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Abstract:

Given the unique challenges faced by Saudi Arabian healthcare facilities, including rapid
population growth, diverse health threats, and the need for effective crisis response
strategies, this research underscores the importance of collaboration between health
administration and security professionals. By integrating insights and expertise from both
sectors, hospitals can develop more comprehensive emergency preparedness plans that
are responsive to the specific needs of their communities while ensuring patient safety
and care continuity in times of crisis. Through qualitative interviews, surveys, and case
studies, this study aims to identify best practices, prevalent challenges, and innovative
solutions that can enhance hospital readiness for various emergencies, including natural
disasters, health pandemics, and security threats. By focusing on collaborative
frameworks, the research will showcase successful models within the healthcare system
that promote coordinated efforts, enhance communication, and leverage available
resources. Ultimately, the findings will provide valuable recommendations for
policymakers and healthcare leaders in Saudi Arabia, fostering a resilient healthcare
infrastructure that is better equipped to manage emergencies while prioritizing the safety
and welfare of patients and staff alike.
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1. Introduction

The modern hospital is a complex, high-stakes
ecosystem whose primary mission—the
preservation of human life—is perpetually
vulnerable to disruption. In an era marked by the
increasing frequency and severity of public health
crises, natural disasters, mass casualty incidents, and
human-made threats, the ability of a healthcare
facility to respond effectively to emergencies is not
merely an operational goal but a fundamental ethical
and societal obligation [1]. The Kingdom of Saudi
Arabia, with its unique geopolitical significance,
hosting the two holy mosques and the annual Hajj
pilgrimage which draws millions, faces a distinct
and amplified set of challenges. These large-scale
gatherings, coupled with the nation's strategic vision
for a diversified future (Saudi Vision 2030), which
emphasizes a robust and preventive healthcare
sector, place emergency preparedness (EP) at the
very core of national health security [2].
Traditionally, hospital emergency preparedness has
been viewed through a siloed lens, often falling
predominantly under the domain of clinical
leadership and disaster medicine. Plans are
frequently designed by clinicians for clinical
scenarios, focusing on triage, treatment protocols,
and surge capacity. While these clinical components
are undeniably critical, this narrow perspective
overlooks the intricate web of administrative,
logistical, and security functions that are the bedrock
of any successful emergency response [3]. A
hospital's capacity to manage a crisis is not solely
dependent on the skills of its physicians and nurses
but is equally contingent upon the seamless
integration of non-clinical support systems. This
includes the rapid allocation of resources, the
maintenance  of critical infrastructure, the
management  of  human  resources  and
communications, and, most critically, the assurance
of a safe and secure environment for patients,
visitors, and staff [4]. It is at this juncture that the
indispensable, yet often underutilized, partnership
between Health Administration professionals and
Health Care Security professionals emerges. Health
administrators are the strategic architects and
operational engineers of the hospital. Their expertise
lies in resource management, policy formulation,
financial planning, process optimization, and cross-
departmental coordination. They ensure that the
organization has the plans, people, and products
necessary to function, especially under duress [5].
Conversely, Health Care Security professionals are
the guardians of the physical environment. Their role
extends far beyond traditional notions of "guards”;
they are experts in risk assessment, access control,
crowd management, de-escalation techniques, traffic
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flow, liaising with law enforcement, and protecting
physical and human assets from threats ranging from
civil unrest to acts of violence [6]. In the chaotic
throes of an emergency, the failure of these two
domains to operate in concert can lead to
catastrophic breakdowns. An administrator may plan
for a 500-patient surge capacity, but without security
managing the influx of victims, families, and media
at the entrances, the hospital may become
gridlocked, preventing the efficient flow of patients
and supplies. A security team may successfully lock
down a wing in response to an active threat, but
without immediate and precise communication from
administration to clinical staff, life-saving
treatments for critical patients in that wing could be
inadvertently halted [7]. The 2012 JCI Accreditation
Standards for Hospitals emphasize the necessity of
an integrated emergency management plan that
involves all sectors of the hospital, explicitly
including security services, highlighting that
preparedness is a multidisciplinary endeavor, not a
departmental one [8]. Within the Saudi context, this
collaborative dynamic requires particular attention.
The healthcare system is undergoing rapid
transformation, with significant investments in new
infrastructure and technology aligned with Vision
2030's goals of enhancing service efficiency and
quality  [9]. However, technological and
infrastructural advancements alone are insufficient
without a concurrent evolution in inter-departmental
cultures and collaborative frameworks. Historically,
in many Saudi institutions, a hierarchical
organizational structure can sometimes create
communication barriers between departments,
potentially hindering the fluid exchange of ideas and
the development of trust necessary for effective joint
emergency response [10]. Furthermore, the specific
cultural and environmental nuances of the Kingdom,
including the management of large-scale religious
events, sandstorms, extreme heat, and specific public
health concerns, demand tailored preparedness
strategies that can only be developed through the
combined lens of administrative logistics and
security risk management [11]. This research,
therefore, seeks to bridge a critical gap in the
literature and in practice. While numerous studies
have examined clinical emergency response and
several have explored the role of hospital
administration in disasters, few have deeply
investigated the synergistic relationship between
health administration and healthcare security as a
singular, cohesive force multiplier for emergency
preparedness. This study posits that the efficacy of a
hospital's emergency response is directly
proportional to the strength of the collaborative
partnership between its administrative and security
leadership. The core problem this research addresses
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is the potential for operational disconnects between
health administration and healthcare security
protocols in Saudi Arabian hospitals, which can
undermine overall emergency preparedness and
response effectiveness.

