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ABSTRACT

This research paper looks at the perceived significance and influence of healthcare
quality standards on the outcome and societal gains of individuals within the
framework of the developing health sector of Saudi Arabia. The study applied a
sequential explanatory mixed-methods design, with a quantitative survey of 362
healthcare professionals and 359 healthcare consumers being incorporated into the
study alongside profound qualitative interviewing. These results show that there was a
significant agreement on the intrinsic value of standards, and most professionals were
tightly connected with better patient safety (86.5% agreement) and greater professional
confidence, and the consumer showed a high level of trust (90.3%) in a system with
strict standards. Nevertheless, the research reveals severe implementation pitfalls, such
as a high degree of bureaucracy (71.3% of professionals reported the lack of
decoupling of documentation and real care) and a severe lack of equity between the
positive efficacy of the implementation in the private and public sectors. One
important discovery is the empirical paradox of the awareness-valuation, which implies
that consumers most significantly value accreditation in spite of low formal
consciousness, and the trust is supplied by the systemic authority and experience. The
research paper finds that although quality standards are an important institution to
foster trust in society and preventive care in Saudi Arabia, their potential will be fully
used only when resource gaps are eliminated, bureaucracy decreases, and there is a fair
distribution of them throughout the health system.

Keywords: Healthcare Quality Standards; Saudi Arabia; Accreditation; Patient Safety;
Implementation Equity.
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1. INTRODUCTION

Quality, as a value that the healthcare sector seeks, is a global requirement that does not
rely on geographic or developmental boundaries to establish the moral and practical
basis of a successful health sector [1]. In essence, the Institute of Medicine views
healthcare quality as the extent to which health services result in the targeted health
outcomes and are in line with the existing professional knowledge. To bring this quest
to reality, systematic quality standards such as clinical guidelines, safety measures, and
accreditation models have been universally implemented as invaluable instruments [2].
Such systems as those published by the Joint Commission International (JCI) or
national agencies attempt to normalize care and reduce unnecessary variation, and
instill the culture of never-ending improvement [3]. The pursuit of quality in the
Kingdom of Saudi Arabia is not an administrative goal only, but one of the core
elements of the ambitious reform agenda of the Vision 2030 that specifically stipulates
the improvement of the efficiency, quality, and accessibility of healthcare services [4].
The Saudi Central Board of Accreditation of Healthcare Institutions (CBAHI) is the
national custodian of this mission, with the requirement of adhering to a broad range
of standards to protect the health of the population [5].

Nevertheless, the debate on healthcare standards tends to polarize into two
different but connected spaces, namely the personal and the social. On the personal
level, the effect is one-to-one. To the patient, theorized standards have been
hypothesized to lead to safer, more effective, and more respectful care, directly
influencing morbidity, mortality, and experience of illness [6]. To the healthcare
professional, the frameworks boast of giving them a concise roadmap to practice,
boosting clinical confidence, minimizing error, and even job satisfaction by providing
a supportive and systemized workplace [7]. On the other hand, on the societal level,
the role of quality standards is extended to the area of public goods. They have been
postulated as the means of achieving social confidence in the health system, attaining
fair access to a minimum of care, creating economic stability by eliminating expensive
medical errors, and providing dependable data to national health planning and policy
development [8]. Simply, it is observed that strong quality infrastructure is a
cornerstone of a strong, sustainable, and reliable health system that is responsive to the
greater common good [9].

Although these individual and societal advantages are declared as important, the
combined achievement of these benefits does not happen automatically. There have
been high knowledge gaps, especially in the special environment of Saudi Arabia. To
start with, empirical studies on the same are sparse and thus are able to capture both
sides of the coin, i.e., the providers who adopt these standards and the consumers who
are the ultimate beneficiaries [11]. The research tends to concentrate on a certain group
individually and not in the whole picture. Second, although much of the international
literature is devoted to clinical outcomes and accreditation, little emphasis is laid on its
perceived social value, which is not tangible but which is nonetheless a crucial construct
in society, its economic and governance consequences [12]. Third, the particular issues
and enablers of introducing globalized quality models to the Saudi socio-cultural and
administrative setting, which is marked by a significant presence of the state sector, the
emergence of the developing private sector, and the dynamic nature of the health
environment, are underresearched. There is a risk of bureaucratic overload, which is
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why the possible lack of connection between policy-based standardization and practical
clinical reality needs to be urgently examined [13].

