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Following the discovery of oil, citizens of the Cooperation Council for the Arab 
States of the Gulf (GCC), which includes Bahrain, Kuwait, Qatar, Oman, the 
United Arab Emirates, and Saudi Arabia, have enjoyed the benefits of universal 
healthcare. However, as the population and healthcare demands in the GCC 
continue to grow, financing these healthcare systems without adequately 
considering the value of reimbursed health technologies and the effectiveness 
of various policies has become increasingly challenging. While numerous narrative 
reviews and government reports have discussed the healthcare systems in these 
nations, they have not sufficiently addressed the approval processes, economic 
evaluations, and reimbursement mechanisms for health technologies. In response 
to this gap, experts in health economics and outcomes research (HEOR) from 
the Gulf Health Economics Association – recognized as key opinion leaders in 
public health and academia across the six GCC countries – conducted a focus 
group discussion. This focus group meeting, which was recorded and transcribed 
verbatim to be  later thematically analyzed, aimed to characterize the current 
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state of healthcare systems within the GCC, identify challenges in adopting and 
implementing health economic evaluations to inform policymakers and propose 
recommendations to expedite the integration of HEOR in the assessment of 
various health policies and technologies within their respective countries. The 
convened experts also underscored the importance of collaboration among GCC 
member states to enhance the adoption of robust health technology evaluations 
and improve patient access to cost-effective treatments.

KEYWORDS

GCC (Bahrain; Saudi Arabia; Kuwait; United Arab Emirates; Qatar; Oman; Arabian Gulf; 
Persian Gulf), health technology assesement (HTA), healthcare system, healthcare 
finance, healthcare efficiency

1 Introduction

1.1 An overview of the healthcare systems 
in the GCC countries

Healthcare expenditures as a share of the Gross Domestic Product 
(GDP) varies among the GCC countries ranging from 2.6% in Qatar, 
3.5% in the United Arab Emirates (UAE), 4.5% in the Kingdom of 
Bahrain, 5.3% in Kuwait, 5.7% in Saudi Arabia, and 6% in Oman 
based on the WHO Global Health Expenditure Database (1). 
However, experts believe that these figures may be conservative and 
can be much higher than what has been reported by the governments 
and the WHO, especially in the public healthcare systems, which are 
undergoing a comprehensive overhaul to improve quality, access, and 
efficiency. For example, the Saudi government annual 
budget allocation for the Ministry of Health has increased from 2.8% 
in 1970 to 8% in 2022 (2). All GCC citizens have universal healthcare 
coverage, which allows them to access public healthcare facilities with 
minimal to no out-of-pocket costs. Private healthcare insurance can 
be  purchased for access to private facilities, and in some GCC 
countries, private sector employees are provided with healthcare 
coverage by their employers as required by law. The Kingdom of 
Saudi Arabia has taken steps to privatize its public healthcare sector, 
with various governmental and semi-governmental bodies now 
offering private health insurance for citizens and foreigners (3). 
Furthermore, Saudi Arabia has launched a comprehensive national 
health transformation program to privatize its public healthcare sector 
(4). Similarly, in the United  Arab  Emirates (UAE), nationals and 
non-nationals working in the private sector are covered with 
employer-sponsored private health insurance (5). In Kuwait, citizens 
working in the private sector are covered by public healthcare 
institutions, while retired individuals receive supplemental private 
health insurance that covers healthcare services up to 15,000 Kuwaiti 
Dinar ($49,114.31) (6), but this supplemental health insurance for 
retirees was suspended recently (7). Despite the universal healthcare 
coverage in GCC countries, significant out-of-pocket expenditures for 
essential healthcare services are reported in the GCC countries (1, 8, 
9). The latest published figures on healthcare out-of-pocket 
expenditure as a percentage of the overall healthcare expenditure by 
the World Health Organization Global Health Expenditure Database 
in the GCC countries were in 2019, and were as follows: 16% in 
Saudi Arabia, 30% in Bahrain, 12% in Kuwait, 6.6% in Oman, 12% in 
Qatar, and 13% in the United Arab Emirates (10).

