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Introduction
In April 2016, Saudi Arabia launched a very bold vision, 
Vision 2030, which outlined the future goals for the 
country, the justification for the goals and the structures 
that were being put in place for their achievement (1). 
Vision 2030 has been widely praised for its boldness 
and far-sightedness (2). While the primary goal is the 
diversification of the Saudi Arabian economy from 
being oil-based to being one not based on oil, the vision’s 
ultimate goal is to make Saudi Arabia better in all spheres 
including, health and social well-being of the citizens. 

Over the period 2016–2030, Saudi Arabia is aiming to 
increase life expectancy at birth by 6 years, from 74 years 
to 80 years, an average gain of 0.43 years per annum (1). 
Remarkable improvements have already been made in 
health and human development. Between 1980 and 2014 
life expectancy at birth is estimated to have increased 
by 11.3 years. In 2014, the Human Development Index 
(HDI) for the country was 0.837. This puts Saudi Arabia 
in the category of those countries with “very high human 
development index” (for 2014, the average HDI for the 
Arab states was 0.686 while the average HDI of countries 
with “very high human development index” was 0.896) 
(3). There is, therefore, a basis for being forward-looking 
and targeting positive gains in life expectancy in the 
decades ahead. 

The main aim of the paper is to assess the feasibility 
of the gain in life expectancy as outlined in the 2030 
Vision document. The aim is achieved by first reviewing 
the demographic literature on recorded high gains in life 
expectancy and the determinants of these gains. This is 

followed by a discussion of the findings in the light of the 
Saudi Arabian context.

Methods
The demographic literature covering recorded high gains 
in life expectancy and the determinants of these gains is 
reviewed. This is then followed by an examination of the 
findings in light of the Saudi Arabian context.

Results
Review of the literature for achievement of high 
gains in life expectancy
Life expectancy at birth is a robust summary outcome 
measure that reflects a country’s cumulative efforts 
(or lack thereof) in improving its population’s health. 
In 2015, global life expectancy at birth ranged from 
49.2 years in Swaziland to 83.7 years in Hong Kong 
(followed by Japan, with 83.3 years) (4). In general, low life 
expectancy at birth is usually associated with low levels 
of socioeconomic development, disproportionately high 
levels of infectious and parasitic diseases and deaths 
in infancy and childhood. High life expectancy at birth 
is usually associated with high levels of socioeconomic 
development and disproportionately high levels of 
noncommunicable diseases and death at an older age. 
Reduction in infant and child mortality leads to rapid 
gains in life expectancy at birth. Where life expectancy at 
birth is high, gains are achieved at a much slower pace. As 
an illustration, in Canada, which has a long series of good 
mortality data, the gain in life expectancy at birth over 
the period 1921–1951 was 11.3 years compared with the 
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gain of 7.1 years between 1951 and 1981 and a gain of 6.2 
years between 1981 and 2011 (5). During the period 1921–
1951, the decline in infant and child deaths contributed 6.7 
out of the 11.3 years gain in life expectancy. During the 
later period, 1981–2011, the decline in infant and child 
deaths only contributed 0.6 out of the 6.2 years gain in life 
expectancy (5). Reduction in deaths in the post-childhood 
years (5–74 years) contributed only 4.5 of the 11.3 years 
gain during 1921–1951 but 4.2 of the 6.2 years gain during 
1981–2011 (5).

A valid comparative analysis of gains in life expectancy 
presupposes the availability of an accurate set of life tables. 
International databases on life tables are maintained 
by different organisations, including the World Health 
Organization, United Nations Population Division, the 
World Bank and the Human Mortality Database. The 
first 3 of these aim at covering all countries, with varying 
levels of quality of mortality data. According to one 
United Nations report, “Many countries lack complete 
coverage of deaths through vital registration and, even 
where vital registration coverage is good, the reporting 
of cause-of-death on death certificates often suffers 
from inaccuracies. As a consequence, the mortality and 
cause of death estimates produced by the United Nations 
Population Division and the World Health Organization 
for many countries rely upon models that relate available 
measurements of mortality to what has been observed in 
other populations in the past” (6).