Consequently, the proposed research will focus on filling these gaps, which will
consequently answer the following central research question: How do healthcare quality
standards relate in terms of their significance and influence both on the individual and
societal good in the Saudi Arabian health sector? In this regard, the research takes the
mixed-methods approach by incorporating the views of both healthcare professionals
and consumers. It aims at achieving three distinct goals: (1) To understand how the
healthcare professionals feel about the implementation, individual-level effects, and
difficulties related to quality standards; (2) To understand how the healthcare
consumers feel about the quality standards, their perception, and linkage to their care
outcomes; and (3) To generalize the two to explain the wider role of quality standards
in establishing trust, equity, and effective management of health in Saudi Arabia.

These interrelated dimensions help this study to go beyond a mere audit of
compliance. It establishes quality standards as a significant social organization in the
transformation process in Saudi Arabia. The results are supposed to furnish the policy-
makers at CBAHI, the Ministry of Health, and hospital administrators with evidence-
based information on how to improve the implementation strategies, address the gaps
between the policy intention and the real picture, and eventually make sure that the
national accreditation movement yields concrete and reasonable returns to all
individuals and to the Saudi society as a whole.

3. METHODOLOGY

The research design adopted in the present study was a sequential explanatory mixed-
methods research design to thoroughly examine the perception, effects and social
implications of the healthcare quality standards in the Kingdom of Saudi Arabia. This
two step method combined both the quantitative data in breadth and generalizability
with the qualitative data in depth and contextual insight to give a unified analysis of the
research problem. The research was done between Nov 2024-Nov 2025 and approved
by the Institutional Review Board (IRB) of UNIVERSITY NAME ADD. Any
activity conducted in the studies using human subjects conformed to the ethical
guidelines of the institutional and/or national research committee and the 1964
Helsinki declaration and its subsequent amendments or similar ethical guidelines.

3.1. Study Design and Setting

An explanatory design was selected in a sequential way, with Phase 1 including a cross-
sectional survey of healthcare consumers and professionals, and Phase 2 including in-
depth, semi-structured interviews of a purposely selected subset of survey respondents
and key stakeholders. The research was established in the Saudi Arabian public and
private health care systems, and the tertiary and secondary care hospitals within the
three major regions, namely, the Riyadh Province, the Makkah Province (including
Jeddah), and the Eastern Province. The choice of these locations was to obtain diversity
of socio-demographics and infrastructures, and different degrees of urbanization.
3.2. Population and Sampling of the Study

The target population was further stratified into two discrete cohorts:
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Healthcare Professionals: This consisted of physicians, nurses, hospital
administrators, and quality officers who were directly involved in the implementation
or monitoring of clinical and non-clinical quality standards (e.g., Saudi Central Board
for Accreditation of Healthcare Institutions - CBAHI standards, or examples of
international standards such as JCI).

Healthcare Consumers: Adult patients and caregivers (18 and older) who had
previously used inpatient or outpatient services in the last 12 months.

In Phase 1 (Quantitative), the multi-stage sampling approach was adopted. The
Saudi Ministry of Health was the source of a stratified random sample based on the
lists of licensed healthcare facilities. Professional participants were selected in selected
facilities through internal communication channels, and the consumers were sampled
in waiting areas. The sample size was determined with the Raosoft software program
at a 95 percent level with a 5 percent margin of error; the population estimates were
conservative, thus resulting in a target of 384 completed surveys per cohort (N=768).
The survey was given to 460 in each cohort, where the non-response rate was expected
to be 20.

In Phase 2 (Qualitative), purposive sampling was used to pick information cases
that were rich in the quantitative cohort. Out of the surveyed respondents, 25-30 (12-
15) respondents of each order had been selected according to the extreme responses
or representative responses to important survey constructs. The snowball method was
also applied in order to name and invite 5-7 key informants on the policy level working
as the body of the Saudi Health Council, CBAHI, and the Quality Directorate in the
Ministry of Health.

3.3. Data Collection Instruments and Procedures.

3.3.1. Phase 1: Quantitative Survey

Questionnaires were formulated into two parallel and structured forms that belonged
to each cohort. The instruments were drafted on the extensive literature review and
gained on the validated instruments, such as the ServQual framework and the Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS). To achieve
conceptual equivalence and cultural appropriateness, a standardized forward-
translation, back-translation process was done to translate the questionnaires into
Arabic by an independent bilingual expert.