In the GCC countries, foreigners working in the public sector can 
receive healthcare from public healthcare institutions through 

different financing schemes (11). However, the situation is different 
for foreigners working in the private sector. In Bahrain, private-sector 
employers must provide healthcare coverage for their foreign 
employees. This mandate is fulfilled through compulsory health 
insurance, purchased from the Ministry of Health and managed by the 
Labor Market Regulatory Authority (LMRA). The annual cost for this 
basic insurance is approximately 72 Bahraini dinars (US$191) per 
employee. While this coverage includes primary care, outpatient 
prescription medications, and emergency services, some employers 
supplement it with additional private insurance or directly pay for 
private healthcare services (12). In Oman, non-citizens who are not 
working in the government sector are not covered by the public 
healthcare sector, and they need to obtain private health insurance 
since private employers are not required to provide it. Nonetheless, 
foreigners can access public healthcare institutions and pay for 
healthcare services based on a price list of medical services issued by 
the Omani Ministry of Health (13). In addition, new legislation is 
already in place and will soon make it mandatory for private employers 
to provide health insurance coverage in Oman. In Kuwait, a new 
public–private partnership health insurance scheme known as 
Dhaman, is preparing to commence operations and replace the 
previously discussed assurance model. Under this public–private 
partnership health insurance scheme, government and private 
employers would sponsor their non-Kuwaiti employees to be insured 
and receive care at Dhaman Health Assurance Hospitals Company. 
Premiums are currently set to be 130 Kuwaiti Dinars ($425.66) per 
employee. There is a fixed co-payment ranging from 5 Kuwaiti Dinars 
($16.37) to 10 Kuwaiti Dinars ($32.74) for every visit, depending on 
the type of medical service received (12). In Saudi Arabia, private 
employers must provide all employees and their dependents with 
private health insurance covering basic health services approved by 
the Council of Health Insurance (CHI) (14, 15). In the UAE, citizens 
and foreigners have mandatory private health insurance in Dubai and 
Abu Dhabi. In the emirates of Ajman, Fujairah, Ras Al Khaimah, 
Sharjah, and Umm Al Quwain, there is currently no legal requirement 
for employers to provide medical insurance, whether public or private, 
to their employees. However, following a recent announcement by the 
UAE cabinet on March 18th, 2024, it will become mandatory for 
private-sector and domestic workers across all of the UAE, including 
the aforementioned emirates, to have health insurance starting 
January 1st, 2025. As a result, all private sector employers will 
be  obliged to ensure that their employees are covered by health 
insurance (12). In Qatar, non-nationals have access to non-emergency 
healthcare services through the national healthcare system funded by 
the government. They pay out-of-pocket nominal fees to access 
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different healthcare services. Efforts are underway to make the 
employer-sponsored healthcare insurance mandatory in the 
foreseeable future for those employed in the private sector (12).

Although the public healthcare systems in the GCC countries are 
similar in many aspects, some differences should be highlighted (16). 
In Saudi Arabia, the public healthcare system is fragmented. Citizens 
and their dependents working in the civil government ministries 
receive medical care through the Ministry of Health hospitals and 
primary care clinics. Those with rare and complex medical conditions, 
such as cancer and rare diseases, can be referred to advanced public 
health institutions, such as King Faisal Specialist Hospital and 
Research Center (2). Civil and military employees and their 
dependents in the Ministries of National Guard, Defence, and Interior 
receive medical care in the hospitals and primary care clinics affiliated 
with these ministries (2). In addition, employees working in academic 
institutions receive care from hospitals and primary care clinics 
affiliated with these academic organizations (2). This fragmentation 
in the public healthcare system results in poor coordination between 
different public health organizations, lack of a centralized electronic 
medical record that captures the patient journey in different public 
healthcare organizations, and duplication of medical services (2). In 
the other GCC countries, the public health systems are fragmented 
but to a much lesser degree than in Saudi Arabia, and medical services 
are primarily provided through hospitals and primary care clinics 
affiliated with the Ministry of Health and Military hospitals for those 
working in the military (1, 11, 16). Similarly, there are issues with 
healthcare integration between different hospitals and data 
completeness in electronic medical records. However, Qatar and the 
United  Arab  Emirates have more integrated healthcare systems, 
particularly Dubai and Abu Dhabi (1, 2).

The financing of healthcare systems in the GCC countries relies 
mainly on the export revenues from natural resources (oil and gas). 
Therefore, the public expenditures on healthcare represent 77% of the 
healthcare expenditures in Saudi Arabia, 66% in Bahrain, 64.1% in the 
United Arab Emirates, 90% in Kuwait, 88% in Oman, and 85% in 
Qatar (2). Besides the fragmented healthcare systems, the GCC 
countries face numerous challenges regarding quality, access, and 
efficiency in healthcare management, escalating healthcare costs, 
demographic changes, lower fertility rates, aging populations, and 
increasing incidence rates of chronic and genetic diseases (17). 
Additionally, the share of public spending on ambulatory care services 
and preventive care in Saudi Arabia, for example, does not exceed 18 
and 3%, respectively, and more than 78% of the public spending on 
healthcare goes to hospital services (2). The share of public expenditure 
on hospital services in the Organization for Economic Cooperation 
and Development (OECD) countries does not exceed 39% (18). The 
situation in other GCC countries (Kuwait, Bahrain, 
United Arab Emirates, Qatar, and Oman) does not differ much from 
Saudi Arabia; however, no official estimates have been published yet 
in these countries (17).

