
1

University of Midocean
Faculty of AdministrationDepartment of Health Administration

Research title :
Knowledge, Attitudes, and

Barriers toward Implementing CBAHI

standards among Dental Practitioners in Saudi

Arabia

By the student :
ELAFMOHAMMAD SALIH AHMED

ID number: 251002213

Supervisors:
Dr.Alfaysal Abdalhamed

Dr. Fayez Jarad

2026



2

©2026 Midocean University

All Rights Reserved.

This thesis entitled “Knowledge,

Attitudes, and Barriers toward CBAHI

Standards Among Dental Practitioners

in Saudi Arabia” is submitted in partial

fulfillment of the requirements for the

degree of Master of Health

Administration

at Midocean University.

This work is copyrighted by Midocean

University. No part of this thesis may

be reproduced or used in any form

without the prior written consent of

Midocean University.



3

This thesis is dedicated with deepest

gratitude to my husband,for his

support, patience, and encouragement

throughout this journey.

To my precious daughters, Jood and

Noor, your love is my constant

motivation and the true driving force

behind everything I strive to

accomplish.

To my father, for teaching me

perseverance and determination, and

to my mother, for her boundless love

and guidance.

To my dear siblings and my friends,

fort their continuous support

encouragement and generosity, which

have contributed greatly to the

completion of this work.



4

First and foremost, all gratitude and praise are due to Allah,

my Creator, for His infinite mercy and continuous blessings

throughout this academic journey.

I sincerely thank my family and friends

for their unwavering support, patience, and encouragement,

which made every challenge surmountable.

My heartfelt appreciation goes to my doctors and mentors

for their invaluable guidance, constructive advice, and support,

which have greatly shaped this research.

Finally, I am grateful to Midocean University for providing

an enriching academic environment and the resources necessary

to complete this Master’s thesis.



5

This study aimed to assess the level of knowledge, attitudes, andperceived barriers toward the Central Board for Accreditation ofHealthcare Institutions (CBAHI) standards among dental practitioners inthe Kingdom of Saudi Arabia.
The study population consisted of all dental practitioners working ingovernmental and private sectors across Saudi Arabia .Data were collected through a convenience sample of dentalpractitioners using an electronic questionnaire.
The results revealed a moderate level of knowledge and moderateattitudes toward the implementation of the standards, accompanied bymoderate to high perceived barriers.
The study demonstrated a strong positive relationship betweenknowledge and attitudes, with knowledge emerging as the strongestpredictor of attitudes. The findings indicated that years of professionalexperience had a significant positive effect on the level of knowledge ofCBAHI standards, whereas formal training showed no statisticallysignificant impact on knowledge or attitudes, suggesting the need toreview the content and delivery methods of current training programs.
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The study recommends redesigning training programs to be morepractical, strengthening management and leadership support, addressingresource shortages, simplifying the standards and improvingcommunication methods, integrating CBAHI standards into dental schoolcurricula, and implementing change management strategies whileinvolving practitioners in decision-making processes. These steps aim toenhance knowledge levels and more effectively overcome the barriers toimplementing the mandatory CBAHI standards.
Keywords: CBAHI standards, Knowledge, Attitudes, Barriers, Dentalpractitioners, Healthcare accreditation, Saudi Arabia.



7

CHAPTER 1 : Introduction

10
Introduction 11
Problem Statement 14
Study Importance 15
Objectives 16
Study Questions 17
Hypothesis of Study 18
Study Model 19
CHAPTER 2: Literature Review

20
Introduction 21
Discussion of Literature Review 22
Summary of literature Review 32
Research Gap 33
Theoretical Framework of Study 34
Knowledge and Attitudes 34
Level of Implementation 37
Perceived Barriers 38
Summary 39
CHAPTER 3 : Research Methodology

40
Introduction 41
Research Design 41
Research Community 42
Sample Characteristics 42
Data Collection Procedure 44
Validity and reliability 46



8

Study Scope 50
Subject Boundaries 50
Spatial Boundaries 50
Human Boundaries 55
Time Boundaries 51
Other Limitations 51
Statistics Analysis Methods 52
CHAPTER 4 : Results

53
Introduction 54
Sample Characteristics 54
Gender Distribution 54
Age Group Distribution 55
Professional Category 56
Type of Dental Practice 56
Knowledge of CBAHI Standards 58
Attitudes toward CBAHI Standards 60
Barriers to CBAHI Implementation 61
Inferential Statistics 65
Summary 72
Research Recommendations 73
References 78
CHAPTER 6 : Appendix

80
Questionnaire 81
Arabic Abstract 88
Arabic Cover 89



9

Table 1:Total correlation pilot study 47
Table 2:Cronbach's alpha coefficient pilot study 49
Table 3 :Gender distribution of study participants 54
Table 4: Age group distribution 55
Table 5 : Distribution by professional category 55
Table 6: Distribution by years of professionalexperience 56
Table7: Distribution by type of dental practice 56
Table8: CBAHI accreditation status and training 57
Table9 : Descriptive statistics for knowledge items 58
Table10 :Awareness of CBAHI accreditationrequirement 59
Table 11: Descriptive statistics for attitudinal items 60
Table 12 : Descriptive statistics for barriers to CBAHI 61
Table13 :Recommended measures for enhancingCBAHI implementation 62
Table 14: Independent samples t-Test results by gender 63
Table 15 : Independent samples t-Test results bytraining status 64
Table 16 : Pearson correlation, knowledge attitudes 65Table17 : effect of professional experience onknowledge score 66
Table 18: effect of job position on attitude score 67Table 19: Individual barriers vs. knowledge attitudes 68Table 20 :Formal training vs. knowledge attitudes 69Table 21: Predictors of attitudes toward CBAHI 70Table 22 : Predictors of perceived barriers 71



10



11

1.1 Introduction

Healthcare quality and patient safety are fundamental pillars of modern healthsystems around the world. Healthcare institutions always work to followestablished standards that guide their operations. These standards help themprovide medical services that are safe, effective, and patient centered.
Accreditation programs play a vital role by providing a structured approach toassess whether these standards are being met.
In the Kingdom of Saudi Arabia, the healthcare sector has undergonesignificant transformation under Vision 2030 and healthcare quality being atop priority while accreditation has become a primary method to ensure that allhealthcare facilities meet the same high standards of care .
The Saudi Central Board for Accreditation of Healthcare Institutions (CBAHI)is a national governmental body under the Saudi Health Council that aims toensure the quality and safety of healthcare services in Saudi Arabia. It supportshealthcare facilities through developing unified standards, conductingevaluations, and granting accreditation[1].
CBAHI was first introduced in 2001 as a quality improvement initiative in theMakkah region. Due to its success, it was later expanded to cover allhealthcare institutions across the Kingdom and became a nationalaccreditation body[1].
In 2013, a Council of Ministers decision officially established CBAHI in itscurrent form and made accreditation mandatory for healthcare institutions toensure consistent quality of care[1].
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“CBAHI standards and accreditation have a positive impact on the quality ofhealthcare services and patient safety across various medical sectors in SaudiArabia” [2]. These programs help make healthcare organizations moreaccountable, improve their performance, and foster a culture of continuousquality improvement.
Recent research by Alsuhaimi et al. (2025) highlighted that “the positiveimpact of CBAHI standards and accreditation requirements has been felt invarious Saudi Arabian settings and locations,” emphasizing their role inimproving institutional performance [3].
The dental care sector represents an important and sensitive part of thehealthcare system. Dental treatments must be performed carefully and adhereto strict standards for infection control and risk management [4].
Dental clinics may appear to be low risk environments,yet they involve manyprocedures that expose both patients and practitioners to blood and aerosols,which increases the risk of infection transmission. So applying quality andsafety standards is very important in daily dental practice[5].
After the COVID-19 pandemic, more attention has been given to infectioncontrol, especially in dental settings. However, even with this increasedawareness, not all practitioners may apply these standards consistently.
Dental practitioners may face challenges in implementing standards due tofactors such as workload, limited time,lack of training or workplaceconditions[6].
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Another important point is how practitioners perceive CBAHI standards. Somemay see them as a helpful guide to improve patient safety and quality of care,while others may consider them mainly as requirements for accreditationrather than something to follow in everyday practice. This difference inperception can affect how well these standards are applied [7].
In addition, differences in experience and work settings may also influencepractice. For example, younger dentists may be more familiar with updatedguidelines, while more experienced practitioners may depend more on theirroutine. Also, working in private clinics may involve different pressurescompared to public clinics[8].
Although the dental sector plays a major role in healthcare, there are stilllimited studies that focus on the knowledge, attitudes, and barriers related tothe implementation of CBAHI standards among dental practitioners in SaudiArabia, what they know about CBAHI standards, how they feel about them, andwhat specific difficulties they face in following them[9].
Therefore, this study aims to explore these aspects and provide a clearunderstanding and provide valuable insights that can help improve complianceand further enhance patient safety within Saudi Arabia's rapidly evolvinghealthcare landscape and improve the quality of dental care.
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1.2 Problem Statement

Dental care environments are uniquely high risk settings within the healthcaresystem. Unlike many other medical fields, dental procedures frequently involveaerosol generating procedures, the use of sharp instruments, and close face toface proximity between practitioners and patients. Combined with rapidpatient turnover, these factors significantly increase the potential forcross-contamination and the transmission of infections. Therefore, strictadherence to the highest standards of infection control and patient safety isnot merely a recommendation but an absolute necessity in dentistry.
While Saudi Arabia, under Vision 2030, has implemented CBAHI standards,including specific National Standards for Dental Centers (2022), ensuringconsistent and effective compliance within this sensitive sector remains acritical challenge [2, 3, 4].
Despite the proven positive impact of CBAHI accreditation across generalhealthcare, a significant knowledge gap persists regarding its specificapplication in dentistry [3, 4]. Limited empirical evidence exists on how dentalpractitioners, the frontline implementers perceive these standards, understandthem, or the practical barriers they face [4]. This oversight is crucial becauseany divergence between policy and practice in such a high-risk environmentmay directly compromise patient safety through potential cross-contaminationand healthcare associated infections, thereby affecting the consistent quality ofdental services [5].
Therefore, this study is essential to explore dental practitioners’ awareness,attitudes, and perceived challenges regarding CBAHI standards. Its findingswill identify areas for improvement, supporting more effective implementationand ultimately enhancing patient safety and quality of care in Saudi Arabia.
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1.3 Study Importance

This study has both scientific and practical importance, as it addresses animportant aspect of healthcare quality in Saudi Arabia, particularly theimplementation of CBAHI standards in dental clinics.

