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When the Arab countries became independent after World War II, they started from a very low 

level of socio-economic development. Health, education and income indicators were worse than 

in any other part of the world. Infant mortality, for example, was 186 per 1000 live births, and 

much of the region was affected by epidemics and malnutrition. 

After some years, however, revolutionary regimes came to power in many Arab countries that 

legitimised their rule by their commitment to social reforms and a comprehensive transformation 

of society. Their supporteres, mainly the lower middle classes, expected the new regimes to 

intensify their engagement for poor and disadvanteged social groups in all social sectors, 

including health care policy. In the beginning, the scope for such action was rather limited 

because of budgetary constraints. However, this changed during the 1970s, when all Arab 

countries benefitted considerably from the rise in global energy prices, because some of the 

income generated by the oil exporting countries was passed on to the rest of the Arab world 

through the remittances of migrant workers employed in the oil sectors of the Gulf States, as well 

as through budget transfers from the Gulf States to other Arab countries. 

The regimes in power in the Arab world used these windfall profits as the foundation of an 

implicit social contract with their citizens: They provided increasingly generous social benefits to 

all population groups in return for the recognition of their authority and giving up political 

participation. Such benefits included the creation of an immense number of jobs for university 

graduates in the public administration, significantly increased public spending on education and 

health, the provision of public housing, social protection and food and energy subsidies. 

The results were impressive: Most Arab countries made considerable progress in human 

development. Average life expectancy rose from 45 to 64 years between 1960 and 1999, and the 
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literacy rate increased from 31% to 69%. Globally, Tunisia, Jordan and Syria were among the top 

ten performers in human development. In Tunisia, for example, infant mortality fell from 20% to 

4%.1 

The situation worsened during the 1980s and 1990s, when global energy prices plummeted, oil 

exporting countries froze their budget transfers to other countries in the region, and some 

countries had to embark on fiscal stabilisation and adjustment programmes because they were 

almost bankrupt. Among others, these programmes included a significant reduction of funding on 

health care and education. As a result, the Arab world’s progress in health and education 

achievements slowed. Since the mid 1990s, it once again lags behind the progress made by most 

other world regions. Public health spending in Egypt, for example, halved from about 5% of GDP 

in the mid-1980s to 2.5% in 1998 (Loewe 2000a, 95). In 2007, the average public health 

expenditures of the Arab countries were US$ 280  in purchasing power parities (PPP), which was 

only a third of the amount spent by other countries in the world with the same average per-capita 

income.2 

The generous social health protection systems that the Arab governments had built up in the 

1960s and 1970s still exist today. But they lack the necessary funds to function in the way they 

did twenty years ago. 

Even more serious than the funding shortage is the fact that available funds are inefficiently 

distributed in the existing health care and insurance systems, and socially unjust among the 

population. This is partly due to (i) a decay of both the supply side and the funding side of the 

health care sector into multiple co-existing parallel structures that lack coherence and are 

available only to a certain segment of the population, which thus perpetuates and intensifies the 

existing stratification of society, and that (ii) the kind of spending in the health care system is 

given priority that addresses the health care for the urban middle classes, rather than 

comprehensive primary health care for the poorer and rural population. 

Systems of social protection against health risks 

The Arab States apply very different strategies in order to protect their citizens from the financial 

consequences of health risks and pregnancy. An essential distinction must be made between 

countries with non-contributory (tax-funded) national health care systems (Beveridge model) and 

countries with contributory social health insurance systems (Bismarck model): 
                                                 

1  Own calculations based on UNDP (2012). 

2  Own calculations based on UNDP (2012).  



-  Most Arab countries have a public health care system, funded primarily by the Treasury. In 

Oman, Sudan, Syria and Yemen, it is open free of charge to all residents, in Bahrain, Qatar, 

Kuwait, Saudi Arabia and the UAE, however, only to citizens. In Jordan and Iraq only the 

civil servants and military personnel are treated for free, all others must pay user fees, 

although these are heavily subsidised and thus not very high.3  

-  Tunisia and the West Bank have social health insurance systems that operate their own health 

care systems, and not just pay the bills of independent doctors and hospitals – as is the case 

for example in Germany. These health care systems are primarily financed from the 

premiums of health insurance systems, but also receive subsidies from the Treasury. They are 

freely available only to members of the health insurance, the uninsured have to pay modest 

user fees.4 

-  Algeria and Libya have both: a public health care system and a health care system that is 

owned by the respective social health insurance organisation. The public health care system 

pays for its costs mainly through tax revenues, but it is co-financed by the social health 

insurance organisation from the premiums collected from their members even though both, 