2 Knowledge gaps and objectives

Although the healthcare systems in the GCC countries have been 
described in multiple narrative reviews and published government 
reports, these studies or reports have yet to characterize the approval, 
economic evaluations, and reimbursement of health technologies in 

these countries. Therefore, the paper aims to collect insights about the 
current status of health technology approval and reimbursement, and 
identify the challenges in conducting health economic evaluations 
through a focused group meeting with key opinion leaders in the 
public health sector and academic institutions from the six 
GCC countries.

3 Methods

In order to evaluate the current state of health technology 
approvals and economic assessments, as well as to explore the 
potential establishment of national health technology assessment 
(HTA) bodies and their future roles in the reimbursement of health 
technologies, we conducted a qualitative focus group study. This study 
brought together 21 key opinion leaders from the six GCC countries. 
The selection of experts was based on the following criteria:

 1. They hold an advisory role in a large public healthcare system 
in their respective countries, specifically related to the 
evaluation and procurement of health technologies.

 2. They occupy a senior position within a regulatory body, such 
as the Ministry of Health or a local health authority.

 3. They are affiliated with a reputable academic institution in their 
country and have a proven track record of research publications 
on public health and health technology assessment, in addition 
to serving as consultants to various regulatory bodies in their 
respective countries.

The participants represented Ministries of Health and healthcare 
systems (10 participants), prominent academic institutions (four 
participants), and regulatory bodies (seven participants). A meeting 
guide consisting of 16 open-ended questions was developed following 
a comprehensive literature review to characterize health systems in the 
GCC countries. This guide comprised of three main themes:

 1 Healthcare Delivery Systems in the GCC Countries.
 a Public vs. Private Sector.
 b Access and Equity.
 c Funding Sources.
 d Insurance Models.

 2 Disease Epidemiology in the GCC Countries.
 a Prevalent Chronic Health Conditions.
 b Access to Therapy.
 c Barriers to Access.
 d Gaps in Preventive Care.

 3 HTA in Healthcare Decision-Making in the GCC Countries.
 a It’s Role in Informing Policy and Resource Allocation.
 b Data Availability and Quality.
 c Challenges in Implementing HTA.

This guide aimed to describe the healthcare systems and their 
challenges, including the structure of the healthcare systems in the 
GCC countries and the most prevalent health conditions. It also aimed 
to describe the current landscape of health technology approval and 
economic evaluation and discusses the future role of health economic 
evaluation in informing decision-makers about the value and 
reimbursement of various health technologies in the GCC countries. 
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During the focus group discussions, which were moderated by the 
senior author [YA], verbal and non-verbal communication cues were 
observed and documented by the first two authors [YA and SD]. They 
also recorded and transcribed the meeting verbatim. The transcripts 
underwent inductive thematic analysis, with key excerpts extracted 
manually by the first and second authors (19). The first and second 
authors [YA and SD], who possess considerable experience in 
qualitative research, subsequently reviewed these themes, which were 
manually extracted based on frequency before being shared with the 
other authors. The data were managed in accordance with the ethical 
principles outlined in the Helsinki Declaration, ensuring that all 
responses were anonymized (20).

The four-hour closed-door meeting took place in Dubai on June 
28, 2024. Representatives from each of the six GCC countries met at 
separate round tables to facilitate dialogue and ensure efficient time 
management. The first author served as the moderator for the session, 
which was video recorded and transcribed verbatim to capture a range 
of themes. All participants have agreed to join this meeting and record 
the session. The Gulf Health Economics Association organized and 
conducted the meeting, and no ethical approval was required.

4 Results and discussion

The key opinion leaders at the meeting discussed various topics 
summarized under the following themes that were validated by 
different published official reports and studies:

4.1 The approval and reimbursement of 
health technologies in the GCC countries

In the GCC countries, the registration and approval of health 
technologies, including medications and medical devices, are typically 
overseen by the respective Ministries of Health. However, Bahrain and 
Saudi Arabia have established independent regulatory authorities for 
this purpose. The Bahrain National Health Regulatory Authority 
(NHRA) is responsible for regulating health technologies in Bahrain, 
while the Saudi Food and Drug Authority (SFDA) fulfils this role in 
Saudi  Arabia (21, 22). Pricing for pharmaceuticals and medical 
devices is primarily determined through external reference pricing 
from a selection of reference countries and the country of origin (21, 
22). The proportion of healthcare spending allocated to 
pharmaceuticals varies across the GCC countries, ranging from 11% 
in Qatar to 21.7% in Oman (22, 23). However, some healthcare experts 
argue that these statistics underestimate the actual spending on 
medical goods, such as pharmaceuticals and medical devices, and 
suggest that it could be as high as 30% of total health spending in the 
UAE (9, 24, 25).

