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Abstract
Background: Saudi Arabia embarked on transforming its primary health care system in 2016 to meet international stand-
ards, gain the people’s trust and respond to the growing burden of noncommunicable diseases, as proposed in the Saudi 
Vision 2030.
Aims: This review aims to highlight the progress, identify challenges and prospects for Saudi Arabia’s PHC reform process 
in order to make recommendations to facilitate strengthening of the PHC system.
Methods: A review of previous studies and governmental reports was undertaken to extract, analyse, synthesize and 
report the findings.
Results: The review has indicated that by mid-2019, the reform has contributed to an increase of 37.5% in the rate of PHC 
visits and 4.7% increase in patient satisfaction, enhanced coverage of rural communities (from 78% to 83%), and contrib-
uted to increasing the screening rate for prevalent chronic diseases. However, the country still faces gaps and challenges 
pertaining to human resources issues, cultural and lifestyle behaviour, geography, intersectoral collaboration and PHC 
infrastructure.
Conclusion: PHC reform process in Saudi Arabia has demonstrated that positive change is achievable. This has been aid-
ed by building on previous accomplishments and the wealth of experience gained throughout the PHC journey in Saudi 
Arabia. However, despite improvement in the quality of services, continuous improvement is required to meet the rising 
expectations of the population.
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Introduction
Health care reform
In 2016, Saudi Arabia embarked on reforming its prima-
ry health care (PHC) system as part of the wider agenda 
of the government. The reform was proposed in Vision 
2030 (1), and was informed by an in-depth review of PHC 
undertaken in collaboration with the World Health Or-
ganization (WHO) (2). The aim of the reform programme 
is to meet international standards, gain the people’s trust 
and respond to the growing burden of noncommunicable 
diseases (3).

Reform of PHC is exemplified as an integrated, 
family-centred approach, which has introduced new 
clinical pathways, screening for chronic diseases and 
the integration of mental health into primary care. The 
reform is marked by huge investments in technology and 
capacity-building and enhanced access to services (3).

This review highlights the progress, challenges and 
prospects for Saudi Arabia’s PHC reform process.

Background
The original PHC concepts enshrined in the Alma Ata 
Declaration (1978) and accepted globally remain the same 
(4,5) even as the world embraces a new call to action: the 
Sustainable Development Goals (SDGs): SDG-3 exclu-
sively addresses health, aiming to “ensure healthy lives 
and promote well-being for all at all ages” (6,7). Primary 
health care explicitly ensures a focus on equity, accessi-
bility and quality of care (8). 

While the basic concepts of PHC have remained 
the same, there have been changes in the context 
where reforms are being introduced. These reforms are 
aimed at solving problems and include changes in the 
demographic, epidemiological, educational, technical, 
cultural, political and economic situation (9–11). 

The Saudi Arabian Ministry of Health embarked on 
reforming its health sector as part of a wider agenda 
for transforming all government sectors as envisioned 
in Vision 2030 (12) and the National Transformation 
Programme 2020 (13). 
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Vision 2030 explicitly directs the reform agenda and 
processes towards achieving universal health coverage, 
ensuring healthy living and sustaining population health. 
It conforms with the targets of the SDGs, particularly 
SDG-3. Vision 2030 emphasizes the utilization of primary 
care as a first step through family practice and the concept 
of gatekeeping (1,14). 

In line with Vision 2030, the reform agenda proposed 
under the National Transformation Programme 2020 
further underlines the importance of bridging the gap 
to accessing health services, emphasizing universal 
health coverage. Moreover, the National Transformation 
Programme 2020 aims at building primary health care 
as a “patient-centred model of care” and envisages the 
creation of “management units”, thus introducing the 
concept of corporatization of health services (15).

