
Journal of Adolescent Health 57 (2015) 252e262
www.jahonline.org
Review article
Arab Adolescents: Health, Gender, and Social Context
Carla Makhlouf Obermeyer, D.Sc. *, Sarah Bott, M.A., M.P.H., and Anniebelle J. Sassine, M.Sc.
Center for Research on Population and Health, Faculty of Health Sciences, American University of Beirut, Beirut, Lebanon

Article history: Received August 15, 2014; Accepted January 2, 2015
Keywords: Adolescents; Arab countries; Burden of disease; Risk factors; Gender; Social factors; Violence; Mental health
See Related Editorial p. 249

A B S T R A C T
IMPLICATIONS AND
CONTRIBUTION
This article reviews the evidence about adolescent health in the Arab world, against the back-
ground of social, economic, and political change in the region, and with a particular focus on
gender. For the literature review, searches were conducted for relevant articles, and data were
drawn from national population- and school-based surveys and from the Global Burden of
Disease project. In some parts of the Arab world, adolescents experience a greater burden of ill
health due to overweight/obesity, transport injuries, cardiovascular and metabolic conditions,
and mental health disorders than those in other regions of the world. Poor diets, insufficient
physical activity, tobacco use, road traffic injuries, and exposure to violence are major risk factors.
Young men have higher risks of unsafe driving and tobacco use and young women have greater
ill-health due to depression. Several features of the social context that affect adolescent health
are discussed, including changing life trajectories and gender roles, the mismatch between ed-
ucation and job opportunities, and armed conflict and interpersonal violence. Policy makers need
to address risk factors behind noncommunicable disease among adolescents in the Arab region,
including tobacco use, unhealthy diets, sedentary lifestyles, unsafe driving, and exposure to
violence. More broadly, adolescents need economic opportunity, safe communities, and a chance
to have a voice in their future.
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Examining the evidence
on the health of Arab ad-
olescents in light of the
social context of their lives
reveals distinctive features
of the Arab region
compared with the rest of
the world in the burden of
disease, gender differ-
ences, and the social
forces that affect adoles-
cent health.
The 22 countries of the Arab League comprise a region with
great socioeconomic diversity but important commonalities in
language, culture, religion, and demographics. Although the
“youth bulge” may have peaked around 2005 [1], a majority of
the population are younger than 25 years, and population
growth has resulted in unprecedented numbers of children and
youth in the region, projected to number 217million by 2050 [2].
Recent events highlight young people’s role in the rapid social,
economic, and political changes underway in the region [3]. The
health, well-being, and perspectives of Arab adolescents should
therefore be of interest to those working in public health and for
anyone interested in the generation on the cusp of adulthood in
that region.

There have been numerous recent global analyses of adoles-
cent health [4e6] and efforts to estimate age-specific causes of
death and disease by country and region [5,7,8]. There is also a
large literature on adolescent health and development from the
region, including multicountry surveys on economic, social, and
health topics relevant to adolescents [1,9e16] and reviews of
specific health issues including changing marriage patterns [17],
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Table 1
Percent distribution of deaths by cause among male and female adolescents aged
15e19 years in the Arab region and globally, 2010a

Causes of deathb Arab region Global

Male Female Male Female

Transport injuries 18.7 7.4 18.6 7.7
Unintentional injuries 15.8 9.6 16.0 13.0
Cardiovascular and circulatory diseases 14.3 13.7 4.7 4.9
Diarrhea, LRI, meningitis 11.7 15.7 11.0 12.8
Intentional injuries 7.3 4.7 15.6 13.5
Cancer 7.0 7.7 5.7 5.3
NTD and Malaria 5.2 6.0 5.3 6.3
Diabetes and other endocrine disorders 4.6 6.7 2.9 4.1
Neurological disorders 3.7 3.4 3.6 3.2
HIV and TB 2.1 3.8 4.7 7.7
Nutritional deficiencies 1.7 2.8 1.1 2.6
Other noncommunicable diseases 1.6 2.4 1.4 1.5
Digestive diseases 1.5 1.4 1.4 1.8
Chronic respiratory diseases 1.3 1.8 1.4 1.3
War and disaster 1.0 .7 3.5 2.0
Other communicable disorders .8 1.4 1.8 2.5
Liver cirrhosis .8 1.2 .6 .7
Mental and behavioral disorders .7 .7 .5 .4
Musculoskeletal disorders .4 1.1 .2 .6
Maternal disorders 0.0 8.1 0.0 8.2
Death rate by all causes per 100,000 103.3 72.2 132.7 101.4

