CHAPTER 2

LITERATURE REVIEW

2.1 Introduction

The purpose of this study is to explore a working corporatefframework for

Malaysian public hospital whereby contributions from wmnding can be

accommodated and collaborated in a conducive paﬂne&Zpubiic hospital. This

will provide better healthcare services for the general public especially«forgthe poor and
[

underprivileged. Many theories have been d% concernin w‘qu\ its
contributions to the socio-economic developme C ntr@ round tl@Brld from
ariety, ﬁ;se theories,

ge @gtedly throughout

the literature reviewed. These sub-chapters areh;‘a}syﬂt?q% sia, present hospitals
N\
n%ithcaﬁa ice,l

the past and the present. Although the literature c Eers

2]
<]

£
=
o

in Malaysia, wagf and its role i &3 past and present, social-

based hospitals (wagf-base irhicul ryPhighlights e@ovemance and sustainability

for a corporate waq% ian ho’pita add@ fundamental elements in the
4

management of a v%—based| 4 Thgééa/pter will include an introduction,
&‘ i gro

literature revie% eor T&j‘fé theoretical framework and conclusion.
!
¢ “? 7 S
\
2.2 t kre agd }etic

al&ckground
Ae literature review @clude topics which are relevant to this research and

t X healthcare in Malaysia, wagf, present hospitals in Malaysia, highlights of
@ rnance and sustainability for corporate wagf Malaysian hospital based on
omparative analysis of past and present literature.
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2.2.1 Healthcare in Malaysia

Health is one of the most important aspects of the socio-economic develo?ﬂ’s
of a developing country where human capital plays an important role in th%\ning
of a nation and economic prosperity. Malaysian healthcare began in t years of
1958, and it continues to provide the people in providing good healtthich is easily

accustomed themselves to easily available public healthca

accessible to all races regardless of religious belief and income groups¥Malaysians have
xes \,'hich are highly

subsidized and hope it will continue to benefit the ci s (Onn, Access to

X
of good h hfar&@vices
w (Tabl

healthcare is an important factor in ensuring the provi

for the general public as can be seen from the t
o g

@ﬁaper /Media

ice of the DG of
ealth Malaysia
essential quality health seryices without http://rmkel2.epu.go
financial hardship.” % v.my/ciopapers/1{b8

q 6018¢0741fe39e59¢
N =t A 97¢42d0f35.pdf
February The Malaysian gov& appear ry Y Malaysia Healthcare

Date Highlighted Issues
1 July, Access to Healthcare in Malaygia. h
2019 “Ensuring that everyone, everM n access

2,2020 committed to providi ccess, t lity .A((’ https://www.mbhtc.or
healthcare to eve in Malaysia, which the*~§ - g.my/mhtc/2020/02/
Ministry of Health qovides through nifs g, 02/the-healthcare-
hospitals na ide. system-in-malaysia/
Ei s L &,

(J‘v‘
Table 2.1: Nev@Medl R}s on éoéessibility of Healthcare in Malaysia

Howe Mn ( 01‘5) er}te@ the main challenge is in its ability to
'
continue, @ed by thesteady icéease in Malaysia’s population ageing over time

(with weman s%‘ed $ greater longevity), rising per capita incomes,

>4
ch& isease patterns, and\c@en the cost of providing healthcare is always on the

n believes that the financing burden will gradually shift from a taxation-based
tem of healthcare provided by the public sector to one where the national insurance
scheme will increasingly become important to finance the health needs of the population

provided by both the public and private healthcare sectors.
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Therefore to improve, he concluded from his article is to reduce waiting times,
to find ways to pay better salaries to medical staff in the hospital that corpora
may be the way to go for some segments of the healthcare sector and t%xthen
regulatory role of the government to create an environment that *pture the
efficiencies of competitive healthcare enterprises while deterring “the abuses that
commercial entities may resort to in seeking to maximize OMnn emphasized
accountability, transparency, and an open and fair tender s QY;I be based on the

criteria of experience, knowledge, and managementy, capa ilMieve the

healthcare 'c@
beleagu y t%?ﬁcreasing

public demand for better quality care, as \w angi ogra@;‘s- and disease

a
burdens. Major health reforms were“di cusad within em@involving social

health insurance, a single purchase%both publi

definite was resolved (Ng, 201% et aIQ 201

The Malaysian hospitals Iike or ospitals @d the globe are facing new
imp

effectiveness of the policy and improve the delivery

Concerning the Malaysian public heal

¢ provision but nothing

53

challenges in ensuring Uni access,i Viﬁgﬂe&ity and efficiency and the quality
4 $ &
of life of the public, pepulation l M, Rolgal, & Haniza (2004) deduced that like
other countries,%l ia fi 'r chtf-}lg(ges in meeting the increasing demands
¢

with limited E‘%CS, change megr?phy, increasing consumer expectations, new

technol%

essentialyservices in the healt@s‘tem of the future are information and education of

i%kals to support the wellness paradigm, consultations to maintain health or
rovid

NS
e impact “globa'l&ion and liberalisation and many others. The

e early treatment of illness. There is also a need to restructure the national health
are financing and the health care delivery system. The roles and responsibilities of

MOH also need to be reviewed to cater for these challenges and impending health



reforms. MOH recognises that health planning is a dynamic process and managing
change requires the ability to anticipate challenges and threats and curbing them?ﬂe
they can cause a crisis in the health organisation. \

The problems faced are basically the long waiting times, over M&ptlon and
high price differences between the public and private healthcare sectors. Malaysia’s
universal healthcare system is undergoing a structural reform V these and also
the high price differences between the public and private h Lye'se'tors. According
to Chee-Khoon (2014) the striking points responsible ese owiz that the
state has multiple roles such as funder and provi f public oﬂ h;&ﬁ&care,
regulator; key investor in for-profit health ca withéthe. i eren&/‘g;lﬂicts of
interest; the public sector health care is uan;;ﬁ hued @shortage and
continuing outflow of senior experlen@thus affecting the éﬁty of its care and

its ability to restrain the escalatlon arges in the %rat

g@\or Benign neglect of
N
the public sector is unclear as h%uster haveirenically-argued that private health

care is for the wealthy so t bj cheéan be allocated for the ‘truly

é«g

%

deserving poor’. Resu% two-tiered alt{lc ystem, private care for the rich,
4
and public underfu &ctor
Khoon, 2014) ge
| C'Jo
access to qu l%re 0 he basis d'f nc}d ut that too is too problematic to tackle and
;ako

T ohopely é\
A ereupon, the Mlms@f Finance Malaysia, MOF (2018) has promised to

p%i uality healthcare services and has allocated about RM27 billion for healthcare
néom

Sser pri ged An alternative solution (Chee-

rogreé&’e taxation regime to improve universal

seems t

Q passing: RM2.5 billion for medical supplies, RM1.6 billion for consumable and
dical support items; RM1.4 billion for upgrading and maintaining healthcare

facilities, medical equipment and ambulances.: RM 100 million to upgrade hospitals and
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clinics, including wiring systems; RM50 million for haemodialysis assistance; RM10
million for the treatment of increasing cases of rare diseases and RM30 mil?ﬂr
Healthy Community Empowers the Nation programme to create awarene@non-
communicable diseases and RM50 million for Voluntary Health Insuﬂ&cheme to
enhance the health sector. The rising concern for healthcare service¥l'other public

services calls for alternative source of funding to improve thesg SM without further

increasing the government’s expenditure. '
According to Ambrose, Aslam, & Hanafi (2015), carl constityte a possible
ax
solution to unsustainable federal government debt ancing m o‘ t@deral

government expenditure while the remaining tav ¢ is alo 0 payg;wn debt.
In the past, history has shown how wagf ﬁnw e puiwlic € endin&;n-Muslims

are allowed to participate as founderw and bene

iaries ®(§>mpliance to the

Shari’ah laws. This will be discuss@ection 5 %el ,<\
N,
ro 9

There is certainly a nee ons opappro s in tackling our medical

b

problems. Malaysians nee%\r;su‘tlj e altlfgwhere this country is in the
the great fe dif’fe@ation between public and private
4 2 és/

healthcare services %et al 12 ote. "l% fore, it is essential that other options
are readily available tostacklesthi lern(jQ
o !
5 N
<k NS
2.2.2 % ent Hospitals in M&ysia
Ae present Ministry @alth in Malaysia provides the public with hospitals

OEXC government-owned and privately-owned organizations and these in turn, are
ither

state of “excess deman

Ny

for-profits private organizations and social-based organizations. The figure below

Q)WS a two-tiered healthcare services of public and private in Malaysia. The private
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include for-profit and social-based which consists of three types: non-profit

organization, wagf-based institution and social enterprise (fig. 2.1) (Atan et al.,?

