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Abstract:  
 

The evolution of healthcare services in Saudi Arabia has undergone significant 

transformations over the past few decades, reflecting the nation's dedication to 

improving the health and well-being of its citizens. Initially focused on basic healthcare 

needs, the sector has expanded tremendously to include advanced medical technologies, 

specialized treatments, and comprehensive healthcare systems. The government's 

Vision 2030 initiative has been pivotal in this transformation, prioritizing diversification 

and modernization of the healthcare infrastructure. Health services have shifted from a 

predominantly public sector model to a more integrated system involving private sector 

participation, thereby enhancing efficiency and accessibility. Key advancements include 

the establishment of new hospitals, the implementation of electronic health records, and 

the promotion of telehealth services, particularly in response to the COVID-19 

pandemic. Looking ahead, the future of healthcare services in Saudi Arabia is 

positioned for continuous improvement and innovation, driven by technological 

integration and data-driven practices. As the country focuses on enhancing patient 

outcomes and preventative care, trends such as personalized medicine, artificial 

intelligence in diagnostics, and the expansion of telemedicine are expected to gain 

http://dergipark.org.tr/en/pub/ijcesen
http://www.ijcesen.com


Saleh Ahmed Alatiya, Saad Ibrahim Albalawi, Azzah Mohammed Alzahrani, Shahad Ali Balit, Tahir Mansour Al Jassas et al. / IJCESEN 11-4(2025)8182-8191 

 

8183 

 

momentum. Additionally, the growing emphasis on public health initiatives, mental 

health, and chronic disease management reflects a holistic approach to healthcare that 

prioritizes preventive measures. The government’s commitment to investing in 

healthcare education and workforce development will also play a critical role in 

sustaining these advancements, ensuring that Saudi Arabia builds a resilient, effective 

healthcare system that meets the needs of its population well into the future. 

 

1. Introduction 
 

The Kingdom of Saudi Arabia stands as a nation 

undergoing a profound and rapid transformation, 

driven by its ambitious Vision 2030 blueprint. At 

the heart of this societal and economic 

metamorphosis lies the critical sector of healthcare. 

The evolution of healthcare services in the 

Kingdom is a compelling narrative of progress, 

shifting from a fragmented, resource-constrained 

system to a modern, technology-driven model 

aspiring for global standards. This journey, 

spanning several decades, reflects the nation's 

response to demographic shifts, epidemiological 

transitions, and rising public expectations. This 

research paper provides a comprehensive overview 

of the evolution of healthcare services in Saudi 

Arabia, analyzing its historical foundations, current 

state shaped by Vision 2030, and the transformative 

future trends poised to redefine the delivery of 

care.The genesis of the modern Saudi health system 

can be traced back to the establishment of the first 

formal health directorate in 1925, which managed a 

mere handful of clinics and hospitals, primarily 

serving major urban centers [1]. For much of the 

20th century, the system was heavily reliant on 

expatriate medical professionals and government 

funding from hydrocarbon revenues. A significant 

milestone was the creation of the Ministry of 

Health (MOH) in 1951, which centralized the 

planning and delivery of healthcare, leading to a 

substantial expansion of infrastructure. By the 

1980s and 1990s, the government had embarked on 

massive hospital construction projects, increasing 

the number of MOH-operated hospitals from 74 in 

1975 to over 290 by the early 2000s, significantly 

improving geographical access [2]. This era was 

characterized by a provider-centric, curative model 

of care, effectively tackling communicable diseases 

and reducing infant and maternal mortality 

rates.However, the early 21st century revealed the 

limitations of this model. The Kingdom began 

facing a "double burden of disease," with the 

persistent threat of infectious diseases being rapidly 

eclipsed by a surge in non-communicable diseases 

(NCDs). According to recent data from the Saudi 

Health Interview Survey, the prevalence of diabetes 

among adults is estimated at 18.3%, hypertension at 

25.5%, and obesity at a staggering 35.6% [3]. This 

epidemiological shift, coupled with a growing and 

young population—over 58% of Saudis are under 

the age of 35—placed unprecedented strain on the 

public healthcare system [4]. Challenges such as 

long waiting times for specialist appointments, 

overcrowding in tertiary care hospitals, and rising 

healthcare costs underscored the urgent need for 

systemic reform.The launch of Saudi Vision 2030 

in 2016 marked a definitive turning point, 

positioning healthcare as a fundamental pillar for 

building a vibrant society and a thriving economy. 