Scientific SignificanceThis study contributes to enriching knowledge in the field of healthcare qualityand accreditation standards, particularly in dental practice.
While several studies have examined the implementation of CBAHI standardsin healthcare institutions in general, only a limited number have focusedspecifically on dental clinics. Most of the available research in dental settingsmainly focuses on infection control, while other important aspects of qualityand safety receive less attention[6].
Dental clinics represent unique clinical environments that involve several risks,such as the use of sharp instruments, exposure to radiation from dentalimaging, administration of medications and local anesthesia, and close contactbetween dentists and patients. In addition to infection control, implementingaccreditation standards in dental clinics also involves important elements suchas patient safety, proper clinical documentation, medication safety, riskmanagement, and emergency preparedness[5].
Therefore, this study helps fill a gap in the literature by examining dentalpractitioners’ knowledge, attitudes, and perceived barriers related to theimplementation of CBAH standards.
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It also contributes to a better theoretical understanding of how healthcareprofessionals’ knowledge and attitudes may influence their adherence toquality and safety standards.

Practical SignificanceFrom a practical standpoint, this study offers direct benefits for improvingdental care in Saudi Arabia. The findings can help dental clinics and healthinstitutes understand the real world challenges that dentists face when tryingto apply CBAHI standards.
This information is very useful for creating better training programs that aredesigned specifically for the needs of dental professionals. By identifying themain problems, this study can guide policymakers, like the Ministry of Healthand CBAHI, in making more effective rules and support systems. Ultimately,this will lead to safer dental practices, better patients outcomes, and a strongerculture of quality and safety in dental care across the Kingdom.

1.4 OBJECTIVES

General Objective :To identify the knowledge, attitude, and barries toward implementing CBAHIstandards among dental practitioners in Saudi Arabia.
Specific Objective :

1. To evaluate the level of knowledge among dental practitioners regardingCBAHI accreditation standards.
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2. To assess their attitudes toward implementing these sandards in dentalpractice.
3. To assess the barriers that hinder effective implementation of CBAHI amongdental practitioners.
4. To propose recommendations to improve awareness, compliance, andtraining with CBAHI standards in dental clinics.

1.5 Study Questuions

1.What is the level of knowledge among dental practitioners in Saudi Arabiatoward CBAHI standards ?
2. What are the attitudes of dental practitioners toward implementing CBAHIstandards in the daily pratice ?
3.What are the main barriers that faced the dental practitioners in applyingCBAHI standards ?
4. Are there associations between demographic characteristics like years ofexpertise, job position and practitioners's kowledge, attitudes, and barriers?
5.What are the best interventions to improve awareness and compliance withCBAHI standards?
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1.6 Hypotheses of the Study

Main Hypothesis :There is a statistically significant relationship between dental practitioners’knowledge and attitudes toward CBAHI standards and the level ofimplementation of these standards in dental clinics in Saudi Arabia.

Null Hypothesis (H0):There is no statistically significant relationship between dental practitioners’knowledge and attitudes and the implementation of CBAHI standards in dentalclinics in Saudi Arabia.

Alternative Hypothesis (H1):There is a statistically significant relationship between dental practitioners’knowledge and attitudes and the implementation of CBAHI standards in dentalclinics in Saudi Arabia.

Sub-Hypotheses :

H1: There is a statistically significant relationship between dentalpractitioners’ knowledge of CBAHI standards and their attitudes towardimplementing these standards in dental clinics in Saudi Arabia.
H2: There is a statistically significant relationship between years ofprofessional experience and the level of knowledge of CBAHI standards amongdental practitioners in Saudi Arabia.
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H3: There is a statistically significant relationship between demographic andprofessional factors (such as job position) and dental practitioners’ attitudestoward the implementation of CBAHI standards.
H4: There is a statistically significant relationship between perceived barriers(such as lack of time and lack of training) and the implementation of CBAHIstandards in dental clinics.
H5: Increasing awareness and training programs is associated with improvedimplementation of CBAHI standards among dental practitioners in SaudiArabia.

1.7 Study ModelThis study adopts across-sectional descriptive analytical framework to assessthe levels of knowledge, attitudes, and perceived barriers related to theimplementation of CBAHI standards among dental practitioners in SaudiArabia.
Study Variables :• Knowledge of CBAHI standards among dental practitioners.• Attitudes toward CBAHI standards among dental practitioners.• Perceived barriers to implementation among dental practitioners.
Outcome Variable :Level of implementation of CBAHI standards in clinical practice among dentalpractitioners.
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CHAPTER 2

Literature Review
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2.1 Introduction

The Saudi Central Board for Accreditation of Healthcare Institutions (CBAHI)sets mandatory standards to ensure quality and patient safety in all healthcarefacilities, including dental clinics. These standards cover key areas like patientsafety, infection control, risk management, staff competency, medical records,and quality systems.
Successful implementation depends on dental practitioners’ knowledge,attitudes, and the barriers they face, such as lack of training, limited resources,or heavy workload. Previous studies in Saudi healthcare settings showknowledge and attitudes vary, and practical obstacles often limitcompliance[6].
This chapter reviews the literature on three main topics:• Knowledge of accreditation standards in dentistry.• Attitudes toward accreditation and quality care among dental practitioners.• Barriers to applying the standards.
The main research gap is the limited focus on dentists in Saudi Arabia,highlighting the need for this study.

Dependent VariableImplementation of CBAHI Standards, the extent to which dentalpractitioners apply accreditation standards in their daily practice
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Independent VariablesKnowledge of CBAHI standards among the practitioners in Saudi Arabia.Attitudes toward accreditation and quality care , their perceptions andopinions about accreditation and quality of care, and Barriers toimplementation ,factors that hinder full compliance with the standars

2.2 Discussion of Literature Review

1. Implementation Impact in Primary Care Dental Clinics

Evaluating the impact of applying infection control standards for

CBAHI program in dental clinics in primary healthcare centers,

Makkah, Saudi Arabia.

Reference: Alghamdi, S., et al. (2021).

Objective: To assess how CBAHI accreditation affects the quality of infectioncontrol in government dental clinics.
Methodology: A descriptive study using standardized observation checklistsacross several clinics.
Key Results: Accreditation significantly improved sterilization and wastemanagement. However, compliance was inconsistent in clinics with highpatient turnover.
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Relationship and Critique: This study proves that CBAHI works at astructural level but fails to explain the human element and why practitioners inbusy clinics struggle. This research fills in by looking at barriers like workload.

2. Implementation Impact on Infection Control Practices .

Compliance of Dental Health Care Providers on Infection Control

Standard Precautions Guidelines in Primary Health Care Centers,

Makkah, Saudi Arabia.

Reference: Bandugh, B., et al. (2021)

Objective: To evaluate adherence to infection control standards (aligned withCBAHI domains) among dental providers in primary care settings.
Methodology: Cross-sectional survey combined with observational assessmentin primary health care centers in Makkah.
Key Results: Moderate to good compliance in sterilization and PPE use, butgaps persisted in consistent application due to workload, training variability,and resource shortages.
Relationship and Critique: This study shows partial success in implementingCBAHI related infection prevention in dentistry but does not address broaderattitudes or knowledge gaps.This research extends the scope by examining knowledge, attitudes, andbarriers toward full CBAHI standards among dental practitioners.
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3. Implementation Impact on Patient Safety Dimensions

Impact of the CBAHI accreditation program on the Institute of

Medicine’s safety dimensions in Madinah hospitals.

Reference: Alsaedi, A., et al. (2023).

Objective: To measure the effect of CBAHI accreditation on patient safetyindicators and care processes.
Methodology: Comparative pre and post accreditation analysis using safetymetrics and facility audits.
Key Results: Accreditation improved safety culture, incident reporting, andprocess adherence; however, sustained improvements were challenged byresource limitations and leadership issues.
Relationship and Critique: The study confirms positive systemic effects ofCBAHI on quality and safety, but it remains hospital focused and lacksdentistry specific insights. This research addresses this gap by investigatingpractitioner level factors in dental settings.

4. Implementation Impact and Provider Perceptions

Perceptions, attitudes, and barriers towards the use of CBAHI

standards among Saudi healthcare providers.

Reference : Kabrah, S.M., et al.(2024)
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Objective: To evaluate healthcare providers’ views on the utility of CBAHIstandards and the obstacles to their implementation.
Methodology: Cross-sectional survey of 364 providers in 20 CBAHI-accreditedgovernmental hospitals using a validated questionnaire.
Key Results: High positive perceptions (80.1%) and attitudes (76.4%);standards viewed as quality improvement tools. Major barriers included lack oftime, inefficient IT tools, and insufficient management support.
Relationship and Critique: This is the most similar study in variables anddesign, yet dentists formed only a small subgroup. This research builds on it byfocusing exclusively on dental practitioners to capture profession specificbarriers and attitudes.

5. Implementation Impact andNon-Compliance Factors .

Factors Associated with Non-Compliance with Healthcare

Accreditation in Saudi Arabia: A Systematic Review and

Meta-Analysis.

Reference: Alkhurayji, K.S., et al. (2025).
Objective: To identify the main enablers and barriers affecting compliancewith healthcare accreditation standards, including CBAHI.
Methodology: Systematic review and meta-analysis of existing studies onaccreditation non-compliance factors.
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Key Results: Non-compliance was linked to insufficient training,organizational resistance, poor implementation strategies, and negativeattitudes. Compliant settings showed better infection control and sanitation.
Relationship and Critique: This review provides strong evidence of recurringbarriers to CBAHI success across settings, but it lacks depth in dentistry. Thisresearch fills the gap by targeting knowledge, attitudes, and barriersspecifically among dental practitioners.

6. An overview of Central Board for the Accreditation of Healthcare

Institutions (CBAHI) in Saudi Arabia: A Narrative Review .