Ministry of Health Malaysia
‘ I !
Public Hospitals and Private Hospital and
Clinics Clinics

Socialtbased
Oriented

|

Non-Profit
Organization
Wagf-based

Institution
Social i

Enterprise

v , ] _\)
Fig 2.1: Structure of Healthcare Providers_in ysia. &)!{oc_e%)m &ﬁn et al.
(201 7 \ &

-for- fit

Profit Oriented ’

woN R

2221 Private Hospitals/Clinics; oﬁtsgind

There are basically two generlc cts of prlvat osplta@he for-profit (FP)

and the not-for-profit (NFP) priv itals @ﬁi f@)roﬁt hospitals are not

investor-owned and they are K alized, gov@d by a board of directors

who give their service Volu ; or do so bec use_@ are part of a religious group.

Though they generall@te on '&16 samg ]Ev as any other for-profit private
hospitals, their m@charl'y (\
ca

The p ﬂn\heal
compleme b Vat?se tor @h constitutes about 35 percent of the overall

aysian uctivity Corporation, 2014).

1ce&)(_pd health care provider in Malaysia is

health ices af 2010) and from that percentage, not all private
he institutions in Malays: solely are based on profit-orientation objective (see
) Non-profit or not-for-profit (NFP) organizations have long provided benefits

O made significant contributions to society. Among the private health care

institutions, some of them can be categorized as a social-based health care institution
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which includes a non-profit organization, wagf-based health care institutions and social
health enterprise. T

The differences between profit and non-profit hospitals lay the gro@k for
a philosophical discussion about the merits and ethics of each approach: are some
of the key distinctions between profit and non-profit hospitals (NFP).

NFP hospitals are viewed as charities, do not pay fedgral ineome or state and
mm

local property taxes and because of their charitable purpos 'nity focus, they
are usually affiliated with a particular religious belief. for M, they are

[
owned either by investors or the shareholders of a icly traded dan \d are

%' mes\,g;d fewer

Ny .
sv\'ve er-i populations
(Meador, 2014). One other notable @ in NF FP®<§pitals is that FP

hospitals allocate more resources t%ertising E %rk i,u%"However, both these

N
two types of hospitals bear the% i 'r@od healthcare to patients

and there should be no diffe ce\the ity and m@ment of'a hospital regardless

of their status. Their %1 only i ‘r;t' to@ management, staff and to the
community it serv&that thely
resources. Pati&

a w the hospital operates and allocates
the ,' can ld only expect the best of health and
:ﬂ? ’ C’)

medical car %
&
ngst the 0 elem&s for a NFP hospitals are its mission (Murphy,

201 e governance (Gl@ 2002; Jamali, Hallal, & Abdallah, 2010) and

usually located in communities with less

uninsured patients. While the NFP howev

s%kbility (Murphy, 2010; Valentine, 2014; Weerawardena et al., 2010).
b 2 Present Social-based Hospitals
The not-for-profit hospitals such as the Tung Shin Hospital and the Lam Wah

Ee Hospital were founded early in the history of the Chinese community, tracing their
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beginnings to the late nineteenth century. Lam Wah Ee Hospital and Tung Shin Hospital
began from the year 1876 and 1881 (Chee & Barraclough, 2007), and still fun

provide good healthcare to the public to this day. While Lam Wah E@al is
financed by direct donations from the public and rents collected frd&umber of
properties which were donated by philanthropists or purchasedw Board of
Directors and put under the trust of this charitable orga 'szW“Lam Wah Ee
Hospital,” 2018). Tung Shin Hospital was founded by Y Serg and is a non-

profit community hospital established in 1881. Tung S a non-prefitforganization
®

and is dependent on the generosity of the public @alay a rlfm&ﬁa'l' ung
h sp&ﬂ give\tr?;tment to

Shin Hospital, 2018). Tung Shin Hospital is i \
the poor from their charity mobile clinic fJCITe arrac@g,.2007). The
Penang Adventist Hospital which w\%oy Seven

ay @entist Christians,
started before the Second World %whih%ﬁth im and Mount Miriam
e

N\
Hospital were established by missionatiess in @ost—war period. Recent

1

growth in the number of n -%hos’i S dete @‘ted since the increase of for-
tac , 2

profit hospitals (Che%

2014), as can be W theF

252

0 7;l sian Productivity Corporation,

2013 2014 2015 2016 2017

Fig 2.2: Number of public and private hospitals in Malaysia from 2013 to 2017.
Sourced from Statista (2019).
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Social entrepreneurs are those who try to create a better society by changing the
way things work, creating and transforming ideas or programmes that can help iw
the social living conditions of focused groups. It combines the passior%\ocial
mission with an image of business-like discipline, innovation, anf&’mination
commonly associated with high-technology pioneers (Dees, 1998). -governmental
organisations generally have the same target groups and conc%. cial enterprises,

but their objectives and visions generally differ.

community. Social enterprises generally run a busi loys commercial

tpro%ﬁ?o. their cause,
so their programmes become self-su& n @hnations that are
solicited from the public or their ow%nber @X%m%e
Q

I,n:\ght 2019). Some data
has been retrieved from 11tera ws regard gqsoc1@ased hospitals and these

were then tabulated in a co r1 ta 1 2.2) . The table shows amongst

others, the hospitals’ t ele ;rﬁnlﬂmb'criteria consisting of mission,
sustainability, goverfiance an enera G.n)
Br1eﬂy, aris hc% eria of present social-based hospitals

(Table 2.2) \hbul da Ve (_}% the similarities and differences in the
manage :d st f ths@ social-based hospitals, particularly those in

Sel oty The table shows the @lon is basically either for non-profit or for corporate

3

sp0n51b1hty Their sustainability and governance are two important elements

oviding proper management, longevity and stability of these organizations.
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Name of
Hospital
s
1.
Assunta
Hospital
(ASSIS,
2018)

2.
Wakaf
An-Nur
Clinics

(Saad et
al., <

Social-
based
Status
Social
Enterprise

Founders

A group of
missionarie
s from the
Franciscan
Missionari
es of Mary
(FMM) in
1954.

O
ratc

hichh \j
involv

the traﬁ‘f:?
of 12.35
million-
unit shares
to
Kumpulan
Wagqaf An-
Nur Bhd as
trustee

Mission

A not-for-profit
establishment,
social
entrepreneurshi

p.

|

&)
t—fogi’re}‘n,
rto ovide

Klrth’care and
é&sis

rvices to the

less fortune

{ segment of the
society

27

26

Sustaina-
bility

70%
reinvested
for further
expansion of
the hospital,
investment
in new
equipment
and
technology,
renovation

1cal aid,
ed on

~ criteria set
"by the Social

Welfare
committee.

Nominal
charge of
RMS5 with
medicines,
dialysis
treatment at
a subsidized
price of
RM90

Gover-
nance

The
manageme

nt
compris
ofaB

of 28
Dire :

Board of
Directors
of Jcorp
WanCorp
as ‘Maukuf
Alaih’ or
the
manager of
the
26ndowme
nt.

ti
I
3
v

Revenue

Genera-

dh_',
e

Minimum
payment
of RM5
with
medicines
, RM90
for
dialysis



(Jeorp,

2007).
Ny
3. Tung | Non-profit Was Committed to Provide free | Boa Free to
Shin Institution founded in | provide high medical Dire% the poor
Hospital 1881 by quality and services and needy
(“Tung Kapitan affordable and/or V
Shin Cina Yap healthcare affordable ‘
Hospital, Kwan services to medicalgcare 2
”2018) Seng. enrich lives and | to the n ; '
improve health

L
o R 1N\

® Tow
4. Kasih | Waqf Dr Mohd Social -based oard D'S'GQ‘mte
Special- Zaqrul entrepreneurshi itutions, ire ' % ts
ist Razmal p nations 2 i)

\%gular

Centre, Mohd
Cyber- Podzi oy \ ,patients
jaya 3 - Y. and Free
N 1 for poor.
\:' D, o)

b

5. Corporate President  PrivateWy  + Priv,  Bodrdof  Free
Avisena | Social & Chief ospital “ al wit "k'“rustees

Special-  Responsibili = Executive 4 - SR, SNy

ist ty (CSR) Officer is > [, yasan (-)

Hospital Dato Dxﬂ

PAYise %
Omar, N\ i.provi l§fiee
the hospital¥ med\é
beg% , ?sge twice
6. L ]

) 4 q S
, 4 pj g &
Table 2.2: A Comparison T M Crit f Present Social-based Hospitals

2.2.23 nt aqf- Ho s
4
Al rough wa ontr.é.llions worldwide has exhibited their diverse
iview ({f the di eren%%\in the amount of their endowments and practised
N

