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Abstract
Objective: The objective of this study was to describe the 
historic transformation of the Kingdom of Saudi Arabia (KSA) 
health system and analyze the impact of transformation on 
selected health outcomes in KSA. Methods: Secondary data 
from the following standard repositories were compiled for 
analysis: WHO, UN, UNICEF, and the Saudi Arabia Ministry of 
Health. The 6-part WHO health system framework was used 
to structure the analysis. The USA was chosen as a compara-
tor country because KSA and the USA are both high-income 
OECD countries with predominantly Western-trained physi-
cians and similar health outcomes, yet the 2 nations diverge 
in 2 important ways: the KSA is a single payer, and its percent 
GDP healthcare spending is one-half that of the USA. Re-
sults: Life expectancy at birth increased nearly 30 years (from 
45.6 years in 1960 to 74.9 years in 2019) among KSA citizens, 
narrowing the gap with the USA, which gained 8.7 years, 
from 69.8 to 78.5, during the same period. KSA had identical 

infant mortality to the USA (2/1,000 live births in both coun-
tries) and lower maternal mortality rates (17 vs. 23/100,000 
live births) than the USA. Conclusion: The rapid improve-
ment of selected health outcomes in KSA may be attribut-
able to improved access to care provided by the universal 
healthcare system. Healthcare spending in the USA is 18% 
GDP, nearly twice that of KSA (9.2% GDP), yet important 
health outcomes are largely indistinguishable. Future re-
search should evaluate which elements of the KSA system 
might inform improvements to decentralized systems in the 
USA. © 2021 The Author(s).

Published by S. Karger AG, Basel

Introduction

The Kingdom of Saudi Arabia (the KSA) is well known 
for its oil and gas reserves [1] and as the birthplace of Is-
lam [2], but its achievements in improving health systems 
and population health may be underappreciated. English 
language literature on Saudi health systems and popula-
tion health metrics is sparse; scarcer still are studies which 
provide meaningful comparisons with the USA. The KSA 
health system transformation in the past 6 decades is re-
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markable and brings great improvement in Saudi Ara-
bia’s population health. We use a comparative method to 
draw attention to similarities and differences in health 
systems and their impacts on selected health outcomes 
between the KSA and the USA using the WHO’s 6 Health 
System building blocks as a framework for this compari-
son. Selected health outcomes for the comparisons in-
clude life expectancy at birth and at 65 and infant and 
maternal mortality rates. The USA is chosen for this com-
parison because higher GDP per capita spending is not 
always commensurate with better health outcomes; in ad-
dition to spending, the health system configuration and 
performance influence health outcomes. Given that the 
KSA has a national health care system, whereas the USA 
does not have national health insurance but a mixed 
health system operated by public and private organiza-
tions, the WHO’s 6 building blocks offer standardized in-
dicators that allow comparisons between countries. The 
6 building blocks are service delivery, health workforce, 
health information system, access to medicines and tech-
nologies, health system financing, and leadership/gover-
nance.

Previous studies of health systems in the KSA mainly 
focus on an overview of the healthcare system [3], health 
information system [4], challenges in the healthcare ser-
vices [5], and perceived medical services [6]. Almalki and 
associates [3] reviewed the historical development and 
current structure of the healthcare system in the KSA, 
considering the importance of the public health sector 
and the opportunities and challenges confronting the 
Saudi healthcare system. A similar study conducted by 
Walston et al. [5] highlighted challenges in the Saudi 
healthcare services, such as long wait times for nonemer-
gency surgeries due to the increased demand for care cou-
pled with construction delays as facilities struggle to ex-
pand capacity.

Two recent studies focus on the health information 
system [4] and access to care [6]. Albejaidi [4]examines 
the critical needs of a health information system in the 
KSA and reports the lack of an established and efficient 
National Health Information System (NHIS) as a likely 
cause of poor quality management in the Saudi health 
sector. The author concludes that there is an urgent need 
for improvement in the healthcare information system 
in the KSA to deal with the challenges created by an ex-
panding health sector [4]. Another study carried out by 
Alsumaih and Aldhuwayhi [6] uses an online survey of 
Saudi students living in the USA to gather perceptions 
of medical service quality for comparison. The majority 
of Saudi students perceived medical services in the USA 

to be of higher quality than those provided in the KSA 
[6].