HIV ¼ human immunodeficiency virus; LRI ¼ lower respiratory infections; NCD ¼
non-communicable diseases; NTD ¼ neglected tropical diseases; TB ¼
tuberculosis.

a Source: Global Burden of Disease database.
b Causes are displayed in decreasing order, by the percentage of deaths among

males in the Arab region.

Table 2
Percent distribution of Disability-adjusted life years (DALYs) by cause among
male and female adolescents aged 15e19 years in the Arab region and globally,
2010a

Causes of DALYsb Arab region Global

Male Female Male Female

Mental and behavioral disorders 19.2 24.9 16.0 18.3
Transport injuries 10.2 3.5 11.0 4.3
Musculoskeletal disorders 9.7 10.7 7.8 9.2
Unintentional injuries 8.3 3.9 9.5 6.4
Other NCDs 7.2 8.0 6.0 6.8
Cardiovascular and circulatory

diseases
7.1 5.4 2.9 2.7

Diarrhea, LRI, meningitis 6.6 6.5 7.1 6.9
Neurological disorders 4.4 5.3 4.8 6.0
Nutritional deficiencies 4.1 7.0 2.8 5.8
Chronic and respiratory diseases 4.0 4.3 4.0 4.0
NTD and malaria 3.7 3.5 4.6 4.5
Diabetes and other endocrine

disorders
3.6 5.2 2.7 4.2

Intentional injuries 3.6 1.7 8.6 6.2
Cancer 3.3 2.7 3.1 2.4
HIV and TB 1.4 1.6 2.9 3.7
Neonatal disorders 1.1 .8 1.1 .8
Digestive diseases 1.0 .8 1.2 1.3
Other communicable diseases .8 .7 1.3 1.4
War and disaster .5 .3 2.1 1.0
Liver cirrhosis .4 .4 .3 .3
Maternal disorders 0.0 2.9 0.0 3.8
DALYs lost from all causes

per 100,000
15,342.7 14,524.1 16,829.7 15,477.6

DALYs ¼ disability-adjusted life years; HIV ¼ human immunodeficiency virus;
LRI ¼ lower respiratory infections; NCD ¼ non-communicable diseases; NTD ¼
neglected tropical diseases; TB ¼ tuberculosis.

a Source: Global Burden of Disease database.
b Causes are displayed in decreasing order, by the percentage of DALYs among

males in the Arab region.
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sexual and reproductive health [18,19], and diet and physical
activity [20]. There have been few attempts to provide a
comprehensive overview of adolescent health in the region,
however [21].

This article synthesizes evidence about adolescent health in
the Arab region, with a particular focus on gender and the social
context. Part one explores causes of death and disability among
adolescents in the region compared with global statistics. Part
two reviews evidence about the following four sets of risk factors
or conditions that account for much ill-health among Arab ad-
olescents: (1) malnutrition, overweight, and obesity; (2) trans-
port injuries; (3) tobacco and other substance use; and (4)
mental health conditions. Part three reviews the changing social,
economic, and political context of adolescent health in Arab
countries including the mismatch between education and
employment opportunities, the pervasiveness of violence, and
changing construction of gender.

Methods

We sought to summarize evidence about adolescent health
from published sources, the gray literature, and open access
databases. Searches were conducted in PubMed and Google
Scholar using keywords adolescents, young people, youth,
country names, and terms for key risk factors and conditions over
the past 10 years. Searches for adolescents/ce in PubMed by
country yielded between 50 (Djibouti) and nearly 5,000 (Egypt)
sources for a total of more than 20,000 sources. Google Scholar
often produced 10 times those numbers. Thus, a systematic re-
view of each issue, factor, or health condition was not feasible.
Our more limited goal was to identify issues of particular
importance to the region and to highlight key themes for future
research. We also searched for global and regional reviews,
hand-searched bibliographies of key reports from the region,
and extracted statistics from comparative survey reports.
Searches were conducted in English, but some data from the
Arabic literature were included in regional analyses, particularly
those published by the United Nations.