%

y, charitable giving activities has indicated an increase in total contribution
rldwide. According to World Giving Index 2018, the philanthropic behaviour
specifically in donating money, volunteering and helping strangers are found to be

increasing. Malaysia however, is ranked at 13 scoring with 51% (Charities Aid
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Foundation, 2018). However, in terms of donating money, Malaysia is placed at 42 with
59% score. It is found that the level of giving is still low with the trends of‘wg
among Muslims in Malaysia who are focused more on giving to WO@JCCS,
charity homes and the poor (Awang, Muhammad, Borhan, & M d, 2015).
Regarding corporate philanthropy, they are noticed to be usually diffuw unfocused
(Michael E. Porter & Holes, 2002). V

The Deputy Prime Minister, Dr. Wan Azizah urge matl'ves to establish
the wagf adhered to the Islamic principles and values o has siwmpetitive

‘X
spirit in doing good and welfare (Bernama, 2018¢ould be¢ ad take&ﬁ;fo the
m

present government as according to Cizakea (1

rods sen&i&g such as

cost,@qt:oever to the
e pr@{ﬁ' times.

health, education, municipal, etc., were provided in his

government and therefore can signiﬁcwamulated 1

An example is wagfin Turk icular ,\it?as ;(s%n that contrary to the
N

d pment, wagqf in Turkey

suggestions that Islamic instituti hibit’1 econ

proves how religious instituqimn b’
development of the %/ There
4

responsible of th@o trili \\(0 waqga.ut this study wishes to focus on one
tor, Vieh
@

luti(@ the challenges of economic
are aﬁy\%sonalities in Turkey who are
is th ‘%ﬁnder of the Vehbi Ko¢ Foundation, and

amazing contri bi

’ (
is considere wne the in&rcticﬁats of the post Ottoman foundation sector in
ék NS

Turkey.%

en in the new Turki K%Upublic who founded the earliest the vakif foundation

oc was_f to b&e key advocate and one of the first successful
bus
1 XWhich eventually was named The Vehbi Ko¢ Foundation governed by a board

& irectors (Ko¢ Holding A.S, 2021; Vehbi Ko¢ Vakfi, 2013) and focused on three
a

in areas; education, health and culture, which are among the basic requirements of
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life for a modern and developing Turkey and has been a model for philanthropists since
its establishment (Bikmen, 2008; Cizacka, 2013; Cizakca, 1998; Zencirci, 2015?

The foundation also focused particularly in the area of healthcar% they
established such as the Semahat Arsel Nursing Education and &h Center
(SANERC) founded in 1992, VKV American Hospital (1995), Kog Wsity School
of Nursing (1999), Kog¢ University School of Medicine (2010 Mniversity Health
Sciences Campus and Med American Ambulatory Care & € Cellter (Vehbi Kog

Vakfi, 2015).

Ly
5) reporte a‘ \@ Kog

reoKélt expand the VKV

rds v&; healthcare
Wh@%ntribuﬁng to the

On their official webpage Vehbi Koc Vakfi
Foundation has invested more than 200 millio
American Hospital to provide the highest

personnel, medical technologies and le tive syst

development of Turkey’s healthc stem. \a%o @\ts of Kog¢ University

N,
Hospital which became oper% Selgemb Olégja research and training
hospital. As 0of 2016, the ho% inT#p@to 404 single inpatient rooms
and 73 intensive care % adult an,

d 11
g b
and 14 Interventio Wns,
ﬁ%y

000 ations have been performed. It also
has a Health S Ca

bab@ric). With 13 Operating Rooms

-z

ch s over an area of 220.000 metre square
¢ { C.)
includes the_school of medici tﬂ% s@}ool of nursing, research laboratories and the

NS
Advanc eaming Centr ‘I he H@'th Sciences Campus aims to contribute to the

crezﬂ'@ qualified human ca,@"m the healthcare sector with its innovative approach
a

&mic team at North American standards.
Q Besides VKV in Turkey, another remarkable contributor to wagf worth
entioning in this era, is the Hamdard Corporation in India, Pakistan and Bangladesh.

According to Abdel Mohsin (2015) , Hamdard was the brainchild of an eminent Unani
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Practitioner who owned a small clinic in a small hometown village to help the poor
neighbouring villagers. In 1922, after the father passed away, his two sons ]?Hh
Abdul Hameed and Hakeem Hafiz Muhammad Said took over the admini@

After the partition which created the three sovereign states of India; stan and

Bangladesh, the institution of wagf remained under one founder. The eldest son stayed

nw to Bangladesh

at & Naeem (2014)

ilst ( a.gdt\lda.il (2015)
Y.

informed 100% of their profits are contribute(%mdard at a}' F@ation
v

(HNF), which distributes the funds for charit % dar@{itutions.

jeediaébg;ital in 1985
nti@‘above, built on a

dul Hameed Centenary

in India, the second son went to Pakistan and the grands

propagating Hamdard Foundation concept in these count

recorded that Hamdard Laboratories contributes 85%,

Jamia Hamdard (2017) documented the inadguration o

on its official webpage, which is one wanstitution

sprawling complex of Hamdard Na disa m\e'ngo

Majeedia Hospital was %
Hospital (HAH Centenary % \E a newly established medical
Institute named Hamd% te of Medi ‘l.éc@es of Research (HIMSR). HAH

Centenary Hospit s 650 lt
disciplines withgbloo nk\?

services in r%nedic e. H at’& @e m (2014) and Jamia Hamdard (2017) both
% .

bedéQurrently housing all broad clinical

i)ital @(atory services. It provides consultancy

NS
s thesRufaida School of Nursing, which was established

Hakeem Abdul aﬂ%éd and has since become a full-fledged Faculty of

Rwith an efficiency-oriented architectural planning of its various Departments
G aculties. The wards, operation theatres, examining rooms, laboratories and so on
adiate across concentric corridors from central control units on each of its three floors.
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The Hamdard Laboratories (Wagqf) Bangladesh(N. A. Khan & Jareen, 2015), had one
of the largest waqf which included several social development enterprisesw
consists besides universities, pharmaceutical drugs, laboratories for scientd(ﬁxc]rch,
200 free health centres and hospital. From the website of Hamdard Fo ion (2018),
it was reported that in 1947, Pakistan was founded and Hakeem Moh@mmed Said, at

the age of 28 migrated to Pakistan to established Hamdard P iw Karachi which

tstof Hamdard Pakistan

imila nwlding and

'Y
philanthropic fields. Hamdard Foundation Pakistan ated t0 m e’th&k\)ﬂmds.

Hamdard Foundation also supports Hamda\v ers{ ital (@ Medical
treatm T

Complex) which is a teaching hospital provw to patients a@bsidized rates

and this in turn serves as training to { delzagraduates dua@‘nd postgraduates

medical students. Under the new h%rogram\‘li%e ient Scheme” in Karachi
N

at mid of 2017, they now provi eatment fagilities e poor and patients from

he later converted Hamdard into a wagf. In 1985 the entire

were used in the development of health, education, an

low-income. L %
The late Hakin%x:ed Said sta ele@ard Free Mobile Dispensaries in

4 $ &
1963 with a singl %k: tolp \d{ ree gd«lcal treatment to the poor & needy
patients in remoé of i amd@éﬁf oundation Pakistan gradually expanded
¢
h c

ilanthropi t&itwi Hamdard Free Mobile Dispensaries which

and enhanced this
N\
are trea e thah. 5000000 poer & needy patients, annually in 11 major cities

L

including Karachi, Lahore, H@bad, Faisalabad, Rawalpindi, Peshawar, Sargodha,

X Sukkur, Quetta and Azad Kashmir. Presently, the Hamdard Foundation
akistan which is governed by it Majlis-e-Nozuma or a board of directors
amdard.com, 2021), has a fleet of 20 equipped vehicles with Hamdard’s medicines

with experienced doctors and pharmacists’ dispensers. They also provide free



consultancy and medicines through this programme and seriously ill patients will be
referred to Hamdard University Hospital (Taj Medical Complex), under th
Patient Scheme” programme. Unfortunately, these hospitals lacked studies@\hem.
Most of the data collected about Hamdard were from their webpages dﬂkﬂd article
journals regarding them were lacking. Y~

The circumstances in a country like Malaysia, the OCNeterogeneity of
multiracial, multi religions and multi ethnicity could poss Ye-a '\indrance in the

collaboration of an Islamic entity like wagf with a public G ewealthcare
y in Malaysi ,i’is_{%efore
CK eth@ exhibit a

i c&ﬁfura cietia@gr. when there
is a dire need, unity prevails. \) O<<

Aljuneid (2017) clearly explai i ac\’cgtu ,aé\d'social boundaries in
"': y N

Malaysia when addressing the

service. In the endeavour to have wagf contribute effeet

necessary to mention that Malaysia’s spirit of

positive attitude despite their differences e

int me country. Malaysians

exhibit a positive attitude \9 iffe @adopt a mind-set of broad-

mindedness when cal @-related difficulties. Therefore,
4
humanitarian need yi ermit‘ll{ﬁtnershigﬁhecessity where good healthcare and

their services aw t de
%af -

o |
2.2.2.3.1 r ogpi@ linics
e%'in Malaysi fmo@.\e wagf-based health care institutions established
are Apital and clinics of An-Nur (Norizah Mohamed@ Daud & Asmak Ab
\, 2015) which is a collaboration with Waqaf An-Nur Corporation Berhad and
Healthcare Berhad, and USIM Medical Specialist Clinic with the collaboration of
ajlis Agama Negeri Sembilan (MAINS). It was established on February, 2013. Both

health care institutions were administrated by an appointed corporate entity to manage
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the operation of health care institution. The establishment of both institutions has
received full cooperation and approval from each Religious Council of the Stat i
etal., 2018; Wan Ismail et al., 2019). q