The goals of the National Transformation 
Programme 2020 focus on improving infrastructure 
and safety standards and the quality of services in 
health care facilities; greater utilization of e-health and 
digital transformation; strengthening governance and 
accountability; and involvement of the private sector 
in financing and supervision (13). In view of the goals 
set out in Vision 2030 and the National Transformation 
Programme 2020, the current health sector reform is 

intended to separate provision, payment and regulation. 
A group of government-owned corporations which 
manage integrated networks of health care facilities 
will provide health care. The ministry’s role will mainly 
focus on regulating the health sector. The system will be 
funded by a standalone financing entity that will focus 
on outcomes, enabling the system to shift towards a 
value-based payment model (12,16). 

Health care will be provided under a new model of 
care, a comprehensive care system for meeting health 
needs. This model is designed around 6 packages: keep 
well, planned care, maternity care, urgent care, chronic 
care and end of life (palliative) care (Figure 1). Five 
key enablers will support the implementation of the 
model: workforce, governance and regulations, e-health, 
private sector participation and appropriate payment 
mechanisms. The model of care design includes 42 
interventions, of which 36 are directly related to PHC 
(12,16). 

Transforming the health services will require 
significant time to realize, hence the Ministry of Health 
embarked on developing a transitional plan to cover the 
period 2016–2020.

Figure 1 Saudi Arabia patient-centred model of care [source: Health sector transformation strategy (14)] 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Saudi Arabia patient-centred model of care [source: Health sector 
transformation strategy (14)] 
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Development and progress
Development of the primary health care reform 
transitional plan (roadmap) 2016–2020
The primary health care reform roadmap 2016–2020 was 
developed as part of the government’s National Trans-
formation Programme 2020 and Vision 2030 (12). Saudi 
Arabia’s Vision 2030 aims to bring about multisectoral 
reforms, including the health sector as a whole, and was 
formulated in response to the challenges faced by the 
government as a result of declining oil prices and the im-
plications this could have on the economic and develop-
ment sectors (12). 

To align with Vision 2030 and the National 
Transformation Programme 2020, the assistant 
deputyship for PHC formulated a taskforce to revisit the 
Ministry of Health Strategic Plan (2010–2020) (17), and 
the PHC Strategic Plan (2010–2020) (18), both of which 
consider PHC as the cornerstone for the health system. 
An in-depth review of the PHC system guided the reform 
process (2). Conceptualization of the reform drew on best 
practices and international experience. 

The PHC in-depth review, conducted in February 2016 
by a team of highly experienced experts in the field of 
public health and PHC along with experts from the WHO, 
aimed at determining the challenges faced by the PHC 
system, providing strategic directions and proposing 
the best model for PHC (2). The findings of the review 
indicated that Saudi Arabia has achieved marked health 
gains during the past few decades. Primary care services 
are provided through an elaborate network of 2390 
primary health care centres (PHCCs) that are accessible 
and have acceptable standards in terms of infrastructure, 
equipment and health workforce. The services are 
provided free of charge for all citizens, however the 
private sector provides insurance for its employees (2).

Despite the health gains, our review revealed that 
many challenges still remain; these are summarized 
below:

•	 an epidemiological shift from communicable to non-
communicable diseases (Table 1);

•	 demographic changes, with geriatric care increasing-
ly becoming a population need; 

•	 enhanced stress in life and increasing prevalence of 
mental illness;

•	 rising cost and quality consciousness of population 
for PHC;

•	 reduced community trust and underutilization of 
PHC services; 

•	 PHC organization and setup is geared towards cura-
tive care;

•	 noncommunicable disease care and prevention pro-
grammes are not fully integrated; 

•	 limited role of PHC facilities in ensuring essential 
public health functions related to health promotion 
and public health; PHC lacks a patient-centred ap-
proach and continuity of care.
Based on the above, a 5-year PHC reform roadmap 

(2016–2020) was developed. Figure 2 presents a 
conceptual framework of this and identifies the different 
tenets of the reform nested in successive layers (3).

