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This cross-sectional study investigated perceptions, attitudes, self-reported
knowledge, evidence-seeking behavior, and confidence related to Evidence-
Based Dentistry (EBD) among postgraduate dental students at the Faculty of
Dentistry, University of Benghazi. All 159 enrolled postgraduate students
were invited to participate during October-November 2022, and 112

Keywords:
Evidence-Based Dentistry
Postgraduate Dental
Students

Knowledge

Attitudes
Evidence-Seeking
Behavior

Critical Appraisal

Libya

completed the questionnaire, giving a response rate of 70.4%. Data was
collected using a self-administered questionnaire consisting of socio-
demographic and educational items and the validated Knowledge, Attitudes,
Access, and Confidence Evaluation (KACE) instrument. The KACE
instrument comprised 35 items across four domains: knowledge, attitudes,
behavior in accessing evidence, and confidence in critical appraisal.
Participants showed low EBD knowledge (mean 2.7 +/- 2.2 out of 10),
moderately positive attitudes (mean 5.4 +/- 2.6 out of 10), moderate
evidence-seeking behavior (mean 10.7 +/- 4.0 out of 18), and fair confidence
in critical appraisal (mean 6.4 +/- 3.7 out of 12). The knowledge domain
showed a floor effect (21.4%), indicating limited understanding of core EBD
concepts or possible item difficulty. Significant differences were observed
for knowledge by postgraduate specialty (P = 0.009), attitude by prior
research/statistics training (P = 0.002) and current academic level (P =
0.021), and behavior by prior research/statistics training (P = 0.049). These
findings indicate a gap between awareness of EBD and its effective
implementation. Integrating structured, competency-based EBD education
within undergraduate and postgraduate curricula is needed to strengthen
evidence-based clinical practice and improve oral health care quality in
Libya.
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1. Introduction

Evidence-based practice (EBP) is a patient-
centered approach to practice and make clinical
decisions, and it is assumed to be the best
contemporary approach to provide scientific,
safe, efficient and cost-effective interventions
[1]. EBP has become very widespread and
considered as an essential requirement in the
dental practices [2]. According to the American
Dental Association (ADA), Evidence-based
Dentistry (EBD) is defined as an approach to
oral health care that requires the judicious
integration of systematic assessments of
clinically relevant scientific evidence, relating
to the patient’s oral and medical condition and
history, together with the dentist’s clinical
expertise and the patient's treatment needs and
preferences [3].

Even though evidence-based treatments for
prevention and management are known and
widely spread, the available knowledge is
rarely applied to improve the care practice [4].
Regarding dentistry, it delays behind many
medical specialties in promoting the uptake of
research-based treatments, although most
dentists believe they are practicing evidence-
based dentistry [5]. This gap between
knowledge and practice in providing dental
care can be attributed to the academic dental
institutions’ usual use of passive learning
environments [6]. This type of learning is
characterized by memorization and repetition
of isolated facts, which fails to develop the
critical thinking and lifelong learning of the
students [5]. Also, the passive learning
environment fails to prepare students to address
their communities' and practices' needs in
future[5,6] Thus, there is a need to enable
dentists to provide evidence-based oral care by
adapting undergraduate and/or postgraduate
dental curricula to teach students the expertise
that is necessary to gather valid conclusions
from the scientific research. This includes how
to evaluate the design, methodology, analysis

and interpretation of clinical trials or
systematic reviews [7].
The  Libyan  undergraduate  dental

curriculum is a five-year program, comprising
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two years of theory-based foundational basic
science followed by clinical science education
integrated with patient care and clinical
sessions in later years [8]. At the postgraduate
level, the University of Benghazi offers
advanced dental studies structured across two
examination parts (Part I and Part II) and a
research thesis. Currently, EBD is not a formal
standalone subject in either the undergraduate
or postgraduate curriculum. Instead, it is
introduced  indirectly = within  research
methodology courses during the undergraduate
fourth year and postgraduate Part 1. This
ancillary  approach may leave dental
practitioners with only a tacit understanding of
EBD principles and may limit consistent
application in clinical and academic settings
[9]. A review of the available published
literature 1identified no studies specifically
evaluating knowledge, attitudes, practices, and
confidence related to EBD among postgraduate
dental students in Libya; therefore, evidence
from this setting remains limited.