For the health care institution under Johor Corporation, it has to'ﬂNeveloped
21 units of Klinik Waqgaf An-Nur (KWAN) nationwide and a Hospit aqaf An-Nur

(HWAN) in Pasir Gudang, Johor. The Waqaf An-Nur Nn Berhad was
established by Johor Corporation Berhad and was officiall %i' 1998. Through
this mechanism, part of the benefits received by the Johes Corpdrati Ilad in the
form of annual dividends from its investee compa are alloca f}r _y@g-and
distributed for social and religious activities (J oration d, Z@ﬁ

It was reported from their annual rep@st that(W. ,20 1@1&2 WANCorp
contributes 14% of the total receive@? care AN@ KWAN) which
amounts approximately to RM274,%om the \N: 0

N
h9 are poor or%(?)led. A periodical article

by Bank Muamalat (2012) reported'the , mulated total assets of WANCorp to be RM
a

17@1@ of RM274,400 and

approximately RM 74,400 to i

£

538m. Hashim (2012),1 d thatfalto thEr@ANCorp operated 17 clinics in
s $ &

Malaysia, which h erd r-]o \lan 00,0 ﬁ.patients with a small charge of RM 5

per patient that &he doetor> 'e and(l‘-%dicines (Allah Pitchay et al., 2018).

¢
The % report of h(; Céygration (2018) also reported that since its

NS

launch, % orporati to developed a total of 28 Waqaf An-Nur Clinics

(K\@hroughout Malaysi@’one Wagaf An-Nur Hospital in Pasir Gudang, Johor.

\n of clinics owns a total of 68 dialysis machines as of 2018 (as compared to 64
nits in 2014) and has treated 350 kidney patients at a minimum charge of RM90.

utpatients from the clinic consists of all levels of the multiracial public and they are



charged with a minimum fee of RM5. As of 315 December 2018, KWAN clinics had
treated 1.75 million patients, including 154,282 non-Muslim patients. T

The Wakaf An-Nur Clinics have indeed contributed tremendousl%Xients
who are needy in Malaysia (Mohamed@ Daud & Ab Rahman, 2015).‘*1 services
include a nominal fee of RM5 for basic consultation and medi(WTable 2.3).

Treatment for dialysis is subsidized and charged at apprqxima\,y RM70-RM90

(Kauthar et al., n.d.). b '
] »

TYPES OF TREATMENTS RATES
OUTPATIENT RMS (not inclusive of procedural charges)
WARDED PATIENTS For those with salary than sl) 10/d

For those w1thw re th% RM1500:

RMS50/day

u\ LY.
ACCIDENT & EMERGENCY RMS (procedural charges not included)
DIALYSIS RM90 essfon X 13 ses Wper 1‘.1
a S [
MOBILE CLINIC RM5
Table 2.3: Rate of Charges f Moha (t@ DQ Ab Rahman, 2015)
However, there have b rej e pa[@ts that some of the clinical

services were not ava€bli inythe clinics o adde@osts (Abdul Rahman & Ahmad,
2013; Mohamed@ ud & Ab 2015(§{1ch include blood tests, antibiotics,

certain selecte\ anédj}@t er health services. Amongst other

shortcommgs%‘l jre th ofatl r??f these hospitals which were inconvenient,

the sca a d or a comprehenswe health service, as most other

lab(@te ts had to be taken Where

the studies on wagf- based hospltals in the past and present were not only scarce
ack

ing. Studies to show connections between the past wagf-based hospitals to the

b
esent wagqgf-based hospitals indicated research gaps. Furthermore, for some of the
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present wagqf-based hospitals, there were issues and arguments regarding the

sustainability, the size and location etc. YV
22.3 Waqf (,}

The specific conditions of wagf are different for Muslims in m&rts of the
world, in different eras and in the diversified school of thoughts. NWeless, since

during the 19" century, the fundamentals of wagf have shown omnsistencies. The
cz

law which states that the owner of a property had to ma rati(]n orally, is also
allowed but documentation is preferred (Kuran, 2001). eci caw provided
®

by the solicitors, and this will hold the propert a er: elbe@ is a
fo% i wl@;re wagqif
act), aéSw:mquf ‘alaih

re t]@‘bntract of wagqf'is

prerequisite element. The pillars of wagf compsi

(the donor/founder), mauquf (corpus or pro% ]

(beneficiaries). All the principles mu st;)d clearly

considered valid. The Mutawalli is@jrustee/mxe;hygo

Rashid, 2015). It is a privilegemwa res gnsibi ityuand dccountable to not only the

donor/wagf but holds a sacﬁ%unt]b'
The beneficiaries fI‘Ol\‘%l titutions ar r:‘o{ Gsb’limited to the Muslim poor and
N

&
needy recipients,wossej:}' and éganomic background of the receiver as
has been docum% om a-hg Atattj(fohari, 2017).

¢ ) o R

i h{%ust assets (Hassan &
N

y Alla% T (Nahar & Yaacob, 2011).

[ 1 1

| 1
| T |

<
V Fig 2.3: Wagqf’s Categorization in Islamic Jurisprudence (Ahmad, 2015)

1 Sahih al-Bukhari 2737



The Figure (2.3) displays in brief, the many prerequisites of wagf. These
elements categorized them on five aspects which are the duration/timing of pe w
and temporary, legitimacy of legal and illegal, beneficiaries/receivers of p% mily
or mushtarak (both), usage of wagf goods which can be intifa’ (timeshaﬂ%d benefit
(profitable), and the type of tangible object of wagf which carWnoveable or
immoveable like a building (Ahmad, 2015).

Wagqf plays an important role as a socio-economic rlctor,l Cizakca (1998)

wrote, as it is an important Islamic institution by lm.?,\@ions and
@

ed t&@?u;lic
isto%zz no cost

whatsoever to the government resulting in @wed t deﬁﬁlis could be

the solution to the under-supply of pwals in the m \@‘d of conventional

economies. According to Saduman sun gln t@@ttoman era, the cash
and used as financial aid to

wagqf fund complements the za%mc ti %

the poor and needy, bes1 1 ing evelopm public infrastructures. The

wagf system can be th goal oﬁl‘;fjnéd@conomlst as a massive reduction

in government ex p re wh sult ductlon in budget deficit.

&

2.2.3.1 @an ity A j;lm O
Ah% e cou}g ('fslam especially towards the poor and

unde d In en rlng thaR'fhese groups are taken care of, zakat is made

goods such as health, education, municipal, e

he)

co%so and obligatory up\l predetermined groups of Muslims, while wagf is a

s endowment with specific requirements and sadagah, a voluntary almsgiving.

OOugh wagf is one of the potential tools to encourage the economic and social
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development of the society, the contributions from wagqf have not been fully utilised
(Ambrose et al., 2015; Bank Negara Malaysia BNM, 2014; Rashid, 2012).

Wagqf can be defined as the holding of certain physical assets and rétaining it so
that the benefits continuously flow to a specified group of beneﬁciariesﬂ%ing to the
trustees. The dominant feature of wagfis perpetuity, and typically wagfiassets are in the
form of real estate. These two fundamentals of permanence a Mlity and with its
own legal framework and set of regulations provide manag %ﬂ’ the confines of
Shari’ah (Alam, Shahriar et al, 2018). )

The purposes of wagf, however, are not confi one’s/pos ty’ h& 'Yg'the
poor and the needy and spending on the Qur’a osq% ex@' to cover
schools, students, libraries, orphanages, attéading, to cl‘s?ﬂdre . arria%?e;atriation of
strangers to their homeland, building %digging We]@‘aring for animals,
protection of environment and mor%r actiw%ﬁl% 9®tial development and
solidarity (Elasrag, 2017). Wagéyedg mul wetzo \e in the socio-economic

ny Islami ﬁlntries in the past (Cizakea,

development of the Muslir%h 1
1998; Frenkel, 2009; l% 3; M. # QO@'Orbay, 2013). In explaining this
elo

[¢]

$ &,
role mentioned ab we Figr . gM-Ahmad, 2014), shows the durable
mechanism of v{&pub i ' W@mnsists of the rental of wagf properties
¢
and its inco (%ufru t spﬁ n{he@j?ainability of other wagqf projects.
&' N\

s

a
w»n

spital;
o nospitals, or

1. Utility
1 Itself ;
ER—— Maintenance &
e £ Support
(Sustainability)

Fig 2.4: The Mechanism of Wagqf (Al-Ahmad, 2014)
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2.