The Role of Health Administration
Emergency Management

in

The role of health administration in hospital
emergency management is fundamentally one of
leadership, strategic planning, and resource
orchestration. Health administrators are the central
nervous system of a hospital's emergency response,
translating high-level policy into actionable,
operational plans. Their purview extends across the
entire emergency management cycle: mitigation,
preparedness, response, and recovery. In the
mitigation phase, administrators are responsible for
conducting risk assessments specific to their
geographic location and facility profile, investing in
structural reinforcements, and securing insurance to
minimize the potential impact of disasters [12].
During preparedness, which is the most critical and
proactive phase, they lead the development and
maintenance of the Emergency Operations Plan
(EOP), a comprehensive document that outlines
protocols for a vast array of incidents, from internal
hazards like fire and utility failure to external threats
like pandemics and terrorism. This involves not only
drafting the plan but also ensuring its alignment with
national standards from bodies like the Saudi
Ministry of Health and international benchmarks
such as those from the Joint Commission
International [8, 13].A core administrative function
is the strategic acquisition, management, and
allocation of resources to ensure financial and
operational resilience. This includes creating and
managing budgets dedicated to emergency
preparedness, which cover costs for specialized
equipment (e.g., portable ventilators, personal
protective equipment stocks), training programs, and
simulation exercises [14]. Administrators must solve
the complex logistical puzzle of surge capacity,
planning for how space, staff, and supplies can be
rapidly expanded to accommodate a sudden influx of
patients. This involves establishing mutual aid
agreements with other healthcare facilities and
suppliers, a process requiring sophisticated
negotiation and contract management skills [15].
Furthermore, they are tasked with ensuring the
continuity of critical services, such as power, water,
and information technology, by implementing
redundant systems and backup plans. The advent of
digital health has also placed health information
technology (HIT) management under their domain,
ensuring that electronic health records (EHRS)
remain functional and secure during a crisis to