In this article, “Arab region” refers to the 22member countries
of the Arab League. Some data are provided for Middle East and
North Africa (MENA), as defined in the Burden of Disease project;
and for the Eastern Mediterranean region (EMRO), as defined by
the World Health Organization (WHO)dsimilar but not identical
groupings of countries (Supplementary Table 1). As per theUnited
Nations definitions, adolescents are aged 10e19 years, youth are
aged 15e24 years, and young people are aged 10e24 years [22].

Major Causes of Ill-Health Among Adolescents in Arab
Countries

According to 2010 Global Burden of Disease data, the top
three causes of death among male adolescents aged 15e19 years
in the Arab region are transport injuries, other unintentional
injuries, and cardiovascular/circulatory disease [7]. Among fe-
male adolescents aged 15e19 years, the leading cause of death is
infectious disease (diarrhea, lower respiratory infections and
meningitis)dpart of the unfinished agenda of communicable
disease that persists in the region. Second and third causes of
death are cardiovascular/circulatory disease and unintentional
injuries. The proportion of deaths due to cardiovascular and
circulatory diseases is nearly three times higher among Arab
adolescents (both male and female) than the global average.



Figure 1. Percentage of girls and boys aged 13e15 years who were overweight or obese, most recent World Health Organization Global School-Based Health Surveys,
2007e2012. Countries displayed in alphabetical order.
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Diabetes and cancer also contribute a higher proportion than the
global average (Table 1; Supplementary Table 2).

Disability-adjusted life years (DALYs) represent the years of
healthy life lost to premature mortality and disability. Mental
and behavioral disorders account formore than 20% of DALYs lost
among Arab adolescents, considerably higher than the global
average (Table 2; Supplementary Table 3). Musculoskeletal dis-
orders, other noncommunicable diseases, cardiovascular/circu-
latory disorders, nutritional deficiencies, and diabetes/endocrine
disorders also account for a higher proportion of DALYs among
Arab adolescents aged 15e19 years compared with global aver-
ages, while diarrhea/infections, unintentional injuries, maternal
causes, HIV, tuberculosis, and intentional injuries contribute
lower proportions.

Causes of deaths vary widely by national income
(Supplementary Table 4) [7]. Leading causes of death are car-
diovascular/circulatory disease among older adolescents in
middle-income countries, communicable diseases among ad-
olescents in low-income Arab countries, and transport injuries
among adolescents in high-income countries (accounting for
more than 4 in 10 deaths among adolescents aged 15e19 years).
Importantly, mental health and behavioral disorders are the
leading cause of DALYs among adolescents aged 15e19
years across all income groups in the region (Supplementary
Table 5).

The 2010 Burden of Disease data predate some of the political
upheaval of the “Arab Spring” and the Syrian crisis, and thus,
may not capture recent mortality and morbidity associated
with violence [23]. More recent WHO estimates suggest that
collective violence contributes a substantial burden of ill-health
among adolescents in Arab countries, particularly males [5].
Key Health Conditions and Risks Among Adolescents in
Arab Countries

Based on mortality and disability data, we focus on four
conditions and determinants that account for considerable ill-
health across Arab countries: overweight/obesity and tobacco
use as key determinants of cardiovascular health; transport in-
juries as a top cause of death and disability; and mental ill-
health, prominent across countries and income levels.
Malnutrition, overweight, obesity, and physical activity

