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Abstract

Background Children with disabilities worldwide experience disparities in oral health. Parents and children 

encounter challenges in accessing quality dental care. Similar challenges are experienced in Saudi Arabia. This study 

aimed to explore the barriers and facilitators of oral healthcare for children with disabilities in Saudi Arabia.

Methods This was an ethnographic study. The sample size was 25 participants, comprising of 12 pediatric dentists 

and 13 parents of children with disabilities. Data were collected through in-depth interviews, employing a topic 

guide. A pre-defined analytical framework was developed from the study objectives and framework analysis used to 

analyse data.

Results The study identified significant barriers and facilitators to oral healthcare for children with disabilities. Barriers 

included long travel distances, inadequate clinic facilities, a shortage of specialist pediatric dentists, inefficiencies in 

referral systems, and financial constraints. Other challenges were related to physical barriers in clinics, cultural norms, 

and socioeconomic inequalities. Facilitators, though fewer, included personal connections, specialized disability 

friendly clinics, and the Priority Card Program, albeit with limited effectiveness. Suggestions for improvement 

highlighted the need for better training for dental professionals, enhanced clinic accessibility, and greater financial 

support for families.

Conclusion Accessibility of dental care for children with disabilities in Saudi Arabia remains a significant challenge 

due to systemic barriers and individual-level obstacles. The study underscores the need for policy reforms, enhanced 

professional training, and the improvement of physical and financial accessibility to dental services. Addressing these 

issues through comprehensive educational programs and targeted interventions is essential for reducing oral health 

disparities and improving care for children with disabilities.
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Background

The United Nations Children’s International Emergency 

Fund (UNICEF) estimates the number of children with 

disabilities worldwide is approximately 240  million [1]. 

In the Kingdom of Saudi Arabia (KSA), individuals with 

disabilities account for 5.1% of the population, total-

ling 1,349,585 people, according to the 2022 Population 

and Housing Census [2]. This population includes those 

with mobility impairments (304,787 individuals), visual 

impairments (181,728 individuals), hearing impairments 

(84,025 individuals), intellectual disabilities (327,431 

individuals), self-care challenges (157,977 individuals), 

and other physical disabilities (293,637 individuals) [2]. 

This diverse range of disabilities highlights the impor-

tance of understanding and addressing the specific 

healthcare needs of this population, particularly in the 

context of oral health.

Children with disabilities often face significant dispari-

ties in health outcomes compared to their non-disabled 

peers [3, 4]. These disparities extend to oral health, where 

children with disabilities experience a higher prevalence 

of dental issues like tooth decay, gingivitis, and severe 

periodontal disease [5–7]. Previous research emphasizes 

that individuals with disabilities, particularly those with 

intellectual disabilities, exhibit a greater prevalence and 

severity of periodontal disease compared to the general 

population [8]. While the prevalence of dental caries in 

children with intellectual disabilities is similar to that 

of the general population [7, 9], their oral health dete-

riorates more rapidly as they transition into adulthood. 

Studies indicate that adults with intellectual disabilities 

have more missing teeth, untreated dental decay, and 

fewer dental restorations compared to the general popu-

lation [8, 10].

Moreover, individuals with disabilities, including chil-

dren, have more complex oral healthcare needs com-

pared to those without disabilities [11]. Research on the 

clinical oral health condition of children with disabili-

ties reveals significant oral healthcare needs compared 

to the general population [12, 13]. These disparities are 

attributed to various risk factors, such as the need for 

assistance in basic oral hygiene tasks, communication 

barriers, behavioural issues, higher prevalence of poor 

nutrition, and challenges in accessing quality oral health-

care [14, 15].

Global research on oral healthcare accessibility for 

children with disabilities highlights substantial barriers 

which exacerbate existing oral health disparities [16–21]. 

One primary obstacle is the lack of reasonable adjust-

ments for children with disabilities, such as accessible 

dental facilities [16]. Transportation difficulties create 

further challenges [16, 20]. Communication barriers also 

create challenges, especially for individuals with sensory 

impairments or communication disorders, particularly 

when the practitioner has little experience in adjusting 

the communication environment [17]. Financial con-

straints pose challenges, because treatment costs for 

individuals with disabilities are typically higher due to the 

need for specialized care [18, 21]. Negative past experi-

ences or fear associated with dental visits can be a barrier 

to seeking regular dental care [21]. A lack of awareness 

among dental professionals about the specific needs of 

patients with disabilities can lead to inadequate care and 

create barriers to accessing essential dental services [18, 

19, 21].

In KSA, the Saudi government has introduced various 

health policies to improve healthcare access for individu-

als with disabilities. Programs like the Priority Card aim 

to reduce waiting times through electronic registration 

[22]. Additionally, the King Salman Center for Disability 

Research’s Access Program fosters inclusivity in health-

care facilities and public spaces, adhering to international 

accessibility standards [22].

Despite these efforts, challenges remain. Research in 

KSA identifies key barriers to oral healthcare for chil-

dren with disabilities, including difficulties in finding 

appropriate clinics [23–26]. Other barriers include den-

tists’ reluctance to treat children with special needs [24, 

26], inadequate provision of oral health advice [24], the 

cost-prohibitive nature of dental care [24–26], difficulties 

with transportation [27], geographically distant dental 

clinics [27], fear of the dentist, and child uncooperative-

ness [25, 26]. These cross-sectional studies in KSA pro-

vide valuable insights, but because of their design, fail 

to explore reasons why these barriers occur. In contrast, 

qualitative studies offer a deeper understanding of the 

lived experiences, perspectives, and socio-cultural con-

texts surrounding oral healthcare access for this popula-

tion. As such, qualitative research designs can therefore 

contribute to the development of targeted interventions 

and policies aimed at improving oral healthcare for chil-

dren with disabilities. The present study aimed to explore 

the perceptions of dental professionals and parents about 

oral healthcare for children with disabilities in KSA.

Materials and methods

Study design

This study was about exploring experiences in a partic-

ular cultural context and therefore uses ethnography as 

the methodology to address the research aim. The main 

question for the study was: How do dental professionals 

and parents view barriers and facilitators of oral health-

care for children with disabilities in KSA?