2336

maintain patient safety and care continuity
[16].Perhaps the most vital role of health
administration is the coordination of human
resources. A plan is only as effective as the people
who execute it. Administrators, in collaboration with
department heads, are responsible for defining
emergency roles and responsibilities for all staff,
from clinicians to support personnel. They must
authorize and fund large-scale training and
immersive simulation exercises that test the EOP and
build muscle memory within the workforce. These
exercises are crucial for identifying gaps in plans and
building inter-departmental trust [17]. During an
actual response, administrators often comprise the
core of the Hospital Command Center (HCC),
moving from a planning to a dynamic executive role.
In the HCC, they are responsible for strategic
decision-making, resource allocation  across
competing demands, internal and external
communication, and liaising with government
agencies and the media [18]. This requires
exceptional crisis leadership skills, including the
ability to make high-stakes decisions under extreme
pressure and uncertainty while maintaining clear
communication channels.The administrative role
extends into the recovery phase, which is often
overlooked but essential for long-term resilience.
After the immediate crisis abates, administrators
lead the process of business resumption, restoring
full normal operations and managing the financial
repercussions of the incident. A critical task is to
orchestrate a systematic after-action review (AAR),
facilitating honest debriefings with staff from all
levels and departments to capture lessons learned
[19]. This process is not about assigning blame but
about identifying strengths and weaknesses in the
response. The administrator then champions the
improvement plan, implementing changes to
policies, procedures, and training to ensure the
organization adapts and emerges stronger from each
event. In the context of Saudi Arabia, with its
ambitious Vision 2030, health administrators also
have a strategic role in aligning their hospital's
emergency management capabilities with the
national goals of a transformed, preventive, and
effective  healthcare  sector, ensuring that
preparedness is viewed as a key indicator of
healthcare quality and not merely a regulatory
requirement [2, 20].Finally, effective health
administration in emergency management is
inherently collaborative. While they provide the
strategic framework and resources, their plans must
be developed in concert with clinical experts to
ensure medical feasibility and with security
professionals to ensure physical safety and
operational security. The administrator acts as the
integrator, synthesizing these diverse perspectives
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into a unified, coherent, and executable plan.
Research indicates that hospitals with strong,
engaged administrative leadership that prioritizes
and invests in a culture of preparedness demonstrate
significantly higher levels of readiness and response
efficacy [21]. Therefore, the health administrator is
not a background facilitator but the essential catalyst
and cornerstone for building a truly resilient
healthcare organization capable of weathering any
storm.

Security Perspectives on Hospital Readiness
and Resilience

From a security perspective, hospital readiness and
resilience are fundamentally about maintaining a
safe and controlled environment in the face of chaos
and threat. While clinical teams focus on medical
triage and treatment, healthcare  security
professionals are tasked with the critical mission of
establishing and preserving operational order. Their
role is the cornerstone of a functional response,
ensuring that the hospital's physical infrastructure,
assets, personnel, and patients are protected from
secondary threats that can exacerbate a primary
emergency. This viewpoint encompasses a proactive
and continuous cycle of risk assessment, threat
mitigation, access control, and dynamic incident
response, all aimed at enabling clinical operations to
proceed without interruption [22]. In the high-stakes
context of Saudi Arabia, where hospitals are
potential targets due to their symbolic value and
critical function, and where mass gatherings can
strain resources, this security-centric view is not
ancillary but integral to national health security [23].
The foundation of security readiness lies in robust
pre-planning and risk mitigation. Security directors
contribute essential expertise to the Hospital
Emergency Operations Plan (EOP) by conducting
specific threat and vulnerability assessments that
clinical or administrative planners might overlook.
These assessments evaluate everything from the
resilience of perimeter fencing and the integrity of
access control systems at key entry points
(Emergency Department, ambulance bays, helipads)
to the potential for internal theft of pharmaceuticals
or equipment during a crisis [24]. A key security
function is the development and enforcement of
stringent access control and lockdown protocols.
During a major incident, the uncontrolled influx of
victims, family members, media, and even curiosity
seekers can quickly overwhelm a facility, rendering
hallways impassable and diverting critical staff to
manage crowds instead of patients. Security teams
are trained to implement phased lockdown
procedures and establish controlled perimeters to
regulate flow, verify credentials, and ensure that
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only authorized personnel and patients enter critical
treatment zones [25]. This logistical control is
paramount for maintaining a secure and efficient
operational environment.During the response phase,
the security function transforms into a dynamic
command and control operation. Security personnel
are often the first to identify and respond to an
emerging threat, serving as the hospital's eyes and
ears. They are responsible for traffic management
and crowd control both inside the facility and on the
hospital grounds, ensuring that ambulance routes
remain clear and that emergency vehicles can access
the site unimpeded [26]. A critical and highly
specialized role is their function as the primary
liaison with external first responders, including
police, fire departments, and emergency medical
services. This requires established communication
protocols, mutual understanding of incident
command structures (e.g., HICS), and often, joint
training exercises to build rapport and ensure
seamless interoperability during a real event [27]. In
scenarios involving violence, such as an active
shooter or a violent patient or visitor, the security
team moves to the forefront, employing de-
escalation techniques, executing evacuation plans,
and, as a last resort, intervening to neutralize the
threat, all while coordinating directly with law
enforcement [28].Beyond immediate response, the
security perspective is crucial for ensuring overall
organizational resilience, which includes protecting
critical infrastructure and information. Security
teams are responsible for safeguarding vital systems
such as emergency power generators, fuel supplies,
communication hubs, and server rooms from
sabotage, theft, or accidental damage [29]. In today's
digital age, this responsibility increasingly extends
to cyber-physical systems. A cyberattack that
cripples a hospital's network can disable EHRs, shut
down diagnostic equipment, and paralyze
communication, effectively halting medical care
during a crisis. Security professionals work with IT
departments to develop robust cybersecurity
measures and incident response plans to protect
against these evolving threats [30]. Furthermore,
they play a vital role in the post-incident recovery
phase, assisting in investigations, securing evidence,
contributing to  after-action  reports, and
recommending physical or procedural upgrades to
prevent future breaches or respond more effectively
next time [31]. Their insights are invaluable for
closing the loop on the emergency management
cycle and building true, adaptive resilience.