During the Ottoman period, Habts (as they were referred to in North Africa) or
wagqf, played an important role in the urban and municipal management
properties donated were managed by trustees or Mutawallis (Hamouche@ The
collected incomes received were spent for the provisions of municipal (potable

water, streets pavements, city-wall) and public utilities (educatio Rhealth social

welfare, worship). These services were given to the public for f;ﬁ Wln the medieval

period not only was a dynamic contribution to the devel ntyand ladvancement of
Muslim societies (Chapra, 2008) but it supplied a vast a of's c1a es such as
education, health, science laboratories, the constructi d mainten ebfﬁ‘g;es
orphanages, lodging for students, teachers an r 3 Wellil%ads and
hospitals (Raimi et al., 2014). !:\

While wagf played a major row ocio-eco n@%ast especially in
the Golden Islamic era of 8- 14th he areas %at @alth and other public
services but in other contempor ms these s€rvices l@een the principle or sole

responsibility of the state. Q

X 7S

3\ Board of o
< Donor Eng, Directors Beneficiary
3 Investor W‘ (Trustees) //./-'
S -
S ~ Qard
Q .
g > Donor __Endowment Inco;Vp(;?lted _ul_y Beneficiary
S Investor a Hasan
i
i Wakalah -
Donor we(\‘ i Beneficiary
Investor ?}\60 ‘l
J v
. Business support
Wakil
Pr. n? ; " and Know-how
omoters ljarah al’ Amal
Wagqf
Subsidiary

Fig 2.5: Enterprise Wagqf Fund Model. Sourced from Alias ( 2015).
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The rapid development of waqf in Malaysia has reached great lengths in these
recent years. There are many models wherein wagf is used such as in edlv,
religious purposes, philanthropy and others. The rise of corporate wagf @cent
years provides a new dimension of wagf practices. Venture philanthro ias, 2015)
is an example and it is a wagf mechanism in an enterprise wagqf funWel (fig. 2.5)
which is illustrated above. V

The following below, are structures of the other ms uch as those in

education (Fig 2.6), a corporate banking model (Fig 2.7 inp 'Vw

as the Jcorp corporate model (Fig 2.8). They show ho y diffet an eit sithildrities

are such

in their structural elements. v 4 \/2
7 .+
v Small scale Charnty (Poor and
Cash & e-Wsaf — MAINS Needy Students)
4z
=2 ) g
E Ministry of [ g
Medium scale = Finance; Ministry Rentals; Fees I
Cuntiicain of Higher (Income)
Education
')
v
Management
§ (Maintenance,
Large scale WAKALAH Mansagenal
Sukuk USIM (Nezi) |« 5 Expenses &
1 ? Future
AL-ISTISNA’ % Development)
Contractor — </

v V‘
Fig 2.6: The Qlcture of Corporate Wagqf University Model

%\ Sourced from Alias (2015)
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Fund Accumulation Management Distribution

1l L
N Perbadanan Wakaf
| Ma%m E;ojmad \ Selangor (PWS) 25% for PWS's activities

Jawatankuasa
Individuals ol Peng - Educati
- Bersama g
(JPB)
A
» Heaith
Institutions -
- Investment Return on
- Investment
76% for aciivities determined by JPS—"—]

Muamalat Invest
Sdn Bhd, (tvestment Managef=—"
(MISB)

\4 ™
Fig 2.7: Structure of Banking an%wcial t'Ltu Mo@il. ourced from
; O

Islamic Wagqf Bank models \%iscussed\\%%e @ 1% CE about how the

wagqf bank can play signiﬁcant%at'
the Islamic Banks conferred%’ ﬂlcaI e in'cash @ such as Bank Muamalat with
the cash wagf scheme as in L lla r‘g iz)vﬁb'lth Perbadanan Wakaf Selangor
(PWS) (SelangoMQflorpofa ; May%l( Islamic with the Federal Territory
Islamic (Abdul%iz t al.

Cvd o

framework cture o Jaq(;a)nks in 2020 (Gabil, Bensaid, Tayachi, &
S
Jamald ) 4 2 ?

py

(Yusof, Ab Aziz, & Ramli, 2014). Later,

—*
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o State Islamic
— JCORP Religious Council

4

he |

70%

A

RM13 mil
~ JLB » K“v:’::‘i("i“n’f‘,f::;"  eggpn] MuftiD epartment

AM142 mil 259

= PLC — va Clinics

——— Mosques

RM45 mil
L KPJeH —

P Islamic Institutions

=l

RM200 mil (NAV) transferred to WAQAF on
3" August2008

Fig 2.8: Structure of Wagf-ba PXate a
Sourced fr lias (2015

However, a model has yet been to des%

healthcare where this could alséybe co(rie% i

9 %
government public service. <Q
{ 'O
2.2.3.2 Wagf-based Hospitals'i lfast@%“‘-l&" CE)

O

The histo@pp@f wa@s been recorded in innumerous journal
N

articles and b Malt servic b@aq_%—éarly as during the Prophet’s SAW era and

o

’ 4
has conti erve the public in‘giving free healthcare to the general public and
4
especi e poor and dgstitu?'up until the present. Health services began in a
| § N
mobile mtlitary tent where Ruhydah was the first female nurse to take care of wounded

%s during the Ghazwah Khandaq (Battle of the Ditch) (al- Bukhari, 1375; Ibn

Qﬁq, 2004; Jaljuji, 1965), an Islamic Medical Heritage and it began as early as during

the Prophet’s SAW era.
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The first Muslim hospital which was a specialized leprosarium—an asylum for
lepers— was constructed in the early eighth century (88H) in DamascusWr
Umayyad Caliph Walid ibn ‘Abd al-Malik (Abouleish, 1979; Aydin Sayili,(% avid
W. Tschanz, 2017). During this medieval era of 8"-14thCE, the wagf* hospitals
were successful in their endeavor to serve the public. These wagf-based healthcare

services showed the earliest stage to integration between the ic culture and
itution.

Ibn Jubayr, the Andalusian historian (MEDOC, 1) a w‘ah (Circa
of wagf dui g‘h&@YaTAs
ad vefit to L@éalthcare
the d:ime\f the%&gsids (1258

CE/655H), hospitals were founded an@d by the . Al @f‘mun (832H) built

several hospitals which specialize%e ﬁelgﬁ &n l)q) gy, leprosy, mental
% \

most of t majo@ies were from his large

civilization which has resulted in a dynamic and organize

756H) (H. Ahmed, 2004) reported innumerable objecti

early as the middle of the 2" century of Hijra

Empire. He also investedigmqf [ S the @rational expenses of these
d Itural 1

institutions. These wa%
buildings. The w;z@also
medicines andp% log¥s

—

1vidu &ﬁred to encourage patients to recover, for

|
¢
abused wiv %they econ ecfwi&jt?eir husbands, and there were also wagf for
ak NS
earch’” imal=Care. Khan (2014) added that the revenue of

Veterina%

end t (wagqf) would ev@ay for the maintenance and running costs of the

h X, and even upon discharge sometimes a small stipend to the patient.

Q Islamic Civilization according to Modanlou (2015), steered in the Golden Age
f1

slam with amazing accomplishments in humanistic sciences including medicine by

many physicians/authors whose knowledge were recorded, written and used for
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centuries in the incessantly expanding medical schools in Europe. The medical texts
written during the Golden Age of Islamic Medicine were recorded in an orgam
systematic fashion where there were sections, chapters about the clinical ¢

diseases and medical care of children showed its high standards. Thefku Islamic
era of the 8"-14" CE brought about the development of Islamic medic%:pitals which
became the pinnacle of Islamic civilization and where the humanitarian features of wagf
was integrated with the best available medical knowledge %

S:'ylh 2006). The

Islamic hospitals has been called as a practical example ofisocial s 11 ere Islam

is not just rituals but a relationship with others W@lmum es a}o@ppor‘c
and caring for others. The word ‘bimaristan’ is T an or1 @ hospital,
i ca

Y

with ‘bimar’ meaning disease and ‘stan’ m tﬁn or'place; h@e, the location

or place of disease ({sa, 1981). O<<

The following hospitals cho%r this lit\fUSETGV @lll give examples and
clarify their criteria. The hlstor%base(gi hospital mod@c? chosen as exemplary are

Ahmad ibn Tulun Hospital Tm ista di (8t ), Bimaristan AI-Nari (121
3th 5

CE) and Mansirmn H airo se wagqf-based hospitals were

meticulously plann u1ld1ni§ﬂr magdment of these hospitals included in
determining th é thei gf-based hospitals that would provide
optimum he Cc d1t1 s fo aténtej?d they were preferably built on hills or by
rivers, t %'malﬁ ‘grall c@llmess and other important aspects.