Professional Questionnaire: The questionnaire consisted of five sections: (1)
Demographics (profession, experience, region); (2) knowledge and training of quality
standards; (3) perception of Implementation (a 5-point Likert scale ranging between
Strongly Disagree and Strongly Agree); (4) perceived influence on individual practice
(patient safety, job satisfaction); (5) perceived influence on societal outcomes (public
trust, systemic efficiency).

Consumer Questionnaire: The questionnaire was divided into four parts: (1)
Demographics; (2) History of Healthcare utilization; (3) Perception of Quality
Received (5-point Likert scale); (4) Awareness and Valuation of Quality Standards (e.g,,
importance of accreditation status in facility selection).

To examine the clarity, reliability, and internal consistency, a pilot study was
carried out on 30 participants from each of the cohorts (not a part of the main study).
All scaled sections had a better alpha value of Cronbach's over the acceptable value of
0.78. The information was gathered through the internet using an online safe and
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anonymous system (e.g, SurveyMonkey 2) and, where required, through printed
questionnaires.

3.3.2. Phase 2: Qualitative Interviews

The semi-structured interview guides were designed differently, i.e., separately between
the professionals, consumers, and the policy makers, to delve into the emergent themes
of the quantitative data. Professional probes used as examples were, “Give me a
scenario where compliance with a certain standard of quality directly influenced a
patient outcome? To consumers: What is your definition of quality in your healthcare,
and what do you think the official regulations are doing to secure quality? To
policymakers: What do you think would be the main social gains and drawbacks of the
national implementation of mandatory accreditation? The interviews, which took
between 45 and 60 minutes, were conducted in Arabic or English, as per the choice of
the participant, tape-recorded with their written permission, and they were arranged in
a confidential environment or through encrypted video conferencing,

3.4. Data Analysis

The Statistical Package of the Social Sciences (SPSS) version 28.0 was used to analyze
quantitative data of Phase 1. The demographic variables and core perceptions were
summarized using descriptive statistics (frequencies, percentages, means, and standard
deviations). Independent samples t-tests and Analysis of Variance (ANOVA) were used
to compare the mean scores across demographic groups (e.g., profession, region).
Pearson used the correlation of variables and multiple linear regression analyses as a
tool to test the relationships between variables (including the correlation of perceived
implementation strength and perceived societal trust).

Thematically, qualitative data in Phase 2 were analyzed and examined through
the six-phase framework of Braun and Clarke. Transcription and translation of
interviews were done verbatim and into English to be analyzed using the same method
and language by a bilingual researcher. NVivo 12 software was used to code transcripts
inductively to extract initial codes, which were subsequently collated into potential
themes. These themes were checked, altered, and clarified to make sure that they
depicted the data correctly. The quantitative results were explained, contextualized, and
elaborated using the qualitative results, satisfying the explanatory objective of the
mixed-method design.

4. RESULTS

This is a mixed-methods research, which offers a holistic discussion of the perceived
role and effects of healthcare quality standards in the Kingdom of Saudi Arabia, both
at the individual and societal levels. The sequential explanatory design provided rich
and triangulated information on 362 healthcare professionals and 359 healthcare
consumers, and was enhanced by detailed information from key policy makers. The
conglomerate results demonstrate a complicated topography where formal quality
frameworks are identified as the key to safety and trust, and their application and
relationships are controlled by professional role, resource distribution, and social
consciousness.

4.1. Representativeness and Characteristics of the sample



Cultura. International Journal of Philosophy of Culture and Axiology  22(2s)/2025

The research had excellent response rates, as 721 participants were involved in the
quantitative part of the research and gave full data (Table 1). Physicians (30.9%), nurses
(43.6%), and administrators or quality officers (25.4) made up the professional cohort,
and all essential stakeholders regarding the implementation of standards were included.
Most of them (67.7) were employed in the public Ministry of Health institutions, and
the rest were in the private sector. The group of consumers was also demographically
varied, as the gender balance was almost equal, and the groups by age and education
level were also represented, including 28.4% with secondary education or less.
Geographically, the participants were recruited in Riyadh, Makkah, and the Eastern
provinces to include the major population and healthcare hubs. The sample would be
a strong base to analyze the perceptions within the Saudi context of the healthcare
ecosystem.