The global burden of noncommunicable diseases 
has underscored the need for effective health systems 
based on primary care, where health promotion, 
disease prevention and continuity of care is provided 
by well-trained family physicians/general practitioners 
to manage and care for people with chronic diseases 
and their associated comorbidities (20). The findings 
of the PHC in-depth review indicated the need for full 
integration of noncommunicable diseases in PHC 
and a family medicine approach to the provision of 
services (2). Addressing noncommunicable diseases at 
the primary care level is not only essential for curbing 
the epidemic but also for strengthening health system 
equity and efficiency (21). The need to strengthen 
PHC had previously been highlighted in the political 
declaration of the United Nations High-Level Meeting 
for Noncommunicable Disease Prevention and Control 
(22). A 2019 review of the public health care system and 
primary care services in Saudi Arabia identified a crucial 
need for strengthening PHC services to address the high 
burden of noncommunicable diseases the country is 
facing (23). This view had previously been supported in 
a study by Almalki et al., who recommended addressing 
the high burden of noncommunicable diseases in future 
health care system reforms (24). 

Family physicians and general practitioners working 
at PHCCs provide the foundation of health care systems 
and are the main figures that ensure access, connect care 
and endorse continuity of care for patients and their 
families (25). An assessment of family practice shows 
that family physicians constitute 10% of primary care 
physicians (636 out of 6107) working in 7% of PHCCs. The 
in-depth review revealed that PHCCs lack staff qualified 
in chronic disease management, and they have limited 
communication and interpersonal skills (17). Al-Khaldi et 
al, highlighted the need for improving the quality of PHC 
services through the development and implementation 
of a strategic plan for 2020 to address the shortage in 

Table 1 Prevalence and risk factors of noncommunicable 
diseases (NCDs) in Saudi Arabia, 2013 (2,19)

Key indicator Prevalence (%)
Hypertension 15.1

Diabetes 14.2

Obesity/overweight 59.4

Hypercholesterolaemia 8.5

Cigarette smoking 11.4

Injuries 9.4 (2012)

NCDs Mortality 78.0 (2012)

Communicable diseases 12.6 (2012)
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availability of qualified family physicians at PHC centres 
(26). 

The in-depth review revealed that PHC services are 
not optimally utilized, only 2 visits per person per year, 
and do not meet the expectations of the population 
as the quality of care provided at the level of PHCCs is 
generally perceived as weak (2). To improve the quality 
of the services, the Ministry of Health is imposing 
quality standards on PHCCs set by the Saudi Central 
Board for Accreditation of Healthcare Institutions; 
this is the only national agency authorized to grant 
accreditation certificates to governmental and private 
health care facilities operating in Saudi Arabia (27). Its 

standards are recognized as a well-developed and high-
quality PHC accreditation model, on a par with Australia, 
Canada, Egypt, Jordan, Lebanon, New Zealand, the 
United Kingdom and the United States of America (28). 
To promote the quality of PHC services, Alghamdi et al. 
recommended regular assessment of patient satisfaction 
and patterns of utilization (29). In their evaluation of the 
views of PHC users, Alzaied et al. reported that regaining 
the trust can be obtained by training and continuous 
development to improve PHC staff performance since 
this affects users’ decisions (30).

Developing and improving the public health services 
through technology is a main focus of Vision 2030 (1). 

Figure 2 Conceptual framework of the primary health care (PHC) reform road map in Saudi Arabia (19)
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<caption>Figure 2. Conceptual framework of the primary health care (PHC) reform road 
map in Saudi Arabia (19) 
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The current health care information system is paper-
based (2). The absence of an electronic system has been 
identified as a major contributor to the weaknesses of 
PHC services and infrastructure (32). Computerized 
services are essential to a quality health care service (33) 
and delivering effective patient-centred care and serving 
patients’ needs (34). Al Asmri et al. (23) consider utilization 
of technology and e-health as a means of ensuring the 
trustworthiness of services for both the public and 
private sectors (31).