Ql ibn Tulun HospltaQ)

i famous wagf in the pre-Cairo era is that of Ibn Tulun. It was mentioned that

Q osque of Ahmad Ibn Tulun and the hospital attached to it were funded by its
xtensive properties endowed by the founder, Ahmad ibn Tulun, the *Abbasid governor

of Egypt in 872 AD, 1100 years ago (Al-Maqrizi, n.d.; Hamed A. Ead, 1998; Ibn Abi
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Usaibaah, 1882; Nour, 2012; Tschanz, 2014). The hospital was extraordinarily

advanced in design, which included pharmacies, libraries, lecture-rooms for Vul

students, and separate wards for men and women(Al-Maqrizi, n.d.). It also %\brary

with 100,000 books, kept records of patients and their medical care, ent at the

hospital was divided into 2: in and out-patient. On admission the pati€nts were given

special uniform while their clothes, money, and valuables werg storéduntil the time of
e

their discharge. On their discharge, each patient receive

ieces to support

himself until he could return to work (Syed, 2002).
2. Bimaristan Al-‘Adudi

Bimaristan Al-"Adudi was constructed
of al-Mugtadir (Abouleish, 1979;dsa, 198

2006). It employed a total of 25 ph mclu

(jarrahiin) and bonesetters (mujabbiti

Persia and Iraq in the 101 ce%, ‘

Baghdad with a mixture of hﬁd r

roperties. hospital was erected amid a

<

multi-dimensional eco%s stem tolincl f‘ A @e market which was recognized

' &)
to endow towards th&hospital il \w’.t sev rha’ (mills) in Zubaydiyya on Nahr
(river) ‘Tsa. ‘Adud al-Dawla nun‘éﬁfs other properties to fund the bimaristan
¢

!
and hence pfg%ﬂ with all n séry@?pment for all types of medical supplies(Ibn

NS
?s a cl!&r plan as the hospital would be located perfectly

L Y

from the source @ funds. Figure (2.9) below shows the model of

@te‘m Al-‘Adudi.
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Primary wagf: Medical hospital
Hospital

‘Adud al-Dawla Mental \z
y

—

Secondary waqgf:
Textile market &
mllls

Fig, 2.9: Funding of Bimaristan Al-‘AdudiQ

(Abouleis, 1979; Ibn Ab1 Usaiba%ah, 1882; Nowsheravi, % yili, 2006)

2. Bimaristan Al-Nuri

The Bimaristan Al-Nur1 in Damascus was const in 7WI’)amascus
by an ophthalmologist named Shihab al-Din who est 1sﬁn_€) e al-
Siqqatiyyin market (stiq) in the year 1171 CE ent @gh some
financial problems and soon after was clos in al- contlnued to

develop further bimaristan al-Nuri by &i)p by @%mes and making
’ ):%1). The figure (2.10)

them more organized and efﬁc1ent year 1 Is
E&y EN

below are summarizations of t re reV1ew nd d@ the funding structure of

the Bimaristan AI-Nari. ‘\ '

—
[ |

\ al-malik (king) Nar
al-Din
Q Mahmid
\ :

Q% ) Wagf Hospital Sh?ﬁﬁi %;crl:srds,
:% L Medical hospital J
&

.10: Funding of Bimaristan Al-Nur1 (Adapted from Ansari M, 2013;9sa, 1981)

0 During that era, the rich and influential were the main financiers who supported

and established the hospitals and they comprised of physicians, rulers and government
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officials. Even though the bimaristan were founded based on a combination of political,

medical, religious, and social motives, nonetheless the hospitals were abl?ﬂh

established. %\

3. Bimaristan Al-Manstir1
The King of Egypt Mansur Qalawiin (1279-1290) when he WaQtill a prince, he

fell sick during a mission and was treated by the Nuri hospitil Mascus. He was

impressed by their medical treatment that he promised to ish a similar institution
as soon as he became the King (Al-Magqrizi, n.d.). Th ous WOspital of
[

Cairo was then built in 1282 to accommodate 800

wn

Y
. Bim@rista A‘-l\_@\ﬁqs 11 is
p anrie ital Mle world
NG

then. The beds were well furnished, the dietstwell- annei! and+the fev@ards had even

fountains as cooling effects (Al—MaNafIsﬁ, 19 ow@vi, 1983; Sayili,

2006). %

one of the best built, best equipped, and scie

Wagf Revenue:
Princes, Rulers shops, mills,
and Viziers caravanserais,
or villages

The Bimaristan
Al-Mansuri
(services and
maintenences)

Qv NN
Fi . Fundi& of Bimaristan Al-Manguri
: (Adapted fr\o?TAnsari M, 2013;4sa, 1981)
\ figure (2.11) abovgzows the funding structure of Bimaristan Al-Mansurt
%\’unds to support the bimaristan were from the state funds and from the proceeds

Owaqf properties of the princes, rulers and viziers (Isa, 1981). The endowments were

also encouraged by Mamliik state policies (Frenkel, 2009; Sabra, 2000) which then
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allowed the offspring the approval to inherit any excess funds from charities endowed
by their parents and thus making wagf profitable in two ways: tax exemption andvﬂt
for descendants after the endower’s death. \
The Bimaristan Al-MansiirT was a major part of a huge comﬂ%ﬂt in the
centre of Cairo in 1285 by Mamluk Sultan al-Manstr Qalawiin (Ib@tah, 1987),
who was the founder of the Qalawiinid dynasty/dawlah that IMamluk empire
X

for over a century. In addition to the hospital, the comple ajmadrasa, where

lessons of jurisprudence on the four schools of law were iyen, a Mm, where
[

the Sultan and two of his sons and successors were b

nd where le O’lS &@hr’ﬁn
ns% @ tablished

as a charitable act by the ruler, al-Mansiir Qalaw 128:1\ CEt Cairo@, 1981).

In studying the criteria of the %d hospita he r@%val era, research

was found to be limited only in tl%ﬂd of t \mc%r -ﬁi%tlonal approach (Al-

¢
u

and prophetic traditions were given. Bimarista

Magqrizi, n.d.;9sa, 1981), arch1 and urban

which focused on wagf in 1al, [) ical, and gﬁomw dimensions. Research
however, fell short sing ‘and t}l!ly the business framework and

administrative m @nt of ]h waqfé ed hospitals.
A certain,crit ente Nour (2015) which identified the main

basic eleme deV op&ett-ljn the urban level for past wagf-based hospitals
alt NS
nd ¢Bnfe nscmu&es He also added that for wagqfto be successful

(Al@iﬁ?nad, 2014; Dahir, 2015)

which a
h&ﬂementatlon compre\h%'élveness and pattern of management is of utmost

ce Another criterion which was documented (Dahir, 2015), was some

Q ical specifications for the wagf-based hospitals. The technicalities in building the
e

dical complexes in Islam, included criteria such as: choosing the best location for the

best of health which includes appropriate climate; good ventilation and lighting; easily
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accessible; availability of water; spacious with good view; strategically located for good
infrastructure etc. In addition, large open-air courtyards and adjoining patien

with corridors were features of Bimaristan during that era (Jiang & Verderbe 7).
On that note, it explains why the Al-Adudi Hospital was built near B*’s Dejlah
River in 981 AD. Cleanliness too was of importance during the times aliph Harun

Al-Rashid, when Al-Razi had pieces of meat hung in variqus quafters of the city,

observed for putrefaction (sa, 1981; David W. Tschanz, 3; illtr, 2006). Dahir

ition t WS and the
[
| | | | N
architectural design of the medical complexes durin ast. ' _{,)
Literature reviews (Al-Magqrizi, n.d.; s > Ib Abi a‘alL3§82) also

(2015) also reported the use of Quranic verses to p

X

included other elements besides structural W ageqient ndar ch as having

separate quarters for men and Wome@tt disease uld <(E'e:parated and the
allocation of chief physicians for a %of docth&x ,<\

N
In summary, the review%uanagg:d to mver@w exclusive elements of
N

which the decentralization is i ;&@trlous occasions with regards
to the management %%.in Etut' ns! ®‘ justification of decentralized
management of v@uildirlg \,'l\as in tals (Nour, 2012) was to protect the
buildings from % tion Qntai{%ﬁtainability. The decentralizing authority

in
P 4
@

and power %)iou foun ic&s’@l mouche, 2007), down-sizes the role of the
ét’ NS

central %
oy

acc to donor’s clauses,ifithe contract. The Ottoman period (1399-1922) had
i

in ndanaging the ci@md allowed proper spending on the foundations

h%\si decentralized and managed independently (Shefer-Mossensohn, 2014)
d

er such a system, various links in the administrative chain could counter check

G’
ther links, thus allowing transparency, less mistakes and failures. These hospitals were
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managed efficiently and effectively, which explains the institutions’ longevity in the
Ottoman empire. T
Another exclusive element compatible with the prerequisites of w@d in
past wagf-based hospitals is the comprehensiveness or multidimensio rvention
(Nour, 2015) comprising of sustainability (Hamouche, 2007; Nour,min terms of
architectural design, environment and economics. This exc stent describes
how the bimaristan or medical healthcare facility is develo xb ished with some
considerations such as financial security, accessibility, tegic etw‘ how the
; Nout, 2012) ivi@;t 18
b 4§