The Vision's healthcare transformation strategy is 

orchestrated around several key pillars: 

privatization, digitalization, prevention, and 

improved access and quality. A cornerstone of this 

transformation is the Saudi Health Sector 

Transformation Program, one of Vision 2030's 

core executive programs. Its ambitious objectives 

include increasing the private sector's contribution 

to healthcare from 25% to 35% by 2030, enhancing 

the efficiency of government health spending, and 

improving the overall patient experience [5].A 

critical driver of this evolution is the rapid adoption 

of digital health technologies. The Seha Virtual 

Hospital, launched in 2022, is a testament to this 

shift. As the world's largest virtual hospital, it 

provides telemedicine and e-consultation services 

to over 130 connected hospitals, significantly 

improving access to specialist care for residents in 

remote areas and reducing the need for patient 

transfers [6]. Furthermore, the Mawid app, which 

centralizes appointment bookings for primary 

healthcare centers, has booked over 50 million 

appointments since its inception, drastically 

reducing waiting times and streamlining access [7]. 

The national electronic health record 

system, NPHIES, is being integrated to create a 

unified patient record across all providers, 

enhancing care coordination and data-driven 

decision-making [8].Complementing digitalization 

is a strategic push towards privatization and 

corporatization. The establishment of the Saudi 

Company for Health Services (SCFHS), which 

will manage and operate all MOH hospitals, is a 

monumental step towards creating a more 

corporate, efficient, and accountable public health 

provider [9]. This move is expected to attract 

foreign direct investment and foster competition. 

The private sector is responding; the market is 

witnessing significant growth, with projections 

estimating it will reach a value of $50 billion by 
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2030, up from approximately $36 billion in 2021 

[10].Looking ahead, the future of Saudi healthcare 

is being shaped by cutting-edge trends. Artificial 

Intelligence (AI) is being leveraged for predictive 

analytics in disease outbreaks and personalized 

treatment plans. Robotics are increasingly used in 

complex surgeries, and genomics is paving the way 

for personalized medicine initiatives aligned with 

the national genomics strategy [11]. Moreover, a 

fundamental reorientation towards a "Value-Based 

Care" model is underway, shifting the focus from 

the volume of services provided to the quality of 

health outcomes achieved, incentivizing prevention 

and chronic disease management [12].In 

conclusion, the evolution of healthcare in Saudi 

Arabia is a dynamic and ongoing process. From its 

humble beginnings to its current state of ambitious 

reform, the Kingdom is demonstrating a strong 

commitment to building a resilient, sustainable, and 

patient-centric health system. This paper will delve 

deeper into each phase of this evolution, critically 

examine the drivers and challenges of the current 

transformation agenda, and explore the future 

trends that will define the next chapter of Saudi 

healthcare, ultimately assessing its potential to 

serve as a model for health system reform in the 

region and beyond. 

2. The Foundation: From Rudimentary 

Clinics to a National Health System (1925-

1990) 

The narrative of modern healthcare in Saudi Arabia 

is one of remarkable transformation, evolving from 

a system of extreme scarcity to an extensive, 

government-led network. This foundational period, 

spanning from the mid-1920s to the late 20th 

century, was characterized by the centralization of 

health authority, massive infrastructure 

development, and a primary focus on combating 

communicable diseases. The driving force behind 

this expansion was the nation's burgeoning oil 

wealth, which provided the financial capacity for 

the state to build a public health system virtually 

from the ground up.The genesis of a structured 

health service in the newly formed Kingdom of 

Saudi Arabia can be traced to 1925, with the 

establishment of the first ‘Health Directorate.’ Prior 

to this, formal medical care was virtually non-

existent for the vast majority of the population, with 

traditional medicine and a handful of missionary 

clinics serving limited needs. The Health 

Directorate's initial purview was manageably small, 

overseeing only a few dispensaries and small 

hospitals in major urban centers like Jeddah, 

Makkah, and Al-Ahsa [13]. These facilities were 

rudimentary, lacking in specialized equipment and 

staffed primarily by expatriate doctors. The scale of 

the public health challenge was immense; diseases 

such as malaria, smallpox, trachoma, and 

tuberculosis were endemic, and infant mortality 

rates were exceedingly high. The primary objective 

of this era was not sophisticated medical care but 

basic disease control and the provision of any form 

of accessible, modern medical attention to the 

populace.A pivotal moment in the 

institutionalization of Saudi healthcare came in 

1951 with the royal decree to replace the Health 

Directorate with the Ministry of Health (MOH). 