Table 1: Demographic and Professional Characteristics of Study Participants

Healthcare Healthcare
Characteristic Category Professionals Consumers
(n=362) (n=359)
Gender Male 204 (56.4%) 172 (47.9%)
Female 158 (43.6%) 187 (52.1%)
Age Group 18-30 years 48 (13.3%) 89 (24.8%)
31-45 years 221 (61.0%) 187 (52.1%)
46-60 years 93 (25.7%) 83 (23.1%)
Region Riyadh Province 152 (42.0%)) 148 (41.2%)
Makkah Province 125 (34.5%) 122 (34.0%)
Eastern Province 85 (23.5%) 89 (24.8%)
ggfssmal Physician 112 (30.9%) -
(Professionals only) | Nurse 158 (43.6%) —
g ooy -
Ezfsﬁence of | 25 years 87 (24.0%) -
(Professionals only) | 5-15 years 195 (53.9%) —
>15 years 80 (22.1%) -
;ﬁg;ﬁry;e Public / MOH 245 (67.7%) 231 (64.3%)
Private 117 (32.3%) 128 (35.7%)
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Consumer o

Education Ievel Secondary or less — 102 (28.4%)

(Consumers only) | Bachelot’s degree | — 187 (52.1%)
Postgraduate degree |— 70 (19.5%)

4.2. The Professional View: Reality of Implementation and Effect on an
Individual

The rate of formal exposure to quality standards was high, 78.2% of healthcare
professionals stated that they have been trained, and most of them were taught about
the guidelines of the Saudi Central Board for Accreditation of Healthcare Institutions
(CBAHI) (Mean=4.12, SD=0.89). The adequacy of such training in application was,
however, rated with a considerably lower score (Mean=3.45), which shows a disparity
between theoretical skills and practical abilities. Attitudes towards the implementation
were subtle and showed structural gaps. Although two-thirds (62.4%) of professionals
said that standards were part of everyday operations, a vocal majority (71.3%) also said
that documentation as required by the accreditation process is usually discontinuous
with real care, indicating a troubling lack of connection between administrative
compliance and clinical practice.

The implication on individual practice was too dualistic, as shown in Table 2. In
positive relation, standards were positively related to by professionals, with a vast
majority of professionals concurring with the statements that better patient safety
(86.5% agree, Mean=4.33) and better professional confidence (82.0% agree,
Mean=4.18). These were found to be the most significant predictors of job satisfaction
by regression analysis (=.381 and=.294, =.001). This was summarized by a qualitative
testimony by a nurse (Table 3); when I adhere to the infection control protocol to the
letter, I leave my home knowing that I did not harm anyone. That is a deep inner
gratification” (HP-41). This was, on the other hand, balanced by the overwhelming
burden of bureaucratic work and 75.7% admitted to having more work to do
(Mean=4.05), which again was a negative predictor of job satisfaction (-.187, p=.001).
A summary that was compressed by a surgeon made this tension sharp: *The surgical
time out checklist is life-saving... but 15 forms to fill out the checklist to administer a
simple medication is distracting, is a distraction instead of a benefit (HP-12).

Table 2: Perceptions of Quality Standards Implementation and Impact on Individual-
Level Outcomes
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% ANOVA / Post-hoc
Construct / Survey Item Mean (SD) | Agree/Stro | Significance
ngly Agree | (p<0.05)

A. Knowledge & Training

F(2,359)=6.21,

1. I have received formal p=.002. Admins

training on CBAHI or 4.12 (0.89) |78.2% (4.45) > Physicians

equivalent standards. (4.10) > Nurses
(3.95)

2. The training was sufficient

) N 3.45(1.12) | 54.1%
for practical application.

B. Perception of
Implementation

F(2,359)=8.74,
p<.001. Private
(3.92) > Public
(3.55)

3. Quality standards are fully

0
integrated into daily workflows. 308 (1.05) | 62.4%

4. Documentation for
accreditation is often separate | 3.95 (0.98) | 71.3%
from actual care.

5. Resources (time, staff,
equipment) are adequate for 3.02(1.21) |38.7%

implementation.

C. Impact on Individual
Practice

6. Adherence to standards has
improved my patient safety 4.33 (0.76) |86.5%

outcomes.