Reference: Al-Omari, A., et al. (2022).

Objective: To trace the development of CBAHI standards and their alignmentwith Vision 2030.
Methodology: A narrative review of policy documents and publishedaccreditation outcomes.
Key Results: CBAHI has become mandatory for all sectors (Public andPrivate), emphasizing patient safety and risk management.
Relationship and Critique: This provides the Policy Context. While it outlinesthe rules, it doesn't measure Knowledge or Attitudes of the people on theground.
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7. Knowledge and Perceptions of Patient Safety among Dental

Professionals in Saudi Arabia.

Reference: Al-Qahtani, A. S., et al. (2022).

Methodology: A cross-sectional survey of 400+ dentists in Riyadh and Jeddah.
Key Results: High knowledge of what to do, but low confidence in how toreport medical errors without facing punishment (Blame Culture).
Relationship and Critique: Directly relates to the Knowledge variable. The"Blame Culture" mentioned is a significant Barrier that this study caninvestigate specifically within the CBAHI framework.

8. Professional Attitudes of Saudi Healthcare Providers toward

Accreditation Requirements: A Multi-center Study.

Reference: Sawahel, M. A., et al. (2023).

Objective: To measure the psychological acceptance of the rigorousdocumentation required by CBAHI.
Methodology: Quantitative survey using Likert scales to measure Resistanceto Change.
Key Results: Many providers view accreditation as Paperwork-heavy ratherthan Quality-heavy, leading to negative attitudes and symbolic compliance.
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Relationship and Critique: This is crucial for the Attitudes section. Ithighlights a gap: Practitioners might value quality but hate the process ofCBAHI, this study will check if this is true specifically for dental settings.

9. Teledentistry Knowledge, Practice, and Attitudes of Dental

Practitioners in Saudi Arabia.

Reference: Nassani, M. Z., et al. (2021)

Objective: To assess knowledge of digital standards in dentistry, arequirement often audited under CBAHI’s Information Management section.
Methodology: A nationwide web-based survey.
Key Results: Positive attitudes toward technology, but limited knowledgeregarding legal and data protection standards (CBAHI-specific areas).
Relationship and Critique: CBAHI is moving toward electronic healthrecords. This study shows that Knowledge is fragmented, justifying the need tomeasure overall CBAHI knowledge beyond just clinical skills.

10. Knowledge and attitudes of dental students and interns toward

infection control.

Reference: Al-Maweri, S. A., et al. (2018).

Objective: To see if the educational system prepares future dentists foraccreditation standards.
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Methodology: Comparative survey between students and practicing interns.
Key Results: Interns had better practical knowledge, but students had bettertheoretical knowledge of international guidelines.
Relationship and Critique: Since CBAHI is a national standard,this study canbridge the gap by seeing if practitioners have moved from "Student-leveltheory" to "Professional-level implementation."

11. Barriers to Accreditation in Saudi Primary Care Centers: A

Managerial Perspective.

Reference: Al-Dabaan, R., et al. (2017).

Objective: To identify why some centers fail CBAHI audit.
Methodology: Qualitative interviews with center managers and seniordentists.
Key Results: Key barriers included: Financial constraints (for private), highstaff turnover, and lack of "Quality Officers" in dental departments.
Relationship and Critique: It provides a managerial view, while this studyadds value by providing the practitioner's view and if the barriers is the samefor the dentist as they are for the managers.
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12. The Impact of Quality Management Systems on Dental Clinic

Performance in Saudi Arabia.

Reference: Alrasheedi, M., et al. (2022).

Objective: To see if implementing systems like CBAHI actually changes clinicperformance metrics.
Methodology: Longitudinal study comparing pre and post accreditationperformance.
Key Results: Performance improved in patient satatisfaction but declined instaff Satisfaction due to the increased administrative burden.
Relationship and Critique: This study identifies a Trade-off and it's better forpatient, worse for staff. This research can explore this staff dissatisfaction as aprimary attitude and barrier toward long term CBAHI sustainability.

13. Challenges of meeting CBAHI accreditation standards in private

dental polyclinics: A qualitative exploration.

Reference: Al-Harbi, M., et al. (2023).

Objective: To explore the specific financial and administrative difficulties inprivate dental clinics when aligning with national accreditation requirements.
Methodology: A qualitative approach using semi-structured interviews withclinic owners and lead dentists in major Saudi cities.
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Key Results: The study identified the high infrastructure renovation costs andthe shortage of nurses trained in quality management as the primary barriers.It also noted a significant administrative burden that distracts from clinicaltime.
Relationship to and Critique:While it provides deep insights for Barries inprivate sector, its small sample size limits generalizability. This research buildson this by providing quantitative data from a larger, more diverse sample tovalidate if these barriers are systemic across the Kingdom.

14. Dentists' perceptions and readiness toward the transition to

electronic health records as per CBAHI requirements.

Reference: Al-Shehri, A. S., et al. (2022).

Objective: To evaluate the cognitive readiness and perceived technicalbarriers of dental practitioners regarding digital documentation, a corerequirement of CBAHI’s "Information Management" chapter.
Methodology: A cross-sectional descriptive study targeting dentalprofessionals in the Riyadh region.
Key Results: Practitioners showed positive attitudes toward the clinicalbenefits of EHR but reported a technical barrier due to inadequate IT supportand slow software interfaces within clinics.
Relationship and Critique: It links directly to this knowledge and Barriersvariables. It highlights that knowledge of the system is not enough if technicalbarriers exist.
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15.The relationship between CBAHI accreditation and patient

safety culture in dental settings: A comparative study.

Reference: Al-Otaibi, H., et al. (2024).

Objective: To compare the level of safety culture between CBAHI accreditedand non accredited dental facilities.
Methodology: A comparative analysis using the Hospital Survey on PatientSafety Culture (HSOPSC) adapted for dentistry.
Key Results: Accredited clinics demonstrated significantly higher scores inteamwork and leadership support. However, both groups scored low in nonpunitive response to errors, indicating a persistent fear of reporting mistakes.
Relationship and Critique: It addresses the attitudes variable. It reveals acritical psychological barrier: even with CBAHI standards in place,and theblame culture remains. This study can further investigate if this fear ofpunishment is a primary reason for negative attitudes toward the accreditationprocess.

2.3 Summary of the Literature Review and Research Gap

Existing research on CBAHI accreditation in Saudi Arabia shows consistentstructural improvements in healthcare quality, especially in infection control,sterilization, waste management, patient safety, and incident reporting, mainlyin governmental hospitals and primary care centers.
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However, implementation barriers remain common: high workload, timepressure, inefficient IT systems, lack of leadership/administrative support, poorcommunication, resource shortages, organizational resistance, and insufficientincentives/training.
In dental and primary care settings, partial compliance exists in infectionprevention, but it is often inconsistent in high-volume clinics due to patientturnover and staffing issues.

Key Limitations in the Literature:

• Heavy focus on governmental hospitals, private dental polyclinics (a majorpart of the Saudi dental market) are rarely studied and face unique financialand operational barriers.• Overemphasis on infection control, other critical CBAHI domains(Leadership, HR, Facility Management,Information Management, PatientRights) are virtually unstudied in the dental context.• Limited practitioner level perspective; most studies adopt a facility ormanagerial view, neglecting the holistic experience of frontline dentalpractitioners.

Research Gap:No study has yet provided a comprehensive assessment of CBAHIimplementation across all major domains from the dental practitioner’sperspective, nor has any compared governmental hospitals with private dentalpolyclinics.
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Contribution of this Study:This research fills the gap by offering the first 360-degree evaluation of CBAHIstandards implementation among dental practitioners in both governmentaland private sectors in Saudi Arabia, examining knowledge, attitudes, andbarriers across the full range of CBAHI domains, not limited to infectioncontrol.

2.4 Theoretical framework of the Study

2.4.1 First Section: Knowledge and Attitudes

a. IntroductionKnowledge and attitudes are fundamental determinants in the successfulimplementation of healthcare quality standards. In the context of Saudi CentralBoard for Accreditation of Healthcare Institutions (CBAHI), dentalpractitioners’ knowledge of accreditation standards, along with their attitudestoward these standards, plays a critical role in shaping clinical practice andinfluencing compliance. Previous studies in Saudi Arabia have demonstratedthat positive attitudes toward accreditation are associated with improvedquality of care and patient safety outcomes [10][11].

b. Concept of Knowledge and AttitudesKnowledge refers to the level of awareness and understanding that dentalpractitioners have regarding CBAHI standards, including clinical procedures,infection control, and patient safety protocols. It represents the cognitivecomponent necessary for effective implementation [12].
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Attitudes refer to the beliefs, perceptions, and feelings toward accreditationstandards, which influence practitioners’ willingness to adopt and apply themin clinical practice. These attitudes are shaped by experience, training, andorganizational culture [13][11].

c. Importance of Knowledge and AttitudesAdequate knowledge enables dental practitioners to correctly apply requiredstandards and improve clinical performance. Studies have shown thatinsufficient knowledge can negatively affect decision-making and quality ofcare [12][14].
Positive attitudes toward accreditation standards enhance compliance, improveadherence to safety measures, and support quality improvement initiatives.Conversely, negative attitudes may lead to resistance and poor implementation[11][15].

d. Characteristics of Knowledge and AttitudesKnowledge is dynamic, measurable, and can be improved through continuouseducation and professional development. Research indicates that ongoingtraining significantly enhances healthcare providers’ knowledge andperformance [16].
Attitudes are subjective and may be positive or negative. They are influencedby organizational support, prior experience, and perceived benefits ofaccreditation. Importantly, attitudes can be modified through education andexposure to quality improvement programs [17].
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e. Dimensions of Knowledge and AttitudesKnowledge includes awareness of accreditation standards, understanding ofclinical protocols, and familiarity with infection control and patient safetymeasures.
Attitudes include commitment to quality improvement, acceptance ofaccreditation standards, motivation to comply, and perception of their value inimproving healthcare outcomes [11].

f. Methods of Measuring Knowledge and AttitudesKnowledge and attitudes are commonly assessed using structuredself-administered questionnaires based on validated tools. These tools oftenutilize the Likert Scale to quantify responses.
Reliability and validity are typically ensured through pilot testing and statisticalmeasures such as Cronbach’s alpha [18].