Pe% Y},
O@:who stressed

bimaristan exists in physical ‘harmony’ (Al-Tabba,

d(2
wit@‘% environment in
ensuring the equilibrium of nature a% use o \u-r%s

This ‘Mizan’ underlines the as%
M

€

‘Mizan’ from a Quranic p%.
harmonious setting. A g vers

status quo. This%l ve el in sta{%‘qn tandem with the prerequisites of wagf’

ﬁlﬁ% cycle of all species.
)

g environment. Therefore,

¢
which are t %ish nt an u&ai@mity (Hamouche, 2007).
NS
eycriteria fot the past wagf-based hospitals or bimaristans will be listed and

draw& the theoretical fra@rk. The specific criteria and framework for a wagf-
@Spital in the golden era was found in a limited number of journals. Studies were
& ing about them and comparative research about the past and present wagf-based

ospital models are limited.
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The Ottoman Empire in the 15" century approved the endowments of wagf and by the
16" centrury it had become a dominant endowment formation especially W
Anatolia and the Balkans (Cizakca, 1998; Toraman et al., 2007). Wagqf fifia was
used for building mosques, education and others including health. ple of a
health wagqf is the Sisli Children’s Hospital in Istanbul which was founded in 1898.

@

224 Highlights of Governance and Sustainabili ac:orllorate Waqf

Malaysian Hospital Based on Comparati alysis Mnd
@

Y

| S

Important aspects in the application % rnpo.@%. are the

pas@sgf hospitals,

sustainability is of great importance a f;aor of ens@%ss was to ensure

that the hospital services were kept @g. The e\ng 0 g@\prehensiveness (Nour,
S

2012, 2015), included building ital

Present Literature.

sustainability and governance of wagf itutions.

als eV?S%lted a part of the building so
as to be able continue % their servic ;é i@d a position in the community, a
4
R,

heritage to be pro;@d to Ill in. for th;éake of the community. The three most
popular waqf-'&d spitals “in_the p <%hich were the bimaristan al-‘Adud,

revenues of the real estates (wa Thi
v

|

¢

bimaristan al- and bimari t(& zﬂ:} ansiir proves their ability to sustain and
NS

survive % yeafs.at ‘}r resp@ﬁve times (Ansari M, 2013) through funds from

the sufructs from Waqfw@ﬁerties and from individuals who were rich and also

%t royal families. The sustainability of wagf institutions greatly depends on
e

nt management and administration. As the mutawalli’s responses towards prudent
anagement and transparent reporting greatly affect the sustainability of wagf

institutions, accounting and reporting are therefore considered as the most important
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device for mutawalli to discharge his/her accountability obligations (Yaacob, Petra,
Sumardi, & Nahar, 2015). Therefore, the mutawalli (Abd Jalil et al., 2016), is to
and manage the sustainability of wagf organizations and improve mutawall@tion
disclosure and communication to ensure transparency and trust. A

To also ensure sustainability according to Dafterdar (2011), Wganisations
in the present era, have to expand their revenue base to include tWorms of income
from commercial activity and investment because toﬁe |operations is to
ensure their long-term sustainability and ability to rea heir iwl into the

ooy

future. As a lack of surplus funds may impede opera osts and fi e‘:a@costs

which may eventually result in the withdrawal ch-neéd mu{‘l;g service.

Concurrently adopting the corporate gove% wit inab elopment is

crucial in achieving transparency and unaaility int

According to Dafterdar (20 %stainﬁs 0 }@\ented by profitability.
!%p )
Q

Thus, seeking profits could c whichzcan }% n expanding or at least

sustaining the net of social_services ar ate Depe?@ént solely on cash donations

and not safeguarding i eclining pur haéing}bwer of money in a cash wagf,
4 $ &
could increase ther'&&fnon-sr \a'b.l ity. A

institutional sustainability moves in
unison togethergpwith™*financi

undi <(Bnd operations.

1nabi i‘ls%’m providing good healthcare services,

!

¢

Frank & Salkever (1991) su t&h{?eduction in medical fee to the hospital on
NS

behalf aying patient P‘om s%sidization) can increase the indigent care or

hea for the needy. Thi@& help with the sustainability of endowment-based
o~
Q The success of wagf during the Ottoman reign and the development of wagf in
i

ngapore are excellent examples of successful exploitation of wagf which have been

attributed to good governance (Abd Jalil et al., 2016). Therefore, developing a good



governance framework is crucial as this could be a prelude to a more improved
transparency and accountability in the role of a mutawalli. Y‘

The current wagf reporting practice is based on the conventiona%\nting
system and has inherent drawbacks as it recognises and reports only financial
information (Masruki et al., 2017). Hence in surpassing this weakhess, Ramli &
Muhamed (2013) suggests a proper Shari’ah Governance ( m is a means of
Corporate Governance (CG) that will ensure the co@ ')usiness entities
with Shariah. An effective SG can improve the credibility,of co owf towards

oy

e rights of all *a&‘h}lders.

tio% ent{cying, waqf

X

B‘;co bilit notation, the

its stakeholders as the principles of Shariah safegua
While, the accountability concept is essential i
institutions are expected to embrace a m

sacred accountability (Nahar & Yaa %). This uri at %e and the socio-
economic implications deserve due %ion; e@_&\g;ly e tya'\f&ic role of accounting
and reporting as accountability% enhgnce mah’(z@:ﬁdence in current wagf
practices. \ Ajl $

\ofll

In the develo rat quf@'\remance framework, Ramli &
'
Muhamed (201 3)$ that zi \goveméa’system can be established and attract
Govemment-liw pani

o |
corporation mndividunals_to oléb

-9

me Iﬁ&ﬂk investment companies, private

2@ in wagqf. The future may yet discover some

NS
other reyolutionary appro s in ﬂaqf applications to assist in the economy of the

O



2.2.5 Identifying the Fundamental Elements in the Management of Wagqf-
based Hospital, Past and Present.
Three structural models of wagf-based hospital models were obtai@}n
Nour (2015) and Dahir (2015)and a management model (Hamouche, Zﬂ%our,

2012; Shefer-Mossensohn, 2014) of past wagf-based hospitals. Q

From the Table (2.3) below, the criteria from Nour 2 detailed a more
comprehensive list needed for the management of a wagf- sp1t | in the past but
did not include the financial or business aspects or in the hani atlon in its
management structure. While for Dahir (2015 highlighte tlte L nical
specifications from an architectural perspecti as’ cruci for{h,‘rphyswal
infrastructure and did not add anything 1ﬁ inal (@X; needed to

understand in the management &%f past b@‘ hospitals. The

decentralization in the managem%f wa K\ccordlng to sources
N
(Hamouche, 2007; Nour, 2012 as present as one of the

exclusive elements in the longevity?of't ast wagf-based foundations.

Hamouche (2007), Shefer

Nour (2015) ) Dahir (2015) (2014) & Nour (2012)

Comprehensiveness Location

\.‘ Ventilation & Lighting

Quality of the Common Decentrlization management

}
}
Accessibility } of waqf/pious
}
}
}

¢

institutions/foundations

Spacious

|
[
|
[ Water Availability
|
[ Good Infrastructure

Position of the Community }

Pattern of Management /

4
24: A Companson@fle of Criteria from Past Wagf-Based Hospitals

u1de11nes for general hospitals in the present era in Malaysia, is based on WHO
RO, 2017) and Malaysian Society for Quality in Health (MSQH, 2017). MSQH is
or the Malaysian hospital’s criteria (MSQH, 2017) and these are tabulated below (table

2.4) for comparisons. The health systems from WHO framework (WPRO, 2017)
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describes in six core components or “building blocks” which are the service delivery,
health workforce, health information systems, access to essential medicines, fin A
and leadership/governance. Whilst our own Malaysian Hospital tion
Standards (MSQH, 2017) are grouped into six (6) major areas of cﬂ&ed which
include organisation and management, human resource developmentWanagement,
policies and procedures, facilities and equipment, quality im@n activities and

The Malaysian Society for Quality in Healt SQH) 1s a non-

safety and special requirements.

governmental and not-for-profit organisation establi an r#d 64}1 the

Registrar of Societies in 1997 is the brainchil

inidt eal%YK/IOH) in
APH]@XZI Malaysian
! pl@ and implements
accreditation programmes, promot ety %% i {R'O ement in healthcare

facilities, and organises oppo for ¢ omm iqation@ ideas and exchange of

partnership with the Association of Private

Medical Association (MMA). MS ps stan

experiences on current and @tlcis calth careé

x.
World Health Organization The Malaysian Society for Quality in
(WPRO, 2017) Health (MSQH, 2017)
Leadership/governance Governance, Leadership & Direction

Health care financing Environmental And Safety Services

[
[
[ Health Workforce
[
[
[

Facility And Biomedical Equipment
Management And Safety

L
f)
’

Medical Products, Technologies

Prevention And Control Of Infection
Patient And Family Rights
Health Information Management System

Info & research

Service Delivery

| ]
[ ]
| |
| Nursing Services ]
| ]
[ ]
| ]

Q
Table 2.5: A Comparison of Guidelines from WHO and MSQH
& co

mparison table (Table 2.4) above shows some differences and similarities of both
SQH and WHO. Basically, it shows the importance of governance, workforce, service

delivery, and information and research.