These studies have explored interesting facets of the 
Saudi health system, but to our knowledge, none has un-
dertaken a comprehensive analysis of the longitudinal 
impact of massive health system transformation on se-
lected health outcomes using established criteria. The ob-
jectives of this study are 3-fold: (1) describing the histor-
ic transformation of Saudi’s health system in stages from 
a haphazard structure tailored to the needs of pilgrims to 
a well-coordinated modern system, (2) analyzing the im-
pact of health systems on selected population health out-
comes in the KSA and the USA using secondary data, and 
(3) systematically evaluating the longitudinal impact of 
these 2 health systems on selected health outcomes using 
the 6-factor WHO health system assessment criteria. The 
lessons learned from this study can be useful to the ongo-
ing health system development in the KSA as well as in 
the USA.

Methods

Information related to the health system history in the KSA was 
obtained from the Saudi Ministry of Health (MOH) website and a 
literature search using electronic databases (PubMed and Google 
Scholar) using the following keywords: health system, Saudi Ara-
bia, United States, and comparison. The search was restricted to 
English literature, but no time restriction was placed on the publi-
cation date. To assess and compare the health systems’ impact on 
selected population health indicators, we created charts and tables 
using the data abstracted from publications of the WHO, World 
Bank, UNICEF, and the Saudi MOH. Due to the limited availabil-
ity of Saudi data, the comparative analysis study period was re-
stricted to 1960–2019. Based on this literature review, a timeline 
was created with 5 stages to delineate the healthcare system evolu-
tion from 1925 to 2019 and beyond in the KSA. To answer the sec-
ond research question, we evaluated the current state of Saudi 
health systems with respect to the following population health 
metrics: life expectancy and infant and maternal mortality. With 
respect to the third research question, we evaluated the evolution 
of the Saudi healthcare system according to the WHO 6 Building 
Blocks: service delivery, health workforce, health information sys-
tem, access to medicines and technologies, health systems financ-
ing, and leadership and governance.

Health Outcomes Definitions
Definitions of population health outcomes used in this study 

are as follows.

Life Expectancy
The average number of years that a person could expect to live 

at birth if the person experiences the age-specific mortality rate 
prevalent in a specific country in a specific year. The data are ad-
justed for age, sex, and country [7].
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Infant Mortality Rate
The number of deaths among infants under 1 year of age dur-

ing a given time interval divided by the number of live births re-
ported during the same time interval multiplied by 1,000. The data 
are adjusted for underreporting of infant deaths and HIV [8].

Maternal Mortality Rate
The number of deaths assigned to pregnancy-related causes 

during a given time interval divided by the number of live births 
during the same time interval multiplied by 100,000. The data are 
adjusted for underreporting and misclassification of deaths [9].

GDP per Capita
This stands for gross domestic product (GDP) per capita [10]. 

It is derived from the total GDP divided by the population of a 
particular area. The data are adjusted for the difference between 
the rate of inflation in the country and the rate of international in-
flation [10].

Hospital Bed Occupancy Rate
The number of effectively occupied bed days divided by the 

number of beds available for care multiplied by 365 days, with the 
ratio multiplied by 100.

Health Systems Definitions
Here, we briefly explain the definition of WHO’s 6 Building 

Blocks [11].

Service Delivery
The means by which patients receive individualized treatment 

and necessary health supplies. Service delivery can be tailored to 
specific social determinants of health.

The Health Workforce
Health personnel who provide direct patient care, such as phy-

sicians, nurses, pharmacists, and dentists as well as management 
and support staff.

Health Information System
The collection, storage, management, and transmittal of pa-

tient data with the use of electronic medical records to inform clin-
ical care.

Access to Medicines and Technologies
An integral component of health care, medicines must be dis-

pensed with good quality at the right time and place.

Health Systems Financing
The mobilization, accumulation, and allocation of monetary 

resources that are critical to the functioning of health systems.

Leadership and Governance
The leaders who initiate legislation and policies and those who 

establish guidelines and accountability to ensure the efficacy of the 
health system.

Results

An overview of the Saudi health system transforma-
tion is followed by analysis of the impact of health systems 
on selected health outcomes in the KSA and the USA.