This act represented a profound commitment by the 

state to assume formal responsibility for the health 

of its citizens. The creation of the MOH centralized 

all health planning, budgeting, and service delivery 

under a single, powerful entity, marking the 

beginning of the government's role as the primary 

provider and regulator of healthcare [14]. The 

timing was strategic, coinciding with the rapid 

increase in oil revenues, which provided the 

necessary capital to fund an ambitious expansion 

plan. The MOH's initial strategy was two-pronged: 

firstly, to construct a physical network of hospitals 

and primary health care centers across the 

kingdom's vast territory, and secondly, to launch 

public health campaigns targeting the most 

prevalent infectious diseases.The following 

decades, particularly the 1970s and 1980s, 

witnessed an unprecedented building boom in 

health infrastructure. The government launched a 

series of ambitious five-year development plans, 

each allocating substantial resources to the health 

sector. The number of MOH-operated hospitals, a 

key indicator of system capacity, saw a dramatic 

rise. From a base of just 74 hospitals in 1975, the 

network expanded to over 290 hospitals by the end 

of the 1990s [15]. Simultaneously, the number of 

primary health care centers (PHCCs) grew 

exponentially, from a few hundred to over 3,800, 

strategically placed to provide basic curative and 

preventive services to even the most remote 

communities [16]. This physical expansion was 

crucial in improving geographical access to care, a 

significant achievement given the country's 

challenging terrain and dispersed 

population.Parallel to infrastructure development 

was the critical, though complex, task of building a 

national workforce. In the foundational years, the 

Saudi healthcare system was almost entirely 

dependent on expatriate medical professionals—

doctors, nurses, and technicians—recruited from 

across the Arab world, Southeast Asia, and Europe. 

To address this long-term vulnerability, the 

government made strategic investments in medical 

education. The establishment of the King Saud 

University College of Medicine in 1967 was a 
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landmark event, creating the first domestic pipeline 

for training Saudi physicians [17]. This was 

followed by the creation of numerous other medical 

colleges and nursing schools across the kingdom. 

However, the "Saudization" of the health workforce 

was a slow process, and the reliance on foreign 

expertise remained a defining feature of the system 

throughout this period.The public health initiatives 

undertaken during this era were remarkably 

successful in altering the nation's epidemiological 

landscape. The MOH, often in collaboration with 

international bodies like the World Health 

Organization (WHO), launched aggressive 

nationwide vaccination campaigns. The smallpox 

eradication campaign was a resounding success, 

with the last endemic case reported in the 1970s. 

Similarly, widespread immunization against polio, 

measles, and diphtheria drastically reduced the 

incidence of these childhood diseases [18]. Malaria 

control programs, which involved spraying 

insecticides and managing breeding sites, 

significantly reduced the transmission of the 

disease in endemic regions. These public health 

victories directly contributed to a steep decline in 

mortality rates. The infant mortality rate, a critical 

indicator of population health, fell dramatically 

from an estimated 150-200 deaths per 1,000 live 

births in the 1960s to below 40 by the early 1990s 

[19]. Life expectancy at birth correspondingly rose, 

reflecting the overall improvement in the 

population's health status.By the close of the 1990s, 

the Kingdom had successfully established a 

extensive, tax-funded healthcare system that 

provided free services at the point of care for its 

citizens. The MOH was the undisputed cornerstone, 

operating the vast majority of hospitals and PHCCs. 

This model ensured broad, equitable access and 

made significant strides in controlling the infectious 

disease burden that had plagued the nation for 

generations. However, this very success laid the 

groundwork for future challenges. The system was 

fundamentally provider-centric and curative in 

its orientation. It was designed to treat illness 

rather than promote wellness. This focus, combined 

with a rapidly growing and urbanizing population, 

began to reveal systemic inefficiencies, including 

long waiting times for non-emergency services, 

overcrowding in major hospitals, and a lack of 

emphasis on preventive care. Furthermore, the 

seeds of a new health crisis were being sown; as 

lifestyles changed, the prevalence of non-

communicable diseases like diabetes and 

hypertension began to rise, posing a threat that the 

existing system was not designed to manage 

effectively [20]. Thus, the very achievements of 

this foundational period created the imperative for 

the next great evolution of Saudi healthcare. 