g. Challenges Affecting Knowledge and AttitudesSeveral challenges may affect knowledge and attitudes among dentalpractitioners, including lack of continuous training, limited experience withaccreditation systems, and insufficient exposure to standards.
Additionally, workload, time constraints, and lack of organizational support cannegatively influence both knowledge and attitudes, thereby hindering effectiveimplementation [11][19].
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2.4.2 Second Section: Level of Implementation

a. IntroductionThe implementation of accreditation standards is a critical component ofhealthcare quality improvement. In Saudi Arabia, CBAHI accreditation ismandatory for healthcare institutions, aiming to enhance patient safety andservice quality [11].

b. Concept of ImplementationImplementation refers to the extent to which healthcare providers applyaccreditation standards in their daily clinical practice. It reflects the translationof knowledge and attitudes into actual behavior [20].

c. Pillars of Successful ImplementationSuccessful implementation depends on several key factors, includingleadership commitment, availability of resources, and continuous professionaldevelopment.Strong leadership and organizational support have been identified as criticalfactors influencing successful adoption of healthcare innovations [15].

d. Importance of ImplementationEffective implementation enhances healthcare quality, improves patient safety,and reduces clinical errors. Accreditation programs are recognized as effectivetools for improving healthcare performance [21].
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e. Objectives of ImplementationThe main objectives include ensuring patient safety, improving quality of care,and maintaining compliance with accreditation standards.Implementation also promotes continuous professional development andfosters a culture of quality within healthcare organizations [22].

f. Dimensions of ImplementationImplementation can be evaluated through adherence to clinical protocols,quality of service delivery, and efficiency in healthcare practice.These dimensions reflect how well accreditation standards are integrated intoroutine clinical workflows [19].

2.4.3 Third Section: Perceived Barriers and Organizational

Support

a. IntroductionDespite adequate knowledge and positive attitudes, barriers can limit theeffective implementation of accreditation standards. Identifying these barriersis essential for improving compliance and healthcare quality [11].
b. Concept of Perceived BarriersPerceived barriers are obstacles that hinder the implementation of standards.These include individual barriers such as lack of experience and motivation, aswell as organizational barriers such as limited resources, inadequate support,and heavy workload [19].
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c. Importance of Understanding BarriersUnderstanding barriers helps in designing targeted interventions, improvingtraining programs, and enhancing resource allocation.It also supports decision-makers in improving accreditation processes andensuring better compliance [17].

d. Strategies to Address BarriersStrategies to overcome barriers include providing continuous training,improving resource availability, and strengthening leadership support.These strategies have been shown to improve implementation outcomes andhealthcare performance [15].

e. Relationship between Barriers and ImplementationBarriers negatively affect implementation even when knowledge and attitudesare adequate. Reducing these barriers leads to improved compliance andbetter healthcare outcomes [19].

2.4.4 Summary

Knowledge, attitudes, and perceived barriers are key factors influencing theimplementation of CBAHI standards. Adequate knowledge and positiveattitudes enhance compliance, while barriers limit effectiveness.Understanding these factors provides a strong foundation for evaluatingimplementation and improving healthcare quality.
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CHAPTER 3

Research Methodology
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3.1 IntroductionThis chapter describes the methodological approach used in the study. Itoutlines the research design, population, sampling procedures, data collectionmethods, study boundaries, and statistical analysis techniques.
The methodology ensures the study is systematic, reliable, and capable ofaddressing the research objectives and hypotheses regarding knowledge,attitudes, perceived barriers, and implementation of CBAHI standards amongdental practitioners in Saudi Arabia.

3.2 Research DesignThis study adopts a cross-sectional descriptive-analytical design. This design issuitable for assessing the current levels of knowledge, attitudes, perceivedbarriers, and implementation practices at a specific point in time, while alsoallowing for the analysis of relationships between variables.
It also enables the examination of relationships and associations between thestudy variables (such as correlations between knowledge/attitudes andimplementation, and differences according to demographic and professionalfactors) in order to test the proposed hypotheses.
Descriptive-analytical cross-sectional studies are widely used inSaudi Arabia for research on healthcare accreditation (including CBAHI),quality improvement, and Knowledge-Attitudes -Practice (KAP) frameworks inclinical settings, including among dental practitioners.
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3.3 Research Community (Population)The target population of this study comprises all licensed dental practitioners(general dentists, specialists, and dental assistant) actively working in dentalclinics, hospitals, and healthcare facilities across the Kingdom of Saudi Arabia.This includes practitioners in governmental, and private sectors.
According to the latest official statistics from the General Authority forStatistics (GASTAT) and related health reports (2024 data, with ongoinggrowth), the total number of registered dentists in Saudi Arabia isapproximately 33,750. This figure is expected to be higher in 2025-2026 due tocontinued Saudization efforts and new graduates, estimated at around 35,000to 40,000 licensed dental practitioners nationwide (based on SCFHSregistration trends and Ministry of Health reports).
The population is drawn from professionals holding valid licenses from theSaudi Commission for Health Specialties (SCFHS) and practicing in variousregions of the Kingdom.

3.4 Sample CharacteristicsThe sample includes licensed dental practitioners who hold a valid professionallicense from the SCFHS and actively practicing in dental clinics or facilities inSaudi Arabia and are willing to participate voluntarily which includes GeneralDentist , Dental specialist and Dental Assistant.
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3.5 Sample Size DeterminationThe sample size was determined using Cochran’s formula (Cochran, 1977), astandard method for cross-sectional studies with large populations. Thecalculation assumed 95% confidence level (Z = 1.96), 5% margin of error, andconservative estimated prevalence of 50% (p = 0.5) .
This yielded a minimum theoretical sample size of approximately 385participants.
After adjusting for the finite population of licensed dental practitioners inSaudi Arabia (estimated at 34,000–43,000 based on recent SCFHS andGASTAT reports) and accounting for non-probability sampling (convenienceand snowball methods), the targeted sample size was set at 300–400participants, considering feasibility and expected response rates.
Due to practical constraint such as limited response rates via onlinedistribution, challenges in nationwide access, and the university’s thesissubmission deadline ,the final achieved sample size was 87 participants..
This sample size, while it smaller than initially targeted, was sufficient for thedescriptive and preliminary exploratory objectives of the study, providing initialinsights into the levels of knowledge, attitudes, perceived barriers, andimplementation practices.
The results offer valuable indications for future research but may limit thegeneralizability to the entire population of dental practitioners in Saudi Arabia.Larger-scale studies with higher response rates are recommended to confirmand strengthen these findings.
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3.6 Data Collection ProceduresThe primary data collection tool was a self-administered electronicquestionnaire specifically developed for this study.
It was designed following a review of relevant literature and previous studieson CBAHI standards, healthcare accreditation, quality improvement, andKnowledge-Attitudes-Practice (KAP) frameworks in Saudi healthcare settings,with particular adaptation to the dental context.
The questionnaire was created and distributed online using Google Forms. Itwas shared through channels commonly accessed by dental practitioners inSaudi Arabia, including groups affiliated with the Saudi Commission for HealthSpecialties (SCFHS), dental association networks, WhatsApp dentalcommunities, email lists, and Telegram platform for Saudi dentists.
Participation was entirely voluntary and anonymous. Informed consent wasobtained at the beginning of the form, which explained the study purpose,confidentiality, voluntary nature, and the right to withdraw at any time. Nopersonally identifiable information was collected.

3.7 Structure and Content of the QuestionnaireThe questionnaire was organized into four main sections, all usingclosed-ended questions for quantitative analysis:
• Section 1: Demographic and Professional Information.This section gathered background characteristics of participants, includingage, gender, , years of professional experience, job position, clinic type(governmental, private) and accreditation role .
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• Section 2: Knowledge of CBAHI StandardsThis section evaluated participants’ awareness and understanding of keyCBAHI requirements relevant to dental practice.It combined 5-point Likert-scale items (1 = Strongly Disagree to 5 = StronglyAgree) to assess perceived clarity and familiarity with specific guidelines (e.g.,sterilization, storage, informed consent), together with multiple-choicequestions to test actual knowledge about the mandatory nature and primaryrole of CBAHI standards in healthcare quality.

• Section 3: Attitudes toward CBAHI Standards.This section measured participants’ perceptions and opinions regarding theimplementation of CBAHI standards in dental settings.It consisted of 5-point Likert-scale items (1 = Strongly Disagree to 5 = StronglyAgree) covering perceived benefits (e.g., patient safety and quality of care),potential challenges (e.g., increased workload), and facilitating factors (e.g.,staff cooperation, management support, and clarity of requirements).

• Section 4: Barriers / Challenges to Implementing CBAHI StandardsThis section explored perceived obstacles to applying CBAHI standards indental clinics.It included 5-point Likert-scale items(1 = Strongly Disagree to 5 = StronglyAgree) addressing common barriers such as lack of adequate training, timeconstraints, shortage of resources (staff, equipment, materials), resistance tochange among staff, complexity of the accreditation process, and insufficientmanagement support.
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The section ended with one multiple-choice/open-ended question askingparticipants to select or suggest measures that would help their clinicimplement CBAHI standards more effectively (e.g., staff training andmentoring, simplified policies, management support and incentives, improvedelectronic systems, or other suggestions).
The Likert-scale items were adapted from similar studies on CBAHIaccreditation and quality standards in Saudi Arabia, with minor adjustmentsfor dental practice. A pilot test was conducted with 25 dental practitioners toensure clarity, logical flow, completion time, and scale reliability usingCronbach’s alpha test.
The questionnaire was kept concise to improve response rates while coveringthe main study variables: knowledge and attitudes (independent), perceivedbarriers (moderator/inhibitor), and implementation level (dependent, assessedindirectly through related items).
This method was chosen for its practicality, low cost, and ability to reachdental practitioners across Saudi Arabia in a cross-sectional design.Data collection spanned 2 months in 2026.