In the GCC countries, pharmaceuticals and medical devices in the 
public health systems are reimbursed by the Ministry of Health and 
other relevant public healthcare institutions (e.g., military hospitals, 
medical cities, etc.…) (26). The procurement process varies in each 
country. In Saudi Arabia, public healthcare institutions are mandated 
by law to obtain medical devices and medications through the 
National Unified Procurement Company (NUPCO) using centralized 
tenders (27). Private healthcare institutions in Saudi  Arabia can 
procure medications and medical devices through their tenders or by 

negotiating directly with manufacturers or wholesalers, purchasing 
pharmaceuticals and medical devices registered by the SFDA (28). In 
the United Arab Emirates, citizens pay for healthcare services and 
medications through the National Health Insurance Company (Thiqa 
and Daman) (9). There is no single procuring body for the 
procurement of pharmaceuticals and medical devices in the UAE. For 
example, in Abu Dhabi, the Abu Dhabi Developmental Holding 
Company (ADQ) has established RAFED, a Group Purchasing 
Organization (GPO) responsible for the procurement needs of Abu 
Dhabi Health Services Company (SEHA) at local and regional levels 
(9, 29). In Oman, Qatar, Bahrain, and Kuwait, public healthcare 
entities secure their medications and medical devices through 
centralized tenders for public health institutions. Additionally, these 
countries, along with Saudi Arabia and the UAE, participate in the 
Gulf Joint Procurement Program to procure some public health 
institutions’ medications, vaccines, and medical devices (30). Private 
health institutions and insurance plans in Kuwait, Oman, Bahrain, and 
Qatar procure medications and medical devices directly from local or 
international markets.

4.2 Prevailing health conditions and health 
indicators in GCC countries

The Gulf Cooperation Council (GCC) countries are facing 
significant challenges related to non-communicable diseases (NCDs) 
such as diabetes, hypertension, dyslipidemia, ischemic heart disease, 
stroke, obesity, and cancer (1, 31). The prevalence rates of diabetes in 
GCC countries far exceed the global prevalence rate, with figures of 
18.3% in Saudi Arabia, 15.4% in the United Arab Emirates, 22% in 
Kuwait, 15.7% in Oman, 15.5% in Qatar, and 16.3% in Bahrain (1, 32, 
33). Similarly, the prevalence rates of obesity in the GCC region are 
considerably higher than the global average, with an average 
prevalence rate of 23.7% compared to the global rate of 12.91% (11, 
34). The economic burden of NCDs in the GCC countries is 
substantial, with an estimated cost of illness associated with four 
major NCDs (cancer, diabetes, cardiovascular diseases, and chronic 
respiratory diseases) reaching USD 50 billion in 2019, representing 
about 3.3% of the GCC GDP (35). Furthermore, consanguineous 
marriages are prevalent in the GCC countries, resulting in high rates 
of genetic disorders such as thalassemia and sickle cell disease (SCD) 
(36). For instance, the prevalence rates of SCD in Saudi  Arabia, 
Bahrain, and Qatar were estimated to be  3.3, 12, and 2.05%, 
respectively (37). While efforts to address genetic disorders through 
preventative measures such as pre-marital screening and genetic 
counseling have been implemented in the GCC countries, the success 
rates vary (38–40). Notably, the United Arab Emirates has reported 
relatively lower prevalence rates of β-thalassemia and SCD compared 
to other GCC countries due to effective preventative measures (37, 
41). Additionally, other serious genetic conditions, including 
Duchenne Muscular Dystrophy and Spinal Muscular Atrophy, have 
shown increasing incidence rates in the past decade (42–44).

Although the GCC countries have made significant leaps toward 
improving the health status of their citizens, there is still a long way to 
go. The average life expectancy at birth in 2022 was estimated to 
be  74 years, 78 years, 79 years, 80 years, and 82 years, in Oman, 
Saudi Arabia, Bahrain and United Arab Emirates, Kuwait, and Qatar, 
respectively. Although this is higher than the global average life 
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expectancy of 72 years, with the exception of Qatar, this is below the 
average life expectancy in some OECD countries with lower GDP PPP 
per capita, such as the United Kingdom (82 years), France (82 years), 
and Canada (81 years) (45). Moreover, the infant mortality rates per 
1,000 live births is 10 in Oman, 8 in Kuwait, 6 in Saudi Arabia and 
Bahrain, and 5 in Qatar and United Arab Emirates, which are higher 
than the ones reported for France and the United Kingdom (4 per 
1,000 live births) (45). Additionally, the maternal mortality ratios per 
100,000 live births in Oman was 17, and 16  in Bahrain and 
Saudi Arabia, which are significantly higher than the ones reported in 
the United Arab Emirates (9 per 100,000 live births), Qatar (8 per 
100,000 live births), and Kuwait (7 per 100,000 live births), but lower 
than the world average of 223 per 100,000 live births (45).