Centralized
planning 

Local
leadership  

• First public health
 department (1925)
• Health and emergency
 department (HED)
 (1926)

Ministry of health created,1951
• The first formal training for nurses was
 established at a health institute in1958
• School of medicine established(1967)
• School of nursing established (1964)
• Health system changes from traditional
 to modern healthcare system

Leapfrogging

• First 5 years of development
 plan improved the national
 healthcare system
• Completed vaccination plans
 for infants and children ( 1972 )
• Built more hospitals and 
 primary healthcare centers 

Health service
boom 

• Healthcare sector-one of the major
 beneficiaries of public spending
 during the oil boom (2013)
• Total healthcare spending
 increased in this period from 5 to 9%
• an ambitious plan called
 Saudi Vision 2030 unveiled (4/25/2016)
• Three objectives to improve
 population health by 2030 identified
 and detailed 

On to the
modern era with

Vision 2030 

(1925–1950) (1951–1970) (1971–1990) (1991–2010) (2011–2020) (2021–2030) 

• Health education activities
 gradually increased
• Built healthcare workforce
• Growing number of
 health research projects  

First national
healthcare plan  

• Improve health
• Improve healthcare
• Improve value 

Fig. 1. Evolution of the health system in Saudi Arabia (1925–2030).
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Transformation of Saudi Arabian Health Systems
Figure 1 shows the evolution of the health systems in 

the KSA over nearly 10 decades from 1925 to 2020. The 
development can be categorized into 5 stages: local lead-
ership (1925–1950), centralized planning (1951–1970), 
growth (1971–1990), leapfrogging (1991–2010), and 
health service boom (2011–2020). Looking to the future, 
service expansion is planned in accordance with Vision 
2030 (2021–2030).

Local Leadership (1925–1950)
The first local public health department was estab-

lished in Mecca in 1925 by a royal decree from King Ab-
dulaziz [12]. This public health department was initially 
charged with monitoring population health through the 
establishment and sponsorship of hospitals and dispen-
saries. While this was an important first step in providing 
curative medicine, the allocated resources were not 
enough to achieve major advances in healthcare [13]. The 
majority of people continued to depend on traditional 
medicine, and the incidence of infectious diseases re-
mained high among the population [12, 13]. In 1926, the 
Saudi government issued another decree to fund the 
Health and Emergency Department (HED). The HED 
was responsible for promoting public and environmental 
health, establishing hospitals and healthcare centers, 
managing human resources within these centers, legislat-
ing policies and procedures to ensure public safety, and 
promoting medicine and pharmacology standards [12, 
13]. The first school of nursing opened in the same year, 
followed by the first school of health and emergencies in 
1927.

The Saudi MOH, a governing body for the healthcare 
delivery system, was established in 1951 under the Royal 
Decree [14], 25 years after the creation of the HED. Dur-
ing the 1950s, preventive services were improved. For ex-
ample, malaria control and prevention campaigns/pro-
grams were introduced through the collaborative efforts 
of the MOH, WHO, and Arabian American Oil Company 
(Aramco) [15].

Centralized Planning (1951–1970)
Health services expanded in 1951 with the leadership 

of the MOH. In response to educational needs, school 
health units were established in 1954 and mainly pro-
vided curative services and a few preventative services 
related to immunization, counseling, and health lec-
tures [12, 13]. The Ministry of Education accepted only 
men as pupils, teachers, and employees into these health 
units, and they were available only in major cities such 

as Riyadh, Makkah, and Jeddah [12, 13]. During this 
stage, the healthcare system in the KSA began its trans-
formation from traditional medicine to modern health-
care [12, 13].

Growth (1971–1990)
This period is characterized by economic booms that 

stimulated the growth of the healthcare system in the 
KSA [12–16]. Due to the massive oil revenue influx in the 
1970s, the government was able to invest in the indus-
trial, agricultural, transportation, communication, edu-
cation, and healthcare sectors [16]. The aim of the first 
and second development plans (1970–1979) was to im-
prove the national healthcare system and implement vac-
cination plans for infants and children. As a result, from 
1970 to 2011, the mortality rate was reduced substan-
tially from 250 deaths per 1,000 to 19.1 deaths per 1,000 
[16].

