Socio-economic inequalities and health inequity in

Middle East and North Africa countries (MENA)
1) Inequality: a serious impediment to sustainable development
The ultimate purpose of development is to achieve the well-being of humans or at least to improve the conditions of life of human societies. As a corollary, a development with health inequity and socio-economic inequalities cannot be a sustainable development (Boutayeb, 2005). Consequently, there is a crucial and urgent need of action to reduce poverty and inequalities between and within countries. However, beyond the eventual institutional and policy reforms, there is a need for transformative social change that involves governments, NGOs, academia, local associations and individuals. In order to achieve an equitable sustainable development, interdisciplinary actions are needed and all parameters should be considered, including economic, social, cultural, geographic, religious, etc….

For instance, in many rural areas of developing countries, building schools may improve the primary enrolment rate but rural children will have less opportunity to access to high school or university. Similarly, building hospitals and health centers for delivery will not automatically reduce the huge inequality in access to health and health outcomes existing in developing countries (Boutayeb, 2012). These examples recall the hypotheses of Amartya Sen on ‘capability deprivations’, and ‘adaptive preferences’, suggesting that it is not only ‘utility’ per se that should be regarded, but also the extent to which people do have equal opportunities to lead a comparatively long and healthy life and to elucidate their preferences (Sen, 1993).

As indicated in “Combating poverty and Inequality: Structure Change, Social Policy and Politics” published by UNRISD in 2010, “persistent poverty in some regions, and growing inequalities worldwide, are stark reminders that economic globalization and liberalization have not created an environment conducive to sustainable and equitable social development”. Alongside remarkable advances in life expectancy, literacy, and overall human well-being, there remain serious concerns and deprivation, persistent poverty, heightened inequalities and greater vulnerability of many communities and social groups in much of the world”(UNRISD, 2010).

2) Inequality: a multidimensional problem

The 20 chapters published in 2012 by UNICEF in “Child poverty and Inequality new perspectives” summarized a two years work on multidimensional child poverty and inequality. As stressed in the introductory chapter, “half of the world’s children are below the international poverty line of $2 a day and suffer from multiple deprivations and violations to basic human rights. Hunger, malnutrition and lack of safe drinking water contribute to at least half of child mortality. The urgency to address these inequalities cannot be more stressed”. 

In the 1980s, the World Bank and IMF imposed their known strategies of structural adjustment policies, promoting development through big infrastructure projects and free trade. 

In 2003, the World Bank affirmed “But some past development strategies in industrial and developing countries are not sustainable. There are still 1.2 billion very poor living with less than $1 a day and 2.8 billion people live on less than $2 a day….Narrowing the gap between rich and poor nations should be at the centre of development aid strategies”.

The 2013-2018 strategy for Health, Nutrition and Population of the World Bank (2013) has shed light on the profound inequalities in the opportunity to seek and receive quality health services as being one of the major causes behind the political turmoil in the Middle-East and North Africa (MENA) countries (World Bank, 2013).

During the last decade, the focus on health equity has grown in importance. In 2005, the World Health Organization established the WHO Commission on Social Determinants of Health which delivered its interesting report in 2008 under the title “Closing the gap in a generation: health equity through action on the social determinants of health”. The report stated that “The social determinants of health are the conditions in which people are born, grow, live, work and age, including the health system. These circumstances are shaped by the distribution of money, power and resources at global, national and local levels. The social determinants of health are mostly responsible for health inequities - the unfair and avoidable differences in health status seen within and between countries”(WHO CSDH, 2008).

Since the last report released by the WHO Commission on Social Determinants of Health in 2008 and the Rio Political Declaration on Social Determinants of health adopted by heads of government, ministers and government representatives in October 2011, health equity should become part of a government’s social and health agenda. It is to be a shared responsibility requiring the engagement of all sectors of governments, and all national and international agencies in “an all-for-equity” global action (WHO, 2011).
Another illustration of inequality is provided by the 2010 human development report, introducing a new human development index (HDI) which captures the losses in human development due to inequality in health, education and income, namely: the Inequality-adjusted HDI (IHDI). In 2013, losses in the three dimensions varied across countries, ranging from one percent in education (Czech Republic) to 68 percent in income (Namibia). The MENA countries Djibouti, Egypt, Jordan, Lebanon, Morocco, Syria and Yemen lost respectively, 35%, 24%, 19%, 21%, 30%, 21% and 33% of their human development due to inequality (UNDP 2014).

3) Inequality and Inequity in MENA countries
Over the last decades, most of Middle-Eastern and North African (MENA) countries have seen a substantial improvement in health indicators such as life expectancy at birth, maternal mortality, child mortality and access to different health services. However, these achievements remain highly inequitable since health services are skewed towards urban areas and higher socio-economic status, and consequently disparities in health outcomes persist. Similarly, decreasing rates of poverty in average and increasing levels of education and per capita income, or consumption are not followed by a similar decline in inequality (Bibi 2010, Boutayeb 2012, Abu-Zaineh 2014, World Bank 2012, WHO 2013).