4.3 The role of health technology 
assessment in informing healthcare 
decision-making in the GCC countries

4.3.1 The status-quo of health economic 
evaluations of different policies and technologies 
in the GCC countries

The field of health economics and outcomes research (HEOR) 
is still evolving in the Arabian GCC countries. Before any 
medication is registered and priced by the SFDA, a thorough 
review of cost-effectiveness studies is conducted to advise decision-
makers on the value of new therapies compared to other registered 
medications with similar labeled indications. However, the review 
of cost-effectiveness studies and different health technology 
assessment agencies, such as the National Institute for Health and 
Care Excellence (NICE) and the Canadian Agency for Drugs and 
Technologies in Health (CADTH), does not replace the central role 
of external reference pricing for all newly registered 
pharmaceuticals (46). Starting from July 2025, economic 
evaluations will be required by the SFDA for all submitted drug 
registration applications (47). However, medical devices do not 
undergo similar rigorous evaluation.

After a medication is registered by the SFDA, various healthcare 
institutions such as the Ministry of Health, National Guard Health 
Affairs, Ministry of Defense Health Affairs, King Faisal Specialist 
Hospital and Research Center, and others evaluate the newly approved 
medications upon request by their prescribers for inclusion in the 
formulary. The evaluation primarily focuses on the clinical 
effectiveness of the newly approved medications compared to other 
medications with similar labeled indications. Budget impact analysis 
is requested by multiple healthcare institutions, mainly the Ministry 
of Health Therapeutic Affairs, and efforts are ongoing to make the 
submission of cost-effectiveness analysis a requirement in the future. 
Moreover, the Ministry of Health Therapeutic Affairs has published 
guidance for the financial and outcome-based Managed Entry 
Agreements in 2021 (48) and has signed multiple outcome-based 
agreements over the past four years, which are now in effect (49). 
Furthermore, the newly established Health Technology Assessment 
Center will inform the decision-making process regarding the 
adoption and reimbursement of different health technologies (i.e., 
medications and medical devices) for the public healthcare institutions 
under the Ministry of Health (50, 51). Additionally, tentative cost-
effectiveness thresholds and EQ-5D-5L value set have recently been 

established for use in future health economic evaluations (52, 53). 
Moreover, the Council of Health Insurance (CHI) requires budget 
impact analysis and cost-effectiveness evaluation for any prescription 
medication before inclusion in the Insurance Drug Formulary, in 
addition to a thorough clinical review (54). Furthermore, the role of 
non-profit organizations such as the Saudi Society of 
Pharmacoeconomics and Outcomes Research and the Saudi chapter 
of the International Society of Health Economics and Outcomes 
Research (ISPOR) in shaping policies and informing health decision-
makers is increasing.

In the United Arab Emirates (UAE), budget impact analyses are 
carried out for certain new therapies prior to their inclusion in the 
formulary for various insurance plans in Dubai and Abu Dhabi. 
However, budget impact analyses for new therapies are rarely 
requested in the Northern Emirates (Ras Al Khaimah, Sharjah, 
Fujairah, Umm Al Quwain, and Ajman) where insurance is not 
mandatory and the public healthcare system provides coverage for 
citizens. Cost-effectiveness or cost-utility analyses are not mandated 
for the reimbursement of any pharmaceuticals or medical devices in 
all emirates. Nonetheless, efforts are being made to establish utility 
value sets, and a pilot program for a multi-criteria decision analysis 
(MCDA) tool was initiated for the procurement of generic 
pharmaceuticals (55). Moreover, the Emirates Society of Health 
Economics is playing an increasing vital role in improving awareness 
about the value of health economic evaluation in informing decision-
makers and improving spending efficiency.

In Oman and Bahrain, prior to inclusion in the public health 
system formulary, medications undergo budget impact analyses. 
Additionally, the central drug committee is regularly informed about 
the incremental value of any new medication through a review of 
published cost-effectiveness studies. However, reimbursement for 
health technology in Oman, Kuwait, Qatar, and Bahrain does not 
require economic evaluations for medications or medical devices, 
despite the growing research output in health economics and 
outcomes research (HEOR) in Qatar (29).

4.3.2 Challenges in conducting health economic 
evaluation in the GCC countries

Over the past decade, there has been significant progress in 
adopting and implementing health economic evaluation across the 
GCC countries. However, several shared challenges still exist and must 
be addressed, these can be summarized as follows:

 1. Limited awareness and support from stakeholders to include 
health economic evaluation as a requirement for reimbursing 
any health technology.