the socially insured and the uninsured are entitled to free medical treatment. The difference 

between both countries is is that in Algeria the insured may go to private health care 

providers as well, and they are then reimbursed for 80% of the cost.5  

-  Egypt also has both a public health care system and a social health insurance scheme. The 

public scheme is run by the Ministry of Health and financed by the treasury from general 

taxes. It is open to all residents free of charge. Meanwhile, the health insurance runs its own 

system of health care, which is intended for members6 only – but not their relatives . It is 

financed from the social insurance contributions, but also gets funds from the Treasury and 

has a much higher standard than the public system.7 

                                                 
3
  For the Gulf states see Ash (1995) and Mansour / Al-Osimy (1993). For Jordan see Loewe et al. (2001). For 

Syria see Al-Khatib (2006). For Yemen see Fairbank (2006). 
4
  For Tunisia see Chaabane (2002, Annex II) and Kechrid (2002, 2).  For Gaza and the West Bank see Loewe  

5
  For Algeria see El-Idrisse / Miloud / Belgacem (2008). For Libya see Loewe (1999). 

6
  Members include contributors (employees in public and formal private sector companies) as well as pupils and 

students (who do not have to pay contributions). 
7
  For Egypt see Loewe (2000a, 95-99) and Maeda / El Saharty (2008). 



-  Finally, Lebanon has also got a social health insurance in addition to the public health care 

system. Both the insured and the uninsured can refer to the public health care system, but 

also to private providers. However, in both cases, they have to pay significant user fees.8  

-  Morocco and Mauritania have public health care systems, which are only partly financed by 

the treasury from general rtax income and therefore charge relatively high user fees. Morocco 

has started to build up a social health insurance, which takes over the fees paid for health care 

services. It also provides households in need with identification cards that entitle them to free 

use of the public health care system.9  

In addition to these schemes, most Arab countries have a number of separate tax-funded health 

care systems that are only available to parts of the population. Often, they cover the members of 

the armed forces and intelligence services (e.g. in Jordan) or the employees of certain ministries 

(e.g. in Egypt). These health care systems have their own special, very well equipped hospitals. 

Thus, they represent the counterpart to the tax-funded pension systems for the army and state 

officials, which privilege a small group of influential people at the expense of all taxpayers 

(Loewe 2004). 

The different strategies for financing health care services in the various Arab countries, of course, 

also reflect the fact that there are strong intra-regional differences in terms of efficiency, social 

justice and effectiveness of national health care policy. But also trends are emerging that are 

characteristic of the entire Arab world. 

Effectiveness of the systems 

The health care policy of the Arab countries only yields modest success. After according to a 

number of health indicators, the individual countries come off even worse than countries in other 

regions of the world with a similar per-capita income. Between 1965 and 1985, the health status 

of the residents in the Arab world has improved steadily, but this progress has always lagged 

behind economic growth. Since 1985, it has even slowed down in many countries (World Bank 

2002). 

A good single indicator of the efficiency of health care systems is the disability-adjusted life 

expectancy at birth (DALE). It estimates the number of years that an average newborn is 

expected to live in good health (i.e. the total life expectancy minus a certain percentage of years 

during which the health is limited by that percentage). For several years now, the DALE is 
                                                 
8
  For Lebanon see Nasr (2001, 37) and Rieger (2003, 121-123). 

9
  For Morocco see El-Idrisse / Miloud / Belgacem (2008) and Ruger / Kress (2007). 



calculated by the World Health Organisation (WHO) to compare between countries and to 

measure progress in achieving public health care goals (WHO 2000). 

Also according to the DALE, the Arab countries are in the middle of the developing countries. 

The residents of the UAE have the highest DALE (65 years), Mauritania has the lowest (41 

years). Most Arab countries are between 59 and 62 years. The unweighted average is 58, which is 

only slightly above the average for all developing countries (56 years), but significantly below 

the values for the countries in Eastern Europe and Central Asia (62 years), Latin America and the 

Caribbean (61 years) and East and Southeast Asia (59 years). Only South Asia (53 years) and 

sub-Saharan Africa (40 years) come off worse. 

Between the total life expectancy and the DALE in the Arab world, there is a difference of almost 8 

years, which an average newborn is expected to be in poor health. Fewer years are lost in OECD 

member countries (6 years), in sub-Saharan Africa (7 years) and in Eastern Europe/Central Asia 

(also 7 years) due to poor health. However, for Latin America and Asia the numbers are higher. 

Social justice of the systems 

To what extent a health care system is socially just depends among others on: 

-  Whether it has similar positive effects on the health of all population groups, 

or if some groups clearly benefit more from it than others. 