3.8 Validity and Reliability of the Study Instrument

3.8.1 ValidityTo ensure the validity of the questionnaire, it was reviewed by four highlyqualified experts in the field of healthcare administration and quality. Theexperts evaluated the questionnaire for clarity, relevance, andcomprehensiveness of the study variables. Based on their feedback,appropriate modifications were made to improve the content and structure ofthe instrument. This process ensured that the questionnaire possessed
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adequate face and content validity.

3.8.2 Face ValidityThe questionnaire was presented to a group of dental practitioners who werenot part of the study sample, in order to verify the clarity of instructions anditem phrasing, and to confirm its appropriateness for the intendedrespondents. Feedback indicated that the instrument was clear,comprehensible, and reflective of the professional realities of dentalpractitioners in Saudi Arabian healthcare settings.
3.8.3 Construct Validity — Item Total Correlations (Pilot test)To verify internal construct validity, Pearson correlation coefficients werecalculated between each item score and the total questionnaire score (with theitem excluded) using pilot study data (N=25). An item-total correlation of ≥0.30 is considered acceptable; values below this threshold or negative valuesindicate that an item may require revision.The results are presented in Table 1 below.
Table 1 presents Pilot test:

p-valuePearson rItemNo. Domain 1: Knowledge Items
0.0010.635CBAHI standards are clear and understandable for dentalpractitioners1
<0.0010.659Awareness that instrument sterilization and storage must followCBAHI guidelines2
<0.0010.801Knowledge that informed consent is mandatory before any surgicalprocedure3

Domain 2: Attitude Items
<0.0010.853Applying CBAHI standards improves patient safety andquality of care4
0.0270.443-Implementing CBAHI standards significantly increasesmy workload5
<0.0010.711Staff cooperation and engagement are sufficient to implement CBAHI standards6
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The results indicate that the vast majority of items demonstrated statisticallysignificant positive correlations with the total questionnaire score, withPearson r values ranging from 0.588 to 0.895, all exceeding the minimumacceptable threshold of ≥ 0.30 for internal construct validity. Item 5 (workloadincrease) yielded a negative correlation (r = -0.443, p = 0.027),
Which is methodologically expected: a high score on this item does not reflecta positive orientation toward CBAHI but rather perceived professional burden,making the negative correlation a marker of item sensitivity and discriminantfunction rather than a validity concern.

3.8.4 Reliability

Reliability was assessed using Cronbach's Alpha for internal consistency, andCalculations were performed first on the pilot sample (N = 25), then verifiedon the full sample (N = 87).

<0.0010.835CBAHI requirements are clear andunderstandable for implementation7
<0.0010.694Clinic management actively supports the implementation of CBAHI standards8

Domain 3: Barrier Items
<0.0010.855Lack of adequate training prevents proper implementation of CBAHI standards9
0.0020.588Time constraints hinder proper implementation of CBAHI standards10
<0.0010.748Shortage of resources (staff, equipment, materials) hinders implementation11
<0.0010.826Resistance to change among staff affects compliance with CBAHI standards12
0.0010.613The complexity of the accreditation process makes implementingCBAHI standardschallenging13
<0.0010.895Insufficient management support limits the ability to followCBAHI standards14
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Cronbach's Alpha , Internal Consistency

Cronbach's Alpha is the most widely used index for assessing the internalconsistency of psychometric instruments. Values between 0.70 and 0.90 areconsidered acceptable to good, while values > 0.90 indicate excellentreliability.
Table 2 Presents the Cronbach's Alpha coefficients for each domain and thefull scale across both the pilot and full samples.

All domains achieved good to excellent Cronbach's Alpha values on the pilotsample. At the full-scale level, the coefficient reached α = 0.928 on the pilotstudy and α = 0.966 on the full sample — both falling within the excellentrange. The Attitudes domain yielded an acceptable value on the pilot sample (α= 0.709), which improved notably to 0.850 on the full sample, consistent withthe expected improvement in coefficient stability as sample size increases.These results confirm strong and consistent internal reliability across alldomains of the instrument.

Full Sample (N = 87)Pilot Study (N = 25)Domain
α = 0.950 — Excellentα = 0.909 — ExcellentKnowledge
α = 0.850 — Goodα = 0.709 — AcceptableAttitudes
α = 0.953 — Excellentα = 0.897 — Very GoodBarriers
α = 0.966 — Excellentα = 0.928 — ExcellentFull Scale
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In summary, the study instrument demonstrated high levels of validity andreliability across both the pilot (N = 25) and full (N = 87) samples. Cronbach'sAlpha coefficients ranged from 0.709 to 0.966, and Spearman-Brown correctedsplit-half coefficients ranged from 0.662 to 0.941, indicating strong internalconsistency and measurement stability. Combined with confirmed content andface validity, and satisfactory item-total correlations (ranging from 0.588 to0.895), these results confirm that the questionnaire is a valid and reliableinstrument for assessing CBAHI standards knowledge, attitudes, andimplementation

3.9 Study Scope and Limitations

3.9.1 Subject BoundariesThe study is limited to examining the relationships between knowledge,attitudes, perceived barriers, and the level of implementation of CBAHIstandards among dental practitioners. It does not cover other accreditationbodies or non-dental healthcare providers.

3.9.2 Spatial BoundariesThe study covers dental practitioners working in various regions across theKingdom of Saudi Arabia .

3.9.3 Human BoundariesParticipants are restricted to licensed dental practitioners actively practicing inSaudi Arabia.
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3.9.4 Time BoundariesData collection occurred 2026 from January to March.

3.9.5 Other LimitationsOne of the primary limitations of this study is the relatively small sample size(n = 87 participants). Although this sample size was adequate for thedescriptive and preliminary exploratory purposes of the study providing initialinsights into the levels of knowledge, attitudes, perceived barriers, andimplementation of CBAHI standards,it represents only a small proportion ofthe total population of licensed dental practitioners in Saudi Arabia (estimatedat approximately 34,000 to 43,000 based on recent SCFHS and GASTATreports from 2023–2025).
Consequently, the generalizability of the findings to the broader population ofdental practitioners across the Kingdom may be limited.
The small sample size was primarily due to practical constraints, includingdifficulties in accessing a larger number of participants (e.g., limited responserates through online professional networks and time restrictions imposed bythe university’s thesis submission deadline). Despite these challenges, thecollected data provided valuable preliminary results that highlight key areas(such as specific barriers or knowledge gaps) worthy of focus in future,larger-scale studies.
Future research is recommended to replicate or expand this study using larger,more representative samples (e.g., through stratified random sampling ormulti-center collaboration) to enhance statistical power, confirm the currentfindings, and improve generalizability.
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3.10 Statistical Analysis MethodData were analyzed using SPSS (Statistical Package for the Social Sciences,latest version).
3.10.1 Descriptive statisticsFrequencies, percentages, means, standard deviations for summarizingdemographics, knowledge/attitude scores, barrier levels, and implementationscores.

3.10.2 Inferential statisticsAppropriate inferential statistical analyses were conducted to examine thestudy hypotheses. Spearman correlation coefficient was used to assess therelationships between knowledge, attitudes, barriers, and implementation (H1,H2, H4).
To evaluate differences across demographic and professional characteristics(H3), independent samples t-tests and one-way analysis of variance (ANOVA)were applied for normally distributed variables, while the Mann–Whitney Utest and Kruskal–Wallis test were used for non-normally distributed data.
Furthermore, simple and multiple linear regression analyses were performedto identify significant predictors of implementation (H5), while controlling forpotential confounding variables where applicable.The Chi-square test was used to examine associations between categoricalvariables. A p-value of less than 0.05 was considered statistically significant.The internal consistency of the study instruments was evaluated usingCronbach’s alpha coefficient, with a threshold of ≥ 0.7 indicating acceptablereliability. Construct validity was also assessed using appropriate statisticalmethodsOverall, these analytical approaches ensured a rigorous, valid, andobjective assessment of the study objectives and hypotheses.
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CHAPTER 4

RESULTS
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Introduction

This chapter presents the statistical results of the study examining dentalpractitioners' knowledge, attitudes, and perceived barriers regarding CBAHIstandards. Data were collected from 87 participants working in dental facilitiesacross Saudi Arabia. The analysis encompasses descriptive statistics, frequencydistributions, mean scores for Likert-scale items, and inferential tests(independent samples t-tests and one-way ANOVA) to explore associationsbetween participant characteristics and study variables.

Section One: Sample Characteristics

1.1 Gender Distribution

Table 3 presents the distribution of participants by gender.

The majority of participants were female (n=58, 66.7%), while maleparticipants comprised one-third of the sample (n=29, 33.3%).
This distribution reflects the predominantly female workforce composition indental professions in Saudi Arabia.

Percentage (%)Frequency (n)Gender

66.7%58Female

33.3%29Male

100%87Total
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1.2 Age Group Distribution

Table 4 presents the distribution of participants across age groups.

The largest age group was 30-39 years (n=48, 55.2%), followed by those under30 years (n=26, 29.9%). Participants aged 40-49 represented 12.6% (n=11) ofthe sample, while the oldest group (50 years and above) constituted thesmallest proportion (n=2, 2.3%).
This indicates that the sample is composed largely of relatively young to midcareer dental professionals.

1.3 Professional Category

Table 5 illustrates the distribution of participants by professional category.

Percentage (%)Frequency (n)AgeGroup

29.9%26Less than30years

55.2%4830-39years

12.6%1140-49years

2.3%250yearsandabove

100%87Total

Percentage (%)Frequency(n)ProfessionalCategory

65.5%57GeneralDentist

21.8%19DentalSpecialist

6.9%6DentalAssistant

5.7%5

AdministrativeRole

(DentalBackground)

100%87Total
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General dentists formed the majority of the sample (n=57, 65.5%), followed bydental specialists (n=19, 21.8%). Dental assistants (n=6, 6.9%) andadministrative personnel with dental backgrounds (n=5, 5.7%) representedsmaller proportions of the sample.

1.4 Years of Professional Experience

Table 6 displays the distribution of participants by years of professionalexperience.

The largest segment of participants had 5-10 years of experience (n=38,43.7%), followed by those with less than 5 years (n=30, 34.5%). Those withmore than 10 years of experience constituted 21.8% (n=19) of the sample.

1.5 Type of Dental Practice

Table 7 shows the distribution of participants by the type of dental practice setting.