There is currently a limited understanding and lack of 
comprehensive support among key stakeholders regarding the 
inclusion of health economic evaluations as a critical criterion for the 
reimbursement of health technologies in the Gulf Cooperation 
Council (GCC) countries, including Saudi Arabia, Qatar, Kuwait, the 
United Arab Emirates, Oman, and Bahrain. This gap in awareness may 
hinder the effective assessment of cost-effectiveness and overall 
impact on healthcare systems, resulting in suboptimal allocation of 
resources and potentially delaying patient access to innovative 
treatments. Fostering greater recognition and support for health 
economic evaluations is essential to ensure that reimbursement 
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decisions are informed, transparent, and aligned with the broader 
goals of improving healthcare outcomes in the region.

 2. Fragmented healthcare systems and different 
reimbursement schemes.

The healthcare systems in the Gulf Cooperation Council (GCC) 
countries are characterized by fragmentation and a lack of 
coordination. This often leads to discrepancies in care delivery, with 
various sectors operating independently rather than in a cohesive 
manner. As a result, patients may face challenges such as inconsistent 
quality of services, limited access to comprehensive care, and 
difficulties navigating the different regulatory frameworks across the 
member states. The absence of integrated health policies and 
communication among healthcare providers further exacerbates these 
issues, ultimately impacting the overall health outcomes for the 
population in the region.

 3. Issues in healthcare data quality, ownership, and governance.

The healthcare sector in the GCC countries encounters 
significant challenges related to data quality, ownership, and 
governance. These issues manifest in various ways, adversely 
affecting patient care, data management, and the overall efficiency 
of healthcare systems. The accuracy, completeness, and timeliness 
of healthcare data are essential for effective decision-making and 
positive patient outcomes. However, inconsistencies in data 
collection methods and varying standards across different 
healthcare institutions often lead to fragmented and unreliable 
information. This lack of data integrity hampers comprehensive 
analyses, impacting everything from patient diagnoses to resource 
allocation, a concern commonly observed in GCC healthcare 
systems. Moreover, determining data ownership within the 
healthcare settings of GCC countries is complex. Clear definitions 
of data ownership are crucial to ensuring legal compliance and 
safeguarding patient privacy. Additionally, there is frequently a 
lack of standardized governance policies in the region, which can 
result in inconsistent practices among institutions. This absence of 
cohesion may lead to data security vulnerabilities and potential 
breaches of patient confidentiality. Therefore, it is vital to establish 
comprehensive governance structures that prioritize accountability 
and transparency to enhance trust in the healthcare system.

 4. Varied perceptions and perspectives among 
different stakeholders.

Various stakeholders within the GCC healthcare systems often 
possess diverse perceptions and viewpoints regarding health economic 
evaluations. These differing perspectives can arise from factors such 
as professional roles, personal experiences, and the specific interests 
of each group. For instance, policymakers may prioritize cost-
effectiveness to ensure the optimal allocation of financial resources, 
whereas healthcare providers might concentrate on patient outcomes 
and the quality of care. In contrast, patients and their advocates often 
emphasize the accessibility and affordability of treatments. This 
diversity in viewpoints can lead to different interpretations of data and 
findings, resulting in difficulty in shaping a unified policy within each 
GCC healthcare system.

 5. Insufficient resources in terms of human expertise, data coding, 
and capacity to conduct health economic evaluation.

There is a significant shortage of skilled professionals with 
expertise in health economics across the GCC countries. This gap is 
compounded by a lack of individuals who are proficient in data coding 
and analysis, which is essential for conducting effective health 
economic evaluations. Moreover, the infrastructure and resources 
necessary to support comprehensive health economic assessments are 
insufficient. This shortfall hinders the capacity to make informed 
healthcare decisions and restricts the potential for improving health 
policies and resource allocations in the region. Addressing these 
challenges is crucial for enhancing the overall health system and 
ensuring more effective healthcare delivery in the GCC.

 6. Lack of national cost-effectiveness thresholds in all GCC 
countries except Saudi Arabia.

The GCC countries face a pressing challenge when conducting 
cost-effectiveness analysis due to the absence of established national 
cost-effectiveness thresholds, except Saudi Arabia. This lack of formal 
benchmarks leaves nations like the United  Arab  Emirates, Qatar, 
Kuwait, Oman, and Bahrain without essential guidelines for evaluating 
the cost-effectiveness of vital healthcare interventions and treatments. 
Consequently, this gap hinders informed decision-making in 
healthcare policy and resource allocation, ultimately impacting the 
quality of care. In contrast, Saudi Arabia has proactively developed its 
cost-effectiveness thresholds, creating a solid framework for evaluating 
healthcare expenditures. This enhances decision-making and paves 
the way for more sustainable healthcare financing strategies across 
the kingdom.