The objectives were to: (i) Explore dental professionals’ 

perceptions of the barriers and facilitators in providing 

oral healthcare to children with disabilities, (ii) Investi-

gate parents’ experiences in accessing oral healthcare for 

children with disabilities, (iii) Identify cultural, social, and 
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systemic factors that influence access to and the quality 

of oral healthcare for children with disabilities and (iv) 

Provide evidence-based recommendations to improve 

dental care practices and policies.

Ethics

Ethical approval for this study was obtained from the 

Institutional Review Board of King Saud University 

(Ref. No. 23/0475/IRB). To ensure participant anonym-

ity, pseudonyms were assigned and identifiable charac-

teristics modified. During the interviews, the researcher 

restated the study aim and invited participants to ask 

questions before signing a consent form. Participants 

were also informed that they had the option to voluntarily 

decide their participation in the study, withdraw up to two 

weeks after interview, and choose not to answer particular 

questions.

Study context

This research was conducted in Riyadh Province, the cap-

ital city of KSA. Study participants were recruited from 

hospitals and disability centres. These locations were 

selected for their known high patient volume and special-

ized services for children with disabilities. The recruit-

ment process aimed to ensure a diverse representation of 

experiences across various healthcare settings. To main-

tain confidentiality, place names were not identified.

Sampling strategy and recruiting

In this study, two sampling methods were employed: pur-

posive sampling and snowball sampling for participant 

recruitment. Purposive sampling involved recruiting 

self-selecting pediatric dentists and parents of children 

with disabilities. The researchers asked the initial par-

ticipants to suggest others interested in participating, 

forming a snowball sample. Parents were approached 

through the head of the disability centers who facili-

tated introductions to interested parties, while pediatric 

dentists were directly approached at their workplaces 

by the researchers (MW or AJ) to invite their participa-

tion. The researchers gave them a brief overview of the 

study, gathered their contact information for interview 

scheduling, and then provided them with an informa-

tion sheet, a topic guide to aid in interview preparation, 

and a consent form before the interview. The informa-

tion sheet provided to participants included details about 

the study’s objectives, the voluntary nature of participa-

tion, confidentiality measures, and contact information 

for further inquiries or concerns. Two weeks later, the 

researcher contacted potential participants and asked if 

they would consent to an interview. The concept of infor-

mation power guided sample size [28]. This meant that 

an iterative approach was taken to data collection, with 

interviews continuing until no new themes or insights 

emerged from the data, at which point it was determined 

that enough data had been collected. Following theoreti-

cal guidance, the research team discussed the content 

of the data at intervals during collection and reached a 

collective decision as to when to halt recruitment of par-

ticipants [29]. This study was part of a broader project 

focusing on oral healthcare for children with disabili-

ties, involving 12 dentists, 13 parents, and 5 policymak-

ers. The current study specifically explored access to oral 

healthcare from the perspectives of parents and dentists, 

using a sample of 25 participants (12 dentists and 13 par-

ents). This sample size was considered sufficient to cap-

ture diverse perspectives and provide a comprehensive 

understanding of the oral healthcare experiences of par-

ents of children with disabilities and the perspectives of 

dentists treating this particular group.

Study participants

Participants in the study included a total of 25 individu-

als, including 12 pediatric dentists, and 13 parents of 

children with disabilities. The characteristics of these 

participants (anonymized) are detailed in Table 1.

Data collection methods

Data was gathered through semi-structured interviews 

conducted either in-person or via Zoom, depending on 

participants’ preferences for the method they felt most 

convenient. Parents showed a preference for virtual 

interviews, while dentists preferred face-to-face inter-

action at their workplace. The meeting link was sent to 

parents approximately one week before the session, 

with a reminder email sent one day before. The primary 

language of the interviews was Arabic, although par-

ticipants had the option to also speak in English. Data 

collection took place from July 2023 to January 2024, by 

two researchers (MW and AJ), both dental professionals 

experienced in qualitative research.

Before initiating the interviews, participants were 

reminded of the study’s aims. They were informed about 

the voluntary nature of their participation and their right 

to withdraw from the study without consequences if they 

felt uncomfortable with the topics being discussed. Par-

ticipants were also informed about the expected duration 

of the interview, which was estimated to be between 45 

and 90 min. They were informed that the session would 

be recorded using an audio-recorder, and the interviewer 

would take notes during and after the interview. They 

were assured of anonymity. Subsequently, the interviews 

ranged in duration from 30 to 45  min. All interviews 

were digitally recorded and transcribed verbatim by the 

researchers.

Interview guides were developed in collaboration with 

research team members and were informed by frame-

works of access to healthcare and key studies on barriers 
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and facilitators to healthcare services for children with 

disabilities [16–21, 30, 31]. Separate guides were tai-

lored for pediatric dentists and parents of children with 

disabilities. Despite the differences in target groups, the 

questions were intentionally designed to elicit similar 

information from various perspectives. Each guide com-

prised open-ended questions aimed at exploring diverse 

views on oral healthcare accessibility, challenges, and 

experiences with dental services. For detailed informa-

tion on the interview guides, see Supplementary file 1.

Data analysis

Framework analysis is a robust method for organizing, 

synthesizing, and presenting qualitative data [32]. The 

analytical framework was guided by themes or categories 

that mirror the study’s objectives, ensuring the analysis 

is closely aligned with the research questions. This is a 

deductive approach. Analysis includes five stages: famil-

iarization, identifying a coding framework, coding, chart-

ing, mapping and interpretation, this was conducted 

iteratively [32]. Two researchers (MW, AJ) employed ver-

ification techniques by checking the analysis against the 

original data and then comparing it against the accounts 

of other participants and existing theoretical evidence. 

The analysis therefore moved between deductive and 

inductive approaches.

