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Introduction 
Starting 2015 with the launching of the Sustainable Development Goals, all Arab countries have 

committed to the fulfillment of these goals.  The commitment was translated in alignment of the 

national strategies and policies and the redefinition of the policy priorities to line up with the 

achievement of these goals. Five years after the adoption of these goals, monitoring countries’ 

progress is an essential process that can point out to the areas of success and areas of shortfalls 

and can provide some guidelines to address these shortfalls. 

This report aims to assess the progress made by four Arab countries in the area of Health 

related SDGs.  These countries are Egypt, Jordan, Morocco and Sudan.  The report is divided into 

three sections.  The first section explores the general and health-specific policy context in the 

four countries.  This is followed by the second section in which an assessment of the 

performance of the selected countries on some of the health related SDGs was carried out.  The 

assessment was conducted through a comparison of these countries performance against the 

SDG targets and/or the Eastern Mediterranean Region and global levels.  This assessment was 

carried out using the latest World Health Statistics report (2020)1.  The third section focuses on 

assessing levels of health inequality in the four countries.  

Health and SDGs: health policy context in the selected countries2 

Egypt3 

Egypt’s Sustainable Development Strategy (SDS): Egypt’s Vision 2030 has been aligned with the 
2030 Agenda and the SDGs4. The SDS 2030 development was led by the Ministry of Planning and 
Administrative Reform, and also included various UN agencies and international development 
partners. The document consists of ten pillars covering different dimensions of sustainable 
development. How is Egypt incorporating SDG 3 targets in health policy, strategy, and planning? 
In 2014, Egypt’s Ministry of Health and Population (MoHP), in collaboration with the WHO 
Country Office, formulated a “White Paper” framing document for developing health policy and 
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strategy. This document was the basis for establishing the health pillar in Egypt’s SDS 20305. 
Deliberations during the process of developing the Health Pillar of SDS Egypt 2030 involved 
various stakeholders, and it has incorporated the SDGs and targets, particularly so SDG 3, with 
considerable emphasis on Universal Health Coverage. In the Health Pillar of the SDS 2030, some 
of the SDG 3 targets were included, with adaptation according to national context. Indicators used 
for monitoring progress toward achieving the SDS goals were derived from WHO core health 
indicators, SDG indicators and current indicators used in the existing Egyptian health system 
monitoring framework.  

Universal Health Coverage (UHC) has been defined as a key objective both in the White Paper 
framing Egypt’s health policy and strategy, in the vision statement of the SDS 2030 and as the 
second among three strategic objectives formulated in the SDS 2030. Thus, one of the key 
performance indicators of the SDS include “percent of population covered by formal social health 
insurance mechanism”, together with indicators on out of pocket health expenditure as well as 
health expenditure per capita. The SDS 2030 and the Health Pillar has put great emphasis on 
extending coverage and ensuring quality of services while strengthening governance 
arrangements and other health system components. 

Jordan6 

The government of Jordan has internalized the 2030 Agenda and the SDGs as part of Jordan 2025 
A National Vision and Strategy, a blueprint developed with wide participation from major groups 
and organizations. Jordan 2025 determines the integrated economic and social framework which 
will govern economic and social policies based on providing equal opportunities for all7. The 
Executive Development Plan (EDP) translates the Jordan 2025 document into actionable 
development programmes. The SDG goals and targets of the 2030 Agenda have been 
mainstreamed to a great extent throughout the EDP; almost 40% of the indicators categorized as 
tier I indicators are among the 600 indicators that monitor progress.  

The National Strategy for the Health Sector in Jordan 2016- 2020 is derived from Jordan 2025, and 
it is aligned with the 2030 Agenda. It focuses mainly on good governance of the health sector, 
patient-centred services, providing services and financial protection coverage. The indicators in 
the strategy were aligned with the indicators of the EDP. However, the Ministry of Health’s (MoH) 
current strategic plan is coming to an end this year, the MoH, with support from WHO, is 
embarking on developing a new strategic plan for 2018-2022 in line with the SDGs and the aim to 
achieve Universal Health Coverage (UHC) 

Access to Universal Health Coverage (UHC) has been a strategic target for all successive 
governments in Jordan since more than three decades. This is a central part in the National 
Strategy for Health Sector in Jordan 2016-2020. The strategy focused on provision of patient-
centred health services, as well as reforming the health financing system. Another integral part 
mentioned in the strategy is the need to strengthen primary healthcare through family medicine. 
As noted above, the MoH will start the process of developing a new strategic plan 2018- 2022 in 
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line with the SDGs . It will guide the transformation of the MoH in particular, and the health system 
in general, towards achieving UHC. 