7. Standards have increased my

[0
administrative burden. 4.050.91) \75.7%

8. Following standards gives me

0
greater professional confidence. 418 (0.82) | 82.0%

9. The quality framework
improves inter-departmental 3.89 (0.95) |68.8%

communication.

D. Regression Analysis: Standardize

‘ . . R -val -val
Predictors of Job Satisfaction’ |da fvalue prvatue
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(Dependent Variable: Job

Satisfaction Score)

Model R? = 412, F(4, 357) =

Burden

62.33, p <.001

PerFe1ved Improvement in 0.381 612 <001
Patient Safety

Professional Confidence 0.294 5.44 <.001
Adequacy of Resources 0.225 4.01 <.001
Increased Administrative 0187 345 001

A key observation was that there was a difference in the perception of implementation
across sectors. The integration of the standards into the workflow was found to be
much stronger in professionals in private facilities than in those in the public sector
(Mean=3.92 vs. 3.55, p<.001). This has been directly mentioned in the interviews as a
result of the allocation of resources. The quality offered by administrators of a private
hospital was a market differentiator and 61.3% of all professionals rated it as
inadequate, but the same group noted that chronic issues of staffing and equipment
were an issue that needed improvement in the public sector.

Table 3: Thematic Analysis of Qualitative Interviews: The Mechanistic Link Between
Standards, Individual Care, and Societal Benefit

distraction.”* (HP-12, Surgeon)

Overarchi Iustrative Quotation Context &
Sub-theme .. .
ng Theme (Participant 1D) Interpretation
*“The checklist for surgical Standards create
1. The . s : .
Double timeout is life-saving. We once crucial safety nets but
caught a wrong-sided X-ray can devolve into
Edged a) Structure vs. . .
because of it. But the 15 forms | bureaucratic tasks that
Sword of | Bureaucracy . :
. for a simple med disengage
Standardiz . } . ¢
ation administration... it’s a professionals from

COfre care.

b) Uniformity
vs. Contextual

Flexibility

“CBAHI standards are excellent, but
applying the same nurse-patient ratio
gutdeline in Riyadh and a remote
village in the South is unrealistic
without massive investment.” (KP-03,

Policymaker)

Highlights the tension
between national
uniformity and local
resource constraints, a
key implementation
challenge.
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2. The Negative experiences
Individual’ 2) The “After my father’s medication error, I | dtive consumers to
s Journey: Informed now only ask for CBAHI-accredited | seek accreditation as a
From Consumer hospitals. If’s my only tangible measure | proxy for trust,
Anxiety to of safety.” (HC-22, Caregiver) validating its societal
Assurance value.
b) The “When I follow the infection control | Connects procedural
Professional’s protocol perfectly, 1 don’t just tick a adherence to deep
Moral bos. 1 go home knowing I harmed no | professional ethics
Satisfaction one. That is a profound personal and individual job
satisfaction.” (HP-41, Nurse) meaning,
3. The “Widespread accreditation is not just . :
P / Positions qualit
Societal abont care. It’s about national way
. . .. standards as
Fabric: 2) Trust as a reputation. 1t tells citizens and foundational to
Building Public Good excpatriates that the system is reliable, national health
Trust and which attracts talent and security and economic
Economic investment.” (KP-05, Health develoymmt
Rationale Councﬂ) p ’
A diabetic fo.oz‘ anmputation prevented Articulates the long-
by a standardized clinic pathway saves .
b) The ) O term societal return
. a life, a family’s livelihood, and .
Preventative S on investment from
Dividend millions in lifelong care costs for the preventative
state. That's the real societal standardize d’ care
ROL” (HP-08, Endocrinologist) '

4.3. The Consumer Approach: High Value with Moderate Recognition

It was found in the consumer data that there was a decisive gap in the area of awareness
and valuation, which were core to the interpretation of the role of standards in society.
According to Table 4, only 41.2% of the respondents were familiar with hospital
accreditation organizations such as CBAHI, and only 24.5% of them knew how to
determine the status of a given facility. Education level was positively related to
awareness (r=.312, p<.001), which is an indicator of an information gap that
disproportionately impacts less-educated segments of the population.