Initially, the primary researcher, a native Arabic speaker, 

transcribed, redacted, and translated the interviews into 

Table 1 Participant characteristics

Pediatric Dentists (DR)

Participant Age range Sex Specialist description

DR1 30–35 Female Consultant in Pediatric dentistry

DR2 25–30 Female Pediatric Dentist - First Deputy / Clinical Doctorate in Pediatric Dentistry

DR3 30–35 Male Pediatric Dentist with recent completion of the Saudi Board in Pediatric Dentistry

DR4 30–35 Male Pediatric Dentist with recent completion of the Saudi Board in Pediatric Dentistry

DR5 25–30 Female Pediatric dentist

DR6 30–35 Female Pediatric dentist / Assistant consultant

DR7 30–35 Male Pediatric dentist / Assistant professor / DClinDent Pediatric Dentistry, MPaed 

Dent (RCSEd)

DR8 25–30 Male Pediatric Dentist - First Deputy / Clinical Doctorate in Pediatric Dentistry

DR9 30–35 Female Consultant in Pediatric dentistry

DR10 30–35 Male Consultant in Pediatric dentistry

DR11 45–55 Female Consultant in Pediatric dentistry

DR12 45–55 Male Consultant in Pediatric dentistry

Parents of Children with Disabilities (P)

Participant Parent Age of Children Sex of Children Type of 

Disability

P1 Mother 9 years Girl Physical disability

P2 Mother 17 years Boy Fragile X Syn-

drome / Autism

P3 Mother 10 years Boy Fragile X Syn-

drome / Autism

P4 Mother 12 years Boy Intellectual dis-

ability (Moderate)

P5 Mother 15 years Girl Intellectual dis-

ability (Mild)

P6 Mother 17 years Boy Intellectual dis-

ability (Moder-

ate), and Epilepsy

P7 Mother 9 years Boy Down syndrome

P8 Mother 11 years Girl Autism, and 

physical disability

P9 Mother 7 years Boy Autism

P10 Father 6 years Boy Down syndrome

P11 Mother 7 years Girl Intellectual dis-

ability (Mild), and 

physical disability

P12 Mother 9 years Girl Intellectual dis-

ability (Moderate)

P13 Mother 5 years Girl Autism
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English. A second researcher, also a native Arabic speaker 

proficient in English, independently reviewed the tran-

scripts. This dual-verification process ensured accuracy 

by comparing the translations and resolving discrepan-

cies through discussion. Afterwards, familiarization with 

the data occurred by reviewing transcriptions to gain a 

comprehensive understanding of participants’ percep-

tions. Following familiarization, the coding framework 

identification stage was undertaken. During this stage, 

emerging themes and concepts were identified through 

detailed discussions among the research team. As part of 

the coding framework identification process, a codebook 

was developed to ensure consistency and transparency in 

coding the data. The codebook defined each theme and 

associated codes with clear examples from the data. It 

served as a guiding tool for subsequent stages of indexing 

and charting. An example of the codebook is provided in 

Table 2.

Once the thematic framework was established, the data 

was systematically indexed, ensuring that each piece of 

information was appropriately assigned to the relevant 

themes within the framework. This rigorous process of 

indexing facilitated the organization and categorization 

of the extensive dataset. Following indexing, the indexed 

data was summarized and synthesized into coherent 

representations using Microsoft Office Excel as the plat-

form for analysis. Subsequently, the stage of mapping 

was followed, where analysis and interpretation of the 

data occurred within the context of the thematic frame-

work. Connections, contradictions, and nuances within 

the dataset were explored, leading to deeper insights into 

the underlying meanings and implications of the data. 

Finally, interpretation was undertaken, where conclu-

sions were drawn, and insights generated based on the 

analysis. Throughout these phases, the research team 

engaged in frequent discussions to resolve any disagree-

ments. Also, an iterative analytical process was engaged, 

with the approach continually revisited and refined in 

light of new insights and developments. The thorough-

ness, validity, and reliability of the findings were ensured 

by this iterative nature of the analysis. O’Brien’s [33] guid-

ance on how to present qualitative research is applied in 

this manuscript, as applicable.

Quality indicators

To ensure the credibility of the data analysis, the study 

employed several strategies, including an audit trail, tri-

angulation, and member-checking, as commonly recom-

mended in qualitative research methodology [34, 35]. 

An audit trail was diligently maintained to document the 

researchers’ decision-making process, along with the col-

lection and analysis of data. This documentation served 

as a transparent record of the research steps, facilitat-

ing scrutiny of the researchers’ methods. Various forms 

of triangulation, such as analyst and sources triangula-

tion, were then utilized to enhance the trustworthiness 

of the findings. Analyst triangulation engaged multiple 

researchers in analyzing and reviewing the data, offer-

ing diverse perspectives to the analysis [35]. The study 

also gathered insights from a range of sources, including 

parents, and pediatric dentists, reinforcing the solidity 

of the analysis. Finally, random member-checking was 

undertaken to validate the accuracy and completeness of 

the researchers’ interpretations and the study’s findings, 

following guidelines from Lincoln and Guba (1985) [34]. 

Through these strategies, the study aimed to enhance the 

quality and trustworthiness of the data analysis, provid-

ing a solid foundation for the conclusions.

Results

The analysis revealed several themes concerning oral 

healthcare accessibility for children with disabilities, each 

encompassing both barriers and facilitators. An overview 

of these themes is presented in Table 3.

Table 2 Codebook example: professional skills and training in 

dental care

Theme Code Definition Example from 

Data

Professional 

Skills and 

Training

(This theme 

refers to the 

level of skills, 

training, and 

personal abil-

ities of dental 

professionals, 

impacting 

the quality of 

care they can 

provide to 

children with 

disabilities)

Lack of 

Confidence

Dental profes-

sionals expressing 

uncertainty or 

discomfort in 

treating children 

with disabilities

“A pediatric dentist 

declined to treat 

my son solely 

because he’s autis-

tic…” (P9)

Insufficient 

Training

Inadequate 

training provided 

during dental 

education, par-

ticularly in deal-

ing with complex 

cases involving 

disabilities

“During a visit, 

the staff seemed 

uncomfortable 

handling my son’s 

special needs…” 

(P6)

Interpersonal 

Skills

Challenges in 

effectively com-

municating with 

parents and chil-

dren with special 

needs.

“Parents with 

children who have 

health issues can 

be sensitive. Choos-

ing the right words 

and approach is 

essential to avoid 

adding to their 

distress.” (Dr 3)

Positive 

Engagement

Dentists exhibit-

ing effective in-

terpersonal skills, 

leading to better 

experiences for 

the children.