The Human Mortality Database however is more 
concerned with the quality of the mortality data than 
coverage of countries. In one study, out of the 22 
countries whose life table data are included in the Human 
Mortality Database, the most accurate life tables with the 
longest historical series were selected from 10 countries, 
including Canada, France, Italy, Japan and the United 
States of America (USA) (7). From these data, between 
1950 and 1980 the average annual gain in life expectancy 
at birth for females ranged from 0.182 years (England 
and Wales) to 0.595 years (Japan), and between 1980 and 
2006/2007 it ranged from 0.106 years (Netherlands) to 
0.268 years (Japan). For males, the corresponding values 
ranged from 0.071 years (Netherlands) to 0.527 years 
(Japan) (1950–1980) and from 0.184 years (Denmark) to 
0.306 years (Australia) (1980–2006/2007) (7). Of the 10 
countries analysed over the 2 time periods, an average 
annual gain that equalled (or was greater than) the 
Saudi Arabian target of 0.43 years gain per year was only 
achieved by Japanese females over the earlier period, 
1950–1980, when the life expectancy increased from 60.9 
years to 78.95 years and by Japanese males over the same 
period, when the life expectancy increased from 57.58 
years to 73.38 years. In the 1980s, when life expectancy at 
birth in almost all of these countries was in the 70s, the 
average annual gains were all less than 0.31 years (7).

Review of the literature on the determinants of 
gains in life expectancy 
When a country’s life expectancy figures show gains 
(or losses) over time, researchers have used various 

approaches to explain the determinants of the change. 
Primarily, researchers have sought to explain the 
change using one or more of the following demographic 
dimensions: the contribution of different age groups, 
the contribution of male–female differences or the 
contribution of different causes of death. Explanations 
have also been sought through studying behaviour 
and its effects (e.g. smoking, accidents and obesity), 
inequalities (e.g. regional, economic or population 
groups), reasons related to the health care delivery 
system (e.g. access to care, quality of care), public health 
provision, health-related policies, advancements in 
science and technology and combinations of these 
factors. One theory that has attempted to capture many 
of these aspects is the reformulation of the health 
transition theory (8,9). According to this, once a country 
has completed its classical epidemiology transition 
and its life expectancy is now in the 60s or 70s, the 
one crucial factor that would determine the trend in 
its life expectancy is its position in the “cardiovascular 
revolution” (which combines smoking prevalence, 
obesity, lifestyle and related policies). Countries that are 
disadvantaged by this revolution stand to gain less or lose 
life expectancy relative to others (hence diverge from the 
leading countries). Other countries that are not adversely 
affected by the revolution stand to continue improving 
life expectancy relative to others (hence converge with 
the leading countries). These findings were confirmed 
in a study in the USA on explaining the reasons for the 
divergence in life expectancy between the USA and other 
developed countries (7). The study concluded, “Smoking 
appears to be responsible for a good deal of the divergence 
in female life expectancy. Other factors, such as obesity, 
diet, exercise, and economic inequality, also have likely 
played a role in the current gap and divergence between 
the United States and other countries”.

Discussion 
Largely because of the behaviour-related problems of 
smoking, obesity and lifestyle, Saudi Arabia finds itself 
squarely in the “cardiovascular revolution” during 
the 2000s. In an article published in 2009, the median 
prevalence of smoking was given as 17.5% (10). According 
to a study published in 2014, “Of the 10 735 participants 
evaluated, 28.7% were obese (body mass index ≥ 30 kg/m2). 
Prevalence of obesity was higher among women (33.5% vs 
24.1%). Among men, obesity was associated with marital 
status, diet, physical activity, diagnoses of diabetes and 
hypercholesterolemia, and hypertension. Among women, 
obesity was associated with marital status, education, 
history of chronic conditions, and hypertension” (11).

In addition, there is the serious problem of road 
traffic accidents. In 2010, there were 544 179 accidents (20 
for every 1000 population) which led to 7153 fatalities (1 
for every 76 traffic accidents) (12).

It is these fundamental drivers of mortality that 
should be addressed if life expectancy at birth is to rise. 
However, unlike the earlier phase in the health transition 
when infant mortality could be reduced through various 
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vertical programmes, there are no “quick fixes” in this 
stage. It has to be addressed through a combination of 
public health initiatives backed by very strong health-
related legislation and implementation strategies. This, 
however, presupposes improvement in the data collection 
systems and the development of relevant indicators to 
measure and monitor the progress being made. 