3. The Imperative for Change: Demographic 

Shifts and the Rising Burden of Disease 

The most significant driver of this new pressure 

was the dramatic demographic transformation of 

the Saudi population. Decades of improved public 

health, leading to plummeting infant mortality and 

rising life expectancy, resulted in a population 

boom. From a population of around 6 million in 

1970, the Kingdom grew to over 27 million citizens 

and expatriates by 2010 [21]. More critically than 

the sheer numbers was the age structure. Saudi 

Arabia has one of the youngest populations in the 

world; recent estimates indicate that over 58% of 

the Saudi national population is under the age of 30 

[22]. This "youth bulge" represents a long-term 

demographic dividend but also poses an immense 

challenge for a healthcare system. A young 

population requires extensive maternal and child 

health services, vaccinations, and eventually, as it 

ages, a surge in demand for adult and geriatric care. 

The existing infrastructure, despite its rapid 

expansion, struggled to keep pace with this 

relentless demographic momentum, leading to 

overcrowding in clinics and long waiting times for 

specialized services.Simultaneously, the country 

underwent a rapid and severe epidemiological 

transition. As infectious diseases were brought 

under control, NCDs—also known as lifestyle 

diseases—surged to the forefront of the nation's 

health concerns. This shift was fueled by sweeping 

socioeconomic changes: rapid urbanization, 

increased sedentary behavior, dietary shifts towards 

processed and high-calorie foods, and high rates of 

tobacco consumption. The prevalence of NCDs in 

Saudi Arabia reached alarming levels, creating a 

public health crisis. According to the Saudi Health 

Interview Survey, the national prevalence of 

diabetes mellitus among adults is estimated at 

18.3%, one of the highest in the world, with a 

further 40% of the adult population classified as 

pre-diabetic [23]. Hypertension affects 

approximately 25.5% of adults, and obesity, a 

major risk factor for numerous other conditions, is a 

staggering 35.6% among the adult population, with 

a higher prevalence among women [24]. 

Cardiovascular diseases, propelled by these risk 

factors, became the leading cause of death in the 

country, accounting for over 40% of all mortality 

[25].The convergence of a young, growing 

population and a high prevalence of NCDs created 

a perfect storm for the healthcare system. NCDs are 

characterized by their chronic nature, requiring 

long-term, continuous, and often complex 

management rather than the episodic, acute care 

that the existing system was built to provide. The 

model of large, central hospitals was inefficient and 
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costly for managing conditions like diabetes and 

hypertension, which are best controlled through 

consistent primary care, patient education, and 

preventive measures. The system's hospital-centric 

focus meant that patients with chronic conditions 

often had no choice but to seek care in emergency 

departments or specialist clinics for routine 

management, leading to inappropriate use of high-

cost resources and overwhelming tertiary care 

facilities. A study on healthcare utilization found 

that a significant proportion of visits to tertiary 

hospital outpatient clinics were for follow-ups of 

chronic conditions that could have been effectively 

managed in a well-organized primary care setting 

[26].Furthermore, the economic burden of this new 

disease profile became unsustainable. The direct 

costs of treating complications from diabetes 

alone—including cardiovascular events, renal 

failure, and lower-limb amputations—placed an 

enormous strain on the national budget. Indirect 

costs, such as lost productivity due to disability and 

premature death, further hampered economic 

development. The World Economic Forum has 

consistently highlighted that NCDs pose a 

significant threat to the economies of the Gulf 

Cooperation Council (GCC) countries, with Saudi 

Arabia being particularly vulnerable due to the 

scale of the problem [27]. The tax-funded, free-at-

the-point-of-service model, while equitable, 

showed signs of severe financial stress, with 

escalating expenditures that were projected to 

become unmanageable without a fundamental 

restructuring of the financing and delivery of 

care.Public expectations were also evolving. An 

increasingly educated and connected populace, with 

access to global information, began demanding 

higher standards of care, better patient experiences, 

shorter waiting times, and more personalized 

services. The old model, often criticized for its 

bureaucratic inefficiencies and impersonal nature, 

was no longer meeting the expectations of a 

modern Saudi society. Patient satisfaction surveys 

conducted in the early 2010s frequently highlighted 

issues such as long waiting times, brief consultation 

periods, and a lack of continuity of care [28]. This 

growing public dissatisfaction added a social and 

political dimension to the technical and economic 

arguments for reform. 