Undernutrition and overnutrition are major risk factors for
disease, mortality, healthy growth, and development [24,25].
Both are prominent in the Arab region, often within the same
countries, sometimes within the same household [26e28]. Un-
dernutrition among adolescents is widespread in low-income
countries such as Djibouti and Yemen, in countries experi-
encing humanitarian crises such as Iraq, Somalia, and Sudan, and
among underprivileged populations in affluent countries
[29e33].
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Figure 2. Percentage of boys and girls (13e15 years) who were physically active >60 minutes/day on 5 or more days during the past 7 days, WHO Global School-based
Health Surveys. Countries displayed in alphabetical order.
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Overweight and obesity have become serious public health
problems among Arab adolescents [34e38], linked to high levels
of early metabolic syndrome [39e43] and high blood pressure
[44]. As risk factors for cardiovascular/circulatory diseases, dia-
betes, and musculoskeletal disorders, they may account for the
considerably higher proportion of DALYs for these conditions
among Arab adolescents, consistent with findings among adults
in the region [23].

Global school-based student health surveys (GSHS) find levels
of overweight/obesity among adolescents of nearly 50% in
countries of the Gulf, low levels (<16%) in countries such as
Morocco, Sudan, and Yemen, and one-fourth to one-third in the
others (Figure 1) [11], consistent with studies from Bahrain [45],
Jordan [46], the United Arab Emirates (UAE) [47,48], Saudi Arabia
[49,50], Kuwait (Al-Haifi, 2013, #893), and a seven-country study
[51]. A systematic review found that rates of overweight/obesity
among children and adolescents (22% for boys and 28% for girls)
in MENA were exceeded only by North America and South Latin
America [52].

Variations in overweight/obesity by country reflect different
stages of the nutrition transitiondwhereby mechanization of
labor and marketing of processed food result in the abandon-
ment of traditional diets, increased consumption of sugars and
fats, and reduced physical activity [53,54]. Evidence on Arab
adolescents documents increasing consumption of fast foods and
saturated fats and low consumption of fruits and vegetables in
many parts of the region [20,48,50,55e59]. Although some
studies find no gender differences in fast food consumption [60],
others find that girls have fewer days of breakfast, more snacking,
and lower consumption of milk, meat, chicken, and soda drinks
than boys [48,61e64].
Undernutrition and overnutrition often vary by sex. Stunting
is significantly more prevalent among boys than girls in some
settings [38]. Obesity and metabolic syndrome are often greater
among girls [65], but gender differences are not uniform across
the region [66]. In half of the 12 surveys in Figure 1, obesity/
overweight was higher among girls; in the other half it was
higher among boys [11]. Gendered attitudes toward ideal body
weight, in particular, the globalization of preferences for slimmer
bodies may account for high levels of dieting, body dissatisfac-
tion, and eating disorders among Arab girls [67e72]. One study
found that eating disorders were twice as common among fe-
males as males in four Arab countries [73].

Lack of physical activity and sedentary lifestyle also
contribute to adolescent overweight/obesity, particularly among
girls. Arab girls often report less access to space for physical ac-
tivity than male counterparts [16] and are sometimes prohibited
fromwearing sports clothing or exercising outdoors for religious
or safety reasons. In GSHS surveys, the percentage of adolescents
who engaged in the recommended daily �1 hour of moderate
physical activity ranged 17%e42% among boys and 10%e23%
among girls (Figure 2) [11], consistent with other studies from
the region [45,47,59,62,63,74e76]. Similarly, between one-fourth
and one-third of adolescents reported more than 3 hours a day
watching television, playing computer games, or doing other
sedentary activities, although levels exceeded half in Kuwait,
Lebanon, Qatar, and the UAE [11].

Transport injuries

The high proportion of adolescent deaths attributable to
transport injuries in Arab countries clearly reflects a broad lack of
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road safety in the region. EMRO’s traffic-related fatality rate (21
deaths per 100,000 population) is second only to the African
Region [77,78]. Among high-income countries, EMRO’s fatality
rate is the highest of any region. WHO links EMRO’s high fatality
rate to structural factors such as inadequate laws, vehicle safety
standards, road inspections, and enforcement of speed limits,
seat belts, child car restraints, and motorcycle helmets [77].
Research also highlights young people’s behavior, including low
seat belt compliance, eating, drinking, and using mobile phones
while driving, speeding and reckless driving, driving without a
license, and violating local traffic laws, as documented in studies
from Kuwait [79], Oman [80], Qatar [81,82], Saudi Arabia [83,84],
and the UAE [85e87]. A national study among students in Oman
found that 33% had driven without a license and 34% said they
liked to speed [88,89]. Although the disproportionate burden
among young Arab males [77,81,90,91] may reflect less frequent
driving by females, it may also be related to notions of mascu-
linity and risk taking.