Therefore, this study aimed to investigate
perceptions, attitudes, self-reported knowledge,
evidence-seeking behavior, and confidence
related to EBD among dental postgraduate
students at the Faculty of Dentistry, University
of Benghazi. Specifically, it assessed students'
confidence in evaluating scientific literature
and their preferred sources of evidence. The
findings provide baseline data on EBD
engagement in this Libyan postgraduate dental
education setting and may inform curriculum
development.

2. Methodology

This cross-sectional study was conducted at the
Faculty of Dentistry, University of Benghazi,
during October and November 2022. At the
time of the study, 159 postgraduate students
were enrolled at the faculty, and all enrolled
postgraduate  students were invited to
participate.  Eligible participants included
registered postgraduate dental students in Part
I, Part II, or the research stage during the study
period. Students who were not enrolled at the
time of data collection or who declined
participation were excluded. A total of 112
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students returned complete questionnaires and
were included in the analysis, yielding a
response rate of 70.4% (112/159). No
imputation was required because there were no
missing data in the analyzed questionnaires.
Data were collected wusing a self-
administered questionnaire distributed as hard
copies by the authors. Participants were asked
to complete the questionnaire within one week
of the drop-off date. The questionnaire was
administered in English because English is the
language of dental instruction and assessment
in the postgraduate program. No translation or
cultural adaptation was performed because the
KACE instrument had been validated in
English; however, the authors reviewed the
items for contextual suitability before
distribution. The questionnaire had two parts.
The first consisted of seven questions on socio-
demographic and educational characteristics,
including age, gender, year and institution of
the first dental degree, practice type, previous
research methods or statistics training outside
the undergraduate and postgraduate curricula,
specialty, and current academic level (Part I,
Part II, or research stage). The second part was
the validated Knowledge, Attitudes, Access,
and Confidence Evaluation (KACE) instrument
developed by Hendricson et al. [10]. It is an
English-language questionnaire comprising 35
questions categorized into four subscales:
knowledge, attitudes, behavior in accessing
evidence, and confidence in critical appraisal.

2.1.Knowledge of EBP principles

This domain consists of ten multiple-choice
questions with one best response for each,
including the option of “I don’t know”. Each
question is scored and then the number of
correct answers 1is determined for each
participant with possible values ranging from 0
to 10.
2.2.Attitudes regarding EBP

This domain used ten qualitative statements
rated on a five-point Likert scale: strongly
agree, agree, uncertain, disagree, and strongly
disagree. For analysis and consistency with the
scoring approach used in the KACE
instrument, responses were dichotomized to
indicate positive versus non-positive attitudes.
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Strongly agree and agree were awarded 1 point,
whereas uncertain, disagree, and strongly
disagree were awarded O points. Items 7 ('It has
been difficult for me to practice evidence-based
dentistry in the past year') and 8 ("EBP is cook-
book dental care that disregards clinical
experience in providing the best treatment for
patients')  were reverse-scored;  strongly
disagree, disagree, and uncertain were awarded
1 point, whereas agree and strongly agree were
awarded O points. The overall score ranged
from 0 to 10, with higher scores indicating a
more positive attitude.

2.3.Behavior in accessing evidence

In this domain, participants use a five-point
scale to rank frequency of their utilization of
nine health care resources. A five-step Likert
scale was used, as follows: Never, Rarely,
Occasionally, Often, and Very frequently. The
scoring was as follows: “Never and Rarely” =
0, “Occasionally” = 1, and “often and Very
frequently” = 2. The overall score ranging from
0 to 18, as higher scores, indicated that
postgraduate students were more utilized for
health care resources.
2.4.Confidence in critical appraisal

This domain measures confidence in
critical appraisal, by using a five-point scale to
rate the confidence regarding a list of six
components in a published research report. A
five-step Likert scale was used, as follows: Not
at all Confident, Not Confident, Moderately
Confident, Confident, and Very Confident. The
scoring was as follows: “Not at all Confident
and Not Confident” = 0, “Moderately
Confident” = 1, and “Confident and Very
Confident” = 2. The overall score ranging from
0 to 12, with 12 being most desirable.

The collected data were analyzed using
SPSS for Windows, version 25.0 (SPSS Inc.).
Demographic data were summarized using
frequencies and percentages. Subscale scores,
descriptive statistics, and frequency
distributions were generated. Ceiling and floor
effects were evaluated based on the percentage
of respondents with the maximum or minimum
score and were considered present if the
proportion was 15% or more [11]. Association
among knowledge, attitude, behavior, and
confidence scores were performed using



Libyan Journal of Public Health Practices (LJPHP) Vol (3) No, 1, (June) 2026

Spearman correlation coefficients. Partial
correlation coefficients were also calculated
after adjustment for potential confounders
selected a priori, including age group, gender,
year of BDS award, affiliation institution,

practice type, previous research
methods/statistics training, postgraduate
specialty, and current academic level.

