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Background: Arab countries account for almost 6% of the global population, yet they make 
up only 5% of the total cases and less than 3% of the global death toll attributed to COVID- 
19. COVID-19 has put the health systems in the various Arab Countries and their ability to 
deliver healthcare services under tremendous strain. The capacity and stability of any health 
system is important in any type of response to the pandemic, in order to ensure an effective 
and efficient delivery of care to the public through COVID-19 and beyond. The objective of 
this study is to identify the various response of health systems in Arab Countries to COVID- 
19, and highlight the legal and health challenges faced during the pandemic. The study 
identified both gaps and good practices that may be utilized in order to guide the efforts in 
response to COVID-19 and the recovery efforts once the pandemic is over.
Methods: To determine why the response of some health systems in Arab Countries 
responses are more effective than others, a three-step framework is adopted which includes, 
detection, containment, and treatment stages. In order to identify which countries are 
excelling at detection, containment, and treatment stages, several indicators were selected 
for each stage. To be able to understand the legal and health challenges of response to the 
COVID-19 pandemic, an analysis of the health systems, the resources in terms of quality and 
access, health workforce, and finance was conducted. Secondary data published by the 
Global Burden of Disease Study, and the Global Change Data Lab of the University of 
Oxford was used to study identified gaps and good practices to guide the responses to 
COVID-19 and recovery efforts once the pandemic is over.
Results: The epidemiologic record demonstrates that that certain Arab countries are managing 
to control the pandemic, through a combination of mitigation strategies, suppression strategy and 
elimination strategy. There are several barriers and challenges in Arab health systems which have 
been amplified due to COVID-19 and if ignored may pose a further significant challenge in the 
future. Health systems in Arab countries are not sufficiently equipped to handle all healthcare 
needs related to COVID-19, in particular issues relating to administration, equity, finances, the 
supply side of healthcare, and usage of information technology.
Conclusion: In Arab counties, the standard response to COVID-19 was enforced by new 
health laws, which consist of a combination of the traditional disease control measures 
(testing, contact-tracing, social distancing), population-based physical distancing (including 
stay-at-home orders, school and business closures, and social gathering bans), travel limits 
(including travel bans, and border closures), and economic support measures. Acceptable 
healthcare quality and access, sufficient health workforce, and sufficient funds are the most 
imperative needs in the health system in Arab counties to provide a sustainable response to 
the COVID-19 pandemic.
Keywords: COVID-19, Arab countries, health systems, health workforce, health finance, 
taxes, legal issues, health quality
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Introduction
The World Health Organization (WHO) declared the 
novel coronavirus disease (COVID-19) a global pan
demic on March 11, 2020.1 Since the influenza pandemic 
in 1918, the COVID-19 pandemic has become the most 
overwhelming universal challenge in recent history. By 
September 24, 2020, more than 30 million confirmed 
cases and one million deaths related to COVID-19 have 
been reported globally.2 About 80% of cases are mild or 
asymptomatic, 15% are severe cases and 5% are critical 
cases which require the use of ventilators. The elderly 
and those with preexisting chronic health diseases 
account for about 90% of deaths.3 There are twenty-two 
Arab countries: Algeria, Bahrain, Comoros, Djibouti, 
Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya, 
Mauritania, Morocco, Oman, Palestine, Qatar, Saudi 
Arabia, Somalia, Sudan, Syria, Tunisia, United Arab 
Emirates and Yemen account for almost 6% of the global 
population, yet they make up only 5% of the total cases 
and less than 3% of the global death toll attributed to 
COVID-19.2

Genetic variations of viruses, such as the one that 
causes COVID-19, are common and expected. Patients 
with and without symptoms are known to be contagious. 
Documented infections in healthcare workers indicate 
human-to-human transmission.4 The main transmission 
routes for person-to-person spread are contact transmission 
and respiratory droplet. The transmission rate is reported 
to be high for this novel strain of coronavirus when com
pared to its predecessors.5