Tobacco use

Risk behaviors, such as tobacco use, account for a large pro-
portion of premature deaths and disease among adults but often
begin in adolescence [92]. Adolescent tobacco use in Arab
countries includes both cigarettes and the waterpipe [93e98].
The United Nations Children’s Fund estimates that rates of to-
bacco use inMENA (21% of boys and 10% of girls) are substantially
higher than the developing country average [92]. Global Youth
Figure 3. Percentage of male and female students aged 13e15 years who reported u
Tobacco School Surveys 2001e2011. Countries displayed in alphabetical order.
Tobacco Surveys found that 11%e42% of boys aged 13e15 years in
20 Arab countries reported using tobacco in the past 30 days
(Figure 3) [12]. Arab girls’ lower tobacco use noted in Figure 3
clearly reflects norms about appropriate female behavior, but
these are changing, and prevalence among girls exceeds 10% in
Bahrain, Djibouti, Iraq, Jordan, Kuwait, Lebanon, Qatar, Syria, and
the UAE.

Relatively less is known about adolescent alcohol and drug
use in Arab countries compared with other regions and most
evidence is patchy and outdated [21,99]. Laws and religious
norms restrict adolescents’ access to alcohol in the region, but
studies documented substantial alcohol use in countries such as
Lebanon [100e102], including one that found 9% of university
students met criteria for alcohol abuse [103], and another that
found 16% of students older than the age of 16 years reported
harmful alcohol consumption, measured by questions about
alcohol dependence and binge drinking [104].
Mental health conditions among adolescents

Mental health problems, particularly depression, account for
a greater proportion of DALYs lost among Arab adolescents
compared with other regions [7]. The proportion of DALYs lost to
depression and anxiety is higher among adolescent girls than
boys, whereas the proportion lost to behavioral and drug use
disorders is higher among boys, similar to other parts of the
world (Supplementary Figure 1).
sing tobacco in the last 30 days, latest World Health Organization Global Youth
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Evidence about the prevalence of specific mental health
conditions among Arab adolescents is patchy [105]. Subnational
studies in Kuwait [106] and Saudi Arabia [107,108] document
considerable rates of anxiety and obsessive compulsive disor-
ders. A national study among students in Oman found that 16%
reported symptoms of depression [109]. In Jordan, a national
survey found depressive symptoms were common among stu-
dents aged 14e25 years (66% reported sadness, 49% loss of joy,
and 43% loss of hope) and were significantly higher among fe-
males than males [110]. GSHS surveys have found substantial
levels of suicidal thoughts among students in the region [11],
including 16% in Lebanon [111].

Evidence about correlates of mental health conditions among
Arab adolescents is limited [105]. In Jordan, depressive symptoms
among males were associated with poverty, violence, and risk
behaviors such as alcohol and smoking [110]. In contrast, open,
supportive relationships with parents were protective for both
sexes, although only half the respondents felt they could share
their problems with their parents. Studies also find significant
associations between exposure to violence and mental health
symptoms such as anxiety, depression, and suicidal thoughts,
as did a study among high school students in Kuwait [112].
An analysis of GSHS data from Lebanon found associations
between suicidal thoughts and having been bullied or sexually
harassed [111].

Considerable evidence documents associations between
adolescent mental health problems and exposure to armed
conflict, including studies from Algeria [113], Iraq [114], Lebanon
[115], and Palestine [116e120]. A systematic review found
prevalence rates of conflict-related post-traumatic stress disor-
der of 23%e70% in Palestine and 10%e30% in Iraq [121].