“During one visit, 

the doctor used 

engaging distrac-

tions, making 

the experience 

enjoyable for my 

child.” (P7)
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Theme 1: facility and service accessibility

This theme explores the physical and systemic barriers 

that families face in accessing oral healthcare for chil-

dren with disabilities, including long travel distances, 

inadequate facilities, and a shortage of specialist dentists. 

For many families, navigating the dental care system for 

children with disabilities involves long trips from remote 

areas to urban centres, where specialized care is more 

readily available.

“We often see that syndromes and disabilities in 

patients come from families in remote areas… They 

must travel to urban centres like Riyadh for treat-

ment due to a lack of necessary services in their local 

regions” (Dr 2).

For further details of participants, see Table 1.

Upon reaching urban centres, families encounter addi-

tional challenges. Most primary care clinics lack the 

necessary equipment for children with disabilities, often 

resulting in referrals to larger hospitals, which delay care.

“Not all clinics are equipped to assist children with 

disabilities; many are not qualified. Consequently, 

they are referred to larger hospitals, which takes a 

long time” (Dr 6).

The shortage of specialist pediatric dentists further exac-

erbates accessibility issues.

“Specialist pediatric dentists are scarce in primary 

care clinics and private practices, being mostly con-

centrated in larger hospitals” (Dr 6).

Moreover, a decline in the number of pediatric dentists’ 

limits access to specialized dental care, creating addi-

tional barriers for families seeking timely treatment for 

their children with disabilities.

“There is a decline in pediatric dentists even in gov-

ernment and private hospitals, and the ratio of pedi-

atric dentists to the population is still low” (Dr 1).

Inefficiencies in the healthcare system, especially in refer-

ral processes, increase these challenges. Poorly orga-

nized referrals, diverse management practices, and a lack 

of communication lead to increased burdens on over-

worked medical staff and treatment delays.

“The on-call system for dental care is poorly orga-

nized… Some hospitals have easier referrals, while 

others cause patients to get lost in the system” (Dr 1).

Long waits for treatment also add emotional stress for 

children and their families. One parent shared:

“My child has been on the waiting list for a year 

and a half for dental surgery, using painkillers while 

we’re stuck with the public system’s long waits” (P5).

Scheduling inefficiencies and unfriendly clinic environ-

ments further contribute to anxiety for children.

“Delays are particularly hard on children because 

they don’t understand long waits, and it can be dis-

tressing for them to be in unfamiliar places” (P2).

A pediatric dentist pointed out the inadequacies in clinic 

design: “Some clinics lack appropriate tools, and their 

design isn’t suitable for special needs patients. An open 

or busy space can negatively affect patients with autism” 

(Dr 7). Parents emphasized the need for more engaging 

clinic environments: “An ordinary dental clinic is not nec-

essarily suitable for children with special needs. The clinic 

must have engaging items beyond smartphones to distract 

them” (P3). Suggestions include enhancing decor with 

engaging characters: “They could have characters, and the 

chair could be decorated to make it more inviting” (P1).

Physical barriers further complicate clinic visits, as 

many clinics, especially private ones, lack proper accom-

modations for individuals with disabilities, often provid-

ing only stairs at their entrances.

Table 3 Overview of themes related to accessing oral healthcare 

for children with disabilities

Main theme Subthemes

Facility and service 

accessibility

Geographical distance

Inadequate facilities

System inefficiencies

Reasonable adjustments

Transport challenges

Personal connections (Wasta)

Specialized clinics and support programs

Professional skills and 

training in dental care

Lack of confidence

Training

Interpersonal and communication skills

Positive engagement

Specialist courses and practical experience 

in postgraduate studies

Socioeconomic 

inequalities

Financial strain

Limited insurance coverage

Availability of subsidized services

Information and oral 

health education

Lack of awareness about dental services

Difficulty interpreting children’s pain

Insufficient oral health education resources

Absence of standardized guidelines

Culture norms and gender 

dynamics

The challenges of segregated facilities

The cultural perception for same sex 

professionals
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“A clinic without ramps or elevators is inaccessible, 

and without nearby parking, those with mobility 

issues struggle to return for follow-up care” (Dr 4).

Reliable transportation also poses a significant barrier, 

often leading to missed or delayed appointments due to 

limited parking and long distances.

“Living in the south of Riyadh and needing to reach 

the main hospital in the east is challenging, as fam-

ily schedules, limited parking, and safe transporta-

tion can cause delays” (P3).

Despite these barriers, personal connections within the 

healthcare system can sometimes facilitate access to 

timely care. One parent recounted her experience:

“Two years ago, when my child began showing 

signs of tooth decay despite maintaining good oral 

hygiene, I struggled to find suitable care. After much 

effort and watching my son’s condition worsen, I 

used my connections to seek attention at [hospital’s 

name]. What was initially a four-year wait turned 

into just five weeks thanks to a dentist who expe-

dited our appointment. We received comprehensive 

dental treatment, including extractions and fillings. 

The dentist even offered to see my child directly for 

future visits, making the process smoother” (P3).

This highlights how social networks can play a crucial 

role in overcoming systemic barriers, enabling families to 

access timely and appropriate care despite the challenges 

posed by healthcare structures. Specialized clinics for 

patients with autism offer additional hope. These clinics 

provide a controlled and sensory-friendly environment 

tailored to the unique needs of children with autism. Ser-

vices include quiet rooms, structured routines, and staff 

trained to manage sensory sensitivities and behavioral 

challenges. Such environments help reduce anxiety and 

improve the overall dental experience for children with 

autism.

“ Children with autism require specialized man-

agement. On designated days, clinics are reserved 

exclusively for them, ensuring a quieter environ-

ment” (Dr 4).

One government initiative, the priority card program, 

aimed to improve dental care access. However, both 

parents and doctors reported its ineffectiveness: “Hon-

estly, this card has been of no use to me… It’s useless” 

(P6). A doctor noted a lack of awareness about the card 

among staff and parents: “I haven’t heard of the priority 

card in hospitals or from parents” (Dr 3). Here, the card’s 

potential benefits appeared undermined by poor imple-

mentation and a general lack of awareness.