Correlations below 0.20 were considered weak,
0.20-0.30 moderate, and >0.30 strong [12].
Because the data were skewed, nonparametric
statistics were used (Mann-Whitney U or
Kruskal-Wallis tests, as appropriate). The alpha
value was 0.05.

2.5.Ethics
participate

Ethical approval was obtained from the
Research Ethics Committee of the Faculty of
Dentistry, University of Benghazi (ref:
138/2022). Verbal informed consent was
obtained from all participants before data
collection. Participation was voluntary and
anonymous, and participants were informed
that non-participation would not affect their
academic status.

approval and consent to

3. Results and Discussion

A total of 112 postgraduate students
completed the questionnaire, yielding a
response rate of 70.4% (112/159) and a full
dataset with no missing responses. The sample
was predominantly female (82/112, 73.2%) and
aged 30-40 years (84/112, 75.0%). Most
participants were from the University of
Benghazi (102/112, 91.1%), and 99/112
(88.4%) reported no prior formal training in
research methods or statistics outside the
undergraduate and postgraduate curricula.

Overall, participants demonstrated low
knowledge levels regarding EBD, moderately
positive attitudes, moderate evidence-seeking
behavior, and fair confidence. Knowledge
scores were slightly higher among participants
specializing in pediatric dentistry, dental public
health, and conservative dentistry and among
those with prior research methods or statistics

training.
Attitude scores were moderate and
consistent across all demographic and
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academic  subgroups.  Behavior  scores,
indicative of EBP application, ranged from 10
to 11 out of a possible 18, suggesting a
moderate level of engagement. Confidence in
evaluating literature quality was also moderate
overall.

A notable finding was that the highest
median confidence score (8.5, IQR = 0) was
reported by the subgroup with no clinical
practice experience, indicating that at least 50%
of these participants gave an identical high
rating (Table 1).

Most comparisons across demographic and
academic variables were not statistically
significant (P > 0.05). Statistically significant
findings were observed for knowledge by
postgraduate specialty (P = 0.009), attitude by
prior research/statistics training (P = 0.002),
attitude by current academic level (P = 0.021),
and behavior by prior research/statistics
training (P = 0.049).

The knowledge scale showed a floor effect: 24
participants (21.4%) achieved the minimum
score. This may indicate that the knowledge
items were difficult or that respondents had
limited EBD knowledge. No floor or ceiling
effects were observed for the attitude, behavior,
or confidence scales, as all corresponding
values were below 15% (Table 2).

Correlation coefficients showed strong positive
relationships between attitude and knowledge
(r = 0.499), attitude and behavior (r = 0.409),
and attitude and confidence (r = 0.423).
Knowledge was also strongly correlated with
confidence (r = 0.343). A weak correlation was
observed between knowledge and behavior (r =
0.155), suggesting that knowledge alone may
not translate into evidence-seeking behavior
(Table 3). Adjusted correlations showed a
similar pattern.

This study provides baseline evidence on
postgraduate dental students' perceptions of
EBD in Libya, addressing an under-studied
area in dental education and highlighting the
absence of EBD as a formal -curricular
component in the investigated setting. Overall,
the findings revealed insufficient EBD
knowledge, moderately positive attitudes,
moderate evidence-seeking behavior, and fair
confidence in critical appraisal skills.
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Table 1: Knowledge, attitude, behavior, and confidence summary data, by sociodemographic characteristics of participants