Following the uprisings in several MENA countries (the so-called “Arab Spring” that began in December 2010), several constitutional and institutional reforms have been initiated with issues related to social justice, well-being, and inequalities in access to opportunities being at the heart of current political and scientific debates. Foremost, inequalities in health have received special attention in the global policy agenda. 
A recent special issue by they Lancet on “Health in the Arab World: a view from within”, has brought to light further initial evidence on the omnipresence of massive inequalities in health and well-being in the region while calling for a non-conventional and compatible to context approach to the analysis of various health issues in this region (The Lancet, 2014).
4) The case of Morocco
Although poverty decreased substantially from 16% in 1999 to 9% in 2008, socioeconomic inequalities didn’t follow the same trend as indicated by an increasing Gini coefficient (from 39 in 1999 to 41 in 2007) (HCP, 2007). Similarly, health indicators such as life expectancy at birth and mortality rates have seen a significant improvement but health inequity remains and disparities persist between rural and urban areas and between poor and rich people, either for health outcomes like maternal and child mortality or for health services. 

For instance, maternal mortality decreased from 227 in 2004 to 112 in 2010 but the ratio rural/urban increased from (1.47=267/187 to 1.92=140/70). Similarly, the percentage of births given at home decreased from 16.4% in 2004 to 9.2% in 2011 for urban women while, over the same period, the decrease in rural areas was from 61.1% to 44.4% showing that the ratio rural/urban increased from 3.7 to 4.8 (ENPSF 2003, ENPSF 2011).
The per capita total expenditure on health is about USD 150 (at average exchange rate) and out-of-pocket as a percentage of total health expenditure was last measured at 53.6% in 2010 (World Bank 2012, WHO 2013). The average health expenditure was estimated in 2007 at USD60 per person/per year (urban: USD75, rural: USD41). A person belonging to the richest quintile devote (USD156.5) compared to the part of a person from the poorest quintile (USD13.4), which represents a ratio of 12 (HCP, 2007).

In 2006, only 16% of the Moroccan population was covered by a health insurance. Moreover, a huge gap was found between urban (25%) and rural (3.8%), and between the richest quintile (44.3%) and the poorest quintile (4.9%) (HCP 2007, Royaume du Maroc 2012). To overcome this shortage, a health financing reform opted for basic medical insurance coverage through two main schemes: mandatory health insurance (AMO) and medical assistance (RAMED). 

5) Collaboration with potential partners (see Table at the end)
The three months residency at IMéRA (1/12/2011-31/1/2012 and 27/8/2012-27/9/2012) allowed me to initiate collaboration with researchers from AMSE, especially teams working

on inequalities (SESSTIM: Prof Jean-Paul Moatti & Abu-Zaineh Mohammad and Greqam 

Christophe Muller & Bruno Ventelou). A new residency at IMéRA in collaboration with AMSE will strengthen our collaboration and will boost our common project SANTEMED “Measurement and Determinants of Inequalities in Health and Well-Being in MENA region” funded by A*MIDEX for a two years period (2015-2016). 

In parallel, this residency will also enhance cooperation with other researchers participating to the project SANTEMED (from Tunisia, Egypt, Palestine, Lebanon and UK) based on previous co-participation and/or co-organization of scientific activities of which :
A) The IUSSP Scientific Panel on “Health Equity and Policies in the Arab World” which organized, amongst other, two seminars in 2008 and 2009:

1) International IUSSP International Seminar on Health Inequity: Current Knowledge and New Measurement Approaches Cairo, Egypt. February 16-18, 2008.

http://archive.iussp.org/Activities/hequity/reportcairo08.pdf
International Seminar on Social and Health Policies for Equity: Approaches and strategies. London, United Kingdom, 2-4 November 2009 

2) http://archive.iussp.org/Activities/hequity/reportlondon09.pdf
B) The 2nd Aix-Marseille School of Economics Workshop on “Socio-economic Inequality and Health in The Middle East and North African Countries”: A Multidisciplinary Perspective. Marseille, France, April, 3d, 2014

http://www.greqam.fr/sites/default/files/amse-sesstim_workshop_programme_03.04-14_1.pdf
C) Collogue 2015 AMIDEX Aix-Marseille and the Mediterranean: Challenges and scientific collaboration
6) Expected activities during the residency

Participation to the three-fold objectives fixed in the project SANTEMED:

1. Elucidate the usefulness of recent technically advanced methods in the field of inequality and well-being,
2. Improve comparative interpretations of inter- and intra-country variations in inequality measures,

3. Assess the potential welfare impact of extending health insurance systems towards achieving UHC on the inter-generational inequalities. 

Elaboration of a mathematical model, using differential equations and optimal control to describe and analyze the dynamics of inequalities and hence proposition of strategies susceptible to reduce the inequitable gaps.

Interdisciplinary interactions on the topic of inequality in well-being and inequity in health, underlying the need of mathematics, statistics, economics, demography and epidemiology for measurement but also politics and social sciences for discussion and elaboration of efficient strategies.
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