Conclusion
The Saudi Arabian vision for 2030 is an important 
milestone achievement that lays the foundation for 
the transformation of the Saudi Arabian economy and 

improving the population’s health and social well-being. 
The higher the targets, the better, provided they are 
within achievable limits. From the literature, we can 
conclude that for a country whose life expectancy is in 
the 70s, the average yearly gain in life expectancy is less 
than 0.31 years, much lower that the Saudi Arabian yearly 
target of 0.43. For Saudi Arabia, an average yearly gain of 
about half this amount is achievable provided that the 
fundamental drivers of life expectancy are addressed. 
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Dans quelle mesure la cible relative à l’espérance de vie du plan Vision 2030 de 
l’Arabie saoudite est-elle réalisable ?

Résumé
Contexte : L’Arabie saoudite prévoit une augmentation de l’espérance de vie à la naissance de 6 ans sur la période 2016-
2030.
Objectifs : L’objectif principal était d’analyser la faisabilité de ce gain en utilisant la littérature démographique.
Méthodes : La littérature démographique a recensé les gains élevés en termes d’espérance de vie, et les déterminants de 
ces gains ont été évalués. Les résultats sont examinés via le prisme du contexte saoudien.
Résultats : Les explications qui en découlent couvraient les facteurs démographiques et comportementaux, les inégalités, 
le système de prestations de soins de santé, la fourniture de services de santé publique, les politiques liées à la santé et 
les avancées dans les domaines de la science et de la technologie. Cependant, le facteur crucial est la position du pays au 
sein de la « révolution cardio-vasculaire » (qui combine une réduction de la prévalence du tabagisme et de l’obésité, des 
changements dans le mode de vie et des politiques y afférentes).
Conclusion : Dans les pays où l’espérance de vie se situe entre 70 et 79 ans, les gains annuels moyens sont de moins de 
0,31 année, soit beaucoup plus bas que la cible de 0,43 année fixée par l’Arabie saoudite. Pour l’Arabie saoudite, un gain 
annuel moyen équivalant à environ la moitié de ces chiffres est réalisable, si les facteurs fondamentaux contribuant à 
l’augmentation de l’espérance de vie sont réunis.

ما مدى إمكانية حتقيق اهلدف املتعلق بزيادة العمر املتوقع يف رؤية اململكة العربية السعودية لعام 2030؟
سليامن باه
اخلالصة

اخللفية: تسعى اململكة العربية السعودية، خالل الفرتة 2016-2030، إىل زيادة معدل العمر املتوقع عند امليالد بمقدار ست سنوات . 
األهداف: متثل اهلدف األسايس يف حتليل إمكانية حتقيق هذا املكسب باستخدام الدراسات السكانية السابقة.

طرق البحث: سجلت الدراسات السكانية السابقة مكاسب عالية تتعلق بزيادة معدل العمر املتوقع، واستعرضت الدراسة احلالية حمددات هذه 
املكاسب كام تم استعراض النتائج بمراعاة سياق اململكة العربية السعودية.

النتائج: تناولت الرشوح العوامل السكانية والسلوكية وأوجه عدم املساواة ونظام تقديم الرعاية الصحية وتوفري خدمات الصحة العامة والسياسات 
بني  )التي جتمع  الوعائية”  القلبية  “الثورة  البلد من  يتمثل يف موقف  احلاسمة  العوامل  أحد  أن  إال  والتكنولوجيا.  العلوم  الصحية يف  والتطورات 

مستوى انتشار التدخني والبدانة ونمط احلياة والسياسات ذات الصلة(.
االستنتاج: يف البلدان التي يصل فيها معدل العمر املتوقع إىل السبعينات، يبلغ متوسط املكاسب السنوية أقل من 0.31 سنة، وهو ما يقل بكثري عن 
هدف اململكة املتمثل يف الوصول إىل 0.43 سنة. وبالنسبة للمملكة، يمكن حتقيق مكسب سنوي متوسط بمقدار نحو نصف هذا املعدل رشيطة 

التصدي للمحركات األساسية ملعدل العمر املتوقع.
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