Theme 2: professional skills and training in dental care

This theme refers to the skills, training, and abilities 

of dental professionals, which directly impact the care 

quality they provide to children with disabilities. A sig-

nificant issue is the gap in training and willingness to 

treat these children, often resulting in referrals to other 

practitioners.

Participants frequently mentioned the lack of con-

fidence and expertise among dentists. One parent 

described a pediatric dentist refusing care due to discom-

fort treating an autistic child:

“A pediatric dentist refused to treat my son simply 

because he’s autistic… He said, ‘Neither I nor my 

assistant can examine him as the child is not coop-

erative…” (P9).

Similarly, another parent described a situation where a 

dentist’s unfamiliarity with disabilities was evident.

“During a visit, the staff seemed uncomfortable han-

dling my son’s special needs. The dentist even asked 

me to help him get my son to open his mouth.” (P6).

Other participants discussed the qualifications of health-

care professionals in treating children and suggested that 

doctors in government hospitals are more experienced.

“Private clinic dentists often refer children with dis-

abilities elsewhere, while government hospital doc-

tors have more experience handling these cases. " 

(Dr 2).

Dental professionals acknowledged this gap, expressing 

reluctance to handle rare or complex cases because of 

limited exposure and lack of confidence:

“Sometimes, cases or syndromes are so rare that 

even doctors haven’t heard of them, leading to a 

reluctance to take on such cases due to fear or a lack 

of confidence.” (Dr 5).

Concerns also extended to interpersonal skills. Effec-

tive communication is crucial when dealing with sensi-

tive cases, and shortcomings in this area exacerbated the 

challenges families faced:

“Parents with children who have health issues can be 

sensitive. Choosing the right words and approach is 

essential to avoid adding to their distress.” (Dr 3).
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Families report experiences where inadequate under-

standing and patience from dental staff led to trau-

matic outcomes. One parent described how a dismissive 

approach from the dentist led to their child developing a 

fear of dental visits:

“The dentist’s inability to engage with my child led 

to a traumatic experience that escalated to anaes-

thesia for a minor decay. Now, she’s scared of den-

tists and reluctant to attend even routine check-ups.” 

(P1).

In contrast, positive interactions with dentists who 

engaged with children in a friendly manner significantly 

improved their comfort and willingness to receive care:

“During one visit, the doctor used engaging distrac-

tions, making the experience enjoyable for my child. 

A cooperative and light-hearted approach made all 

the difference.” (P7).

Dentists further acknowledged gaps in undergraduate 

training for treating children with disabilities, stressing 

the need for specialist courses and practical experience, 

as recommended by the Saudi Board.

“Our undergraduate training lacked hands-on expe-

rience. The specialized training provided by the 

Saudi Board was essential in boosting our confi-

dence and competence.” (Dr 1).

Another dentist shared how postgraduate studies 

addressed these gaps by offering valuable experience and 

emphasizing Interprofessional collaboration:

“Undergraduate training didn’t prepare me well 

for treating patients with disabilities. Postgraduate 

studies in pediatrics changed that, providing hands-

on experience in weekly clinics, especially with 

patients who had learning disabilities.“(Dr 3).

Theme 3: socioeconomic inequalities

This theme highlights the financial and social barriers 

that limit access to oral healthcare for families with chil-

dren with disabilities. Participants shared experiences of 

significant socioeconomic barriers affecting dental care 

access, primarily focused on the cost of private services 

and socioeconomic status.

Many participants emphasized the prohibitive costs of 

private dental care. One dentist noted,

“Getting dental work done privately is really expen-

sive, which is a huge problem for a lot of people. The 

costs are a big reason why some families can’t get the 

care they need for their kids” (Dr 5).

This high cost often forces families to forgo necessary 

care or seek private services as a last resort when public 

services fall short. Another participant explained:

“The issue with government hospitals is the long wait 

for appointments. This often leaves no choice but to 

seek treatment at private clinics, where the prices 

are a major worry. For those with disabilities, treat-

ments can be even pricier” (Dr 1).

A parent also shared their struggle with covering high 

costs without insurance, highlighting the difficult choices 

families must make between different healthcare needs:

“The high cost of dental services is a major barrier 

for us. We pay out of pocket for everything, includ-

ing my child’s therapies. Long wait lists for public 

services forced us to seek costly private care, making 

dental expenses another burden we can’t afford. It 

feels like all our money goes into just one aspect of 

her care” (P1).

The influence of socioeconomic status extends to secur-

ing routine dental appointments. A dentist observed 

that economically disadvantaged families often prioritize 

other medical needs over dental care:

“Parents’ socioeconomic status complicates their 

situation. Traveling to the hospital can be exhaust-

ing, especially with children who have disabilities, 

leading them to prioritize urgent medical needs over 

dental care and miss appointments due to time or 

resource constraints” (Dr 4).

The hierarchy within institutional policies also exacer-

bated the divide. A participant mentioned how schedul-

ing inequalities further disadvantaged patients:

“At our university hospital, there’s a system that 

favours staff members, giving them quicker dental 

appointments for routine check-ups and general 

dental procedures. In contrast, the average patient 

can wait as much as a year for the same services.” 

(Dr 1).

Despite these barriers, participants identified facilita-

tors that could improve access to oral healthcare, notably 

financial and insurance support. One dentist involved in 

a committee on ‘access to care’ questioned whether finan-

cial constraints hinder access, especially for children:
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“I was part of a committee focused on ‘access to care’ 

and ‘quality.’ We noticed that many services are free, 

so I’m not sure financial constraints are a significant 

issue for children” (Dr 11).

Another dentist pointed out that most workplaces pro-

vide insurance, suggesting the primary obstacle might be 

a lack of parental awareness regarding dental health:

“Most workplaces offer insurance, enabling access to 

big hospitals. I don’t see money as a barrier; rather, 

it may be a lack of parental desire or dental educa-

tion” (Dr 7).

This study emphasises the importance of addressing both 

financial barriers and educational gaps to improve access 

to oral healthcare.