Saudi Arabia’s Vision 2030 highlights the development 
of the health care sector through privatization (35). 
Sajjad et al. identified the need for public–private health 
care partnerships in order to develop a blended service 
delivery mechanism (36). 

Bringing about change such as health systems 
reform is challenging due to the technical and human 
complexities that may exist within the system (37). 
Human factors in a system are more complex to modify 
than technical factors but are very often overlooked, 
leading to failures in realizing the goals and objectives of 
the required organizational change (38).

Leadership is one of the main factors in bringing about 
positive change in an organization. Effective leaders have 
the ability to influence or change the values, beliefs, 
behaviour and attitudes of employees (39), steering them 
towards achieving the goals of the organization (40). 

Alharbi identified high organizational readiness to 
implement change as one of the main factors determining 
efficient and effective implementation of changes in the 
context of the National Transformation Programme and 
Vision 2030 (41) and recommended developing leadership 
talent to motivate the workforce to bring about the 
changes (42). 

A few studies have been conducted anticipating the 
future PHC reform. A review of the public health services 
and the PHC services highlighted the urgent need for 
PHC reforms to address issues with scope, structure, 
infrastructure, finance, increased demand, increased 
costs, workforce, inequitable access to services, quality 
and safety of the services, the growing burden of disease, 
information system, management and leadership, and 
the referral system (23). Based on their analysis of the old, 
current and future health systems in Saudi Arabia, Sajjad 
et al. expected greater attention to be given in future 
reforms to the strengthening of PHCCs, automation of 
the system, and human resources for health training and 
development (36).

The current PHC reform roadmap (2016–2020) 
envisions that PHC facilities will be the first and optimal 
choice for people in Saudi Arabia through the provision 
of high quality, convenient services and a supporting 
environment that responds to public needs and 
expectations (3). The overall objective of the reform is to 
strengthen the PHC system in order to improve the trust 
in and utilization of the services. Four strategic objectives 
and a set of initiatives and interventions were proposed 
(Figure 2). 

Primary health care reform aims at strengthening 
the family practice model, which is marked by provision 
of services by family physicians; a patient- and family-
centred approach; multidisciplinary teamwork; 
elimination of barriers in accessing health care; 
automation; and a focus on quality. The model involves 
redefinition of the PHC services package; integration 
of geriatric and mental health; early detection of 
noncommunicable diseases; reduction of inefficiencies; 
redesigning of the PHC clinical pathway; and a triage 
system. 

Reform initiatives were piloted in 5 PHCCs in each 
region during 2016–2017 and gradually expanded to other 
PHCCs. The planning process was inclusive, involving 
representatives of relevant PHC directorates and other 
stakeholders. This allowed for knowledge exchange, 
ownership and sharing of innovative ideas.

Progress under primary health care reform
To achieve Objective 1, “To establish a state of the art 
PHC system that meets the expectations of the Saudi 
Arabian population”, multi-pronged interventions were 
carried out: implementation of the Strengthening Family 
Medicine Approach Initiative in 975 PHCCs out of 1000 
targeted in 2019; transformation of 116 large PHCCs into 
polyclinics; and accreditation of 300 PHCCs by the Cen-
tral Board for Accreditation of Healthcare Institutions. 
In addition, the health information system was auto-
mated in 675 centres; the SEHA appointment application 
was introduced in all PHCCs; and an electronic medical 
prescription system, through which dispensing of free-
of-charge drugs is outsourced to private pharmacies, 
was piloted in 500 PHCCs (Table 2). The Strengthening 
Family Medicine Approach Initiative has contributed to 
an increase in the proportion of individuals screened for 
obesity, hypertension and diabetes (Figure 3).

To achieve Objective 2, “To achieve universal health 
coverage to quality essential PHC services”, the following 
were implemented (Table 3): in order to improve 
accessibility to PHC package, 122 PHCCs were renovated, 
162 substandard PHCCs replaced, 564 PHCCs supplied 
with equipment. Working hours were extended in 292 
PHCCs. 