Table 4: Consumer Awareness, Valuation, and Perceived Outcomes of Healthcare
Quality Standards
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Survey Item / Theme

Mean (SD)

% Agree/
Strongly
Agree

Correlation & Key
Subgroup
Differences

A. Awareness & Active
Valuation

1. I am aware that hospitals
in KSA can be accredited
(e.g,, CBAHI).

3.01 (1.32)

41.2%

Pos. cort. with
education level
(t=.312, p<.001)

2. 1 know how to find out a
hospital’s accreditation
status.

2.45 (1.28)

24.5%

3. A hospital’s accreditation
status is important to me
when choosing care.

4.15 (0.94)

79.4%

Higher among
postgrads (4.52) vs.
secondary (3.80),
p=.003

B. Perceived Quality of
Received Care

4. My care was safe and free
from errors.

4.20 (0.88)

83.0%

5. Clinical staff clearly
communicated with me.

3.85 (1.10)

67.1%

6. The hospital environment
was clean and organized.

4.32 (0.85)

88.3%

7.1 felt respected and my
privacy was maintained.

4.05 (1.02)

76.0%

C. Association with
Standards & Societal Trust

8. I believe my care was
better because of
government quality rules.

3.78 (1.05)

65.5%

9. Knowing all hospitals
follow strict standards would
increase my trust in the
system.

4.40 (0.79)

90.3%

No significant
demographic

variations.

D. Choice Behavior (Direct
Question)

Response

%
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If two equally convenient
hospitals differed only in Accredited o
accreditation (one accredited, one | Hospital 17 88.3%
not), which would you choose?
No Difference o
/ Don’t Know 42 HL7%
Non-
Accredited 0 0%
Hospital

With this low level of awareness, a vast majority of consumers, 79.4% indicated that
the accreditation status of a hospital was a significant factor in selecting care, and it
became even more important with consumers who had postgraduate education. This
estimation directly translated into articulated actions: 88.3 per cent of them stated that
they would prefer to go to an accredited facility and remain in it as compared to non-
accredited ones in the event that all other factors were held constant. More importantly,
consumers who rated accreditation highly rated their own received care as a much
higher level (t=4.21, p<.001). This paradox was explained by the qualitative interviews:
in many cases, valuation was based on negative personal experiences or professional
recommendations (rather than on the formal campaign of awareness). One of the
caregivers added that since my father made a mistake with medication, I only request
CBAHI-accredited hospitals. And it is my sole physical gauge of security (HC-22).
Standards, therefore, are an important experience-based heuristic in the healthcare
system.

On the perceived outcomes, consumers rated highly on tangible factors of care,
which may be affected by standards, including hospital cleanliness (Mean=4.32) and
safety (Mean=4.20). A large majority (65.5) of them felt that the care they got was
improved due to the quality regulations by the government. Most notably, 90.3% of
these felt that their level of trust in the entire health industry would go up by knowing
that all hospitals have stringent national standards, which did not indicate any
difference in demographics, indicating that it cuts across the board as an expectation
of the entire society.

4.4. The Social Compromise: Establishing Trust, Equity, and Systemic
Effectiveness

The combination of quantitative and qualitative data explains the diverse social
position of quality standards, summarised in Table 5. On the macro level, standards
are also the basis of creating public trust, of which consumers and policymakers
illustrated as a systemic guarantee. This trust is a public good that minimizes the fear
that society has about each other and the information asymmetry. One policymaker has
directly associated this with national development: “Broad accreditation is concerned
with national image. It conveys to the citizens and expatriates that the system is
trustworthy, which brings talent and investment (KP-05).

Moreover, the research yields a preventative dividend that has extensive
implications for society. Professionals explained the use of standardized avenues that
can be used to handle chronic diseases to avoid unnecessary expenses. A type of
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endocrinologist described a diabetic foot amputation as preventing saving a life, a
family, and millions of lifelong care costs to the state (HP-08). This is because quality
standards are not a cost centre, but rather a long-term investment in national health
and economic productivity.

