform a 
meta‑analysis of the results of the studies, due to the 
type of report.

Conclusion

Based on the cases cited in this article, it can be concluded 
that government‑run hospitals are less recommended 
in developing and developed countries. In this study, 
the strengths, weaknesses, outcomes, and interventions 
required of each of the proposed structures were 
comprehensively summarized, analyzed, and reported 
by Perker et al. However, the decision to use these models 
largely depends on the characteristics of the health 
system, economic, social, political, and legal conditions 
of the countries. Dear readers of the article, if you want 
to access the appendixes of the article, you can write to 
this email. mehdiinouri@gmail.com
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