Ultimately, the security perspective completes the
holistic picture of hospital readiness. A facility can
have ample medical supplies and well-trained
doctors, but if its entrances are chaotic, its corridors
are congested, its staff are threatened, or its power is
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compromised, its clinical capabilities are rendered
useless. The modern healthcare security professional
is far more than a guard; they are a trained expert in
risk management, crisis intervention, and
operational continuity. For hospitals in Saudi
Arabia, investing in a professionalized security
force, integrating them fully into the emergency
planning process, and empowering them within the
incident command structure is not a optional expense
but a strategic imperative. It is the key to
transforming a vulnerable institution into a
hardened, resilient, and truly prepared facility
capable of delivering on its mission under the most
adverse conditions imaginable.
Collaborative Frameworks for Effective
Emergency Response

The complexity and unpredictability of modern
emergencies demand a response that is integrated,
agile, and seamlessly coordinated. No single
department within a hospital possesses all the
requisite knowledge, skills, or resources to manage
a crisis in isolation. Therefore, the efficacy of
emergency response is almost entirely dependent on
the strength and functionality of collaborative
frameworks that break down traditional silos and
fuse the expertise of clinical, administrative, and
security personnel into a unified command and
control structure. These frameworks provide the
essential architecture for communication, decision-
making, and resource coordination under high-stress
conditions, transforming a collection of individual
departments into a cohesive, resilient organism [32].
The most widely adopted and validated of these
frameworks is the Hospital Incident Command
System (HICS), which provides a standardized,
scalable model for organizing response efforts,
clarifying chains of command, and ensuring that all
critical functions are addressed without duplication
or omission [33]. The Hospital Incident Command
System (HICS) serves as the foundational scaffold
for collaboration. HICS is not merely an
organizational chart; it is a dynamic management
system designed specifically for the unique
environment of a healthcare facility during an
incident. Its primary strength lies in its use of a
common language and modular structure, which
allows the hospital to expand or contract its response
based on the scope of the emergency. Within the
HICS framework, key leadership roles are explicitly
defined for each domain: the Incident Commander
provides overall strategic direction, while specific
section chiefs (Operations, Planning, Logistics, and
Finance/Administration) are appointed from
relevant departments [34]. Crucially, this structure
mandates the integration of security leadership into
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the command team, often within the Operations
Section as a Branch Director or as a dedicated
Security Unit Leader, ensuring their perspective is
represented at the highest decision-making level
from the very onset of a crisis [35]. This formal
integration prevents security from being an
afterthought and instead positions it as a core
operational component. Effective collaboration is
ultimately activated and tested through joint training
and simulation exercises. Tabletop discussions,
functional drills, and full-scale simulations are the
crucibles in which theoretical plans are forged into
practical capabilities. These exercises serve multiple
critical functions: they familiarize all personnel with
the HICS structure and their specific roles within it,
expose gaps and ambiguities in existing plans, and,
most importantly, build the interpersonal trust and
mutual understanding that are the bedrock of
successful collaboration during a real event [36].
When administrators, clinicians, and security
personnel train together, they develop an
appreciation for each other's challenges and
constraints. A physician learns why a security-
imposed lockdown is necessary for overall safety,
while a security officer gains insight into the clinical
urgency that requires swift patient movement. This
shared experience breaks down stereotypes and
fosters a culture of mutual respect, which is
indispensable for the fluid communication and
adaptive problem-solving required in a crisis [37].