COVID-19 has put health systems under strain in terms 
of being able to deliver of healthcare services. The capa
city of a health system is of considerable importance to 
a country’s response to the pandemic. For example, mor
tality rates may rise as hospitals become overwhelmed and 
have fewer resources to tackle the pandemic. The devas
tating effects of the pandemic have also induced an extra
ordinary number entry of patients to ICUs departments, 
raising the ethical and legal concerns. In addition to the 
health crisis, economies of the Arab Countries reeled when 
confronted with the staggering loss of life and restrictions 
placed on education, business, travel, and trade. This led to 
a rise of legal issues such as access to medicines and 
intellectual property, disease surveillance and technology, 
isolation and quarantine measures, movement and social 
distance restrictions, state of public health emergency in 
addition to the availability and access of vaccines.

To overcome these challenges in Arab countries, health 
laws, policies, and strategies are currently being formu
lated. Arab countries implemented pandemic response 
plans which significantly limited the spread of COVID- 
19.6 To allow admission of a larger number of critically ill 
patients, new resources were developed to increase the 
number of ICU beds. The transmission and mortality 
rates in Arab countries initially were kept lower than the 
global average,7 however, the rates increased later. The 
appropriate adoption of health laws and social rules such 
as social distancing or the wearing of face-mask protection 
minimizes the risk of infection transmission in general 
population and in high-risk patients who are more subject 
to hospital admission for COVID-19. Therefore, the need 
for stringent laws and strategies to manage the pandemic 
in order to meet these challenges in Arab countries is quite 
visible.

In order to successfully control the pandemic, it is 
important to determine why some health system in Arab 
Countries responses are more effective than others, and to 
understand the health and legal challenges of responding 
to COVID-19. The objective of this study is to identify the 
responses of health systems in Arab Countries, and high
light the legal and health challenges faced during the 
pandemic. The study identified gaps and good practices 
to guide the responses to COVID-19 and recovery efforts 
once the pandemic is over.

Methods
There are twenty-two Arab countries; Algeria, Bahrain, 
Comoros, Djibouti, Egypt, Iraq, Jordan, Kuwait, 
Lebanon, Libya, Mauritania, Morocco, Oman, Palestine, 
Qatar, Saudi Arabia, Somalia, Sudan, Syria, Tunisia, 
United Arab Emirates and Yemen. The geographical area 
of the Arab countries is spreads across 13 million km2. 
There are over 430 million inhabitants in these, where 
30% of the population is aged less than 18 years, and 
about 7% are aged over 65 years.8 The GDP of these 
countries combined is at a total of 2.8 trillion US$ (nom
inal), equivalent to 7.5 trillion US$ (Power Purchasing 
Parity), ranks 11th globally.9 Most of the Arab countries 
rank moderately on Human Development (HDI) and 
Healthcare Access and Quality (HAQ) Indices.10

The World Health Organization defines a health sys
tem as

All the human, financial and material resources and orga
nizations that produce health interventions and actions 
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whose primary purpose is to improve or maintain health 
through individual and public health services and through 
inter-sectoral participation.11 

To achieve the desired health outcomes, the health system 
framework identifies six building blocks: service delivery, 
health workforce, information, medical products, vaccines 
and technologies, financing, and leadership.9 The WHO’s 
strategic framework for emergency preparedness (2017) 
emphasizes health systems’ resilience as a core prerequi
site for an effective response to epidemics and pandemics. 
It also involves emergency risk management and prepared
ness towards creating a health system with its key compo
nents being more resilient.12

By having access to effective vaccines and enforce
ment of health laws, can health system prevent COVID-19 
infections. However, in order to help determine why some 
health systems in Arab Countries responses are more 
effective than others, three-step quality indicators have 
been adopted in this research. To identify which countries 
are excelling at detection, containment, and at the treat
ment stages, several indicators were selected for each 
stage which includes:

1. Detection: Three detection indicators were used in 
this research: number of tests per capita, tests in 
relation to confirmed deaths, and number of tests 
per confirmed case.2

2. Containment: Four containment indicators were 
used in this research: deaths per capita, deaths dou
bling time, cases per capita, and cases doubling 
time.2

3. Treatment: Given the limited evidence available on 
the efficacy of case management measures, only 
one treatment indicator was used: case fatality rate.2

The dataset used for the detection, containment, and treat
ment domains was made accessible by the Global Change 
Data Lab of the University of Oxford.2 The dataset 
obtained was in the form of an Excel file, containing 
data, which included about the number of cases, number 
of deaths, number of tests, population, prevalence of dia
betes, and cardiovascular death rates. The observations 
were listed by country and by date.