Additionally, teleconsultation services are being 
offered to the whole population via a toll free number (937) 
as well as the SEHA appointment application, providing 
an average 6500 and 1500 daily teleconsultations 
respectively. To improve access for rural communities, 
10 mobile clinics (phase I) were introduced, resulting 
in an increase in coverage from 78% to 83%. To expand 
PHC at community level, 7 maternal and child health 
clinics were established in shopping malls. The services 
include vaccination, mammography and DEXA scanning, 
provided in collaboration with the private sector as part 
of their social responsibility. 

Vertical expansion of the PHC package involved 
integration of mental health services in 852 PHCCs, 
expansion of comprehensive geriatric screening in all 
functioning PHCCs, and provision of tobacco cessation 
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services through mobile (98) and fixed (574) clinics, 
resulting in a smoking quittance rate of 31%. Breast 
cancer screening was also provided through 5 mobile and 
65 fixed clinics, resulting in screening of 156 000 females 
during the past 3 years. 

School-based interventions included screening 
for body mass index; screening for dental caries and 
application of local fluoride; and implementation of a 
periodic medical examination targeting grades 1, 4, 7 
and 10. All cases diagnosed were referred for further 
management and follow-up.

To achieve Objective 3, “To improve the availability, 
performance and motivation of the health workforce for 
better quality of PHC”, the following were implemented 
(Table 4): the family physicians postgraduate training 
programme was expanded to address the shortage of 
family physicians. The programme commenced with 
the accreditation of 160 fellowship training centres by 
the Saudi Commission for Health Specialties and the 
recruitment of 600 trainers. Training is provided through 
19 regional branches. These efforts have resulted in more 
than doubling the production of family physicians (210 in 
2016 to 466 in 2019). Quality of training is ensured through 
undertaking an external audit, evaluation of training 

by trainees, supportive supervision and competition 
between centres. 

Continuing professional development included 
training of 3661 PHC frontline staff on customer service 
and 6001 general practitioners on the latest updates 
in family medicine in addition to launching a training 
programme for nurses. 

To achieve Objective 4, “To strengthen PHC gover-
nance and leadership”, the following were implemented 
(Table 5): Training and equipping of 4 mid-level public 
health leaders from each of the 20 regions of the country 
with managerial and leadership skills, and training of 
1000 PHC managers from 2390 PHCCs on leadership 
and management (43); additionally, the formation of 
community empowerment teams in 224 PHCCs and 865 
patient support groups was accomplished (44). 

Success factors 
Early indirect results of the PHC reform roadmap (2016–
2020) showed a national crude increase of 37.5% in the 
rate of PHC visits (from 2.4 visits/person/year in 2016 
to 3.3 in mid-2019). In addition, patient satisfaction in-
creased by 4.7% (71.7% in March 2018 and 75.1% in March 
2019), according to quarterly sample surveys from 400 

Table 2 Progress in primary health care reform (Objective 1) in Saudi Arabia, 2019

Initiative Indicator Target 
2017–2019

Achievements 
mid-2019

Specialized polyclinics No. operational polyclinics 116 100 (86%)

PHCC quality improvement % PHCCs obtaining CBAHI accreditation 400 300 (75%)

Electronic health information system % PHCCs implementing e-HIS 1000 675 (68%)

Strengthening family medicine approach No. PHCCs implementing the Strengthening 
Family Medicine Approach Initiative

1000 975 (97%)

SEHA appointment application No. PHCCs 2390 2390 (100%)

Outsourcing of pharmaceutical services to private sector 
(electronic medical prescription system)

No. PHCCs providing electronic prescriptions 514 500 (97%)

PHCC = Primary health care centre. 
CBAHI = Central Board for Accreditation of Healthcare Institutions. 
HIS = Health information system.