The 1980s was a very successful decade for the Saudi 
healthcare system, during which time the third develop-
ment plan resulted in the construction of numerous hos-
pitals and primary healthcare centers. During a 2-year pe-
riod, an impressive total of 377 healthcare facilities were 
built, of which 65 were hospitals and the rest were pri-
mary healthcare centers [13–17]. At the end of the 1980s 
to the mid-1990s, during the fourth and fifth develop-
ment plans, oil prices plummeted leading to a relatively 
flat MOH budget and a slowdown of the growth of the 
private healthcare industry [12, 13]. Since the MOH bud-
get did not allow for price fluctuation, money was allo-
cated primarily for curative care, resulting in fewer re-
sources for preventive care.

Leapfrogging (1991–2010)
During the 1990s, in order to build the healthcare 

workforce, the school health units established female 
schools in rural and urban areas [12–16]. These school 
health units also expanded their services to promote a 
healthy lifestyle, including information on nutrition, oral 
health, personal health/hygiene, smoking cessation, and 
physical activity through services provided by general 
physicians, dentists, nurses, and public health profession-
als [13]. Medical education also expanded in the late 
1980s, with 340 doctors and 89 dentists graduating from 
5 medical colleges and 2 dental schools in 1998 [18], re-
spectively. Subsequently, a large number of health re-
search projects started in many fields of medicine and 
health sciences, leading to the creation of 16 Saudi medi-
cal journals [18].
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Health Service Boom (2011–2020)
The healthcare sector was one of the major beneficia-

ries of public spending during the oil boom in this peri-
od. The total healthcare spending increased by an aver-
age of 0.5% per year from 5% in 2003 to 9% in 2018 [14, 
18, 19]. In 2014, the healthcare budget reached SAR 84.4 
billion (USD 22 million). As a result, the number of hos-
pitals increased from 415 in 2010 to 453 in 2015, and cor-
respondingly, the number of beds increased from 58,126 
to 64,694 [20]. On April 25, 2016, the KSA unveiled an 
ambitious plan called Saudi Vision 2030 to transform its 
economy by diversifying the sources of income and re-
ducing dependence on oil. In addition, the National 
Transformation Program (NTP) was enacted as an eco-
nomic action plan and as part of the Vision 2030 devel-
opment plan. The NTP aims to improve quality of pa-
tient care and provide integrated healthcare matching 
the highest international standards through an initiative 
developed by the MOH [21]. The NTP 2020 is the first 
step toward realization of the Vision 2030. It maps out an 
economic development process that balances general 
policies, special targets, and ongoing commitments to 
become a pioneering model at all levels, including the 
healthcare system.

To the Modern Era with Vision 2030 (2021–2030)
The main goal of Vision 2030 is to diversify the econ-

omy by reducing its reliance on hydrocarbons (petroleum 
and natural gas) and encouraging more private participa-
tion by encouraging both local and international invest-
ments in several key industries such as healthcare [21]. 
The privatization of government services is expected to 
meet the goals of Vision 2030 by increasing the private 
sector’s contribution to the GDP from 40 to 65% by 2030 
[21]. The NTP has identified 3 healthcare transformation 
objectives to be achieved by 2030: (1) increasing access to 
healthcare services, (2) improving the quality and effi-
ciency of healthcare services, and (3) promoting disease 
prevention through improved access to care and preven-
tive services [21].

The Impact of Health Systems on Selected Health 
Outcomes in Saudi Arabia and the USA
Table 1 presents selected geographic and population 

characteristics and health status in the KSA and the USA 
in 2019. The KSA has a population of approximately 34 
million, or about 1/10 of the US population, and less than 
half the population density compared to the USA. The 2 
countries have similar proportions of high school gradu-
ates, but the KSA has a much greater proportion of col-
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lege graduates than the USA (68.6 vs. 37%) [22, 23]. 
Health status results show that life expectancy at birth 
was slightly lower in the KSA (74 years for men and 76 
years for women) compared to the USA (76 years for 
men and 81 years for women). However, the proportion 
of GDP spent by the Saudi government on health care 
was half that of the USA (9% compared to 18% in 2017, 
respectively) [19, 24]. The disparity in spending grew in 
2018, with Saudi Arabia spending 9.2% GDP compared 
to 18% GDP in the USA. Despite the spending disparity, 
health facility and workforce metrics were similar be-
tween the KSA and the USA: the number of hospital beds 
per 10,000 people was 27 versus 29, respectively, and 
physicians per 10,000 was 24 versus 26. In contrast, nurs-
es and midwives were considerably lower in the KSA 
(57.0 vs. 85.5 per 10,000). Finally, the KSA fared slightly 
better with respect to a core pediatric health measure: 
measles vaccination coverage was 98% in the KSA com-
pared to 92% in the USA.