Percentage (%)Frequency (n)YearsofExperience

34.5%30Lessthan5years

43.7%385-10years

21.8%19Morethan10years

100%87Total

Percentage (%)Frequency (n)PracticeType

71.3%62PrivateSector

19.5%17GovernmentSector

9.2%8Both(Private&Government)

100%87Total
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Most participants worked in the private sector (n=62, 71.3%). Governmentsector practitioners comprised 19.5% (n=17), while 9.2% (n=8) worked acrossboth sectors.

1.6 CBAHI Accreditation Status and Training

Table 8 presents data on participants' workplace accreditation status and prior CBAHI

training.

More than half of the participants (57.5%) reported working inCBAHI-accredited workplaces, while 35.6% did not.
Regarding training, 58.6% had received formal training on CBAHI standards,whereas 41.4% had not, indicating a notable training gap among a substantialproportion of dental practitioners
1.7 Role in Accreditation ActivitiesAmong participants, 46 (52.9%) served as team members in accreditationactivities, and 4 (4.6%) held a team leader or coordinator role. The remaining37 participants (42.5%) reported having no role in accreditation activities.

Percentage(%)Frequency(n)Variable

57.5%50WorkplaceAccredited:Yes

35.6%31WorkplaceAccredited:No

6.9%6

WorkplaceAccredited:Don't

Know

58.6%51

ReceivedFormalCBAHITraining:

Yes

41.4%36

ReceivedFormalCBAHITraining:

No
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Section Two: Knowledge of CBAHI StandardsThis section examines participants' self-reported knowledge of CBAHIstandards and related clinical requirements using three Likert-scale items(1=Strongly Disagree, 5=Strongly Agree). Table 7 presents the descriptivestatistics.
Table 9 presents the descriptive statistics for knowledge items.

The overall composite knowledge score was moderate (Mean=3.16, SD=1.53).The item with the highest mean was participants' knowledge that informedconsent is mandatory before any surgical procedure (Mean=3.31, SD=1.66),followed by awareness that instrument sterilization must follow CBAHIguidelines (Mean=3.17, SD=1.59).

Clarity of CBAHI standards received the lowest mean score (Mean=3.01,SD=1.56), suggesting that a notable portion of practitioners find the standardsunclear or somewhat difficult to interpret.

SDMeanKnowledgeStatement

1.563.01

CBAHIstandardsareclearand

understandable fordental

practitioners

1.593.17

Iamawarethatinstrument

sterilizationandstoragemust

followCBAHIguidelines

1.663.31

Iknowthatinformedconsentis

mandatorybeforeanysurgical

procedure

1.533.16

Overall KnowledgeComposite

Score



59

2.1 Awareness of CBAHI Accreditation RequirementParticipants were also asked whether CBAHI accreditation is required fordental clinics in Saudi Arabia.
Table 10 presents the distribution of responses.

The majority of participants (72.4%) correctly identified CBAHI accreditationas mandatory for dental clinics in Saudi Arabia. However, 21.8% wereuncertain, and 5.7% incorrectly believed accreditation to be optional,highlighting a remaining knowledge gap among more than one-quarter of thesample.
2.2 Perceived Role of CBAHI StandardsWhen asked about the role of CBAHI standards, 72 participants (82.8%)identified 'Improving healthcare quality' as the primary purpose. Tenparticipants (11.5%) selected 'None', while smaller numbers associated CBAHIwith 'Reducing staff salaries' (3.4%) or 'Increasing patient fees' (2.3%).
These findings indicate that the vast majority of practitioners hold a positiveand accurate conceptual understanding of CBAHI's core purpose.

Percentage (%)Frequency (n)Response

72.4%63Yes,it'smandatory

21.8%19Notsure

5.7%5No, it'soptional

100%87Total
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Section Three: Attitudes Toward CBAHI StandardsAttitudes were assessed through Likert-scale items on participants'perceptions of the impact of CBAHI standards on their clinical environment.
Table 11 presents descriptive statistics for attitudinal items.

Overall, attitudes toward CBAHI standards were moderate. Thehighest-scoring item was participants' agreement that CBAHI standards
improve patient safety and quality of care (Mean=3.21, SD=1.59), indicating agenerally positive orientation toward the purpose of accreditation.
Notably, the workload item also scored moderately high (Mean=3.17,SD=1.19), reflecting a perception that CBAHI implementation does add topractitioners' workload. Perceived staff cooperation (Mean=3.13) andmanagement support (Mean=3.16) were also rated at moderate levels,suggesting mixed experiences across clinical settings.

SDMeanAttitudeStatement

1.593.21

ApplyingCBAHIstandards improvespatient

safetyandqualityofcare inmyclinic

1.193.17

ImplementingCBAHIstandardssignificantly

increasesmyworkload

1.453.13

Staffcooperationandengagementare

sufficienttoimplementCBAHIstandards

successfully

1.513.16

Clinicmanagementactivelysupports the

implementationofCBAHIstandards
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Section Four: Barriers to CBAHI ImplementationParticipants rated the extent to which various factors constitute barriers toimplementing CBAHI standards on a 5-point Likert scale (1=Strongly Disagree,5=Strongly Agree).
Table 12 presents descriptive statistics for all barrier items ranked by meanscore.

Participants reported moderate to high levels of agreement across all barrieritems.

RankSDMeanBarrierStatement

1st1.483.52

Insufficientmanagementsupportlimits

abilitytofollowCBAHIstandards

2nd1.443.44

Shortageofresources (staff,equipment,

materials)

3rd1.553.36

Lackofadequatetrainingpreventsproper

implementation

3rd1.453.36

Thecomplexityof theaccreditation

process

5th1.433.33Resistancetochangeamongstaff

6th1.383.17

Timeconstraintshinderproper

implementation

6th1.193.17

ImplementingCBAHIsignificantly

increasesworkload

8th1.513.16

Clinicmanagementactivelysupports

implementation(reverse)

9th1.423.06

CBAHI requirementsareclearand

understandable forimplementation

10th1.453.13

Staffcooperationandengagementare

sufficient
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The most prominent barrier was insufficient management support(Mean=3.52, SD=1.48), suggesting that practitioners most acutely feel theabsence of leadership-level backing for CBAHI implementation.
This was closely followed by shortage of resources including staff, equipment,and materials (Mean=3.44, SD=1.44). Lack of adequate training (Mean=3.36)and complexity of the accreditation process (Mean=3.36) were ranked jointlythird.
Resistance to change among staff (Mean=3.33) was also rated as a notableobstacle. Time constraints and increased workload (bothMean=3.17) wereperceived as moderate barriers. Clarity of CBAHI requirements forimplementation received the lowest barrier score (Mean=3.06), yet remains ata moderate level, indicating room for improvement in communication anddocumentation of standards.
4.1 Recommended Measures to Enhance CBAHI ImplementationParticipants were asked (multiple-choice) to identify measures that would mosthelp their clinic implement CBAHI standards effectively.
Table 13 presents the recommended measures for enhancing CBAHIimplementation

Percentage (%)Frequency(n)RecommendedMeasure

70.1%61Staff trainingandon-sitementoring

31.0%27Simplifiedpoliciesandprocedures

20.7%18Managementsupportandincentives

5.7%5Improvedelectronicsystem
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Staff training and on-site mentoring was the overwhelmingly preferredrecommendation, selected by 70.1% of participants (n=61). Simplification ofpolicies and procedures was the second most endorsed measure (31.0%,n=27), followed by enhanced management support and incentives (20.7%,n=18). Improved electronic systems were suggested by a smaller proportion(5.7%, n=5). These findings align strongly with the barrier analysis, confirmingthat training deficits and administrative complexity are the primary concernsamong dental practitioners.

Section Five: Inferential Statistical AnalysisThis section presents the results of inferential analyses examining associationsbetween demographic and professional characteristics and participants'knowledge, attitudes, and barriers related to CBAHI standards. Independentsamples t-tests and one-way ANOVA were conducted .
5.1 Gender Differences in Knowledge and AttitudesAn independent samples t-test was conducted to examine whether significantdifferences existed between male and female participants in their knowledgeand attitude scores.
Table 14 presents independent Samples t-Test results by gender(p<0.05)

p-valuet-value

Female

Mean

MaleMeanVariable

0.7000.3872.973.10ClarityofCBAHIstandards

0.2011.2892.983.52Sterilizationawareness

0.2751.0983.163.62

Informedconsent

knowledge

*

0.0452.0352.973.69

Attitude:CBAHI improves

patientsafety*
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The analysis revealed no statistically significant gender differences inknowledge items . However, a statistically significant difference was found inthe attitudinal item regarding whether CBAHI standards improve patientsafety and quality of care (t=2.035, p=0.045). Male participants demonstrateda higher mean score (Mean=3.69) compared to females (Mean=2.97),indicating that male practitioners held a more positive attitude toward theimpact of CBAHI accreditation on care quality than their female counterparts.
5.2 Effect of Training on AttitudesAn independent samples t-test was conducted to compare attitude scoresbetween participants who had received formal CBAHI training and those whohad not.
Table 15 presents independent Samples t-Test results by trainiNg status.

A statistically significant difference was found in attitudinal response regardingwhether CBAHI standards improve patient safety (t=-2.170, p=0.033). Notably,participants who had not received training reported a more positive attitude(Mean=3.72) than those who had received training (Mean=2.86).

p-valuet-value

Not

Trained

Mean

TrainedMeanVariable

0.8450.1963.062.98ClarityofCBAHIstandards

0.2901.065-3.363.04Sterilizationawareness

0.3730.895

-

3.503.18Informedconsentknowledge

*

0.0332.170

-

3.722.86

Attitude:CBAHI improvespatient

safety
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This counterintuitive finding may suggest that formal exposure to thecomplexities and challenges of CBAHI implementation leads practitioners todevelop a more nuanced or even critical view of its practical impact on quality
of care. It may also reflect the experience of administrative burden thataccompanies accreditation work. No significant differences were found forknowledge items , suggesting that formal training has not yet translated intosignificantly differentiated self-reported knowledge.