Figure 3 Screening for diabetes (DM), hypertension (HTN) and obesity in Saudi Arabia (2017–2019)
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PHCCs conducted by Press Ganey (45). The remarkable 
achievements made under PHC reform could not have 
been achieved without the enthusiasm, dedication and 
collective efforts of all stakeholders. However, the follow-
ing also contributed to the success of the reform: 

•	 building on previous achievements and learning 
from the wealth of experience gained throughout the 
PHC journey in Saudi Arabia;

•	 political commitment for PHC reform, which is ex-
plicitly stated in Vision 2030 (12) [combating the 
rising burden of noncommunicable diseases is sup-
ported by the Royal Decree on Health in All Poli-
cies (2017) (46), establishment of the Saudi Center 
for Disease Control and Prevention (CDC) (47), and 
launching of the Healthy Food Regulation Strategy 
for banning of trans-fats (48), limitation of salt, calorie 

calculation (49) and adoption of plain packaging for 
tobacco products (50)];

•	 high-level commitment and strong leadership at the 
Ministry of Health;

•	 creating a swift and flexible line of recruitment for 
PHC;

•	 transfer of the National School Health Programme 
from the Ministry of Education to the Ministry of 
Health and integration of the services into PHC; 

•	 early adoption of technology, e.g. SEHA appointment 
application, and enterprise resource planning;

•	 greater opportunities for the voices of PHC providers 
and consumers to be heard through technology, e.g. 
937 complaints and Press Ganey surveys;

Table 3 Progress in primary health care (PHC) reform (Objective 2) in Saudi Arabia, 2019

Initiative Indicator Target, 2017–2019 Achievements, 
mid-2019

Medical (937) Average daily No. teleconsultations 25% annual increase Target achieved 

SEHA mobile application Average daily No. teleconsultations 25% annual increase Target achieved

Health coach No. chronic disease patients coached 1000/region 20 000 (total)

Extended after hours services initiative No. PHCCs providing extended after-hours 
services

300 292 (97%)

Mobile clinics initiative No. operational mobile clinics 10 10 (100%)

% rural communities covered (baseline 78%) 83% 83% (100%)

Primary mental health care initiative No. PHCCs providing primary mental health care 1 000 852 (85%)

School-based obesity reduction initiative % schools implementing school-based obesity 
reduction programme 

4 000 4 015 (100%)

Periodic health examination for school students No. students examined 50% of grades 1,4,7,9 Target achieved

National dental health initiative for primary 
schools

% schools implementing school based oral health 
programme

8 500 8 639 (102%)

Early detection of colorectal cancer No. individuals aged 45–75 years screened 20 000 8 840 (35%)

Early detection of breast cancer No. females aged 40–69 years screened 150 000 156 000 (104%) 

Establishment of MCH clinics at shopping malls No. MCH mall clinics established 20 7 (35%)

Development of PHC infrastructure No. PHCCs renovated – 122

No. PHCCs replaced – 162

Expansion of tobacco cessation clinics No. tobacco cessation clinics established (fixed & 
mobile)

Fixed (580) 574 (98%)

Mobile (100) 98 (98%)

Smoking cessation rate – 31%
PHCC = primary health care centre.

Table 4 Progress in primary health care (PHC) reform (Objective 3) in Saudi Arabia, 2019

Initiative/project Indicator Target 
2017–2019

Achievement 
mid-2019

No. (%)
Scaling up of family physicians post-graduate training programme No. seats offered (baseline 210) 420 466 (111%)

No. training centres established 20 19 (95%)

Customer service training programme % training workshops conducted 124 124 (100%) 
(3661 trainees)

Refresher training for family physicians % general practitioners trained 8162 6001 (67%)

Patient experiencea % patient satisfaction 75.1%

Capacity-building of PHC managers No. PHC managers trained 1000 976 (98%)
aPress Ganey survey.
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•	 opening the floor to innovative tools and methods 
(e.g. SEHA appointment application in PHC as a pilot, 
in addition to behavioural change approaches sup-
ported by the Central Nudge Unit at the Ministry of 
Health);