Adolescent Health and the Social Context

Global analyses highlight the importance of social de-
terminants of adolescent health, including national wealth, in-
come inequality, access to education, and safe and supportive
families, schools, peer groups, and communities [122]. Within
the Arab region, researchers have highlighted changing family
environments, poverty, unemployment, and armed conflict
[3,14,123]. The quality and accessibility of health services clearly
affect adolescent health in the region. Almost all Arab countries
have strengthened their health systems in recent decades
[124e127], but large inequities remain across countries and so-
cioeconomic groups. Although lack of adolescent responsive
health systems is a problem in much of the world [128], Arab
adolescents face particular barriers to care, overlooked by
maternal and child services and by services for adults [129]. The
remainder of this article explores other contextual factors that
shape adolescent health and development in these countries.

Mismatch between education and employment opportunities

The Arab region has experienced impressive increases in ed-
ucation and literacy over the past decades [130]. Between 1990
and 2011, literacy rose from 74% to 90% among youth [131].
Educational gains have not always beenmatched by adequate job
opportunities for unprecedented numbers of young people
entering the workforce, however. The International Labor Orga-
nization [132] argues that the private sector has remained
globally uncompetitive in many parts of the region due to lack of
investment, a poor regulatory environment, nepotism, and
corruption. As a result, youth unemployment in the region is the
highest in the world, 23% compared with a world average of 14%
[132]. Unlike other regions, where unemployment tends to be
most severe among the poor, unemployment in many Arab
countries often affects young people across the socioeconomic
spectrum.

The 2013 Human Development Report argues that the
mismatch between education and job opportunities for young
people contributes to political instability in the region [133].
Authors note:

“Of the 20 countries with the largest increases in mean years
of schooling over 1980e2010, 8 were in the Arab States.
Most countries that were part of the recent unrest in the Arab
States.had major gains in educational attainment but
below-median employment to population ratios.”

Youth unemployment in Europe has been described as a
“public health time bomb waiting to explode” [134], which is
clearly applicable to the Arab region.

Generational change

Researchers have tried to understand how young people’s
attitudes, aspirations, and circumstances have influenced recent
political upheaval in the region and have drawn attention to
shifting hierarchies across generations [135,136]. In addition to
opening new opportunities for knowledge sharing, social media
and the Internet have contributed to political mobilization and
widened a split between media savvy youth and older genera-
tions of leaders [137]. A 2011 study of Arab youth reported that
many youth view traditional institutions such as family and
religion as “powerful anchors of their identity” while simulta-
neously expressing deep concern about lack of “opportunities to
make their voices heard, be taken seriously, achieve their full
potential, or compete fairly for jobs” [137]. Similarly, the 2014
ASDA’A BursoneMarsteller survey of youth in 16 Arab countries
concluded that youth are embracing modernity, but family and
religion are still powerful influences [15]. In that survey, youth
expressed great concern about high living costs, unemployment,
and health but cited civil unrest as the biggest obstacle facing the
region.

Changing life trajectories

Universal and early marriages were once the norm for girls
throughout the region, and child marriage persists in some
countries. An estimated 15% of girls marry before the age of 18
years in the region, with higher proportions in Mauritania, So-
malia, Sudan, and Yemen, parts of Egypt, and among Palestinians
in Gaza [138], contributing to the burden of maternal ill-health
among girls in these settings [139].

In most Arab countries, however, average age at marriage has
risen dramatically for both females and males over a relatively
short period of time [17,139,140]. For example, between the
1970s and 1990s, the percentage of girls aged 15e19 years
already married dropped from 57% to 8% in the UAE, from 40% to
1% in Libya, and from 38% to 5% in Kuwait [17]. Economic barriers
such as the high cost of marriage, housing shortages, and un-
employment contribute to rising age of marriage in most coun-
tries [17]. Many young men wait years to save enough to marry,
and rising numbers of Arab women do not marry at allda
challenge given women’s traditional roles as wives and mothers.
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As a result, governments in Bahrain, Qatar, Saudi Arabia, and the
UAE have provided economic incentives to young people who
wish to marry.