Figure 2 depicts a comparison of life expectancy at 
birth (Fig. 2a) and at age 65 (Fig. 2b) between the KSA and 
the USA. Life expectancy at birth (Fig. 2a) in both coun-
tries has increased over time between 1960 and 2019. 

However, it is noticeable that the rate of increase is much 
faster in the KSA compared to the USA. The life expec-
tancy in the KSA was only 45.6 years in 1960, and it in-
creased to 74.9 years in 2019, reflecting an impressive in-
crease of 29.2 years over 6 decades. In the USA, the life 
expectancy increased from 69.8 years in 1960 to 78.5 years 
in 2019, with an increase of 8.7 years during the same pe-
riod. The difference in life expectancy between the 2 
countries narrowed considerably, from approximately 29 
years in 1960 to <4 years in 2019.

Life expectancy among older persons of age 65 years 
or more shows a similar pattern. Generally, life expec-
tancy among seniors is higher in the USA than in the 
KSA, and when stratified by gender, it is apparent that 
women’s life expectancies in both countries are higher 
than males (Fig. 2b). Perhaps the most striking change in 
65+ life expectancy was the dramatic improvement 
among older Saudi males. In 1960, US males over 65 had 
an excess 25 years’ greater life expectancy, but this dis-
parity was eclipsed in 2019 by Saudi males. Among fe-
males, the life expectancy gap was also 25 years in 1960, 
but this gap narrowed and is now similar for both coun-
tries.
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Figures 3a and b show the comparison of infant and 
maternal mortality rates between the KSA and the USA. 
As depicted in Figure 3a, the Saudi infant mortality rate 
had a considerable drop from over 100 per 1,000 live 
births in 1970 to 2 per 1,000 live births in 2019. Although 
the USA started in a much better position, the infant mor-
tality rate also declined to 2 per 1,000 live births in 2019 
as well. Figure 3b shows the maternal mortality rate com-
parison for the period between 2000 and 2017. In the 
KSA, the maternal mortality rate steadily decreased from 
25 per 100,000 live births in 2000 to 17 per 100,000 live 
births in 2017. In comparison, the USA experienced a 
doubling in the maternal mortality rate, from 10 per 
100,000 live birth to 23 per 100,000 live births during the 
same period. In fact, by 2015, the maternal mortality rate 
in the USA was worse than in the KSA.

Discussion

Evaluation of the Current State of Saudi Health 
Systems Using the WHO’s 6 Building Blocks
Service Delivery
There are 6 dimensions of service delivery in the 

healthcare system defined by the WHO including quality 
of care, accessibility, coverage, continuity, coordination, 
accountability, and efficiency. In this study, we will focus 
on accessibility and coverage. In these dimensions, the 
Saudi government provides universal health care, which 
allows all Saudi citizens and noncitizens with legal docu-
ments free access to comprehensive healthcare coverage. 
The USA has a multipayer health insurance system, a 
combination of private and government-sponsored pub-
lic insurance plans with no universal coverage. Accessi-
bility and coverage depend on health insurance status in 
the USA. According to a WHO report [25], countries 
with universal coverage show better overall population 
health outcomes. A recent study of health trends in 153 
countries found that universal coverage, in general, leads 
to better access to essential care and increased population 
health with the largest gains accruing among the poor [25, 
26]. This evidence is consistent with the greater net in-
crease in life expectancies and greater improvements in 
maternal and child health outcomes in the KSA com-
pared to the USA.

The Health Workforce
In the KSA, there is a shortage of primary care physi-

cians, specialist physicians, nurses, pharmacies, and ad-
ministration staff, especially in small cities. In the USA, 
there are adequate numbers of medical specialists, but 
there is a shortage of primary care nurses, pharmacists, 
and administration staff, especially in rural areas [27]. 
In the KSA, the proportions of dentists, pharmacists, 
and nurses are 5.0, 8.7, and 55.2 per 10,000 population 
compared to 6.1, 10.5, and 85.5 per 10,000 population 
in the USA [12, 28]. In general, rural versus urban area 
disparities in the health workforce are concerns for 
both countries.