 7. Absence of utility value sets and costing data in most 
GCC countries.

The lack of comprehensive utility value sets and detailed costing 
data in the majority of GCC countries, with the notable exceptions of 
Saudi  Arabia and the United  Arab  Emirates, poses significant 
challenges in carrying out health economic evaluations. This absence 
hinders the ability to accurately assess the cost-effectiveness of 
healthcare interventions, leading to difficulties in developing 
evidence-based health policies. Without standardized utility values 
and reliable cost data, researchers and policymakers find it challenging 
to compare health outcomes and make informed decisions regarding 
resource allocation and investment in healthcare services across 
the region.

 8. Legislative challenges, including constitutional rights 
surrounding citizen access to therapy and willingness to pay in 
some GCC countries such as Kuwait.

Legislative challenges surround the constitutional rights related to 
citizens’ access to therapy and willingness to pay. In all GCC countries, 
access to healthcare is recognized as a right rather than a privilege. 
However, the situation becomes complicated when access to innovative 
health technologies comes at a high cost. Patients across the GCC 
countries face delays in receiving care that relies on these expensive 
health technologies, mainly when the evidence regarding their 
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cost-effectiveness is uncertain. Additionally, healthcare payers 
encounter legal challenges when rationing costly health technologies 
or applying eligibility criteria based on economic considerations. This 
is primarily due to constitutional rights that guarantee citizens access 
to healthcare without any conditions or specifications, such as utilizing 
health economic evaluations to determine whether patients will 
be granted certain medications or medical devices, especially in Kuwait.

 9. Limited research grants to support health economics and 
outcomes research.

Opportunities for funding research in health economics and 
outcomes within the GCC countries remain limited. However, 
countries such as Saudi  Arabia and the United  Arab  Emirates 
increasingly recognize the importance of research investment. They 
are committing substantial financial resources to hundreds of millions 
of dollars towards various research initiatives. These efforts 
predominantly emphasize basic science, technological innovation, and 
clinical research. Unfortunately, this focus often overlooks crucial 
areas like health economics and outcomes research (HEOR), which 
are essential for understanding healthcare interventions’ economic 
impacts and improving patient outcomes. As the region continues to 
develop its healthcare systems and seeks to enhance the efficiency and 
effectiveness of healthcare delivery, a stronger emphasis on HEOR 
could provide valuable insights that support informed policymaking 
and resource allocation decisions.

 10. Lack of institutionalization of health economic evaluation 
within healthcare evaluation processes.

It is notable that there is no systematic and formal approach to 
incorporating health economic evaluations into the healthcare 
assessment frameworks within Gulf Cooperation Council (GCC) 
countries. This lack of institutionalization hinders the effective 
integration of economic considerations into healthcare decision-
making processes, which could ultimately impact resource allocation, 
cost-effectiveness, and the overall efficiency of healthcare delivery in 
the region. Without established guidelines and structures for health 
economic evaluations, stakeholders may struggle to make informed 
decisions that balance clinical outcomes with financial sustainability.

 11. Suboptimal coordination between academia and 
decision-makers.

There is a significant gap in collaboration between academic 
institutions and healthcare decision-makers in the GCC countries 
regarding integrating health economic evaluations into the healthcare 
decision-making process. This lack of effective coordination hampers 
the ability to utilize evidence-based findings that could inform policies 
and resource allocation in the healthcare sector. As a result, there is an 
ongoing need for improved dialogue, partnerships, and frameworks 
that facilitate the exchange of knowledge and research between these 
two crucial sectors, ultimately promoting more effective and 
sustainable healthcare solutions in the region.

 12. Lack of formal agreements to collaborate between different 
GCC countries that protect the rights of participating 
institutions in health economic evaluation projects.

There is a notable deficiency in formal agreements that promote 
collaboration among the Gulf Cooperation Council (GCC) countries, 
particularly regarding protecting the rights and responsibilities of 
institutions involved in health technology assessment projects. This 
absence of structured agreements hinders effective communication, 
coordination, and resource sharing, compromising the region’s 
quality and efficiency of health technology evaluations. Without clear 
guidelines and mutual protections, participating institutions may 
encounter challenges related to intellectual property, data sharing, 
and the equitable distribution of benefits arising from joint 
assessments. The extracted themes regarding the challenges in 
adopting and implementing HTA in the GCC countries are shown in 
Table 1.