Rising age at marriage has lengthened the transition from
childhood to adulthood for both sexes, in a context that prohibits
premarital sexual activity. Evidence about sexual behavior of
Arab young people is scarce [18,141], but premarital sex has been
reported by 7% of college students and 4% of youth aged 15e24
years from Jordan [142], 31% of male college students from Saudi
Arabia [143], and 1/3 of males and 1/10 of female adolescents
from Tunisia [144]. Studies suggest that premarital sex often
occurs in the context of secrecy, poor knowledge, lack of access to
reproductive health services, and limited communication with
parents [18,141,143,145]. A United Nations Children’s Fund anal-
ysis found that adolescent girls in MENA had the lowest HIV
knowledge of any region [92]. Even married adolescent girls
often face serious barriers to reproductive health services due to
lack of knowledge, mobility, and autonomy in some Arab settings
[19,129].

Gender indicators: improvements and continuing disparities

Contradictory forces are changing constructions of gender in
the region. Girls have experienced dramatic gains in educational
opportunities in recent decades. Female school enrollment rates
in the Arab Middle East have increased nearly threefold since
1990 [132]. Many Arab countries have reduced the educational
gender gap. In Algeria, Bahrain, Jordan, Kuwait, Lebanon, Qatar,
Oman, and Saudi Arabia, female tertiary education enrollment
rates now exceed those for men [146]. And, in some countries,
women outnumber men in universities two to one [132]. Despite
gains in education, women’s labor participation is the lowest of
all regions (26% compared with a world average of 51%) [132], as
is their political empowerment by some measures [130]. Both
civil and penal legislation historically codified discrimination
against women and girls into the law [147e149]. For these rea-
sons, the 2013 World Economic Forum Global Gender Gap index
ranked all 14 Arab countries included in the analysis within the
bottom 30 of 136 countries [146].

Gender inequality may be decreasing in the region, however
slowly. A 2010 analysis found that 14 of 17 Arab countries had
improved women’s legal status over the previous five years
[148], including enhanced rights to vote and run for office
(Kuwait), quotas for women in parliament (Saudi Arabia),
rescinding male control over women’s passports (Bahrain,
Kuwait, and Qatar), strengthened civil rights within the family
(Algeria and Morocco), and stronger protections from violence
against women and girls (Jordan) [150e152].

Connections between gender inequality and adolescent
health are not straightforward. Denial of rights, access to
employment, and health care clearly undermine the girls’ health
and future aspirations. Unequal gender norms in the region may
also contribute to key risks such as reckless driving by male
adolescents in Arab countries and to the high burden of mental
ill-health among female adolescents.

Armed conflict and interpersonal violence

Nearly half of Arab countries have experienced recent civil
unrest or armed conflict [153]. Iraq, Palestine, Sudan, and Syria
are currently suffering humanitarian crises, with rising numbers
of people displaced. Armed conflict and displacement have
serious implications for all dimensions of adolescents’ lives,
including access to services, social justice, education, profes-
sional opportunities, quality of life, human rights, and human
security [154e156]. Evidence from Algeria and Palestine suggests
that adolescents may be evenmore vulnerable to negative effects
of conflict and displacement than younger children [113],
possibly because they often take on “adult” responsibilities and
experience more adverse events [157].

Levels of other forms of violence are substantial in many Arab
countries. In GSHS surveys, nearly two-thirds of boys and from
one-third tomore than half of girls in Djibouti, Egypt, and Tunisia
report being physically attacked in the past year; even larger
proportions report being involved in a physical fight, with boys
reporting higher levels than girls [92]. One to two-thirds of
students in Egypt, Libya, Morocco, and Tunisia report being
bullied, with boys typically reporting more peer victimization
than girls [158]. An analysis of data from 27 countries found that
compared with other regions, EMRO had the highest mean
prevalence of any fighting (47%) and of frequent fighting (5%)
[159].