Theme 4: information and oral health education

This theme outlines various obstacles related to a lack of 

awareness and education regarding dental services for 

children with disabilities, as faced by parents and caregiv-

ers. It reveals the complexity of accessing proper dental 

care and sheds light on potential facilitators that could 

improve access.

Parents expressed a lack of knowledge about dental 

services tailored for their children’s needs.

“I searched, went from one clinic to another… 

because I didn’t know where to find a clinic with the 

right facilities, like laughing gas” (P7).

Another parent expressed uncertainty about finding a 

dentist equipped to meet their child’s needs and commu-

nicate effectively.

“[.] I want to take my child for a check-up, but I’m 

unsure who the right dentist is. I don’t know any 

dentists who can communicate and persuade effec-

tively” (P2).

Parents often struggled to recognize and interpret their 

children’s expressions of dental pain. “Their sense of pain 

is weak so they don’t express it, but I would notice his face 

swollen or fingers in his mouth all the time” (P3). This 

difficulty, due to communication impairments, hinders 

timely care.

Parents and professionals agreed on the lack of oral 

health education, especially about primary teeth. One 

parent shared their confusion:

“When my child’s tooth decayed, I questioned the 

need for treatment since it was a baby tooth. The 

dentist reassured me it would fall out, so no extrac-

tion was needed, and advised fluoride for protection. 

So, I’m waiting for the new tooth to emerge.” (P7).

A dentist corroborated the need for increased awareness, 

but contradicted the information given to the previous 

parent:

“I always try to start early to increase awareness. 

Many parents think baby teeth aren’t important 

since they’ll fall out. We need to raise awareness 

about this” (Dr 1).

The data also reveal a lack of collaboration between 

healthcare departments, hindering oral health aware-

ness efforts. A parent said, “I’ve never had a pediatrician 

talk to me about dental care” (P3). This was supported 

by a dentist’s remark on the lack of routine dental health 

advice in general medical care:

“[…] unfortunately, there’s a lack of coordination 

between medical and dental departments, and 

patients are only referred when serious issues like 

infections arise " (Dr 1).

One oral healthcare provider suggested the absence of 

standardized guidelines for children with disabilities in 

Saudi Arabia contributes to the lack of support for dental 

professionals:

“No consistent guideline exists for special needs chil-

dren’s dental care. I often rely on British guidelines 

and personal materials, as we lack Arabic guidelines 

with visuals for at-home care. I use my phone to 

show patients how to brush properly, but hospitals 

provide no official support in this regard” (Dr 7).

Theme 5: cultural norms and gender dynamics in 

healthcare access

This theme explores how cultural expectations, such as 

gender segregation and preferences for same-gender 

dentists, affect access to dental care for children with 

disabilities. It highlights the discomfort some caregivers 

feel in mixed-gender settings and the impact of cultural 

attire on the clinic atmosphere. These norms often con-

flict with the healthcare needs of children, emphasizing 

the need for inclusive, culturally sensitive settings.

One parent expresses the difficulties faced due to gen-

der segregation, especially when accompanying a child 

who looks older than they are.

“Waiting is challenging for my son. People stare, 

which makes both him and others uncomfortable. 

There’s no suitable waiting area for us. I can’t sit in 

either the men’s or women’s sections. Women feel 



Page 10 of 15Alwadi et al. BMC Oral Health         (2024) 24:1526 

awkward, and I can’t go into the men’s area, which 

is uncomfortable for me. This often leaves us sitting 

outside. The setup just isn’t accommodating.” (P6).

Moreover, caregivers frequently express a preference for 

male doctors for their sons, which they believe contrib-

utes to a more comfortable treatment experience:

“Honestly, we prefer male doctors because they often 

have a good way of handling people with disabilities, 

and my son feels comfortable with them. They know 

when to be strict but also how to be gentle” (P6).

These preferences are deeply rooted in cultural norms 

and significantly influence the trust and comfort levels 

caregivers experience while seeking treatment for their 

children.

Discussion

This study provides insights from parents and dental 

professionals regarding the barriers and facilitators to 

accessing oral healthcare for children with disabilities in 

KSA. The findings reveal complex challenges in accessing 

care, with barriers existing at both systemic and individ-

ual levels.

Figure 1 highlights the broad categories of factors that 

worked as either barriers or facilitators to oral healthcare 

access for children with disabilities from participants’ 

perspectives. They are presented in different themes that 

were shown in results to simplify the complex and sys-

temic nature of the problem. For example, as seen in the 

Fig. 1 Overview of factors associated with accessibility to oral healthcare for children with disabilities
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“clinical factor”, accessibility can be a barrier if the exist-

ing dental clinic does not accommodate the need for 

children with disabilities but can also be a facilitator if 

it is built in an accessible and inclusive way to welcome 

children with disabilities. And as shown in the figure, it 

is clear that barriers outweigh the facilitators, proving 

that access to oral healthcare of children with disabilities 

is a significant issue that mandate interventions at differ-

ent levels and across different sectors “health, education, 

etc.” to help mitigate this problem and ultimately improve 

their oral health, general health and wellbeing.

These challenges align with findings from local [26, 

27, 36] and global studies [16–21], highlighting signifi-

cant barriers that exacerbate oral health disparities for 

children with disabilities. Recurring issues identified in 

this study are the systemic inefficiencies in appointment 

booking, clinic management, and coordination among 

staff, which significantly impact the quality of care. These 

systemic challenges were consistently pointed out by par-

ticipants as key obstacles to timely and effective routine 

treatment.

One challenge highlighted by this study is the difficulty 

families’ face in accessing dental care for children with 

disabilities. Families in remote areas struggle with long 

travel distances, and primary care clinics often lack the 

necessary infrastructure “ramps, elevators, etc.”, result-

ing in delays and frequent referrals to larger “distanced” 

hospitals. Physical barriers within clinics and transporta-

tion challenges further hinder access. Although KSA has 

implemented an access program for people with disabili-

ties, it still requires reinforcement, particularly in rural 

region [37]. Improving access through accommodating, 

better-equipped clinics, and reduced fees remains essen-

tial [38].