-  Whether all income groups contribute equally to the funding, according to their financial 

capabilities.  

-  Whether all residents have access to health care in the same way, i.e. whether the medical 

services provided are available to all (availability), are affordable for all (affordability) and 

are available to all close to their home and work place (accessibility). 

For the 2000 World Health Report, WHO has attempted to capture these three aspects in 

indicators and to assess the health care systems of 191 countries. This investigation is already 

slightly out of date, but no similarly detailed studies have been carried out since then that would 

allow to compare the effects of health care systems of different countries. 

Distribution of the effects: Different population groups benefit of the Arab health care systems to 

very different degrees. Thus, the WHO’s 2000 World Health Report also includes an indicator of 

health equality, according to which the average of the Arab countries only ranked 88th among 

174 countries in 1998. The indicator is based on the variance of disability-adjusted life 

expectancy (DALE) across different income groups of the population. In 1998, the Gulf States 

(Positions 51, 52, 56, 59, 66 and 68) and Jordan (Position 78) ranked relatively well for this 



indicator, while Egypt, Yemen, Sudan and Mauritania (Positions 128, 145, 149 and 151) did 

particularly badly. 

Recent data confirm this trend. Accordingly, in important health indicators Arab countries show a 

significant divergence between urban and rural populations, between households with high and 

those of low education, and especially between rich and poor. For example in 2005, the child 

mortality rate in Egyptian cities was 3.6%, in rural areas 5.6%. In children of mothers with 

secondary education it was 3.1%, in children of mothers without primary school education 6.8%. 

And in the bottom income quintile (7.5%), the child mortality rate was three times higher then in 

the top income quintile (2.5%). In Morocco for example, the percentage of births attended by 

trained medical staff in 2005 was 63%, but diverged greatly according to education (between 49 

and 94%), between rural and urban areas (40 and 85%) and especially according to income 

(between 30 and 95%). In 2002, in the top income quintile 93% of all children under two years 

were fully vaccinated, but only 65% of in the bottom income quintile (Galal 2003).  

Distribution of the financial burden: In terms of how fair the health care costs are distributed 

between different groups of the population, there is a large divergence within the Arab world. 

Poor households always spend a greater proportion of their income on health care than affluent 

ones (e.g. three times larger in Algeria). Also, households in rural areas spend more than the 

average for health care (about twice as much as the urban population in both Algeria and 

Tunisia). In Egypt, the proportion of health care spending of poor households compared to their 

overall consumption increased from 1.8 to 4.7% in 1981-95, and in Lebanon poorer households 

even spend up to 20% of their income on health care (World Bank 2002, 60).  

For the fairness of financial contribution and financial risk protection, the WHO has also 

designed an indicator for its 2000 World Health Report. For this, WHO estimated for each 

country, how much households in different income groups spend in total on health care (i.e. in the 

form of insurance premiums, taxes, fees etc.). The WHO then put these expenses in relation to 

the income above the subsistence level and calculated the variance of this ratio over the total 

population (WHO 2000). 

According to this indicator, the Arab world, on average, achieves better results than any other 

developing region except South Asia. However, there are strong intra-regional differences. Libya, 

for example is in front at position 12 and the UAE at position 18 in the international ranking. On 

the other hand, most other Arab countries rank between 40 and 100. Together with Mauritania 



(Position 138), Sudan (Position 144) and Yemen (Position 121), Morocco and Egypt (sharing 

Position 111) and Syria (Position 138) are doing very badly (WHO 2000, 148).  

The reason for the good performance of most Arab countries, according to the fairness of 

financial contribution and financial risk protection is that almost all of their residents have access 

to free or nearly free health care services. In some countries, this access is only limited as certain 

health care services are not available (availability), too expensive for parts of the population 

(affordability), not appropriate to their needs and their demand (adequacy) or can not be utilised 

by specific population groups – as a result of geographic or social barriers (accessibility). 

Availability: Availability is only rarely a major problem. In most Arab countries there is both a 

public and a private system of health care. Combined they now offer almost all objectively 

necessary health care services. Only a few very specific operations such as certain eye and cancer 

surgery, can not be carried out in most Arab countries. Only Mauritania, Sudan and Yemen still 

have significantly under-developed health care systems and therefore cannot perform even some 

of the more common procedures. 

Affordability: The affordability of health care services is a problem only for a minority of 

households in the Arab world. About 90% of the population in the region are entitled to be 

treated for free or at greatly reduced fees. This high percentage can be mainly explained by the 

fact that, in most Arab countries all citizens at least are eligible for tax-funded health care 

systems. 