Levels of violence against women and girls in the region
are also substantial. Based on data from Egypt, Iran, Iraq, Jordan,
and Palestine, WHO estimates that 35% of women in MENA
have experienced physical or sexual intimate partner violenced
higher than the global estimate of 26% [160]. Exposure to
violence in the home, even as a witness, may have negative
consequences for adolescents [161]. Girls who marry as adoles-
cents may also experience intimate partner violence directly, as
documented in Egypt [162]. Other forms of violence against
girls persist in the region, including so called “honor killings” of
girls perceived to have dishonored their family’s reputation
[163] and female genital mutilation, which affects an estimated
23% of women in Yemen, 71% in Mauritania, 90% in Sudan,
93% in Djibouti, 96% in Egypt, and 98% in Somalia [3,31].
Although the prevalence of “honor killings” is unknown and
health consequences of female genital mutilation vary, these
practices highlight ways that gender inequalities are inscribed
on girls’ bodies.

Acceptance of violence against women and girls remains
entrenched in many Arab countries. Girls aged 15e19 years
report widespread agreement with wife-beating in many Arab
countries, including about 50% in Egypt and Iraq, 65% in Algeria
and Morocco, and 91% in Jordan [164]. A study from Jordan
found that about 40% of boys and 20% of girls believed it was
justified to kill a daughter, sister or wife who dishonored the
family [165]. A survey of more than 15,000 young people in
Egypt found that about 80% of males and 73% of females agreed
that females who dress provocatively deserve to be sexually
harassed [166].

Discussion

Evidence reviewed in this article underscores that infectious
disease remains an important cause of ill-health among adoles-
cents in low-income Arab countries, but in most middle- and
high-income Arab countries, the epidemiological transition to-
ward noncommunicable causes has already occurred, and much
ill-health among adolescents is due to unhealthy behaviors
related to diet, lack of physical activity, unsafe transport, unsafe
driving, and tobacco use.
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Compared with the rest of the world, Arab adolescents bear a
higher burden of transport injuries, cardiovascular andmetabolic
conditions, and mental and behavioral disorders. The analysis
highlights gender differences in adolescent health outcomes and
risk factors, including higher risks among males of traffic acci-
dents and tobacco use, and a greater share of ill-health among
females due to depression (across the region) and infectious
disease in low-income Arab countries. Girls across the region
have lower levels of physical activity and, in some settings,
poorer diets, but sex differences in overweight/obesity are not
consistent across the region.

Increased education and age at marriage have transformed
adolescents’ lives in the region, but the mismatch between
education and job opportunities, combined with economic
stagnation, changing gender roles, and the rise of social media
contribute to quickly evolving and sometimes volatile envi-
ronments in which young people reach adulthood. Tension
between tradition, attachment to family, community, and
country on the one hand, and anxiety about the future in the
face of unemployment, perceived political corruption, and
armed conflict present difficult choices for adolescents, and
may contribute to the high mental health burden in the
region.

This review has limitations. Searches were done in English,
and evidence published only in Arabic may not be adequately
captured. A systematic review of each risk factor or condition
was not feasible, given the size and diversity of the literature.
Most indicators are based on incomplete data and large confi-
dence intervals [23]. The burden of death and ill-health due to
war and displacement is particularly underresearched. This
article should be seen as a preliminary step in synthesizing a
complex situation. Further comparative analyses are needed to
understand the distinctiveness of the cultural context, the dy-
namics of gender differences, and connections between social
factors and health indicators. The quality and comparability of
data across countries could be enhanced by standardized sur-
veys among adolescents in the region. Adolescents also need a
greater voice in identifying the challenges and opportunities
they face [6,167].

Summary and implications

Health statistics from the Arab region indicate an urgent need
for policy makers to address risk factors for noncommunicable
diseases among young people, while continuing to reduce
communicable and maternal causes of ill-health. There is a need
for adolescent responsive health services, tobacco control legis-
lation, and policies to encourage young people to adopt healthier
behaviors with regard to diet, physical activity, and road safety
[5,168]. Without additional efforts, large proportions of future
generations will experience tobacco-related morbidity and
mortality [93]. Economic opportunity, safe communities, and the
ability to shape conditions of their lives in a rapidly changing
world are also essential for the health and well-being of ado-
lescents in the region.
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