•	 formation of project management units to oversee 
implementation through key performance indica-
tors; the newly introduced Ad’da health project at 
PHCCs offers opportunities for expert support and 
knowledge transfer; the project is being implemented 
at PHCCs following its successful implementation 
in hospitals; it is dedicated to improving health care 
delivery services across Saudi Arabia by standardiz-
ing performance measurement and reporting via an 
electronic dashboard (51);

•	 involvement and contribution of internal and exter-
nal consultancy firms, and UN agencies (e.g. Saudi 
universities, WHO, World Bank) in the design and 
implementation of the reform and building the busi-
ness case;

•	 establishment of a knowledge management unit 
responsible for documentation, evidence-based in-
formed decisions, and exchange of expertise. 

Remaining challenges
Despite the achievements made, several challenges re-
main. These are mainly due to the reform process still 
being in its infancy and it is estimated they will take at 
least 5–7 years to materialize. 

Challenges include human resources issues, cultural 
habits and lifestyle behaviour, geography of the country, 
communication and collaboration between stakeholders, 
and PHC infrastructure. 

Human resources issues include lack of incentives 
for the health cadre to work in remote areas, competitive 
salaries provided by non-Ministry of Health institutions, 
lack of a performance-based contracting system and 
filling the existing gap in human resources. Despite the 
expansion of family medicine training, a huge gap in 
number of family physicians (12 000) remains at PHC 
level. 

Challenges related to PHC infrastructure include 
sustainability of funding to meet the requirements for 
e-health, maintenance and replacement of substandard 
PHC facilities. 

Geographical issues are a result of the vast distances 
between the cities, which hinders the timely supply of 

drugs and medicines, and impedes supervision to health 
centres and outreach to remote communities. 

Changing behaviours towards a healthy lifestyle 
continues to be a major challenge.

Future directions
Despite the challenges, viable opportunities exist for 
strengthening the PHC system:

•	 aligning PHC reform with the ongoing health system 
transformation; 

•	 introducing a performance-based payment model 
and developing an incentive scheme to attract health 
professionals to work in remote areas;

•	 strengthening multisectoral collaboration and social 
responsibility;

•	 accelerating the process of expanding the primary 
care IT infrastructure and use of artificial intelli-
gence; the implementation of a health information 
system has laid the foundation for in-depth data anal-
ysis and measurement of clinical outcomes through 
the Ad’da health project:

•	 improving the PHC image through the establishment 
of 100 mega centres to function as spoke and hub;

•	 expansion of family medicine training programmes 
to fill the gap in family physicians;

•	 full activation of the Saudi Center for Disease Preven-
tion and Control, with new roles and responsibilities, 
including Health in All policies;

•	 Development of short- and long-term plans for in-
vestment in leadership.

Conclusion
Primary health care reform is a long and complex pro-
cess. Despite the great achievements made so far and 
the improvement in the quality of services provided, 
continuous improvement is required in order to meet 
the rising expectations of the population in regard to 
what PHC should deliver. In Saudi Arabia, PHC reform 
demonstrates that positive change is achievable, it re-
quires a high level of leadership, commitment, commu-
nication and collaboration between stakeholders. It has 
highlighted the importance of pragmatism, paying at-
tention to context, teamwork, national ownership, trans-
parency, encouraging innovations, social responsibility, 
rewards and motivation – all key to its success. Equally 

Table 5 Progress in primary health care reform (Objective 4) in Saudi Arabia, 2019

Initiative Indicator Target  
2017–2019

Achievement 
mid-2019 

No. (%)
Leadership training programme for public health leaders Public health leaders trained 100 100 (100%)

Community empowerment initiative Community empowerment teams 300 224 (75%)