If one looks at individual countries, a different picture emerges: In Yemen, Morocco and 

Mauritania only 20%, 25% and about 40% respectively of the residents have the opportunity to 

receive medical care, without getting into too much debt. Even in Iraq, Lebanon and the 

Palestinian Territories relatively high fees are charged for some health care services, which more 

than half of the population cannot easily afford. 

Still, even the average of all the Arab countries almost half of the total national health care 

spending is funded by private households. The state on average contributes 51% of the financial 

burden, and external donors 3%. The financial contribution of the state is especially high in the 

Gulf States (70-85% of total cost), but is very low in Lebanon (19%) and in Egypt, Yemen and 

Sudan (each 26-27%). Accordingly, private household fund up to 78% of total health care costs 

(Lebanon: 78%, Egypt 70%, Tunisia: 68%) (WHO 2008). 

Further, the majority of the private contribution to the costs does not come from social health 

insurance or private insurance companies. On average across the region, they cover only 5.5% / 



3.6% of national health care expenditures (25% / 1% in Algeria, 22% / 12% in Lebanon, 0% / 

15% in Morocco, and 0% / 0% in Mauritania and Syria) (WHO 2008).  

On average, 35% of total national health care expenditure is financed by spontaneous out-of-

pocket spending. This includes private medical fees, excess payments and user fees as well as 

additional payments (tips, bribes etc.). Such extra payments seem to be especially common in 

Lebanon, where patients not only have to take over between 10% and 25% of the social security 

charges for medical services in the form of excess payments, but also further pay up to 50% of 

the fee directly to the physician without a receipt. Those who are unwilling to pay this actually 

illegal extra fee, get treated 'by the book'. This can mean that patients wait a long time, that 

diagnoses are incomplete, that the most promising treatments are withheld or that nothing 

happens (Rieger 2003, 125). Overall, the out-of-pocket spending of households in Sudan is the 

highest (61% of all health care costs), followed by Egypt (59%), Yemen (55%), Syria (50%) and 

Morocco (48%). The lowest is in Saudi Arabia (4%) and Oman (10%) (WHO 2008). 

The problem is that, in particular in the Arab middle income countries between 1980 and around 

2002 the state has gradually withdrawn from funding health care systems. It kept raising fees and 

cutting back the free services of the public system. At the same time it neglected urgently needed 

reinvestments and also saved in the running costs, especially for personnel. As a consequence, 

medical staff today is poorly trained, badly paid and therefore highly indifferent. Especially rural 

health clinics lack personnel, because trained doctors, nurses and medical staff are only willing to 

work in the private sector or at least in urban hospitals that are better funded. Hospitals also lack 

facilities and cleaning staff. In many hospitals there is a shortage of beds, which results in 

patients having to wait for a long time for very urgent operations, and the sanitary conditions are 

often disastrous. Only in recent years have several Arab countries increased their health care 

policy commitment (UNDP / AFESD 2002, 41; World Bank 2002, 58–60).  

Adequacy: Even in countries with tax-funded health care systems, a large number of households 

in case of illness also see the need to consult a private physician for treatment and pay for it 

themselves. For poorer households, however, this is out of the question. In many countries 

private providers only exist in the cities. Rural areas, where the majority of the poor live, have 

none. In terms of medical care, a three-class society is emerging: The upper class is privately 

insured and can even travel abroad to for treatment. The urban middle classes are insured or 

consult private doctors for which they pay directly, so far as they can afford it. Only the rural 



population and the urban poor must for better or worse, rely on the sub-standard public sector 

(World Bank 2002, 58–60).  

So the question not only is whether health care services are provided that are affordable to 

households. Rather, it is also important that the offered services are of reasonable quality. In most 

Arab middle income countries, this is less and less the case. For example, a 2002 study in Egypt 

has shown that in state hospitals, even during regular consultation hours, in 14% of cases, no staff 

was available, while it was only 4% in private hospitals. Accordingly, only 84% of patients were 

content with the level of services in government hospitals, while 98% expressed satisfaction with 

the private clinics (Galal 2003, Table 3). 

Accessibility: Added to this, in some Arab countries the population is unable to take advantage of 

the health care services offered, because they do not have access to them at reasonable cost. In 

most Arab countries, the public health care systems are available in much of the rural areas. The 

criterion for this is that there is at least one health care facility within a radius of two kilometres 

of the home and workplace of every resident. The only countries where this is not the case for at 

least 90% of the population are Morocco, Mauritania, Sudan and Yemen. For approximately 80% 

of all Arab households, primary health care should at least that be available, affordable and 

nearby (Loewe 2010, Table A18). 