Technology serves as the central nervous system of
any collaborative framework, enabling the real-time
information sharing that is the lifeblood of an
effective response. Integrated communication
systems, such as dedicated radio channels, mass
notification apps, and secure messaging platforms,
are vital for ensuring that directives from the
Command Center are rapidly disseminated to all
stakeholders and that situational reports from the
front lines are fed back to decision-makers [38].
Furthermore,  collaborative  frameworks are
increasingly supported by integrated data platforms
that provide a Common Operating Picture (COP).
This can include real-time bed capacity dashboards,
patient tracking systems, inventory management for
critical supplies, and security camera feeds
accessible to both command staff and security
operations centers [39]. This shared access to
information eliminates ambiguity, reduces the
potential for error, and allows for data-driven
decision-making, ensuring that all responding units
are operating from the same set of facts and strategic
objectives.The implementation of these
collaborative frameworks, however, is not without
significant challenges. Barriers often include deeply
ingrained departmental cultures, competition for
limited resources and budgetary priority, perceived
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hierarchies that can stifle open communication from
junior staff, and a simple lack of understanding of
other departments' capabilities and mandates [40].
Overcoming these barriers requires sustained,
visible commitment from the highest levels of
hospital leadership. Executives and senior
administrators must champion a culture of safety and
preparedness that explicitly values cross-
disciplinary collaboration [41]. This involves not
only funding for joint training and technology but
also creating formal and informal forums for
interaction, such as a standing Emergency
Preparedness Committee with equal representation
from clinical, administrative, and security leadership
[42]. In the Saudi context, this collaborative model
aligns perfectly with the Vision 2030 emphasis on
integration, efficiency, and quality improvement
within the public sector, providing a strategic
imperative for hospitals to invest in these
frameworks [43].Collaborative frameworks like
HICS are not optional extras but fundamental
prerequisites for effective emergency response.
They provide the necessary structure to harness the
collective intelligence and capabilities of the entire
hospital organization. By formally integrating
diverse perspectives through a unified command
system, building trust through shared training,
enabling  coordination  through integrated
technology, and  fostering a  supportive
organizational culture, hospitals can move beyond
fragmented reactions to achieve a truly synergistic
response. The ultimate goal is to create a resilient
system where the coordinated actions of health
administrators, security professionals, and clinical
staff are greater than the sum of their parts, ensuring
the organization can protect both its patients and its
mission during the most challenging of
circumstances [44].

Best Practices in Emergency Preparedness:
Insights from Saudi Arabian Hospitals

The evolving landscape of emergency preparedness
in Saudi Arabian hospitals reflects a proactive shift
from reactive planning to a culture of integrated
resilience, heavily influenced by both global
standards and unique local imperatives. Best
practices emerging from leading institutions across
the Kingdom demonstrate a sophisticated
understanding that effective preparedness is a
continuous cycle of planning, training, exercising,
and improvement, rather than a static set of
protocols. A foundational practice is the
development of all-hazards, risk-based Emergency
Operations Plans (EOPs) that are tailored to the
specific threats identified in the hospital's Hazard
Vulnerability Analysis (HVA). In the Saudi context,
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this means plans must rigorously address not only
universal risks like fire and power failure but also
region-specific challenges such as extreme heat,
sandstorms, mass casualty incidents from road
traffic accidents—a significant concern in the
region—and the immense patient surge associated
with Hajj and Umrah seasons [44]. Furthermore, top-
tier hospitals ensure their EOPs are fully aligned
with the Saudi Ministry of Health (MOH) guidelines
and international accreditation standards (e.g., JCI,
CBAHI), creating a robust framework for
accountability and quality assurance [45].A critical
best practice consistently observed is the
establishment of a dedicated, multidisciplinary
Emergency Preparedness Committee (EPC). This
committee is the engine that drives the preparedness
cycle and should include empowered representatives
from every critical domain: senior hospital
administration, physicians and nurses from key
clinical areas (ED, ICU, surgery), logistics and
support services, and, crucially, the director of
healthcare security [46]. The EPC is responsible for
overseeing the HVA, drafting and annually
reviewing the EOP, authorizing training budgets,
and designing and evaluating drills. This structure
ensures that plans are not created in an
administrative vacuum but are instead forged from
the practical insights of those who will execute them,
fostering a sense of shared ownership and
dramatically increasing the plan's practical validity
and buy-in across the organization [47].The adoption
and mature implementation of the Hospital Incident
Command System (HICS) is another hallmark of
best practice. Saudi hospitals leading in
preparedness have moved beyond simply having an
HICS chart; they have embedded it into their
organizational DNA. This involves appointing and
training designated individuals for all key ICS roles
well in advance of any incident, ensuring that the
command structure can activate instantaneously and
function effectively [48]. Best practice includes the
physical establishment of a well-equipped,
redundant Hospital Command Center (HCC) with
dedicated communication lines, internet access, and
real-time information displays (e.g., bed capacity,
resource status). The most effective hospitals
conduct regular, no-notice drills to test the activation
of the HCC and the ability of the ICS team to assume