To understand the legal and health challenges of 
response to COVID-19, an analysis of the various health 
systems resources in Arab Countries in terms of quality 
and access, health workforce, and finance was conducted. 

Secondary dataset published by the Global Burden of 
Disease Study13 was used. The data set included important 
indicators on quality, access, and health workforce for 195 
countries. In addition to the 22 Arab countries, a number 
of organizations such as Organization for Economic Co- 
operation and Development (OECD) countries for compar
ison purpose were included in the data set. It is acknowl
edged in the study that there is a limitation with cross- 
country comparisons and the reason is that spatial 
dynamics of the COVID-19 pandemic are different in 
each country and are evolving at different rates. 
However, the 22 Arab countries and the OECD countries 
were carefully selected because they all recorded their first 
COVID-19 cases between late January and late 
February 2020. There are also notable similarities among 
the Arab countries in terms of history, language, societal 
development, religion, culture, and lifestyles. Data were 
then cleaned, coded, and analyzed.

Results
To review the efforts of Arab countries in the COVID-19 
detection phase, three indicators were used: number of 
tests per capita, number of tests per confirmed case, and 
number of tests per confirmed death.2 It is important to 
monitor the above indicators because with COVID-19 
pandemic it is not quite clear the number of total cases, 
and the number of confirmed cases are only known. Figure 
1 presents the number of COVID-19 tests performed per 
1000 people in the selected Arab and OECD countries, by 
September 24th, 2020.

Figure 1 demonstrates that Japan, for example, is behind 
the majority of countries in the number of completed tests, 
while the UAE and Bahrain are the highest in the number of 
tests being conducted. The United Arab Emirates and 
Bahrain implemented blanket testing strategies that do not 
differentiate between high and non-high risk groups and test 
everyone. However, Japan implemented a testing strategy 
that focuses specifically on high-risk groups such as health
care workers or high-risk locations such as those individuals 
living in nursing homes, the elderly, etc. Figure 2 presents 
the average number of tests performed per confirmed case. 
Countries such as New Zealand, Australia and the UAE 
have the highest ratio of tests to confirmed case, which 
provide more of a precise picture of the actual situation 
and the number of COVID-19 cases are expected to have 
a more precise estimate of total number of COVID-19 cases, 
as compared to countries with the lowest ratio being in 
countries such as Qatar and the USA.

Risk Management and Healthcare Policy 2021:14                                                                        submit your manuscript | www.dovepress.com                                                                                                                                                                                                                       

DovePress                                                                                                                       
1143

Dovepress                                                                                                                                                          Falah Hasan

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com
http://www.dovepress.com


Figure 3 presents the total number of COVID-19 tests 
and the total number of confirmed deaths per million peo
ple. A high number is preferable. The more testing which 
is done, the more precise and clearer picture of the situa
tion to COVID-19. Three groups of countries emerge 
Group 1: UAE and Bahrain; Group 2: Japan, Tunisia, 
Morocco, New Zealand, Australia, Qatar, Kuwait, Saudi 
Arabia, Canada, Switzerland and Iraq. Group 3: USA and 
the UK.

Containment
To review the efforts of countries at the containment stage, 
four indicators were selected: deaths per capita, deaths 
doubling time, cases per capita, and cases doubling 
time.2 Figure 4 presents the total number of COVID-19 
cases per million and the doubling time of cases. It was 

noted that if the doubling time is longer, the rate of 
transmission tends to be lower.

Figure 5 presents the number of confirmed COVID-19 
deaths per million and the death doubling time. Overall, l, 
Arab countries show fewer deaths per million and a lower 
doubling time for confirmed deaths compared to most OCED 
countries.