4. Vision 2030 as a Catalyst: The Health 

Sector Transformation Program 

The HSTP is built upon a clear and ambitious set of 

strategic objectives that directly address the 

weaknesses of the old system. Its primary goals, as 

formally outlined in its official documentation, are 

to improve access to healthcare services, enhance 

the quality and efficiency of care, and promote 

disease prevention and health promotion. A central 

and quantifiable target is to increase the private 

sector's contribution to healthcare spending from 

approximately 25% to 35% by 2030, a move 

designed to reduce the financial burden on the 

government, foster competition, and drive 

innovation [31]. To achieve this, the program is 

structured around four interconnected pillars: 

enhancing the governance and financing of the 

health sector, privatizing and corporatizing health 

services, advancing digital health, and 

strengthening public health and preventive care. 

This multi-pronged approach ensures that reform is 

not isolated but systemic, touching every facet of 

the healthcare value chain.A foundational element 

of the new governance structure is the strategic 

separation of the government's roles. Under the 

HSTP, the Ministry of Health (MOH) has been 

transformed from the primary provider of 

healthcare into a robust regulator and strategic 

planner for the entire sector. This allows the MOH 

to focus on setting national health policies, 

regulating service quality and safety, and 

monitoring population health outcomes. The task of 

service provision is being systematically transferred 

to new, more agile entities. The most significant of 

these is the Saudi Company for Health Services 

(SCFHS), often referred to as "Seha," which was 

established to manage, operate, and invest in the 

assets and hospitals previously under the MOH's 

direct control [32]. This corporatization model is 

designed to inject corporate discipline, operational 

efficiency, and financial accountability into public 

health services, preparing them to compete in a 

future market-oriented environment. 

Complementing this new provider landscape is a 

revolutionary change in healthcare financing 

through the rollout of the New Model of Care and 

the Strategic Purchasing function. The New 

Model of Care shifts the focus from hospital-based, 

reactive treatment to a patient-centric, preventive, 

and primary care-led system. It emphasizes 

integrated care pathways, where patients are 

managed at the most appropriate level of care, 

reducing unnecessary referrals to expensive tertiary 

hospitals [33]. To financially enable this shift, the 

Council of Health Insurance (CHI) has been 

expanded and empowered to become the national 

strategic purchaser for citizens' healthcare services. 

Instead of a blanket budget allocation to the MOH, 

the CHI will act as a single payer, purchasing 

services from both public (like the SCFHS) and 

private providers based on performance and 

predefined care packages [34]. This "purchaser-

provider split" is a powerful mechanism to drive 

efficiency, as providers are incentivized to compete 
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on quality and cost to secure funding.The digital 

transformation of healthcare, accelerated by the 

HSTP, is perhaps the most visible and impactful 

change for the average citizen. The National 

Health Information Center (NHIC) is 

spearheading the creation of a unified digital 

ecosystem. A cornerstone of this is the National 

Platform for Health and Insurance Exchange 

Services (NPHIES), which serves as the national 

electronic health record (EHR). NPHIES aims to 

create a seamless, interconnected network where a 

patient's medical history, lab results, and 

prescriptions are accessible to authorized providers 

across the kingdom, eliminating duplication of tests 

and improving clinical decision-making [35]. 