N

WHO's Health MSQH standards | IWAQF HOSPITAL(STH-MTHCE} Wakaf Hamdard 2017 Kog University | Malaysian Gov Hospital

System (MSQH, 2017) An-Nur Hospital (2017)
Framework(WPRO,
017
Corporate
GOVERNANCE | Policies and Procedures| ~ Qadi of the Shari'ah Courts Corporate governance Hamdard National Founda-tion Governance Ministry of Health
(Hamouche, 2007) (WANCORP, 2017) (Hamdard.com, n.d) (Vehbi Kog (Ministry of Health
Foundation, 2013) | Malaysia, 2011)
Not relevant Wagf funds from Individuals and VelibiKog | Malaysian Government:
HEALTH FUNDING state fumds Wagf fands Hamdard Foundation Foundation Taxation
(Frenkel, 2009; Hamouche, 2007) (WANCORP, 2017) (“Hamdard National Foundation,” | (Vehbi Kog Vakf, (Onn, 2015)
013)
Human Resource Muslims and Non-Muslinms Muslims and Non-Muslims Doctors and medical students. | Specialists with | Multiracial Specialists
HEALTH Development and specialists” doctors specialists” doctors (Hamdard Foundation, 2018) | over 1100 staff. Local and foreign
WORKFORCE Management (M. T.Khan, 2014) (Orion Health,
2016)
MEDICAL Facilitiesand | Prophetic meds (Linda S. Northrup, Western meds Ayurvedic, Vimani and Islamic meds | Western medicines | Western and Eastern Meds
PRODUCTS Equipment 2013); Galenic-Humoral medicine |~ (Norizah Mohamed(@ Daud & | (N. Hayat & Nacem, 2014)(Hamdard | (Vehbi Kog Vakfi
(Shefer-Mossensohn, 2014) Asmak Ab Rahman, 2015) | Unani Medical College & Hospital, 2015)
017)
INFORMATION | Safety and Special | Bimaristan (H. D. Modanlou, 2011) Bait al-Hikmah Research Inst | It includes, nursing | Hospitals are also teaching
AND RESEARCH Requirements House of Wisdom (Algeriani & conducts research in the history of | school, Medical | hospitals and churn our
Mohadi, 2017) Not relevant medicine, sciences and social | university, research|  many doctors and
Quality Improvement | Contributions of al-Razi (Ayduz, sciernces. labetc. (Orion specalists.
Activities 2007) (N: Hayat & Nacem, 2014) Health, 2016; (Rani, 2012)
Tomnu Sina (Murad Ahmad Khan, Hamdard Institute of Medical | Vehbi Kog Vakfi, | National Institutes of
Raza, & Khan, 2015) Sciences of Research (HIMSR). 013) Health (NIH)

Surgeon al-Zahrawi
Tbn Rashad(Luisa & Arvide, 2016)
Medical Universites ({s3, 1981;
Nowsheravi, 1983)

More Information to show association between sustainability and management (Faguet, 2011)

COST OF MEDICAL | Not relevant FREE Minimal fee of RM3, meds are | FREE for the poor and for others only | Paid by insurance. |~ Free for 7 css
HEALTH-CARE charged. meds are charged. (private and public)|  patients and a fee
(Norizah Mohamed( Daud & (N. Hayat & Nacem, 2014) for others
Asmak Ab Rahman, 2015)
Notrelevant | Royalty, Politicians and the Wancorp Sdn Bhd Hamdard Foundation VehbiKog | Government of Malaysia-
Intellectuals (Saad etal, 2017) (N. Hayat & Nacem, 2014) Foundation Ministry of Health
SOURCES OF FUNDING (Ansari M, 2013) (Bikmen, 2008) | (Health Informa-tics
Centre Planning, 2013)
STRUCTURE OF Organisation | Autonomous and Decentralized Hierarchy Hierar-chy Higrarchy | Hierarchy and Centralized
ORGANIZA-TION and
Management

J

Table 2.6: Health Services Standards: Comparison Table
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The table (2.6) above shows the health standards of the past and present wagf-
based hospitals, locally and globally, against the Malaysian Public Hospitwm
elements also showed management structure and sustainability to %\ome
associations (Faguet, 2011). Evidently, they all comply with the basic ‘mwntals of
WHO. It is also remarkable to note that in spite of being in differentWhe hospitals

past and present fundamentally comply with the standards of IN also shows the
r;

elements of importance in the past is also present in t and' it supports the
application of the medieval/classical epistemology as a basis fo aw‘nd future
developments especially in the application of wa a public tlﬁa rvice
organization (Adnan et al., 2020). The table al% 1 porta@zgxclusive

elements for the ultimate working framewék for 'this oliles1 ch asg:nanagement

structure and the importance of sustaiftability and govern . é

2.3  The Theoretical Fram%

The figure (2.12) drawn bel?\.a ;

preliminary theoretica ork which ligts tL
b g &)

present waqf-bas@tals vlhl\cbmprisggef architectural designs (Dahir, 2015)

consisting of low, ccesSibi

@

from the ﬁl ing principles (T‘é)ub 015) of comprehensiveness, pattern of
ent, etc., t

lild ba&h}ﬁéﬁy good infrastructure, etc., the elements

S
e ?lt 0f‘£centralization management (Hamouche, 2007;

NOsQZ, 2015; Shefer-Mos@Ghn, 2014), the element of sustainability (Asharaf &
AE h, 2013; Ur Rahman et al., 2017), the intent of the mission (Saad et al., 2017;
r et al., 2018; Sapuan et al., 2018) and finally the governance (Jamali et al., 2010;

Qad etal., 2013; Omar et al., 2018).
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| Present

Past Waqf-based MSQH Current Hospi
pitals &
(2017) b Clinics: WHO &MOSA

I I 1
Architectural Design: The Guiding Principles:

Decentralization

Location, ventilation hensi Ausanabiy
, Vel comprenensiveness, management of
&lihting quaty ofthe common, waaf/pous (Monouche 2007 ForPrfit Sociabbased: Nonrof,
Accessibility, water position of the institutions/foundati Social Enterprise

source, spacious & community and pattern

good infrastructure of management (Nour,
(Dahir, 2015) 2015)

ons (Hamouche,
2007) (Shefer 2014)
&Nour, (2012).

l |

al-Mizan Mutawalli m\ﬂ;ﬁm Sodal Eterpise
(Sallehetal (Suhaimi
a) Nahar &
Yaacob, 2011) |
: m

The Mission
(Saad etal, 2017;

The Governance

The Sustainabilty (Jamalital, 2010;

Saad etal, 2013;
Omar etal, 2018)

Omar et al,, 2018;
Sapuan etal,,
2018)

(Asharaf & Abdullaah, 2013;
Ur Rahman et al,, 2017)

~

The Exclusive Elements of a
Preliminary Model of a Waqf Hospital

7, '0},

Fig 2. he retlcal ratnez\ggk
Throughout the re % infa at1on that were either useful,
crucial, dated or lackin ulted 1'@\!6 bles which were identified to be
igur

relevant and pert thls rfse 2) above is a result from literature
review of heal i aqf e\}t e healthcare service industry past and
present, fu lele ents 1 th{ngement of wagf-based hospital and highlights

ando‘gJ a corporate waqf Malaysian hospital based on

of sust%
COr@A

ve analysis of past aK esent literature. The proposed theoretical framework

veloped to create a corporate wagf framework for Malaysian hospital through
istorical and contemporary comparative practises, a collaboration of a wagf

nstitution/funding and a government public hospital institution.
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2.4  Conclusion

Reviews of the relevant literature pointed out several gaps pertaiw
proposing a corporate wagf framework for Malaysian hospital and the litec%\view
explored into the Malaysian healthcare, revisiting wagf-based hd* through
historical and contemporary comparative practices in Malaysiavworldwide,

discovering connections from the past to the present and ﬁnal[*:wered some vital
a

variables and information. To fill the gaps, this researc w1] out a research
process in the following chapter and has listed out a prelitainary theoreticdliframework
®
showing the specific variables to support this researc ’ _\‘—}
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