Treatment
Many countries reported developing antiviral drugs to 
manage the spread of COVID-19, however, there is no 
single treatment which has clinically been approved. In 
order to review the efforts of countries at the treatment 
stage and given the limited evidence available on the 
efficacy of case management measures, one treatment 
indicator being the case fatality rate CFR which has been 

Figure 1 Total COVID-19 tests per 1000 people, Sep 24, 2020 (Source: Global Change Data Lab).

Figure 2 Average number of COVID-19 tests per confirmed case, Sep 24, 2020 (Source: Global Change Data Lab).
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adopted in this study Figure 6 presents CFR, which is the 
ratio of deaths to confirmed COVID-19 cases.

The mortality risk of COVID-19 is affected by the age of 
the population. Higher CFRs are seen in older population 
which means that 32 million people over the age of 60 years 
in the Arab Countries more susceptible to COVID-19 
complications.14 About 95% of COVID-19 deaths occur in 
those over the age of 60 years; with more than 50% of deaths 
occur in people aged over 80 years. Figure 7 demonstrates that 
people over the age of 70, 80, 90 years are 3, 4.5, and 5 times, 
respectively, more likely to die than those aged 60 years.15

The mortality risk of COVID-19 is affected by various 
underlying health conditions. Higher CFRs are in those with 
Non-Communicable Diseases (NCDs) such as cardiovascu
lar disease or diabetes. The mortality risk of COVID-19 is 
affected also by underlying risk factors such as smoking, 
obesity, and physical inactivity, which puts 90 million 
tobacco users, 185 million overweight or obese individuals, 
and about 130 million physically inactive individuals at 
higher risk of becoming severely ill with COVID-19 due to 
these risk factors and NCDs.16 More than 10%, and 7% of 
people diagnosed with COVID-19 and had a cardiovascular 

Figure 3 COVID-19 tests vs confirmed deaths per capita, Sep 24, 2020 (Source: Global Change Data Lab).

Figure 4 Total confirmed COVID-19 cases per million vs doubling time of total confirmed cases, Sep 24, 2020 (Source: Global Change Data Lab).
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disease or diabetes died, respectively.17 Figure 8, presents the 
prevalence of diabetes, cardiovascular death rate and 
COVID-19 case fatality rate in Arab countries, the size 
represents the case fatality rate.

Environmental pollution is an important factor in 
increasing the COVID-19 global increase in deaths.18 

Both negative and positive implications on the social 
and surrounding environment have been reported.19 

One of the positive implications is the reduction in 

Environmental pollution is reduced up to 30%, and 
commuting has been reduced up to 90% as a result of 
COVID-19 movement restriction measures.20 This 
reduction will reduce the morbidity and mortality related 
due to air pollution.21

A key strategy to prevent widespread COVID-19 infection 
and reduce its morbidity and mortality is to develop a vaccine 
to protect against the infection. Figure 9 summarizes the 
number of vaccinations per million in selected countries.

Figure 5 Total confirmed COVID-19 deaths per million vs doubling time of confirmed deaths, Sep 24, 2020 (Source: Global Change Data Lab).

Figure 6 Case fatality rate of COVID-19 vs median age, Sep 24, 2020 (Source: Global Change Data Lab).
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Figure 7 Case-fatality rate and relative risk estimates by age and sex (Source: The Epidemiological Characteristics, 2020 and Onder G, 2020).

Figure 8 Prevalence of diabetes, cardiovascular death rate and COVID-19 case fatality rate in Arab countries. (Source: The Epidemiological Characteristics, 2020 and Onder 
G, 2020).

Figure 9 The number of vaccinations per million in selected countries.
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Health System Resources
Access and Quality
None of the Arab Countries achieved more than 90 or less 
than 10 on the Health and Quality (HAQ) Index.8 The 
moderate Health and Quality (HAQ) Index performance 
of Arab countries may in fact contribute to the low number 
of deaths from COVID-19, as shown in Figure 10.