5.3 Inferential Statistical Analyses and Hypothesis Testing

A series of inferential tests were conducted , Pearson correlation, one-wayANOVA with post-hoc analysis, independent samples t-test, and multiple linearregression to test the five sub-hypotheses.
H1: Relationship Between Knowledge and Attitudes

H1: There is a statistically significant relationship between dental practitioners'knowledge of CBAHI standards and their attitudes toward implementing these.standards
Table 16 Pearson Correlation — Knowledge and Attitudes

Decisionp-valuer²rCorrelation
Supported ✓<0.0010.7310.855Knowledge ↔Attitudes
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A strong, statistically significant positive correlation (r = 0.855, p>0.001) wasfound between knowledge and attitude scores. The coefficient of determination(r² = 0.731) indicates that 73.1% of the variance in attitudes is attributable toknowledge levels , a large effect size by Cohen (1988) standards. H1 is fullysupported.
H2: Effect of Professional Experience on Knowledge

H2: There is a statistically significant relationship between years ofprofessional experience and the level of knowledge of CBAHI standards.
Table 17 Effect of Professional Experience on Composite Knowledge Score

A significant main effect of experience on knowledge (F(2, 84) = 10.160,p>0.001) was found. Post-hoc comparisons confirmed that practitioners with >5 years' experience scored significantly lower than both the 5–10 years group(t = −3.914, p> 0.001) and the >10 years group (t = −3.684, p> 0.001), whileno significant difference emerged between the two more experienced groups (t= −0.486, p = 0.629). This suggests a threshold effect around the 5-year mark.A Pearson correlation confirmed a moderate positive association (r = 0.400, p> 0.001). H2 is fully supported.

p-valueF(2,84)SDMeanN
1.462.2430>5years

> *** 0.00110.1601.363.59385–10years

1.333.7719>10years



67

H3: Effect of Job Position on AttitudesH3: There is a statistically significant relationship between job position anddental practitioners' attitudes toward the implementation of CBAHI standards.
Table 18 Effect of Job Position on Composite Attitude Score (ns = notsignificant)

No statistically significant difference in attitudes was found across professionalcategories (F(3, 83) = 0.690, p = 0.561). Although Dental Specialists showed amarginally higher mean (3.51), the difference was not significant. H3 is notsupported, indicating that attitudes toward CBAHI are relatively homogeneousregardless of professional role.
H4: Barriers and Their Relationship to Implementation

H4: There is a statistically significant relationship between perceived barriersand the implementation of CBAHI standards in dental clinics.

p-valueF(3,83)SDMeanNProfessionalCategory
1.323.0357General Dentist

0.561 (ns)0.6901.453.5119Dental Specialist
1.202.926Dental Assistant
1.323.255AdministrativeRole
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Table 19. Pearson Correlations — Individual Barriers vs. Knowledge–AttitudeComposite Score

Contrary to the hypothesised negative direction, all barrier sub-scalescorrelated positively with the knowledge–attitude composite (composite r =0.860, p0.001< ). This counterintuitive finding is best interpreted throughinformed awareness: practitioners with greater knowledge and more positiveattitudes are also more capable of identifying and articulating implementationbarriers. H4 is partially supported — statistically significant but in the oppositedirection to that hypothesised, warranting a nuanced interpretation.

Directionp-valuerBarrier
Positive<0.0010.857Insufficient management support
Positive<0.0010.804Shortage of resources
Positive<0.0010.802Lack of adequate training
Positive<0.0010.788Complexity of accreditation process
Positive<0.0010.775Resistance to change among staff
Positive<0.0010.736Time constraints
Positive<0.0010.860Composite Barrier Score
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H5: Effect of Training on Implementation

H5: Increasing awareness and training programmes is associated withimproved implementation of CBAHI standards.
Table 20 Independent Samples t-Test ,Formal Training Status vs. Knowledge–Attitude Composite

No significant difference was found between trained and untrainedparticipants (t = −1.040, p = 0.301). Untrained practitioners marginallyoutscored trained ones (M = 3.33 vs. 3.02), possibly reflecting a 'complexitybias' effect whereby formal training exposes practitioners to regulatorynuances that temper their confidence. This does not imply training isineffective in principle, but suggests that current programme content anddelivery require substantial revision. H5 is not statistically supported.
Multiple Linear Regression Analysis

Study Question 5: What are the best interventions to improve awareness andcompliance with CBAHI standards?

ptSDMeanNGroup
1.663.0251Formally Trained

0.301 (ns)1.040−0.843.3336Not Formally Trained
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Two regression models were constructed to identify the strongest predictors of(1) attitudes toward CBAHI and (2) perceived barriers to implementation.
Model 1: Predictors of Attitudes Toward CBAHI Implementation.

Table 21 Presents Multiple Linear Regression

Predictors of Composite Attitude Score (R² = 0.749; Adjusted R² = 0.737;F(4,82) = 61.155, p> 0.001) (N = 87)
The model was statistically significant (F(4, 82) = 61.155, p&lt; 0.001, R² =0.749), accounting for 74.9% of the variance in attitudes. Knowledge was thesole significant predictor (B = 0.710, p> 0.001), each one-unit increase inknowledge corresponded to a 0.710-unit increase in attitude scores.Experience, training status, and gender were non-significant, suggesting theirinfluence on attitudes is largely mediated through the knowledge pathway.

ptβ (Std.)SEBPredictorVariable
** 0.0033.094—0.2370.734Constant
>0.00113.4210.8100.0530.710Knowledge
0.228 ns1.2140.0760.1120.136ProfessionalExperience
0.103 ns1.650−0.099−0.1520.250−Training Status
0.377 ns0.8870.0500.1630.145Gender
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Model 2: Predictors of Perceived Barriers

Table 22 Multiple Linear Regression

— Predictors of Composite Barrier Score (R² = 0.786; Adjusted R² = 0.775;F(4,82) = 75.198, p> 0.001) (N = 87)
The model explained 78.6% of the variance in perceived barriers (R² = 0.786).Attitudes were the sole significant predictor (B = 0.801, p> 0.001):practitioners with stronger attitudes — whether positive or engaged —reported perceiving barriers more acutely. Knowledge, experience, andtraining status were non-significant when attitudes were controlled.
Together, the two models suggest a sequential pathway: knowledge shapesattitudes, which in turn determine how practitioners perceive implementationbarriers. Interventions should therefore prioritise knowledge enhancement asthe foundational step.

ptβ (Std.)SEBPredictor Variable
0.0152.475—0.2330.575Constant
0.388 ns0.8680.0870.0880.076Knowledge
** 0.0017.8510.7970.1020.801Attitudes
0.689 ns0.4020.0230.1020.041Professional Experience
0.592 ns0.538−0.030−0.1420.076−Training Status
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Summary of Key FindingsThe findings of this study reveal several important patterns regarding dentalpractitioners' engagement with CBAHI standards in Saudi Arabia:
1. The sample was predominantly composed of young-to-mid-career femalegeneral dentists working in the private sector, with slightly more than halfreporting CBAHI-accredited workplaces.
2. Knowledge of CBAHI standards was at a moderate level overall (compositeMean=3.16), with awareness of mandatory accreditation being reasonably high(72.4%) but with a notable proportion uncertain or misinformed.
3. Attitudes toward CBAHI were moderately positive, with the majorityrecognizing its role in improving healthcare quality. However, workloadconcerns and mixed perceptions of management support emerged as relevantattitudinal challenges.
4. The most significant barriers to implementation were insufficientmanagement support (Mean=3.52), resource shortage (Mean=3.44), trainingdeficits and process complexity (both Mean=3.36), and staff resistance(Mean=3.33).
5. Staff training and on-site mentoring was the recommendation endorsed bythe largest proportion of participants (70.1%), underscoring training as themost critical need.
6. Inferential analyses revealed that male practitioners held significantly morepositive attitudes toward CBAHI's impact on care quality (p=0.045), and thatprofessional experience significantly predicted knowledge scores (F=10.160,p>0.001). Interestingly, participants without formal training reported slightlymore positive attitudes toward CBAHI's impact than trained counterparts(p=0.033), a finding that merits further qualitative exploration.
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Recommendations

Based on the findings of this study, the following recommendations areproposed to address the identified gaps in knowledge, attitudes, and barriersamong dental practitioners regarding CBAHI accreditation standards. Theserecommendations are directed at healthcare policymakers, clinic managers,professional associations, and education providers.

1. Strengthen Structured Training Programmes

Study evidence: Although 58.6% of participants reported receiving formaltraining, no significant improvement in knowledge or attitudes was detectedamong the trained group. This highlights a critical gap between trainingexposure and actual learning outcomes.
It is strongly recommended that CBAHI, in collaboration with the Saudi DentalSociety and healthcare institutions, redesign existing training curricula to bemore practical, case-based, and outcome-oriented.Training should transition from lecture-based delivery to hands-on simulationworkshops, mentoring sessions within accredited clinics, and standardizedcompetency assessments. Additionally, mandatory refresher courses tied tolicense renewal cycles should be established to ensure continuous professionaldevelopment.
The significant gap in knowledge observed among practitioners with fewerthan 5 years of experience (M = 2.24 vs M = 3.77 for senior practitioners)underscores the particular need for structured onboarding training forearly-career dental staff.



74

2. Enhance Management Support and Leadership CommitmentStudy evidence: Insufficient management support was identified as thehighest-ranked barrier to CBAHI implementation (M = 3.52), and attitudeswere the strongest predictor of perceived barriers in the regression model (B =0.801, p<0.001).
Healthcare facility management must take an active and visible role insupporting CBAHI accreditation efforts. This includes allocating dedicated timeand staffing resources for accreditation activities, incorporating CBAHIcompliance indicators into institutional performance evaluations, and providingfinancial or non-financial incentives to staff who actively participate inaccreditation processes.
Clinic directors and department heads should receive leadership trainingspecifically focused on quality management and accreditation facilitation.Creating a culture of quality where management visibly champions CBAHIstandards —is essential for shifting practitioners' attitudes fromcompliance-as-burden to compliance as commitment.