Morocco8 

On a national level, the Ministry of Foreign Affairs and International Cooperation along with the 
High Commission of Planning is leading efforts towards advancing the 2030 Agenda. The process 
of nationalising SDGs has been launched through a consultative process including not only 
ministries and public institutions, but also all other stakeholders. The Government Programme 
2016-2021 is essentially based on five components in which the third one is highlighting economic 
development, employment promotion and sustainable development9. 

The 2030 Agenda, and SDG 3 in particular, constitute a frame of reference in the process of 
developing the Health Sector Strategy 2017-2021. The Ministry of Health (MoH) is developing a 
first version of an action plan to reach health related SDGs. 

In 2002, Morocco adopted Law 65-00 on basic medical coverage to improve access to health care 
and increase financial risk protection. The Constitution of 2011 states the right to health access 
and health protection. Furthermore, Universal Health Coverage (UHC) is a priority within the 
Government Programme 2016-2021. Within the Health Sector Strategy 2017-2021, a target is set 
to cover 90% of the population with basic medical coverage in 2021. 

Sudan10 

Sudan has endorsed the 2030 Agenda and the SDGs are incorporated in the second National 
Strategic Plan 2017-2020. The National Population Council in the Ministry of Welfare and Social 
Security was mandated to coordinate and monitor the national progress towards achieving SDGs 
at national and subnational levels, which has recently been moved to the Ministry of International 
Cooperation. 

Sudan has drafted its National Health Policy (NHP) 2017- 2030 in line with the 2030 Agenda to 
achieve health and health related goals. In addition, health and health related SDGs, including 
SDG 3, are incorporated in the National Health Sector Strategic Plan (NHSSP) II 2017-2020. The 
focus of both NHP and NHSSP is to address equity in the health system and respond to the needs 
of the poor, under served and disadvantaged populations with the theme of “Leaving No One 
Behind”. The NHP 2017-2030 aspires to contribute to Sudan’s National Development Vision 
through effectively responding to health challenges and priority health needs. It is guiding health 
system reform to re-orient the health system for universal health coverage with focus on 
promotion of health and wellbeing of Sudanese in line with the SDGs. It needs to be noted that 
Sudan also has an endorsed document on “Health in All Policies’ signed by the President and 
commitment by all relevant sectors to health. 

Several partnerships are underway to advance the health-related SDGs. Sudan is adopting the 
Health in All Policies (HiAP) approach to enhance the engagement of different sectors to address 
the determinants of health in a more holistic and comprehensive manner. The HiAP road map has 
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been developed and agreed upon by various stakeholders and different sectors have signed the 
national commitments to implement HiAP road map. Furthermore, Sudan has endorsed the IHP+ 
Global Compact and UHC 2030 Agenda, with partners signing the Sudan Health Compact to 
support the implementation of the National Health Sector Strategic Plans in line with the 
principles of Effectiveness of Development Cooperation. In addition, the government has 
established the Sudan Health Sector Partners forum, in order to coordinate efforts within the 
health sector. 

Universal Health Coverage (UHC) is the key priority of the NHSSP II 2017-2020. Several policies 
and strategies have been developed to support UHC. These policies and strategies include: Health 
financing Policy and strategy; Family Health policy; Health in All Policies road map and Global 
Health Strategy. In addition, the National Health Insurance Law and the National Supply Fund law 
have been endorsed. 

 Assessment of the performance of the selected countries on SDG 

health related indicators  

In an effort to monitor the progress made by some Arab countries in achieving the SDGs related 
to health, a comparison of the performance of the four countries was carried out using data from 
the most recent WHO World health statistics (2020)11. The analysis aims to compare between the 
four countries and the specified SDG targets if available.  If no specific target was set for the SDG 
indicator, the comparison was made against the Eastern Mediterranean Region and the global 
levels.   