Health Workforce
Two measures of health service readiness are the avail
ability and density of health workforce. WHO estimates 
a shortfall of 18 million workers by 2030, mostly in low- 
income countries.22 Similar challenges are experienced in 
Arab countries, and this need becomes much greater due to 
COVID-19.23 When a comparison is made, the total con
firmed deaths due to COVID-19 per million people, with 
the density of physicians and nurses per 10,000 popula
tion, there is no clear correlation in Arabic countries 
(Figure 11). This highlights the complexity of the issue 
and the prevalence of a number of factors that contribute 
to death.

Financial Support and Taxes
Globally, per capita health expenditure reached approxi
mately $1128 compared to 515$ in Arab Countries in 
2019. Globally, government health spending as percent 
of total health spending reached 75% compared to 51% 
in Arab countries in 2016. Out-of-pocket health spending 
reached 19% compared to 38% in Arab countries in 2016. 
Most out-of-pocket spending was used to cover medicines. 

Figure 12 compares total confirmed deaths due to COVID- 
19 per million vs health spending per capita.

COVID-19 recovery can be used to increase tax revenues 
without imposing higher taxes, through information sharing 
and a wide society response approach.5 Economic and Social 
Commission for Western Asia (ESCWA), initial estimates of 
the impact of the Coronavirus pandemic show that the Arab 
region may lose around $42 billion in income, decline exports 
by $28 billion, and $420 billion in market capital in 2020.24 

To counter this, several Arab countries provided $226 billion 
stimulus packages to support citizens and businesses, of 
which 62% spent in the UAE and Saudi Arabia. About 43% 
of the money spent to support COVID-19 activities were in 
fact spent on financial support policies, 32% on multiple 
policy categories, and 16% on general policy support. The 
percentage of spending was 31% on multiple policy measure, 
31% on liquidity support and 6% on healthcare systems.21

Discussion
In order to track the responses of health systems in Arab 
countries to COVID-19, a three-step framework: detection, 
containment, and treatment was used.

Detection
As part of the first stage, to assess the detection phase, 
three indicator numbers are used as part of tests per 
capita, tests in relation to confirmed deaths, and number 
of tests per confirmed case. The results of the study 
demonstrate that the containment of COVID-19 is 

Figure 10 Health Quality and Access Index in Arab countries, 2018 (Source: Global Burden of Disease Study).
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possible by testing frequently and tracing contacts only 
in the early stages. However, if the transmission is 
widespread, the containment by frequent testing is no 
longer possible. Therefore, more tests are more effective 
if the country focuses on containment measures that 
require blanket testing such as those done in the UAE 
and Bahrain. However, if the country focuses on con
tainment, measures that do not require blanket testing 
such as Japan and Tunisia, more tests are not necessarily 
useful (Figure 1).

Health systems in Arab countries are different in enfor
cing health laws and social rules, and in managing, 

protecting, and testing high-risk individuals. Countries 
that focus on blanket testing, such as the UAE and 
Bahrain, resulted in a higher number of tests performed 
per confirmed case and they knew more about the true 
magnitude of the outbreak in the country. However, coun
tries that focused on testing those at the highest risk only, 
such as Japan and Tunisia, resulted in a lower number of 
tests performed per confirmed case and they knew less 
about of the true size of the outbreak in the country 
(Figure 2). A study from two transplant centers in Saudi 
Arabia and Italy found that the awareness of non- 
pharmaceutical interventions is linked to the successful 

Figure 11 Health workforce in Arab countries (Source: WHO Report, 2018).

Figure 12 Health spending per capita in Arab countries vs COVID-19 deaths.
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containment of COVID-19 in kidney transplant recipients 
as well as in the general population.25

In terms of the number of tests per confirmed death, 
a high number is preferable. Three groups of countries 
emerged: the UAE and Bahrain (group 1) had a high 
number of tests per death which indicated widespread 
testing and assessment of community transmission; 
Japan, Tunisia, Morocco, New Zealand, Australia, Qatar, 
Kuwait, Saudi Arabia, Canada, Switzerland and Iraq 
(group 2) had a low number of tests per death which 
indicated moderate testing and assessment of community 
transmission; the USA and the UK (group 3) had a low 
number of tests per death which indicated low testing and 
assessment of community transmission (Figure 3).