3. Address Resource Shortages Through Institutional Planning.Study evidence: Shortage of resources (staff, equipment, and materials) wasthe second most frequently cited barrier (M = 3.44), endorsed by a substantialproportion of participants.
Healthcare institutions and the Ministry of Health should conduct systematicresource gap assessments across dental facilities to identify staffing deficits,equipment shortfalls, and material supply limitations that directly impedeCBAHI implementation.
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Budget allocations for accreditation-related expenditures should be formalisedwithin annual institutional planning cycles. For smaller private clinics, thegovernment could consider establishing shared-resource pools or subsidisedaccreditation support packages to lower the financial barriers to entry forCBAHI compliance.

4. Simplify and Communicate CBAHI Standards ClearlyStudy evidence: Only 72.4% of participants correctly identified CBAHIaccreditation as mandatory, and clarity of CBAHI standards received one of thelowest knowledge item scores (M = 3.01). A significant proportion (21.8%)remained uncertain about the mandatory nature of accreditation.
CBAHI should invest in developing simplified, practitioner-friendly versions ofits accreditation standards including visual guides, quick-reference checklists,and annotated flowcharts that are accessible via both print and digitalchannels.
Targeted awareness campaigns through the Saudi Dental Society, professionalconferences, and social media platforms should be launched to correctmisconceptions about the optional versus mandatory status of accreditation.Clear, jargon-free documentation of standards, translated into operationallyactionable steps, will significantly reduce the perceived complexity of theaccreditation process (currently rated M = 3.36) and improve practitioners'readiness for compliance.
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5. Implement Continuous Knowledge-Building InitiativesStudy evidence: Professional experience was a significant predictor ofknowledge (H2 supported: F = 10.160, p<0.001), and knowledge was thestrongest predictor of positive attitudes (H1 supported: r = 0.855, p<0.001, B= 0.710 in regression). This creates a clear knowledge-to-attitude pathway.
Given the strong and statistically significant pathway from knowledge toattitudes, and from attitudes to implementation engagement, investment inknowledge-building will yield cascading benefits across the entireimplementation chain.
Specific recommendations include: integrating CBAHI standards intoundergraduate dental curricula and postgraduate residency programmes;establishing a national e-learning platform for CBAHI self-study accessible toall licensed dental practitioners; developing peer-learning communities withindental institutions where experienced practitioners mentor junior colleagues;and conducting annual national surveys to monitor knowledge trends over timeand adapt educational strategies accordingly.

6. Address Staff Resistance Through Change ManagementStudy evidence: Resistance to change among staff was rated as a notablebarrier (M = 3.33), and staff cooperation was perceived as insufficient by ameaningful proportion of respondents.
Healthcare facilities should adopt evidence-based change managementstrategies to reduce staff resistance to CBAHI implementation.
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This includes involving frontline dental staff in accreditation planningcommittees to foster a sense of ownership; communicating the directpatient-care benefits of accreditation in team meetings; recognising andcelebrating compliance milestones; and appointing CBAHI champions withineach department who serve as internal advocates and resources.Organisational psychology-informed interventions — such as brief motivationalworkshops and team building activities centred around quality improvementcan effectively shift resistant attitudes toward more constructive engagement.

7. Develop Gender-Sensitive and Role-Specific StrategiesStudy evidence: Male practitioners demonstrated significantly more positiveattitudes toward CBAHI's impact on care quality (t = 2.035, p = 0.045), whilejob position alone did not significantly predict attitudes (H3 not supported, p =0.561).
The finding that male practitioners held more positive attitudes warrantsfurther qualitative investigation to understand the underlying drivers. In themeantime, it is recommended that engagement strategies for female dentalpractitioners — who constitute 66.7% of the sample — be tailored to addressspecific concerns related to workload, work-life balance implications ofaccreditation demands, and perceived lack of institutional support. Since jobposition did not significantly predict attitudes, role-specific interventions areless prioritized than individual-level and institutional-level factors in shapingCBAHI compliance behavior.
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Appendix A: Questionnaire

Title:Assessment of Knowledge, Attitudes, and Barriers Related to theImplementation of CBAHI Standards among Dental Practitioners in SaudiArabia
Introduction:This questionnaire aims to assess knowledge, attitudes, andbarriers related to the implementation of CBAHI standards among dentalpractitioners in Saudi Arabia.
Participation is voluntary, and all responses will be kept confidential and usedfor research purposes only. The questionnaire takes approximately 5–7 minutesto complete.
By proceeding, you indicate your consent to participate in this study.
Thank you for your time and cooperation.

Section A: Demographic Information

1. Gender
- Male
- Female
2. Age Group

- Less than 30 years
- 30–39 years
- 40–49 years
- 50 years and above
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3. Job Title / Professional Category

- Dental Assistant
- General Dentist
- Dental Specialist
- Administrative Role (Dental Background)
4. Years of Professional Experience

- Less than 5 years
- 5–10 years
- More than 10 years
5. Type of Dental Practice

- Government sector
- Private sector
- Both
6. Is your current workplace accredited by CBAHI?

- Yes
- No
- I don’t know
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7. Have you received any formal training on CBAHI standards?

- Yes
- No
8. What is/was your role in accreditation activities?

- Team member
- Team leader / Coordinator
- None

Section B: Knowledge of CBAHI Standards

Scale: 1 = Strongly Disagree | 2 = Disagree | 3 = Neutral | 4 = Agree | 5 =Strongly Agree
9. CBAHI standards are clear and understandable for dental

practitioners

5 4 3 2 1
10. I am aware that instrument sterilization and storage must

follow CBAHI guidelines

5 4 3 2 1
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11. I know that informed consent is mandatory before any surgical

procedure

5 4 3 2 1
12. Is CBAHI accreditation required for dental clinics in Saudi

Arabia?

- Yes, it is mandatory
- No, it is optional
- Not sure
13. The role of CBAHI standards includes:

- Improving healthcare quality
- Reducing staff salaries
- Increasing patient fees
- None

Section C: Attitudes toward CBAHI Standards

14. Applying CBAHI standards improves patient safety and quality

of care in my clinic

5 4 3 2 1
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15. Implementing CBAHI standards significantly increases my

workload

5 4 3 2 1
16. Staff cooperation and engagement are sufficient to successfully

implement CBAHI standards

5 4 3 2 1
17. CBAHI requirements are clear and understandable for

implementation

5 4 3 2 1
18. Clinic management actively supports and facilitates the

implementation of CBAHI standards

5 4 3 2 1

Section D: Barriers / Challenges

19. Lack of adequate training prevents proper implementation of

CBAHI standards

5 4 3 2 1
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20. Time constraints hinder proper implementation of CBAHI

standards

5 4 3 2 1

21. Shortage of resources hinders implementation

5 4 3 2 1
22. Resistance to change among staff affects compliance

5 4 3 2 1
23. Complexity of accreditation makes implementation challenging

5 4 3 2 1

24. Insufficient management support limits implementation

5 4 3 2 1

Section E: Suggested Improvements

25. Which measures would help your clinic implement CBAHI

standards more effectively?
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- ☐ Staff training and mentoring
- ☐ Simplified policies
- ☐Management support
- ☐ Improved electronic systems
- ☐ Other: __________
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نشوأديمةعماج

ةرادلإاةيلك

ةيحصلاةرادلإاريتسجام

ىلعت اقوعملاوتاهاجتلااوةفرعملارثأ

دامت علايدوعسلازكرملاريياعمقيبطت

ىدل( CBAHI )ةيحصلاتآشنملا

ةيبرع لاةكلمملايفنانسلأابطيسرامم

ةيدوعسلا

ةبلاطلادادعا

:

دمحاحلاصدمحم

251002213 :يعماجلامقرلا

فارشإ

:

ديمحلادبعلصيفلا.د

د

.

دارجزياف



89

صخلملا

ريياعمهاجتقئاوعل اكاردإوتاهاجتلااوةفرعملاىوتس ممييقتىلإةساردلاهذهتفده

ةكلممل ايفةينسلاةياعرلايسراممنيب( CBAHI( ةيحصلاتاسسؤمللينطولادامتعلاا

.ةيدوعسلاةيبرعلا
يموكحلانيعا طقلايفنيلماعلانيينسلانيسرام ملاعيمجنمةساردلاعمتجمنوكت

ةبسنبيئاصحلإاليلح تللةحلاصتانابتساعاجرتساوةيئ اوشعةنيعرايتخامتدقو،صاخلاو

.ةيلاعةباجتسا
هاجتتاهاجتلااك لذكو،طسوتمريياعملابةفرعملاى وتسمنأليلحتلاجئاتنترهظأ

ةقلاعدوجوةسار ةعفترمىلإةطسوت

.
دلاتحضوأامك مقئاوعدوجوعم،ةطسوتماهقيبطت

.تاهاجتلاابىوقلأائبنتم لايهةفرعملانأنيبتثيح،تاها جتلااوةفرعملانيبةيوقةيباجيإ

ريياعمبةفرعملاىوتسمىل عاًيونعمواًيباجيإرثؤتةينهمل اةربخلاتاونسنأجئاتنلاترهظأ

،تاهاجتلااوأ ةفرعملانيسحتيفاًيونعماًريثأ تيمسرلابيردتلارهظيملامنيب، CBAHI.
ةيبيردتلاجماربلاهذهةقيرطوىو تحمةعجارملةجاحلاىلإريشيامم

يرادلإامعدلازيزعت و،ةيلمعرثكأنوكتلبيردتلاجمار بميمصتةداعإبةساردلايصوت

اهجمدو،اهبلصاو تلاةقيرطنيسحتوريياعملاطيسبت و،دراوملاصقنةجلاعمو،يدايقلاو

ةرادإتايجيتارتس اقيبطتىلإةفاضلإاب،نانسلأاب طتايلكيفةيساردلاجهانملانمض

قئاوعلاةجلاعموةف رعملاىوتسمعفرلرارقلاعنصتاي لمعيفنيسرامملاكارشإورييغتلا

.ربكأةيلاعفبةيمازللإا CBAHI ريياعمقيبطتهجاوتيتلا

،ةينسلاةياعرلاوسرام م،قئاوعلا،تاهاجتلاا،ةفرعملا، CBAHI ريياعم:ةيحاتفملاتاملكلا
ةيدوعسلا

.
ةيبرعلاةكلمملا،يحصلادامتعلاا
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