The table (1) offers an overview of this comparison.  The green highlight indicates that the country 
is on the right track to achieving the SDG health indicator, while the red highlight indicates that 
the country is lagging far behind the EMR and/or the global levels of the indicator. 

At the first glance, table 1 shows a clear gradient among the four countries.  Jordan exhibits the 
highest performance among all the four countries with only two exceptions. Jordan road traffic 
mortality rate exceeds both the EMR and the global level.  Also Jordan lags behind in international 
Human capacity index compare to other 3 countries as well as the EMR and global levels.   

Morocco comes in second rank with only three indicators falling behind the average level of EMR 
or the global level.  The first relates to new TB cases per 100,000 where Morocco scored the 
highest rate among the four countries (99 per 100,000).  Similar to Jordan, road traffic mortality 
rate was also high in Morocco (19.6 per 100,000) exceeding slightly the rates for EMR or the global 
level.  The third ill performance indicator for Morocco was the density of Medical staff (Medical 
doctors, nurses and trained midwives). This indicators was only 21.2 per 10000.  This level is   
lower than the EMR (24.6 per 10,000) and far lower than the global level which calls for 53.2 
medical staff per 10,000 population.   

Egypt ranks third among the four countries with ill performance on six of the 20 indicators 
examined in this comparisons.  Egypt shows a high level of adolescent birth rate (51.8 per 1000 
(15-19)) that exceed both the EMR level as well as the global level (46.5 and 42.5 per 1000 (15-
19)).  Additionally, stunting affects almost one quarter of the children under 5 year.  Although it 

                                                            
11 World Health Organization. (2020). World health statistics 2020: monitoring health for the 

SDGs, sustainable development goals. World Health 
Organization. https://apps.who.int/iris/handle/10665/332070. License: CC BY-NC-SA 3.0 IGO 

https://apps.who.int/iris/handle/10665/332070


is slightly lower than the EMR level (24.2%), it exceeds the level of the global level (21.3%).  NCD 
claims the lives of 27.2% of Egyptians aged 30-70 years and the probability of dying from NCD in 
Egypt is far higher than those of the EMR and global levels.  Suicide mortality rate in Egypt show 
slightly higher level than its level in EMR but was lower than that for the global level.  

 

Table (1) SELECTED INDICATORS (from Health-related SDGs in Arab countries, 2020) 

SDG health related indicator Egypt Jordan Morocco Sudan 

Comparison group 

EMR Global 
SDG 

target 

Life expectancy (M/F)(2016) 68.2/73.0 72.7/76.0 74.8/79.2 63.4/66.9 67.7/70.7 69.7/74.2 -- 

Maternal mortality ratio (per 
100,000 LB), 2017 

37 46 70 295 164 211  

Proportion of births attended 
by skilled health personnel (%) 

92 100 87 78 --- 81 100 

Adolescent birth rate (per 
1000 15-19), 2010-18 

51.8 27 19 86.8 46.5 42.5  

U5M (per 1000 live births), 
2018 

21 16 22 60 47 39 25 

Neonatal mortality (per 1000 
LB), 2018 

11 9 14 29 26 18 12 

Stunting in children under 5 
(%), 2010-19 

22.3 7.8 15.1 38.2 24.2 21.3 zero 

New HIV infections (per 1000 
uninfected population) 

0.04 0.01 0.03 0.13 0.07 0.24  

New Tbc cases (per 100,000), 
2018 

12 5 99 71 115 132  

Dying from NCD between 30-
70 (%), 2016 

27.2 19.2 12.4 26 22.0 18.3  

Suicide mortality rate (per 
100,000), 2016 

4 2.9 2.9 8.1 3.9 10.6  

Mortality rate- HH & ambient 
air pollution (per 100,000), 
2016 

108.9 51.2 49.1 184.9 125 114.1  

Mortality rate-unsafe WASH 
(per 100,000), 2016  

2 0.6 1.9 17.3 10.6 11.7  

Mortality rate-unintentional 
poisoning (per 100,000), 2016 

0.2 0.6 0.6 3.9 1.5 1.4  

Mortality rate- homicide (per 
100,000), 2017 

3.8 2.8 2.1 6.0 5.1 6.3  

Road traffic mortality rate 
(per 100 000 population) 