Containment
To assess the containment stage, four containment indica
tors we used namely; deaths per capita, deaths doubling 
time, cases per capita, and cases doubling time. If the 
doubling time is longer, the rate of transmission will be 
lower. In countries such as Australia, Egypt, and New 
Zealand, with few confirmed cases and a long doubling 
time are considered to have successfully contained the 
outbreak, although low testing capacity could still be 
a factor. On the other hand, few cases and a short doubling 
time such as in Jordan, Tunisia, Syria, Morocco, Libya 
and Lebanon suggest that the outbreak was spreading 
rapidly, and the number of cases is set to increase 
(Figure 4). Overall, Arab countries show less deaths 
per million and less doubling time for confirmed deaths 
compared to most OCED countries such as Italy, Spain, 
USA, UK, France and Canada. At first, it can seem sur
prising that the same virus can lead to such widely differ
ing reported mortality rates between Arab countries and 
most OECD countries. The number of cases is less of 
a reliable measure than the number of deaths, because it 
is more likely to vary with testing capacity. Countries have 
different demographics and different COVID-19 death 
registration regulations, which make international compar
ison less informative. For example, the USA and the UK 
who have a high percentage of elderly population tend to 
have higher deaths due to COVID-19 per capita 
(Figure 5).

Treatment
To assess the treatment phase, one treatment indicator was 
used; case fatality rate. Countries with lower CFRs tend to 
have more of an effective response during the treatment 

phase. However, fatality rates vastly differ across coun
tries, even if the populations are dying at the same rate. In 
order to differentiate between the two kinds of fatality 
rates, the case fatality rate (CFR) which is the proportion 
of people who die who have tested positive for the disease, 
and the Infection fatality rate (IFR) which is the proportion 
of people who die after having the infection. In countries 
such as the UAE, Bahrain, Australia, and New Zealand 
where testing is effective, the number of confirmed cases 
is a representation of the true number of infections. 
However, this was not the case in other countries, such 
as the Egypt, Algeria, Tunisia, Saudi Arabia, USA, the 
UK, and Italy. Countries, which have tested far more 
widely, are expected to have a lower case fatality rate. 
As a result, the case fatality rate is not comparable 
between countries (Figure 6).

The percentage of people above 60 years old in Italy 
28%, Germany 33%, and Japan 28%, respectively, com
pared to 7% in the Arab World. The global median age is 
about 30 years. Germany has the second highest median 
age at 47 years and Italy at 46 years, compared to 17 years 
in the Arab World. Given that the median age of confirmed 
COVID-19 cases is 51 years, older populations will have 
a higher case fatality rate (Figure 7). Besides the age 
factor, the presence of pre-existing diseases such as dia
betes and cardiovascular diseases increases the chance of 
dying due to COVID-19. Arab Countries are not an excep
tion; in fact, countries such as Egypt, Sudan, Syria, and 
Tunisia with a high prevalence of diabetes and cardiovas
cular disease have higher COVID-19 case fatality rates 
(Figure 8).

Another factor that is related indirectly to death from 
COVID-19 is the air pollution. The decrease in air pollu
tion following the lockdown resulted in a decrease in the 
number of deaths due to air pollution, and a reduction in 
NCDs.26 However, a study highlights that more efforts 
should be made to completely avoid severe air 
pollution.27 The temporary reduction in air pollution due 
to lockdown activities is a good opportunity to inform 
policy and law makers on how to minimize air pollution 
on a long-term basis and save lives.28

Developing a vaccine against COVID-19 is a key strat
egy for reducing morbidity and mortality. Vaccine types 
include inactivated, live attenuated, vectored, nucleic acid- 
based, and recombinant subunit vaccines.29 Importantly, 
progressing from development of currently available vac
cines to vaccinating at least 60% of eligible citizens and 
residents is the key to COVID-19 prevention. By 
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December 2020, countries ordered more than 10 billion 
vaccine doses.30 About 5 billion doses were ordered by 
high-income countries (14% of the world’s population).31 

As of January 1st, 2021, only 4 Arab countries which 
include the UAE, Saudi Arabia, Bahrain, and Morocco 
began their COVID-19 vaccination campaigns (Figure 9).