5 Strengths and limitations

This study represents the first thorough and comprehensive 
review, to the best of our knowledge, of the healthcare systems 
within the Gulf Cooperation Council (GCC) countries, along with 
the multifaceted challenges associated with conducting health 
technology assessments at the national level. This exploration is 
informed by the insights and perspectives of esteemed key opinion 
leaders from each of the member nations, who provided valuable 
information reflecting the complexities and nuances of their 
respective healthcare landscapes. However, it is important to 
acknowledge certain limitations inherent to this study. One primary 
concern is the relatively small sample size, which may not 
adequately capture the diverse viewpoints across the region. 
Furthermore, the study was based on a single focus group 
discussion, which could limit the depth and breadth of dialogue 
surrounding these critical issues. Additionally, some key regulatory 
bodies, such as the Saudi Food and Drug Authority, were not 
included in the discussions, potentially leading to a less 
comprehensive understanding of the regulatory environment and 
the specific challenges faced by these organizations in the health 
technology assessment process.

6 Conclusion

To promote Health Economics and Outcomes Research (HEOR) 
collaboration among institutions in the GCC countries, it is crucial to 
engage decision-makers. Our expert panel has outlined steps for 
fostering collaboration, including identifying common research 
priorities by mapping research interests across healthcare and 
academic institutions in the Arabian GCC countries. The shared 
priorities include healthcare financing, sustainability of care models, 
cost-effectiveness of reimbursement schemes, defining value in care 
from the perspective of GCC populations, public-private partnerships, 
efficacy of public health policies, and cost-effectiveness of health 
technologies for managing chronic diseases. Additionally, the panel 
recommends establishing regional guidelines for health economic 
evaluations, identifying accessible healthcare data with acceptable 
quality, and setting rules and regulations to protect the rights of 
participating organizations. Furthermore, the establishment of a Gulf 
Health Economics Research Center within the Gulf Health Council 
is proposed.
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TABLE 1 Qualitative themes and sub-themes for the challenges in adopting and implementing HTA in the GCC countries.

Theme Subthemes Quotes

Limited awareness and support  • Lack of stakeholder understanding.

 • Insufficient support for health economic evaluations.

 • Barriers to integration in reimbursement processes.

 • Impact on resource allocation and patient access.

 • Need for increased recognition and advocacy.

 • Importance of informed and transparent 

reimbursement decisions.

 • Alignment with healthcare outcome improvement goals.

“In ……policy-makers are aware of the importance of 

economic evaluation. However, their level of awareness is 

limited to the financial aspect of any policy or coverage 

expansion and not to the cost-effectiveness of specific 

health policies or technology. Therefore, we do not have 

the resources to conduct such comprehensive 

evaluations….”

Fragmented healthcare systems  • Inconsistent policy frameworks.

 • Different perspectives among decision-makers.

 • Variable reimbursement schemes and quality of care.

“We lack a coordinated healthcare system. Some patients 

can access multiple public healthcare facilities, leading to 

the repetition of the same procedures within a short time. 

Also, some patients fill their prescription medications at 

various hospitals.…”

Data issues  • Inconsistency in data collection and validation.

 • Ambiguity in data ownership.

 • Lack of standardized governance.

“Some public hospitals have good data quality, mainly 

from their electronic health records, but many do not 

since they do not use the same metrics.”

Capacity and resources  • Human resource limitations

 • Financial incentives

 • Infrastructure and technological support

“In…. We have an HTA unit within the Ministry of 

Health, but we have very few staff and still lack the 

resources, such as cost data, to conduct a full health 

economic evaluation.”

Absence of cost-effectiveness thresholds  • Informed decision-making dilemmas.

 • Resource allocation challenges.

“We do not have a cost-effectiveness threshold because 

we do not conduct full health economic evaluation in….”

Research and development  • Research priorities in GCC

 • Academic contributions and publications

 • Establishment of research centers

“The research priorities and funding opportunities in the 

GCC countries are different. We need to streamline this!”

Absence of costing data and utility value sets  • Inconsistent HTA practices.

 • Lack of well-defined decision-making framework.

 • Dilemmas on health technology adoption.

 • Reliance on HTA reports issued by foreign HTA bodies.

“In certain cases, BIA (Budget impact analysis) is required 

for reimbursement, while in others, it is conducted only at 

the academic level. Sometimes, this analysis can influence 

the decision-making process. This influence arises mainly 

from our lack of healthcare cost data, a defined cost-

effectiveness threshold, and an established utility value 

set.”

Miscoordination between academia and 

decision-makers

 • Insufficient engagement strategies.

 • Misalignment of research priorities.

 • Need for structured partnerships.

 • Investment in capacity building.

“In …… much of the HEOR research is conducted at 

academic institutions, but, its potential to drive impactful 

healthcare decision-making is still minimal.”

Absence of formal agreements for collaboration 

in HEOR between GCC countries

 • Legal and regulatory challenges.

 • Data sharing and confidentiality concerns.

 • Institutional relationships and trust.

“To my knowledge, there is no formal agreement between 

the GCC countries to share healthcare data for health 

economic evaluations, and we need it!”
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