9.7 24.4 19.6 25.7 18 18.2  

UHC: Service Coverage Index, 
2017 

68 76 70 44 57 66.0 100 

IHR Core Capacity Score 83 43 75 57 66 63.0  

Medical staff per 10,000, 
2014-18 

23.8 51.4 21.2 9.6 24.6 53.2  

DTP3 coverage among 1 year 
old (%), 2018 

95 96 99 93 82 86  

 



Mortality rate from HH & ambient air pollution in Egypt showed a level that ranked second after 
Sudan in the four countries (108.9 per 100,000), although its level was less than both the EMR 
and global levels (125 and 114.1 per 100,000, respectively).  The final lagging indicator was the 
medical staff density where the average number of medical doctors, nurses and trained midwives 
was 23.8 per 10,000 barely matching the average for EMR but falls to less than half the prevailing 
average at the global level.  

For Sudan, except for child immunization, all indicators show significantly lower levels that the 
other three countries and fall below the EMR and global levels.  Even for the DTP3 coverage. 
Sudan shows the lowest level of coverage among the four countries.   

Health inequality in selected countries: Levels and trends 

There is no doubt that, the call for equity across all dimensions of human lives and recognition of 
the importance of “leaving no one behind” have for the first time been acknowledged explicitly 
in the sustainable development goal.  Nevertheless, this call has been reiterated in the area of 
health starting with the WHO constitution since 1946 in their definition of health and their call of 
health as basic human right.  It is only recently that the assessment of health inequality has gained 
significant attention among researchers and policy makers round the world.  Unfortunately, 
similar efforts for the assessment of health inequality in the Arab region are relatively sparse.  

In 2018, the Social Research Center of the American University in Cairo in collaboration with the 
UNFPA/ASRO carried out an in depth analysis of the sexual and reproductive health inequities in 
five selected countries (Rashad, Shawky and Khadr, 2018).  This effort provided an illustration of 
the health equity challenges which need to be addressed urgently to help achieve the heath SDGs 
targets.  

The study aimed at exploring the main priorities in the area of SRH, the main priorities in the area 
of SRH inequalities and assessing the extent to which these two priorities are similar or different.  
Using the most recent available data sets in the selected five countries.  The SRH indicators 
covered 35 indicators classified into impact, risk factors and health systems indicators. 
Assessment of inequality was carried out using the two traditional stratifiers of geographic region 
and wealth and newly developed gendered context stratifier.  This latter index was developed to 
capture the impact of the gendered context on the various SRH indicators.  Assessment of 
inequality was carried out using complex inequality measures, namely the index of dissimilarity 
(in case of non-ordinal stratifier) and the concentration index (in case of the ordinal stratifier).  
Trends in the levels of the indicators as well as their levels across the categories of the 
implemented stratifiers were also investigated. 

Despite the many constraints related to the availability, comprehensiveness, accessibility, as well 
as periodicity of the data sets for the investigated countries, the study highlighted the main SRH 
priorities among the impact and risk factors indicators (see table 2).  It also unveiled the main SRH 
inequality priorities across the three stratifier for the impact and risk factors (see table 3 for 
priority inequalities in the impact and risk factors indicators by wealth).  A comparison between 
the priorities in SRH indicators and the priorities in SRH inequality was presented for each stratifier 
(see table 4 for the comparison for Egypt). Similar results were presented for the health system 
responsiveness. Trends in inequalities was investigated (see figure 1 as an illustration of the trend 
in neonatal mortality in Egypt). 

 



Table 2 Sexual and Reproductive Health priorities in the Arab countries  

 

Table 3 Summary measures of Sexual and reproductive health inequality rCI% ty wealth

 



Table 4 Different configuration of priority SRH and priority SRH Inequality,  in Egypt 

 

Figure 1: Levels of multiparity in Egypt for different geographic regions and their summary 

inequality measure for 2005-2014  

Similar analysis was carried out for the health system in the investigated countries 

The report highlighted a number of significant findings as follows: 

• The level of inequalities in the three countries of Egypt, Morocco and Sudan are much 
higher than the corresponding level of inequalities in Jordan.  

• The level of inequality is quite high for the three countries of Egypt, Morocco and Sudan. 
The measures of inequality are higher than the cut-off point of 10% for several indicators 
across the stratifiers investigated. This measure reaches as high as 24.4%, 19.6 and 27.2 
for Egypt, Morocco and Sudan, respectively.  