Patient support groups Patient support groups formed 1000 865 (86%)
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important to the success of the reform is the existence 
of sustainability plans, knowledge management, leader-
ship selection and continuing professional development. 
The adoption of a patient-centred approach and avenues 

for customers’ voices to be heard has created a culture of 
trust between PHC providers and clients, with unlimited 
opportunities for reaching all aspirations of the people of 
Saudi Arabia.
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Réforme des soins de santé primaires en Arabie saoudite : progrès, défis et 
perspectives 
Résumé 
Contexte : En 2016, l'Arabie saoudite s’est engagée dans la transformation de son système de soins de santé primaires 
pour se conformer aux normes internationales, obtenir la confiance de la population et faire face à la charge de plus 
en plus lourde des maladies non transmissibles, conformément à la Vision saoudienne à l’horizon 2030. 
Objectifs : La présente analyse vise à mettre en évidence les progrès réalisés, à identifier les défis et les perspectives 
du processus de réforme des soins de santé primaires (SSP) en Arabie saoudite afin de formuler des recommandations 
pour faciliter le renforcement du système SSP.
Méthodes : Une analyse des études et des rapports gouvernementaux précédents a été réalisée afin d’extraire, 
d’analyser, de synthétiser les résultats et d’en rendre compte. 
Résultats : L’ analyse a indiqué qu’à la mi-2019, la réforme avait contribué à une augmentation de 37,5 % du taux de 
consultation pour les soins de santé primaires et de 4,7 % pour la satisfaction des patients, à une meilleure couverture 
des communautés rurales (passant de 78 % à 83 %) et à l’augmentation du taux de dépistage des maladies chroniques 
prévalentes. Cependant, le pays est toujours confronté à des lacunes et à des défis concernant les ressources 
humaines, les comportements liés à la culture et au mode de vie, la géographie, la collaboration intersectorielle et les 
infrastructures de soins de santé primaires. 
Conclusion : Le processus de réforme des soins de santé primaires en Arabie saoudite a démontré qu’un changement 
positif était possible. Cela a été facilité par le recours aux réalisations antérieures et à la richesse de l’expérience 
acquise tout au long de la mise en œuvre des soins de santé primaires en Arabie saoudite. Toutefois, malgré 
l’amélioration de la qualité des services, une amélioration continue est nécessaire pour répondre aux attentes 
grandissantes de la population.

إصلاح نظام الرعاية الصحية الأولية في المملكة العربية السعودية: التقدم الُمحرَز، والتحديات الماثلة، والآفاق 
المستقبلية

هشام الخشان، فؤاد أبو غزالة، شاكر العمري، محمود النحاس، علي الوادعي، بسمه الخضير، فهد العمري، نوف العيسى، نجلاء محمود، مصطفى 
حسنين

الخلاصة 
الخلفية: شرعت المملكة العربية السعودية في تحويل نظام الرعاية الصحية الأولية في عام 2016 لتلبية المعايير الدولية لكسب ثقة الناس 

والاستجابة للعبء المتزايد للأمراض غير المعدية ، كما هو مقترح في رؤية  المملكة العربية السعودية 2030.
الأهداف: هدفت هذه الدراسة إلى تسليط الضوء على التقدم المحرز وتحديد التحديات والآفاق لعملية إصلاح الرعاية الصحية الأولية في المملكة 

العربية السعودية من أجل تقديم توصيات لتسهيل تعزيز نظام الرعاية الصحية الأولية.
طرق البحث: تم ​​إجراء مراجعة للدراسات السابقة والتقارير الحكومية لاستخراج وتحليل وتوليف وتقرير النتائج.

النتائج: أشارت المراجعة إلى أنه بحلول منتصف عام 2019 ، ساهم الإصلاح بنسبة 37.5٪ في زيادة معدل الرعاية الصحية الأولية و ٪4.7 
زيادة في رضا المرضى ، وتحسين تغطية المجتمعات الريفية )من 78٪ إلى 83٪( ، والمساهمة لزيادة معدل فحص الأمراض المزمنة السائدة. ومع 
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