Efficiency of the systems 

However, the Arab health care systems suffer from deficits with regards to their efficiency – both 

(i) cost efficiency and (ii) demand orientation. 

The lack of achievements in public health care policies in Arab countries can be explained to 

some degree by the fact that their health care systems are underfunded. In 2005, the total national 

health care spending ranged from 2.2% of GDP (Kuwait) to 10.5% of GDP (Jordan). The 

unweighted average of total health care spending in all Arab countries was 4.7% of GDP, and 

thus lower than in all other regions except South Asia, whose average was 4.1% of GDP (WHO 

2008). 

Conversely, the health care costs per capita are relatively high by international standards. In 

2005, the unweighted average was 426 US-Dolar (USD) per person per year by purchasing power 

parities, whereas in sub-Saharan Africa it was only 148 USD and in East Asia/Pacific 338 USD. 

Only in Latin America and the Caribbean, the average was slightly higher (519 USD). The health 

care costs per person per year by purchasing power parities are especially high in the Gulf States 

(Qatar at the top: 1283USD). In addition, Tunisia (477 USD), Lebanon (584 USD) and Jordan 



(649 USD) spend also quite a lot per person per year on health, while Yemen, Sudan, Mauritania 

and Syria (110 USD) spend very little (WHO 2008). 

Cost efficiency: The main reason for insufficient health policy achievements, however is that the 

available funds are used rather inefficiently. Priorities are not well set when it comes to the 

allocation of public funds in health policies, which is ‘top-heavy’ in many ways: 

-  The administrative machinery of the health insurance and health care systems consume large 

amounts of financial resources. 

-  All decisions, including those concerning the purchase of drugs for individual hospitals, are 

made centrally in the ministries of health, and there also at the highest level. Even staff are 

hired by the Ministry. 

-  Prevention is neglected, in favour of treatment. 

-  Large amounts of money are available for the development and expansion of clinics and 

hospitals, while primary health care, particularly in rural areas suffers from resource 

constraints. Health centres are often vacant and not used, because they lack even the simplest 

equipment and drugs. Even mild illnesses are often treated in hospital, because patients have 

a low opinion of the health centres and go to hospital for their first consultation. 

-  A large proportion of costs can be attributed to drugs, which are often imported from Europe 

or North America, even though they could also be produced domestically or more 

inexpensive generic drugs are available from other developing countries. 

-  Large sums are provided for new investments, for example for the construction of health 

centres and clinics, and the acquisition of modern medical equipment for the central hospitals 

and specialist clinics in the cities. On the other hand, funds are cut when it comes to the 

training and remuneration of staff, and the maintenance of existing facilities and equipment. 

The same applies to re-investments.-  Recruiting focuses on physicials, particularly 

specialists. Nursing and therapeutic and other medical staff is neglected. Moreover, the best 

physicians are hired by hospitals, while rural health care centres only have insufficiently 

qualified staff. But it is precisely here that doctors need to be well-educated, because they 

usually do not have colleagues nearby that could consult or advise them if necessary (Rieger 

2003, 134–139; UNDP / AFESD 2002, 42; World Bank 2002, 58–60). 

Demand orientation: A health care system is still inefficient, even if its output is produced at low 

cost, but is not or insufficiently oriented towards the needs of the population. For example, the 

reason for this can be that those responsible for the design of the health care system are oriented  



less towards the requirements, problems and preferences of their own populations, but towards 

the design of health care systems in other, usually more developed countries that function within 

a completely different framework, however. 

The 2000 World Health Report also goes into the demand orientation of the 191 health care 

systems surveyed. To assess whether these systems meet the expectations of their users, the 

WHO conducted a survey of about 2000 people in each country, who were asked to classify the 

health care system of their respective country according to seven criteria on a ten point scale. On 

the one hand, these criteria examined the level of respect that the patient received from the 

representatives of the systems (respecting of dignity, respecting of self-determination; discretion 

concerning personal data), on the other hand, also their service orientation (short waits, quality of 

ancillary services, social support during the treatment, freedom to choose the provider). Based on 

the calculated averages, the WHO presented another ranking of the countries surveyed. 

This ranking shows that the difference between the health care systems of Arab countries vary 

considerably in their demand orientation. According to this criterion, Qatar (Position 26), Kuwait 

(Position 29) and UAE (Position 30) rank highly. They are followed by Bahrain, Lebanon, Libya, 

Saudi Arabia and Syria (between Positions 43 and 69). Oman, Jordan, Algeria, Tunisia, Egypt 

and Iraq are crowded together in the middle between Positions 83 and 103. And again, Sudan, 

Mauritania and Yemen, are left far behind between Positions 164 and 180 (WHO 2000, 148). 
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