In addressing COVID-19, different strategies have 
been applied: mitigation strategies focused on protecting 
the most vulnerable while flattening the peak (e.g. 
Sweden), suppression strategy to lower case numbers and 
outbreaks (e.g. UK, Jordan, Morocco), and elimination 
strategy to exclude disease and prevent community trans
mission (Australia, New Zealand, Bahrain, and UAE). In 
implementing such strategies, health laws established the 
institutional structures and processes through, and they set 
the limits for the exercise of coercive power over indivi
duals and productions.

Quality and Access
In order to highlight the legal and health challenges faced 
during the pandemic, an analysis of the health systems 
resources in terms of quality and access, health workforce, 
and finance. The moderate Health and Quality (HAQ) 
Index performance of Arab countries may in fact contri
bute to the low number of deaths from COVID-19. OCED 
counterparts maintained higher levels of HAQ, however, 
they also have higher case of fatality rates, which indicates 
that other factors play a role such as demographics and 
availability of health workforce, and health finance 
(Figure 10).

Effective media and health communication constitute an 
important tool in COVID-19 control, not only to provide 
timely and accurate information to the public, but also to 
eliminate misinformation and disinformation. Trust in 
health systems is an important variable for effective imple
mentation of COVID-19 health interventions. Preparedness 
planning is essential in order to respond effectively to out
breaks and epidemics, protecting populations at risk of 
severe disease, reducing the acute burden on healthcare 
services and reducing excess mortality. It is important to 
ensure the stability of health systems so that it delivers care 
efficiently and effectively through COVID-19 and beyond. 
Most Arab countries have limited access to ventilators for 
critical care, which is an important aspect of COVID-19 
treatment, if not detected early enough. The concept of 
ventilators for critical care is almost limited in many Arab 
countries, which remains a drawback as COVID-19 not 

detected early and respiratory care remains an unchartered 
territory.

Health Workforce
COVID-19 puts the health workforce capacity under pres
sure and increased their risk of infection.32 COVID-19 led 
to premature deaths of doctors and nurses caring for 
COVID-19 patients, lack of personal protective equip
ment, and burnout amongst health workers.33 In the Arab 
countries, the ratio of doctors per 10,000 people is 14 on 
average. In Gulf Cooperation Council (GCC) countries, 
the trend shows that there is an increase in average number 
of doctors to 25 doctors per 10,000 people. This figure is 
low when compared to 35 doctors per 10,000 people in 
European Union (EU). Nursing personnel in Arab coun
tries have also increased significantly to an average of 
around 47 per 10,000 population. Furthermore, over 
15,000 new hospital beds have been recently added, reach
ing around 20 per 10,000 people, compared to 52 in EU.34

Protecting health workers who risk their lives to fight 
the pandemic is one of the biggest priorities in Arab 
Countries. There is a need to prioritize commitment 
towards COVID-19 and invest substantially towards hav
ing a better health infrastructure and capacity building 
through investment in the health workforce. Having ade
quate numbers of health workers will be vital to counter 
COVID-19. Access to personal protective equipment, pro
tocols of occupational health and safety, and adequate rest 
and recovery periods, will determine how effectively 
health workers can treat patients. Regulatory and policy 
changes aimed at expanding workforce capacity and sup
porting telehealth in service delivery were put in place by 
many Arab Countries. Such policy changes include 
expanding the scope of practice for some health profes
sions, relaxing health professional licensing rules, and 
supporting the provision of telehealth services.35

Goal 3 of the Sustainable Development Goals aims to 
ensure that all have access to health and health coverage.18 