Table 5: Key Quantitative Correlations and Qualitative Explanations for Societal

Impact

Ouantitative
Finding (From
Sarveys)

,

Correlaticsn
Sgatiztical Test

Oualitatre
Elaboratios
(From Interviews)

Synthesized Interpretation

(2 5% agree].

educaticn lewal
[e=_2%98).

important when
personal medical
Enowledge 1= lows

Figh Fositively ) meE-ESLDﬂ:ElE ) W Toemrel
. correlated wwith | descobed specific = .
professional i . - Impact: Standards prowide
. Professiornal nEar-1riss .. .
perception that c : tad a cognitive and practical
statndasrds=s N iﬂ_ sanes SCeL = m_Er_. = safety framework, directly
E : (r=_502, bv protocols (e i . . -
wnprove patient * < N N enhancing individzal care
R =001 and Job | surgical timeout, . .
safety . . . ; guality and professional
- - —4.33 Satizfaction medicatior - N
L A (A=.3817. racofnciliation].
Cofisumers and
aals polcrmakers hlezo-Level
_— correlatiosn whith | framed troast as a Impact: Standards
11'._1g5t i :_ = persornal svshemic function as & trsst-
. experience "guarantee" ox Fenerating institotion,
svsbemn writh r= 1BT Tt Yo Fatr g draci - et
Lt = erde e=. B =Rt zafety niet, raeducing societal anxiets
Sheaet = strong with ezpecially about healthcare variability

and information
asyoumetre

Sigraficant gap
betrasty
awrareness of
acoreditation
(41.2%%) and =
wahzatior 11

Cotisumers wiho
wahzad
acoreditation
had significantly
higher percerved
care guality

scorves (8=4. 21,

"zloation™ often
stemimned foomm
adwice frowmn a
trusted dactor or
a prics negative
experience, ot
fromn direct

Behawvioral Impact: Actore
wraluation is experience or
adwice-driven, suggesting
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Nonetheless, another significant problem of this social advantage discovered in
the research is the threat of a two-layered system. The large implementation gap
between the private and public sectors due to disparities in resources is a threat to the
fair implementation of quality as a universal right. One of the policy makers cautioned
of the lack of flexibility of the same application, saying, “It is impractical to impose
the same nurse-patient ratio policy in Riyadh and a village in the northern region of
the country without colossal investment (KP-03). Otherwise, quality risk will turn into
a market good that will be made available, in large part, by the private sector, which will
discredit the social contract of high-quality and universal care.

Lastly, the information shows a role in society that has not been fully explored:
it is the possibility of evidence-based governance. It was stressed by policymakers that
the standardized data collection, which is required by accreditation, produces a single
nationwide dataset on which to compare performance, detect regional differences, and
base strategic health policy and budgeting. This makes quality standards more of a
facility-level audit instrument, rather than the backbone of intelligent system-wide
health planning,

To sum up, the findings indicate that the healthcare quality standards are viewed
as a significant issue in the Saudi situation, both at the personal and social levels. To
the individuals, they offer a guideline to safer treatment and professional integrity,
which is subject to bureaucratic expenses. To society, they form an important
institution in developing trust, economic efficiency, and the development of the
system. The main issue, however, is not the worth of the standards themselves, but the
equitable and resource-based implementation of the standards in the whole health
system to meet the promise of all the members of Saudi society.
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DISCUSSION

The proposed study aimed to examine the perceived value and role of the standards
of healthcare quality on individuals and society in the context of the rapidly changing
healthcare sector of Saudi Arabia. The results lead to the fact that the principle of
standardization is substantially consensus-based validated, and at the same time, they
demonstrate significant tensions in the practice. Our findings are consistent with and
deviate from the world literature and provide new information, particularly to the Gulf
Cooperation Council (GCC) and Saudi socio-cultural context [14].

5.1. Global Evidence: The Universal Value of Standards

The main positive result we have reached, the fact that the quality standards are closely
related to the level of patient safety (86.5% of respondents agreed), and individual
professional confidence, which agrees with a solid international literature. North
American and European studies have been consistent in claiming that accreditation
systems such as the Joint Commission are associated with fewer adverse event rates
and better clinical procedure reliability [15]. The mean score of 4.33/5 in this domain
is high, which proves that the Saudi professionals find these international advantages
in their local practice. Moreover, the data about consumers is a resounding success with
the results of health services research globally: the desire of the masses to have
systemic safety nets. The 90.3% of the Saudi consumers who associated stringent
requirements with heightened systemic confidence is a worldwide pattern in which
accreditation is becoming an outward-facing indicator of quality to reduce information
asymmetry between patients and complex health schemes [10].