Furthermore, the Seha Virtual Hospital, launched 

in 2022, has become a global benchmark for 

telemedicine. By connecting over 130 hospitals to a 

central hub of specialists, it provides virtual clinics, 

e-ICUs, and teleradiology services, dramatically 

improving access to expert care for populations in 

remote regions and reducing the need for costly and 

inconvenient patient transfers [36].The program's 

impact is already being measured through key 

performance indicators (KPIs) that reflect its new 

priorities. These include metrics such as increasing 

the proportion of citizens covered by a 

comprehensive health plan, reducing waiting times 

for appointments in specialized clinics, increasing 

the life expectancy of the Saudi population, and 

boosting the utilization of digital health channels 

[37]. Early results are promising. For instance, 

the Mawid application, the centralized 

appointment-booking service, has successfully 

booked tens of millions of appointments, 

significantly reducing the average waiting time for 

a primary care visit in many regions [38].However, 

a transformation of this scale is not without its 

challenges. The transition requires a massive 

cultural and operational shift for hundreds of 

thousands of healthcare workers. Resistance to 

change, the need for extensive retraining, and the 

development of new managerial competencies 

within the corporatized entities are significant 

hurdles. Furthermore, ensuring a smooth and 

equitable transition across all regions, particularly 

remote ones, is critical to avoid creating a two-

tiered system [39]. Regulating a newly dynamic 

and competitive market to prevent cost inflation 

and ensure quality standards will also test the 

nascent regulatory capacity of the MOH and CHI. 

5. The Digital Revolution: Telemedicine, 

EHRs, and Connected Care 

The cornerstone of this digital ecosystem is the 

development of a unified health information 

infrastructure, designed to break down the "silos of 

information" that have long plagued the system. 

The centerpiece of this effort is the National 

Platform for Health and Insurance Exchange 

Services (NPHIES), managed by the National 

Health Information Center (NHIC). NPHIES 

functions as the national electronic health record 

(EHR) and health information exchange (HIE) 

platform. Its primary objective is to create a single, 

comprehensive, and longitudinal health record for 

every citizen and resident, accessible to authorized 

healthcare providers across the public and private 

sectors [41]. The implementation of NPHIES is a 

monumental undertaking, involving the integration 

of data from hundreds of previously disconnected 

MOH hospitals, private healthcare facilities, and 

reference laboratories. The benefits are 

transformative: it eliminates the duplication of 

diagnostic tests, provides clinicians with a complete 

medical history at the point of care, reduces 

medication errors, and enables a seamless patient 

journey across different levels of the health system. 

By 2023, NPHIES had already begun processing 

millions of digital transactions, forming the critical 

"digital backbone" for the entire sector 

[42].Building upon this foundational data layer are 

the digital front-end services that directly interact 

with citizens. The Mawid application, a 

centralized, government-run appointment system, 

has been a resounding success in streamlining 

access to primary care. By allowing users to book, 

reschedule, and manage their appointments at 

primary healthcare centers across the Kingdom 

through a single portal, Mawid has dramatically 

reduced the administrative burden on clinics and 

eliminated the need for patients to physically queue 

for appointments. To date, the platform has 

successfully booked over 50 million appointments, 

significantly reducing average waiting times and 

enhancing patient satisfaction by providing 

predictability and convenience [43]. 

Complementing Mawid is the Sehhaty application, 

which has evolved into a comprehensive personal 

health manager. Beyond appointment booking, 

Sehhaty provides users with access to their personal 

health records, vaccination certificates, prescription 

renewals, and telemedicine services, empowering 

individuals to take an active role in managing their 

health [44]. The widespread adoption of these 

applications, especially during the COVID-19 

pandemic, accelerated the public's acceptance of 

digital health tools and demonstrated the 

government's capacity for agile, large-scale digital 

service delivery.The most ambitious and globally 

recognized symbol of Saudi Arabia's digital health 

ambition is the Seha Virtual Hospital. Launched 

in 2022 and acclaimed as the world's largest virtual 



Saleh Ahmed Alatiya, Saad Ibrahim Albalawi, Azzah Mohammed Alzahrani, Shahad Ali Balit, Tahir Mansour Al Jassas et al. / IJCESEN 11-4(2025)8182-8191 

 

8188 

 