Health Information System
In January 2008, the Saudi Health Council approved 

the unified electronic health file project. In 2011, the 
MOH appointed an Information and Communication 
Technology (ICT) team and developed a 10-year e-
health strategic plan to improve the Saudi healthcare 
system and its services [19]. Between 2011 and 2019, 
39% of MOH hospitals used HIS, whereas 61% of pri-

Table 1. Comparison on selected sociodemographic and health 
characteristics between Saudi Arabia and the United States, 2019

Country Saudi 
Arabia

United 
States

Population characteristics 1, 2

Total population (million) 34.14 327.2
Land area (million mile²) 0.830 3.797
Population density (people/mile2) 41 86.2

Sociodemographic characteristics
Life expectancy at birth (male/female), years 74/76 76/81
Median age (2018), years 30.3 38.2
Sex ratio (male to female) 1.21 0.980

Education, %32

Completed high school education 91 93
Completed college degree 68.6 37
Literacy 94.0 99.0

Health budget 
GDP, USD (in billion) 786,522 20,494
GDP health expenditure, USD (in billion) 9.2 18.0

Health facility and workforce 
Hospital beds (per 10,000 people) 27.0 29.0
Physicians (per 10,000 people) 24.0 26.0
Nurses and midwives (per 10,000 people) 57.0 85.5

Vaccination by 2 years, %5

DTP (Diphtheria/tetanus/pertussis) 98.0 95.0
Measles 98.0 92.0
Haemophilus influenzae b (Hib) 98.0 93.0

Chronic conditions, %
Heart disease24 5.5 11.5
Hypertension 48.4 32.1
Stroke23 1.9 3.0
Diabetes 7.8 9.4
Obesity 52.9 39.8

Superscripts 1, 2, 5, 23, 24, and 32 indicate references.
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mary health care centers did not have access to HIS 
[19]. Not surprisingly, large government hospitals are 
more likely to use HIS; for instance, 96% of King Faisal 
Hospital (KFH) departments have adopted an e-health 
system [27]. Use of HIS in private hospitals is largely 
dependent on the size, as measured by the number of 
beds; however, data on HIS adoption rates among pri-
vate hospitals are scarce.

In contrast, the USA demonstrated a high adoption 
rate of health IT by 2017, with 96% of all nonfederal acute 
care hospitals reporting certified health IT systems in use 
[27]. Small rural and critical access hospitals had the low-
est rates at 93%. When stratified by size, 99% of large hos-
pitals (>300 beds) had certified health IT, with medium-
sized hospitals (100–299 beds) close behind at 97% [27]. 
A 2016 report from the American Hospital Association 
(AHA) showed that patient portal adoption had reached 
92% [27]. However, due to the decentralized multipayer 
system, meaningful integration is slow to develop despite 
the financial incentives encouraging interoperability. 
More widespread, meaningful health information ex-
change will enable healthcare providers and patients to 
securely access patients’ medical information and facili-
tate timely treatment decisions, leading to higher quality 
patient care.

It is expected that HIS will continue to be more fully 
integrated into the Saudi health system as it is delineated 
in the National Transformation Program. As seen in Fig-
ure 1, with Vision 2030, the KSA will improve the quality 
of healthcare through building a universal HIS that will 
link all hospitals and primary care facilities. HIS is a tech-
nological means to achieve organized and coordinated 
treatment processes, optimized patient outcomes, mini-
mized operational expenses, and improved patient satis-
faction.

Access to Medicines and Technologies
In the KSA, all citizens receive medicines free of charge 

at all governmental healthcare facilities. Additionally, the 
public health and social health insurance systems provide 
free medicines for certain conditions. For instance, the 
public health service provides coverage for medicines that 
are on the Saudi National Formulary for inpatients and 
outpatients. Under the Saudi law, there are no restrictions 
on medication benefits; in other words, citizens have the 
right to access medications. Private health insurance 
plans also provide medication coverage. They are re-
quired to provide at least partial coverage for medications 
that are on the Saudi National Formulary. In the USA, 
patients can access health insurance coverage from a va-

riety of sources, such as an employer-sponsored health 
plan, a health insurance exchange plan, or a public pro-
gram like Medicare or Medicaid. The literature suggests 
that government-sponsored free access to medication 
yields better health outcomes among populations [26], a 
correlation which may explain the improved life expec-
tancy and lower infant and maternal mortality rates in the 
KSA compared to the USA.