In many Arab Countries, meeting this goal is hindered by 
the underutilization of the skills of physicians, nurses and 
pharmacists, and by low ratios of nurses and other person
nel to physicians, and of generalists to specialists. In many 
countries, the capacity to restore regular health services, 
while at the same time continuing to address COVID-19 is 
limited.36 In order to maximize the current health work
force, strategies such as licensing flexibility, maximizing 
scope of practice, telehealth, and redeploying health work
ers to high-need areas were implemented.37
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Finance and Taxes
Arab countries constitute 6% of the world’s population yet 
they only spend 2% of global spending on the healthcare 
sector. Arab countries spent 6% of their GDP on health in 
2017, almost half that observed globally. About 43% of 
the money was spent to support COVID-19 activities were 
in fact spent on financial support policies, 32% on multiple 
policy categories, and 16% on general policy support. 
Development assistance for low- and middle-income coun
tries remains a fraction of what is needed to fully address 
the effects of the pandemic. Continued efforts are needed 
to raise the required resources to mitigate the pandemic for 
the most vulnerable and to help curtail the pandemic 
for all.

Most Arab countries have announced they will cover 
all medical costs associated with dealing with COVID-19 
for their citizens in the governmental sector. Employees 
infected with COVID-19 were given paid leave. However, 
many patients were forced to pay high cost in the private 
sector. This formed a sense of financial uncertainty and an 
environment where COVID-19 patients may want to not 
disclose that they are infected. Universal coverage usually 
is attained in countries in which public financing of health 
is around 5% of GDP.38 Continued efforts are needed to 
raise the required resources to mitigate the pandemic for 
the most vulnerable. In many Arab countries, additional 
revenues can be raised without imposing additional taxes, 
by implementing a fair progressive taxing system, sup
ported by strong institutional capacity. Principles of social 
solidarity are crucial to combat COVID-19. Health sys
tems with universal coverage based either on social insur
ance or general taxation are more effective than health 
systems without universal coverage. Providing skill-mix 
staff and task shifting are vital tools to deliver preventive 
care and effective COVID-19 treatment.

Public health activities such as research and surveillance 
were more emphasized due to COVID-19. COVID-19 vac
cine is the best way to eradicate COVID-19. Without an 
effective vaccine, prevention of transmission remains the 
only weapon. Implementing measures to reduce the risk of 
transmission such as wearing masks in public, social distan
cing, wash hands, and avoiding crowds is vital. Telemedicine 
will finally become a part and a parcel of daily medical 
consultations mainstream and Arab countries need to con
sider alternative models of care to move services from hos
pitals to home-based care. More investment in public health 
preparedness and surveillance, and more investment in 

research, vaccines, therapeutics, and non-medical methods 
of prevention are needed. Health providers need to consider 
the lessons learnt and new consumer habits to adopt tele
health and to plan for a health system with a strong infra
structure for future generations.

Conclusion
This study has identified important lessons to be learnt on 
how Arab Countries have responded to COVID-19. Legal 
intervention has been a visible response to the COVID-19 
pandemic in Arab Countries. A legal and health response 
includes a combination of conventional disease control mea
sures (testing, contact-tracing, and social distancing), popu
lation-based physical distancing (including stay-at-home 
orders, school and business closures, and social gathering 
bans), travel limits (including travel bans, and border clo
sures), and economic support measures. There are a number 
of challenges faced by Arab health systems which have are 
amplified due to COVID-19 and if ignored or overlooked 
they will present considerable challenges in the near future. 
Health systems in Arab countries are not sufficiently 
equipped to handle deal with the various healthcare needs 
related to COVID-19, in particular issues pertaining to 
administration, finances, supply side of healthcare, and the 
effective utilization of information technology in order to 
make informed data-driven decisions. Acceptable healthcare 
quality and access, a competent health workforce, and suffi
cient funds are imperative needs in the healthcare system in 
order to provide sustainable response to COVID-19. Health 
systems in Arab Countries need to enhance emergency pre
paredness by developing, training and equipping an effective 
workforce for health emergency, maintaining structurally and 
functionally safe hospitals and other health facilities, supply
ing high-quality COVID-19 medicines and vaccine, provid
ing disease surveillance systems and decentralized laboratory 
services, delivering sound health service to people directly 
affected by the COVID-19 crisis and other serious health 
conditions, in addition to health financing and taxes.
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