hospital, it represents a paradigm shift in specialist 

care delivery. Seha Virtual Hospital is not a 

physical building but a central command hub that 

connects over 130 smaller and remote hospitals to a 

centralized pool of more than 300 specialists across 

35 medical specialties [45]. Through its 

sophisticated telemedicine infrastructure, it offers a 

wide array of services, including virtual clinics, e-

consultations, teleradiology, tele-stroke, and remote 

intensive care unit (e-ICU) monitoring. This model 

is particularly transformative for the Kingdom's 

rural and remote populations. A patient in a rural 

clinic can now receive a real-time consultation from 

a top specialist in Riyadh without enduring the cost 

and hardship of travel. The hospital's tele-stroke 

program, for instance, uses video conferencing and 

neuro-imaging sharing to allow neurologists to 

guide local physicians in administering time-

sensitive thrombolytic therapy, drastically 

improving outcomes for stroke patients in 

underserved areas [46]. This not only enhances 

equity of access but also optimizes the national 

specialist workforce, allowing their expertise to be 

leveraged across a much wider patient base.Beyond 

direct patient care, the digital revolution is fueling a 

new era of data-driven public health and clinical 

research. The vast, standardized datasets flowing 

through NPHIES and other digital platforms are a 

treasure trove for epidemiologists and health 

policymakers. Advanced analytics and artificial 

intelligence (AI) can be applied to this data to 

identify disease outbreaks in real-time, track the 

prevalence of non-communicable diseases (NCDs), 

and evaluate the effectiveness of public health 

interventions on a national scale [47]. For clinical 

research, this infrastructure facilitates the creation 

of large-scale biobanks and genomic databases, 

such as those linked to the Saudi Human Genome 

Program. Researchers can now analyze de-

identified data from millions of patients to identify 

genetic markers for diseases prevalent in the Saudi 

population, paving the way for personalized 

medicine and the development of tailored treatment 

protocols [48].Despite the remarkable progress, the 

digital transformation journey faces significant 

challenges. Data security and patient privacy are 

paramount concerns in a centralized system holding 

the sensitive health information of an entire nation. 

The NHIC has implemented rigorous cybersecurity 

protocols and data governance frameworks, but the 

risk of breaches remains a constant threat requiring 

ongoing vigilance [49]. Furthermore, the "digital 

divide" must be addressed; ensuring that elderly, 

low-income, and less technologically literate 

populations are not left behind is crucial for 

equitable healthcare. Continuous user education 

and the provision of alternative access channels are 

essential components of a successful strategy. 

Finally, the interoperability of systems remains a 

complex technical challenge. Ensuring that all 

private and public providers, each with their own 

legacy health information systems, can seamlessly 

connect to NPHIES requires sustained technical 

effort and stringent adherence to national data 

standards [50]. 

6. Conclusion 

The journey of healthcare services in Saudi Arabia 

represents a remarkable and ambitious evolution, 

transitioning from a rudimentary, clinic-based 

system into a sophisticated, technology-driven 

model poised for a future of personalized and 

predictive medicine. This paper has traced this 

transformative path, highlighting the critical 

junctures that have defined the sector's 

development. The foundational era, spanning much 

of the 20th century, successfully established a 

nationwide network of public health infrastructure, 

which effectively controlled communicable 

diseases and laid the groundwork for universal 

access. However, the successes of this period 

inadvertently gave rise to new challenges, including 

a rapidly growing youth population and an 

overwhelming surge in non-communicable diseases 

(NCDs), which exposed the limitations of the 

curative, hospital-centric model and created an 

undeniable imperative for change.The launch of 

Saudi Vision 2030 and its cornerstone, the Health 

Sector Transformation Program (HSTP), marked a 

paradigm shift. This strategic blueprint has 

catalyzed a comprehensive restructuring of the 

entire healthcare ecosystem. The government's role 

has been strategically redefined from a primary 

provider to a powerful regulator and planner, while 

the corporatization of services under the Saudi 

Company for Health Services (SCFHS) and the 

push for privatization aim to inject efficiency and 

competition into the market. Concurrently, the 

digital revolution has been the most visible agent of 

change. The implementation of the National 

Platform for Health and Insurance Exchange 

Services (NPHIES), the Seha Virtual Hospital, and 

citizen-centric applications like Mawid and Sehhaty 

are not merely technological upgrades but 

fundamental re-engineerings of care delivery. 

These innovations are enhancing access, breaking 

down information silos, and paving the way for a 

data-driven health system.Looking ahead, the future 

of Saudi healthcare will be shaped by the continued 

maturation of these initiatives and the adoption of 

frontier technologies. The integration of Artificial 

Intelligence (AI) for diagnostics and predictive 

analytics, the advancement of genomics through the 
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Saudi Human Genome Program, and the full 

transition to a value-based care model represent the 

next frontier. These trends promise a shift from a 

one-size-fits-all approach to a more personalized, 

preventive, and proactive system. 
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