their roles under pressure, thereby building
leadership muscle memory [49].Investment in
continuous, multi-level training and realistic

simulation exercises is arguably the most impactful
differentiator. Best practice dictates a progressive
training curriculum that moves from annual
mandatory online modules for all staff to complex,
full-scale functional and full-scale exercises that
involve external agencies like Civil Defense, Red
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Crescent, and police [50]. The most advanced
hospitals in the Kingdom are now designing high-
fidelity simulations that replicate the specific
challenges of the Saudi environment, such as
managing a mass casualty incident with a high
number of critical patients or executing a lockdown
during a security threat. Crucially, these exercises
are always followed by a structured After-Action
Review (AAR) and Improvement Plan (IP) process.
The AAR is a blameless, constructive analysis of
performance against objectives, and the IP is a
tracked, managed document that ensures identified
gaps are systematically addressed, closing the loop
on the preparedness cycle and driving continuous
quality improvement [51].Finally, leading hospitals
are leveraging technology to create a seamless and
intelligent preparedness ecosystem. This includes
implementing  integrated  emergency  mass
notification systems capable of sending alerts via
multiple channels (SMS, email, desktop alerts,
loudspeakers) to all staff simultaneously. Best
practice also involves the use of advanced data
analytics and dashboarding within the HCC to
provide a Common Operating Picture (COP),
displaying real-time data on bed availability, staffing
levels, and critical resource inventories [50].
Furthermore, recognizing the critical nexus between
physical and digital security, top hospitals are
investing in cybersecurity resilience plans to protect
patient data and operational technology during a
crisis, ensuring that their life-saving systems remain
functional even under a cyber-attack. By integrating
these technological tools with strong leadership,
multidisciplinary collaboration, and a relentless
commitment to training and improvement, Saudi
Arabian hospitals are building a world-class model
of emergency preparedness that safeguards their
patients and fulfills the ambitious goals of Vision
2030.

Conclusion

In conclusion, this research establishes that the path
to superior emergency preparedness in Saudi
hospitals is not through isolated excellence in
clinical, administrative, or security functions, but
through their deliberate and strategic integration.
The complex and high-stakes environment of a
modern hospital, particularly within the dynamic
context of Saudi Arabia, demands a unified response
system. Health administrators provide the essential
framework of planning, resource allocation, and
strategic leadership, while healthcare security
professionals offer the critical capability to maintain
operational control, ensure physical safety, and
manage threats. As demonstrated, these two domains
are inextricably linked; an administrator's surge
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capacity plan is futile without security's control of
access points, and a security lockdown's
effectiveness is  jeopardized without clear
administrative communication to clinical staff.The
efficacy of this collaboration is maximized through
formalized structures like the Hospital Incident
Command System (HICS), which provides a
common language and a clear chain of command,
ensuring all voices are heard at the decision-making
table. Furthermore, this partnership must be nurtured
through continuous joint training and realistic
simulation exercises that build trust, clarify roles,
and identify gaps before a real crisis occurs. The
adoption  of  integrated  technology  for
communication and situational awareness further
enables this synergy, creating a common operating
picture for all responders.Therefore, this study
recommends that hospital executives and Saudi
healthcare policymakers actively champion this
collaborative model. This involves investing in
professional development for both domains,
mandating multidisciplinary representation on
emergency preparedness committees, and allocating
resources for advanced training and technology. By
embracing this holistic, collaborative perspective,
Saudi Arabian hospitals can transcend conventional
preparedness benchmarks. They can evolve into
truly resilient institutions that not only withstand
disasters but also uphold their mission to protect life
and maintain trust, thereby solidifying their role as
pillars of a healthy, secure, and prosperous nation as
envisioned in Saudi Vision 2030.
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