Health Systems Financing
In the KSA, the healthcare system is supported by the 

oil revenues of the Saudi government, with the excep-
tion of private hospitals where patients must pay out-
of-pocket to receive service. The KSA government 
spends 9.2% of its GDP budget on health systems fi-
nancing (Table 1) [29, 30]. In the USA, the health care 
system is financed by public taxes and private financing 
through insurance premiums, copayments, deduct-
ibles, and co-insurance. Health spending in the USA is 
18% of the US GDP, nearly 3 times greater than in the 
KSA. This disparity in expenditure may be attributable 
to higher adoption and use of advanced technology, 
some of which may be unnecessary, and a complex pric-
ing system [31].

Leadership and Governance
In the KSA, leadership and governance are centralized. 

Following the guidance of the King and Crown Prince, 
the regional health authorities take responsibility for stra-
tegic planning, policymaking, and supervising the deliv-
ery of services. The legislative process and chain of com-
mand is much simpler in the KSA compared to the USA. 
For example, laws and policies are drafted by the Saudi 
Health Council, and the MOH submits them to the Cab-
inet for final approval by the King and the Crown Prince. 
In the USA, in contrast, leadership and governance are 
more decentralized, and as such, the process of creating 
and implementing laws and policies is complex. Lobby-
ists and stakeholders may influence legislative decision-
making, which may delay the progress of healthcare re-
form. The Saudi system lends itself to faster pivots in 
health policy. For example, during the 1960s, the Saudi 
government chose to reduce infant mortality, and the 
MOH immediately implemented 2 interventions: (1) a 
public awareness campaign about vaccinations and (2) 
access to free vaccination for the public through hospitals 
and schools. These fast actions resulted in a dramatic re-
duction of infant mortality rates to parity with the USA 
[12, 13].
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Conclusion

Overall, the KSA has attained remarkable health out-
comes in the past few decades. In comparison with the 
USA, the KSA spends a third of what the USA spends on 
healthcare and has a markedly smaller health workforce, 
with a fledging HIS; nevertheless, the KSA now has life 
expectancy and infant mortality rates on par with the 
USA, with a lower maternal mortality rate. These remark-
able achievements in health outcomes may be attribut-
able to the KSA’s universal health insurance and free ac-
cess to medicine/diagnostic technology, a conclusion 
which draws support from the literature: countries with 
universal health insurance tend to have better overall 
population health, especially among the poor [26].

In contrast, the USA spends about 17% of its GDP on 
healthcare, but a significant portion of the population 
remains uninsured. Before the introduction of the Af-
fordable Care Act in 2013, 13% of Americans (46 mil-
lion) were uninsured. With expanded access to insur-
ance for nonelderly Americans, the proportion of unin-
sured decreased to 8.5% (27 million) [32]. Accessibility 
to needed healthcare, treatments, and diagnostic tech-
nologies in the USA depends on whether one has health 
insurance. Healthcare in the USA is very expensive, and 
those who cannot afford health insurance have reduced 
access to healthcare. Further, the complex American po-
litical system and polarized social values continue to 
pose barriers toward implementation of a universal 
health insurance system. At the same time, efforts have 
been undertaken by both public and private payers to 
contain health spending and improve preventive health.

With respect to the future of health systems in both 
countries, the USA will continue to weigh policies to ex-
pand coverage while containing spending, and the KSA 
will likely continue to increase adoption of HIS and ex-
pand its health workforce and facilities, especially in rural 
areas. Advantageous to the Saudi health system is its es-
tablished policy of universal coverage and efficient lead-
ership. The KSA is on par with an established industrial-
ized nation on selected health outcomes. This analysis 

demonstrates the impact of dramatic changes in health 
system financing and delivery on key population health 
metrics, such as life expectancy and infant and maternal 
mortality. Future research should explore the degree to 
which health reforms in the USA predicated on reducing 
the disparities in health care access which may be driving 
US health statistics down in comparison with the KSA.
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