5.2. Divergence and Nuance: Saudi and GCC Situation

Although the acceptance of standards is obvious, our results reveal specifics of
situations. The sectoral difference in the implementation perception is especially
alarming (Stark: 3.92 vs. Public: 3.55), and it is a critical negative indicator that there is
a challenge that may be more pronounced in Saudi Arabia than in most Western
systems [17]. This can be explained by the fact that the Kingdom has a divided health
sector, with the private sector driven by a logic of competitive market, and quality
serving as a brand differentiator, and the enormous size of the public sector struggling
to meet quality requirements and accessibility of resources due to universal coverage
requirements. This observation builds on the study by [18], who observed that Saudi
healthcare has access inequalities, into the arena of quality, indicating that quality equity
1s an emerging horizon of health policy.

The other new contribution is the consumer awareness- valuation paradox.
Accreditation is only known to 41.2 percent of consumers, but it is the feature that
79.4 percent found very important [19]. This indicates that formal regulatory
institutions (top-down institutions) have high levels of trust in the Saudi society,
without explicit public knowledge. This is unlike in some Western settings, where the
informed patient choice leads to demand for quality data. In this instance, the value
appears to be based upon a social concern to a red-tape authority and post-hoc
learning, as qualitative data indicated, but not proactive consumerism. This has a direct
bearing on Saudi health communication strategies [20].

5.3. The Bureaucratic Burden: An International Puzzle Enhanced
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The bureaucratic decoupling is prevalent and the most important negative fit to the
global literature. The results that 71.3 percent of the professionals thought that
documentation was not always in line with actual care are very high and out of
proportion with certain developed systems [21]. The transformative nature of
standards is subverted by this checkbox culture, as it transforms them into not a clinical
exercise but an administrative one. This workload is mentioned by 75.7 % of
professionals as a primary cause of burnout and an obstacle to actual quality
enhancement. It confirms the fears in the GCC that the quality models imported need
to be adjusted attentively to the local workflow to prevent disengagement [22].

5.4. Novel Societal Calculus: Trust, Economy, and Governance

The main novelty of our research is in the explicit quantification and qualification of
the calculus of quality standards in society as applied in a Saudi setting. We go out of
clinical results ourselves to quantify their contribution as a trust-creating public good
(90.3% consumer agreement) [23]. This trust is not just a health outcome in a country
where the ambitious reforms of Vision 2030 are being actively pursued, but one of the
pillars of social stability and economic diversification, which draws foreign talent and
investment. This is unique as the qualitative data derived by the policymakers who
directly associate accreditation with national reputation [24]. More so, we state the
preventative economic dividend. Although cost-benefit analysis of accreditation is
performed in other countries, we present it in the context of the Saudi Arabian
problem of an increasing burden of chronic diseases [25]. Professional discourse,
which causalized the practice of diabetes care as saving long-term states through
preventing amputation, is a strong, culturally appealing rationale of why quality
spending is better treated as an investment, rather than an expense [26].

Lastly, we point out the role of standards that are not well discussed in
facilitating data-driven health governance. To a country that is undertaking to create a
unifying digital health architecture, the standardized data required by CBAHI is the
currency that the nation can use to benchmark itself, manage its performance, and plan
strategically at the macro-level, which is frequently ignored in facility-centered research
[27].

5.5. Implications of the study

The findings address our fundamental aim of showing the multi-level significance, but
disclose that the intentions of smooth execution are not fulfilled. There is about 70-90
percent positive, and 60-70 % negative on the benefits of the standards, and the
implementation of the standards has been found to have critical shortfalls, especially
in terms of resources and bureaucratic overload [28]. The implications are simple to
Saudi policymakers: (1) Bridge the equity gap through a strategic allocation of resources
to the implementation of public sector; (2) Reframe standards in terms of a compliance
exercise and turn them into patient safety stories that people can easily relate to; (3)
Launch public awareness campaigns that would make discussions about standards
more relatable and patient focused.

CONCLUSION

In this research, it is concluded that the standards of healthcare quality are essential in
Saudi Arabia as they achieve their purpose of improving the results of individuals or
society. To individuals, standards enhance safety and professional assurance at the
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expense of bureaucracy. To society, they serve as a highly important institution in the
generation of trust among people and the facilitation of preventive, cost-effective care.
The most important observation is the existence of a big implementation gap between
the private and the public sector, which poses a threat to fair access to quality. The main
scientific input is the empirical showing, unique to the Gulf context, that the societal
value of standards is contingent on the fair distribution of resources and integrated
systemic consideration, rather than adherence to regulations.
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