Another significant barrier is the lack of sufficient pro-

fessional skills and training among dental practitioners, a 

challenge evident in both national and international con-

texts. Studies in KSA [24, 39, 40]; and globally [21] report 

that a shortage of trained special care dentists limits 

access to essential dental services. One study found that 

dental care providers in KSA, especially those who had 

treated patients with special needs, felt more prepared 

to offer care, underscoring the importance of hands-on 

experience in improving preparedness [41]. General den-

tists’ reluctance to treat children with disabilities, often 

due to insufficient training, underscores the urgent need 

for reforms in dental education. These include inte-

grating relevant courses into undergraduate and post-

graduate curricula and expanding continuing education 

opportunities. Despite the Saudi Board’s efforts to intro-

duce specialized training, pediatric dentists remain the 

primary caregivers for children with disabilities, as gen-

eral dentists rarely provide these services. For example, a 

study conducted in KSA, found that only 12% of children 

with special healthcare needs (CSHCN) received den-

tal care from general dentists, while 72.9% were treated 

by pediatric dentists [25]. Similarly, Nayak et al. (2022) 

revealed that many general dentists in Saudi Arabia face 

considerable challenges in treating CSHCN, reinforcing 

the reliance on pediatric dentists and highlighting train-

ing and resource gaps in the dental workforce [42]. Glob-

ally, comparable trends persist; Casamassimo et al. (2004) 

reported that only 10% of general dentists in a sample 

of 1,251 U.S. general practitioners frequently treated 

children with disabilities. However, dentists with hands-

on dental school experience were more inclined to seek 

further education and perceived disability-related chal-

lenges as less of a barrier [43]. Expanding training and 

continuing education could enhance the competence and 

availability of the dental workforce, reducing reliance on 

specialized centers and addressing the shortage of trained 

professionals [44].

Enhancing provider willingness to treat children with 

disabilities, along with promoting empathy and under-

standing, could alleviate the sense of rejection often 

felt by their families. Research indicates that provider 

self-efficacy, empathy, and positive communication are 

closely associated with improved patient-cantered care 

[45]. Dentists with more experience and training in man-

aging children with disabilities are more likely to commu-

nicate effectively and empathetically, while those lacking 

such experience may struggle with both communication 

and treatment completion [45].

Socioeconomic barriers also significantly complicate 

access to dental care for children with disabilities. The 

high cost of private care and lack of insurance are major 

challenges. While some institutions in KSA offer free ser-

vices, participants reported that these services are often 

inadequate to meet the high demand. Managing a child’s 

disabilities adds further financial strain, leading caregiv-

ers to deprioritize dental care. This aligns with research 

linking costs to difficulties in accessing dental care [19, 

24, 25, 46]. Enhancing financial support and improving 

the educational system to raise awareness about avail-

able services are critical to mitigating these barriers. 

However, systemic barriers, such as clinic inefficiencies 

and resource shortages, must also be addressed to ensure 

sustainable improvements. A comprehensive approach is 

needed, including strengthening healthcare infrastruc-

ture, expanding professional training, and implementing 

systemic reforms to eliminate inequities in oral health-

care for children with disabilities.

In addition, the policies of some hospitals where they 

prioritise staff members for dental appointments inad-

vertently contributes to prolonged wait times for the 

general patient population, highlighting a systemic issue. 

Our findings suggest that such scheduling inequalities 

may exacerbate healthcare disparities. Suggestions for 
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addressing this challenge could involve strategies like 

increasing service capacity, allocating designated slots for 

staff, or implementing scheduling systems that prioritize 

based on urgency instead of affiliation.

A lack of oral health education further contributes to 

inadequate care for children with disabilities. Integrat-

ing early dental assessments into routine well-child 

healthcare, supported by pediatricians and allied health 

professionals, can bridge the gap between general and 

specialized dental care [47, 48]. In KSA, the Ministry of 

Health prioritized maternal and child health through 

initiatives like the Mother & Child Healthcare program, 

which includes oral health awareness and child nutri-

tion education [49]. The Child Health Passport, which 

documents children’s medical history, examinations, 

investigations, and follow-ups, serves as a primary refer-

ence for healthcare providers, promoting integrated care 

that includes necessary screenings [49]. While these ini-

tiatives lay a foundation for improved integration, oral 

health within routine child healthcare practices contin-

ues to be an area of ongoing development. The effective-

ness of these policies in enhancing access to dental care 

for children may depend on their consistent implementa-

tion and the adequacy of training provided to healthcare 

professionals, who are often the first point of contact for 

mothers and children.

Research highlights significant gaps in oral health 

knowledge among Saudi healthcare providers, which 

impact the quality of care for children. Zakirulla et al. 

(2021) found that nurses in pediatric intensive care units 

recognized the importance of oral care but struggled with 

barriers like insufficient education, time constraints, and 

heavy workloads [50]. Similarly, Alshathri et al. (2020) 

reported that only 7% of family physicians had received 

oral health training, leading to low referral rates to den-

tal clinics [51]. Almazrooa et al. (2021) further identified 

that only 42% of family physicians would request dental 

consultations before bisphosphonate therapy, demon-

strating a lack of awareness about the oral health risks 

associated with certain treatments [52].

These gaps in training and awareness can be addressed 

by the Saudi Commission for Health Specialties, which 

mandates continuous medical education (CME) but cur-

rently does not account for CME hours outside health-

care providers’ practice scope [53], limiting opportunities 

for oral health education. Expanding CME to focus on 

oral health topics such as disease identification, risk 

assessment, and appropriate referrals could improve early 

detection and management of oral health issues by all 

healthcare professionals. Strengthening the integration 

of oral health training into CME programs and ensur-

ing consistent policy implementation would be critical 

in enhancing access to dental care for children, particu-

larly those with disabilities. Internationally, the Colorado 

Medical–Dental Integration Project incorporates dental 

hygiene services into medical settings, promoting collab-

oration between medical providers and dental hygienists 

to enhance access to preventive oral health services for 

vulnerable populations, demonstrating the integration of 

dental care into general healthcare [54].

Cultural norms in KSA, such as gender segregation and 

preferences for same-gender providers, complicate access 

to dental care for children with disabilities, limiting 

families’ options and increasing challenges. Addressing 

these barriers through inclusive and culturally compe-

tent healthcare environments can enhance access and 

improve care for diverse patient populations.