• The geographic area inequality for Egypt and Morocco is more severe than wealth and 
gender inequality. Also, the severe level of geographic area inequality in Egypt and 
Morocco affects a larger number of indicators than wealth and gender. 
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• The indicators reflecting severe levels of inequality encompass both impact and risk 
factors of both social and biological nature. However, the consistency between the 
inequalities in risk factors and impact measures is not demonstrated for all stratifiers. 
Clearly, the available SRH impact measures do not capture social and mental dimensions 
of health.  

• Jordan SRH measures do not reflect a degree of inequality that was considered severe 
(above 10%) except for wealth stratifier and the two indicators of infant mortality and 
marital physical violence during pregnancy 

• The healthcare services are not always available, accessible or affordable. In Egypt, 

around half of the women reported the unavailability of medication and health care 

providers and one fifth reported difficulty in finding transportation to reach the 

healthcare facilities. In Jordan, around one third of women claimed inaccessible services 

and one fifth reported unaffordable healthcare. In Morocco, 40% of women claimed 

distant healthcare facilities and 63% complained of unaffordable health care. It is worth 

noting that in the three countries, around one third of women complained of the 

unavailability of female healthcare providers. 

• The health system faces three major performance challenges.  

• First, the family planning programs are still a concern as from 30 to over 40% of 

non-pregnant currently married 15-49years women in Egypt, Jordan and 

Morocco, as well as at least 75% in Oman and Sudan do not use a contraception 

method.  

• Second, the perinatal services show high priorities in four out of the five 

countries. For example, in Sudan, over 40% of currently married 15-49 years 

women do not receive regular antenatal care and are not vaccinated against 

tetanus during pregnancy.  

• Third, the prevention programs remain insufficient as at least 87% of women do 

not have HIV/AIDS comprehensive knowledge in Egypt, Jordan and Sudan.  

• The inequality measures show very high health system performance and capacity 

inequality for Egypt, Morocco and Sudan. The degree of significant inequality in system 

performance ranges from 10.0% to 34.2%.  

• For Jordan, the degree of significant inequality is again reflected on in the wealth 

stratifiers and is ranging between 13.5% to as high as 35.2%. Oman limited available 

information, point that even in countries where important achievements are realized on 

the physical health front, health system inequalities could be a concern. This concern is 

only captured in geographic variations but disappears on the wealth front.  

The study concluded with the following recommendations: 

 More attention should be directed on health inequality, particularly, given the high level 
of inequality across social groups and the fact that the priority health inequality 
challenges are different from priority health challenges. 

 Monitoring the trend of inequalities is a key requirement in order to assess to the effect 
of the interventions and policies on tackling these inequalities. 



 The different countries in the Arab world need to identify the appropriate and relevant 
social stratification to its context.  

 The commitment to addressing SRH inequality needs to be demonstrated through an 
information system capable of systematically and periodically measuring, monitoring and 
tracing and relating inequality to their structural root causes and to the fairness of these 
causes. Such monitoring can also support the assessment of progress in the adopted 
efforts 

 Assessing and monitoring SRH inequalities calls for well qualified institutions and 
individuals who are capable to analyze data and information and can draw evidence-
based policy recommendations.  This calls for institutions and individual capacity building 
in the area of SRH inequalities, in particular, the concepts of inequality and inequity, their 
conceptualization and frameworks, the their measurement approaches and the 
translation of the findings in proper policy implications   

 The health sector needs to adopt a fairness lens in its provision of services and in its 
evaluation of performance. The health system should be able to respond to differentiated 
needs within the society. 

 To tackle the root causes of health inequities, the health sector needs to assume the 
stewardship role in relationship to other actors to be able to tackle health inequities.. This 
role is directed to other social actors. WHO speaks to three dimensions of this role, 
namely advocacy, partnership, and leadership. 

o The advocacy dimension assigns the health sector the responsibility to provide 
and disseminate evidence to support integrating an equity lens in social policies 
known to impact health. 

o The partnership dimension requires the health sector to engage with the other 
social partners and other actors in society in supporting the needed equitable 
integrated and intersectoral policies and actions for health. 

o The leadership dimension is demonstrated in the role of health sector in 
supporting good governance and a whole government approach to SRH equity. 

 

 

 