While the study identified significant barriers to 

accessing oral healthcare for children with disabilities, it 

also highlighted resilience and facilitators in overcom-

ing these challenges. One such facilitator is the use of 

personal connections, referred to as wasta, which some 

parents relied on to expedite care. Wasta is described as 

“[…]an unwritten social contract based on the coopera-

tion and obligation between members of various social 

groups such as families and tribes” (p.1) [55]. While indi-

vidual dentists may be willing to help, broader systemic 

factors, such as scheduling difficulties and lack of coor-

dination, often hinder efforts to provide timely care and 

may worsen oral health outcomes for children in need. 

Additionally, systemic challenges, including a shortage 

of trained professionals and limited resources, contrib-

ute to delays in care [56, 57]. To address these structural 

barriers, it is essential to improve healthcare staffing, 

infrastructure, and inter-departmental coordination. 

Eliminating the need for personal connections to access 

services would ensure that care is based on clinical need 

rather than social ties, ultimately ensuring more equita-

ble and timely care for children with disabilities.

Beyond personal connections, specialized clinics for 

children with autism show promise. These clinics provide 

sensory-adapted environments (e.g., dimmed lighting, 

soundproofing, calming colors) and use visual aids, social 

stories, and structured routines. Trained professionals 

address sensory and behavioral needs, ensuring patient-

centered care. Research confirms these adaptations 

improve cooperation and reduce distress in children 

with autism during dental treatments [58–60]. However, 

the limited availability of such clinics may ultimately 

increase disparities by extending wait times and restrict-

ing access to general dental services. This aligns with 

concerns raised in the UK dental literature, which warn 

against the potential pitfalls of creating separate services 

for disabled individuals, because it may exacerbate exist-

ing inequalities [61]. Within KSA, the ineffectiveness of 

the priority card program in expediting care reveals a gap 

between policy and practice, emphasizing the need for 

better implementation and awareness among healthcare 
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providers. Balancing specialized care with broader acces-

sibility would appear essential to ensure that children 

with disabilities are not further marginalized within the 

healthcare system.

Strengths and limitations

Qualitative research, using ethnography as the methodol-

ogy, provided rich insights into accessing oral healthcare 

for children with disabilities within one province in KSA. 

While the sample size was sufficient for the qualitative 

nature of the study, and guided by the concept of infor-

mation power, there are potential limitations to consider. 

Selection bias may have arisen due to self-selecting par-

ticipants, and participant bias is possible, with responses 

potentially influenced by personal experiences or social 

desirability. The study also occurred in one discrete geo-

graphical area in KSA, and each region differs in terms 

of population density, resources and health care avail-

ability. Therefore, this study may not necessarily reflect 

the challenges of other regions. Whilst the study incor-

porated diverse perspectives; certain factors might have 

influenced the results. Differences in the type and level 

of disabilities among the children, as well as variations in 

the professional experience of the participating pediat-

ric dentists (e.g., first deputies versus consultants), could 

have impacted the findings.

Although generalizability is not the primary goal 

of qualitative research, these findings provide valu-

able insights specific to the context of the study. Future 

research could aim to include larger and more varied par-

ticipant groups, explore different regions, and incorpo-

rate both qualitative and quantitative methods to offer a 

more comprehensive understanding of the issues at hand. 

Despite these limitations, the study’s strengths include 

rigorous framework analysis, adherence to ethical stan-

dards, and input from various stakeholders. Although 

the analysis was thorough, it still relied on the subjective 

interpretations of the researchers. However, quality indi-

cators like audit trails and triangulation further enhanced 

the credibility and reliability of the findings, laying a solid 

foundation for understanding the complex issues sur-

rounding oral healthcare access.

Implications and future recommendations

The study underscores the need for reforms to improve 

oral healthcare access for children with disabilities in 

KSA. It recommends integrating comprehensive training 

on managing children with disabilities into both under-

graduate and postgraduate dental education. This train-

ing should cover practical skills, communication, and 

empathy to better prepare general dentists for treating 

people with disabilities, reducing dependence on special-

ized centres and improving access to dental services.

Improving cultural competence in dental care is essen-

tial. Training should address local cultural norms to 

create inclusive environments where all patients feel 

comfortable. Regular workshops or seminars could 

be implemented in dental schools and professional 

development programs to enhance cultural awareness 

among dental practitioners. Strengthening collaboration 

between dental professionals, pediatricians, and allied 

health providers will also help ensure early detection and 

timely care for children with disabilities.

Continuous reinforcement of policies to improve 

accessibility, especially in rural and underserved areas, is 

needed. Key steps include ensuring clinics are physically 

accessible, expanding transportation options, and intro-

ducing mobile or home care services to support families 

who face difficulties traveling. Additionally, providing 

financial support through expanded subsidized services, 

broader insurance coverage, and financial aid programs 

can alleviate the burden on families, ensuring that cost 

does not become a barrier to necessary care.

Limited knowledge among caregivers and the com-

munity regarding oral health importance highlighted 

the limited levels of awareness. Public health campaigns 

could be launched to raise awareness. These campaigns 

might include community-based workshops, the distri-

bution of educational materials, and direct engagement 

with caregivers in settings such as clinics and schools to 

enhance their understanding of oral health and encour-

age preventive care.

This study adds to the literature by including various 

stakeholders’ perspectives on the challenges parents of 

children with disabilities face in accessing oral health-

care. Future research could also incorporate the voices of 

children and adults with disabilities to better inform the 

pathways through care alongside the progress and pitfalls 

to improving their oral health and overall well-being.

Conclusion

The study identifies barriers at various levels to accessing 

oral healthcare for parents of children with disabilities 

in KSA. An important component of access is ensur-

ing adequate training for dental professionals, address-

ing financial constraints to enable parents to access care 

with greater ease, and improving physical accessibility 

to oral health care services. Providing solutions involves 

enhanced dental education, improved accessibility to oral 

health care, better Interprofessional collaboration with 

other medical and health related disciplines and devel-

oping sustainable financial support schemes. Addressing 

these areas appears crucial when the aim is to reduce dis-

parities and improve the overall health and well-being of 

children with disabilities.
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