Overall Knowledge Attitude Behavior Confidence
Characteristics N2 (%) Median (IQR)® | Mean (SD)° | Median (IQR) | Mean (SD) | Median (IQR) | Mean (SD) | Median (IQR) | Mean (SD)
(N=112)
Gender
Male 30(26.8) 2.0(2.3) 2.4(1.9) 5.5(3.0) 5.4(2.6) 11.0(5.3) 10.7(4.2) 7.0(4.3) 6.5(3.6)
Female 82(73.2) 2.5(4.0) 2.7(2.3) 6.0(3.0) 5.4(2.6) 10.0(5.3) 10.7(3.9) 6.0(6.0) 6.3(3.7)
Age Group (Years)
<30 23(20.5) 3.0(4.0) 3.2(2.3) 7.0(2.0) 5.8(2.5) 12.0(5.0) 11.4(3.4) 6.0(6.0) 5.7(3.4)
30-40 84(75) 2.0(3.8) 2.52.1) 6.0(4.0) 5.2(2.7) 10.0(5.0) 10.6(4.0) 7.0(5.8) 6.5(3.7)
> 40 5.04.5) 2.0(2.5) 2.2(1.6) 7.0(3.0) 6.6(1.8) 7.0(10.5) 8.8(6.1) 10.0(7.5) 7.8(4.7)
Year of award of dental degree (BDS)
<2010 38(33.9) 2.0(3.0) 1.9(1.8) 6.0(4.0) 5.1(2.8) 11.0(7.3) 10.4(4.8) 6.5(6.3) 6.5(4.0)
2010-2015 49(43.8) 3.0(3.5) 2.9(2.2) 6.0(3.0) 5.6(2.4) 10.0(5.0) 10.6(3.8) 7.0(5.5) 6.3(3.7)
>2015 25(22.3) 3.0(4.0) 3.2(24) 6.0(2.5) 5.6(2.6) 11.0(5.0) 11.0(3.1) 7.0(4.5) 6.5(3.3)
Affiliation Institution
University of Benghazi 102(91.1) 2.0(3.0) 2.6(2.1) 6.0(3.0) 5.3(2.6) 10.0(5.3) 10.7(4.0) 7.0(5.3) 6.5(3.7)
Other Universities 10(8.9) 2.0(3.5) 2.5(2.0) 7.04.3) 5.9(2.8) 10.5(5.0) 10.7(3.9) 6.0(4.3) 5.2(3.3)
Practice type
Government 46(41.1) 2.0(3.5) 2.5(2.2) 6.0(3.0) 5.3(2.7) 10.0(7.0) 10.3(4.5) 6.5(6.0) 6.5(3.7)
Private 10(8.9) 2.5(4.0) 2.6(2.6) 3.54.8) 3.8(2.7) 9.0(3.5) 9.7(2.8) 6.5(6.8) 6.1(3.8)
Academic 35(31.3) 3.0(4.0) 2.9(2.3) 6.0(4.0) 5.3(2.7) 10.0(6.0) 11.4(3.7) 7.0(7.0) 6.3(4.2)
None 2(1.8) 4.5(0.0) 4.5(0.7) 7.5(0.0) 7.5(2.1) 13.0(0.0) 13.0(1.4) 8.5(0.0) 8.5(2.1)
Government and Private 8(7.1) 2.5(1.0) 2.6(1.2) 7.0(2.8) 7.1(1.5) 12.5(5.8) 12.5(3.9) 6.5(5.8) 6.5(3.8)
Academic and Private 11(9.8) 2.0(2.0) 2.1(1.8) 6.0(3.0) 5.7(2.0) 10.0(5.0) 9.5(3.9) 6.0(3.0) 6.1(2.1)
Had taken research methods/Statistics course
Yes 13(11.6) 3.0(2.5) 3.0(1.9) 7.0(2.0)¢ 7.2(2.1) 13.0(5.0)¢ 12.7(3.4) 7.0(6.5) 7.6(3.7)
No 99(88.4) 2.0(3.0) 2.6(2.2) 6.0(3.0) 5.2(2.6) 10.0(5.0) 10.4(4.0) 6.0(5.0) 6.2(3.7)
Major of postgraduate
Oral Medicine 20(17.9)¢ 2.5(2.8) 2.5(1.9) 5.0(5.8) 4.3(3.0) 10.0(3.0) 10.5(3.1) 7.0(6.8) 6.7(4.0)
Oral pathology 19(17) 2.0(4.0) 2.4(2.2) 4.0(6.0) 4.93.3) 14.0(9.0) 11.4(5.2) 7.0(8.0) 6.4(4.4)
Oral biology 11(9.8) 1.0(2.0) 1.3(1.5) 5.04.0) 4.8(2.8) 10.0(7.0) 9.2(4.9) 7.0(8.0) 6.6(3.9)
Dental public health 14(12.5) 3.5(3.0) 3.6(1.9) 6.5(1.0) 6.5(0.8) 10.0(5.8) 10.9(4.0) 8.0(3.5) 7.9(3.3)
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Pediatric dentistry 18(16.1) 3.5(4.3) 3.9(2.5) 7.0(2.3) 6.4(2.5) 10.0(5.5) 11.2(3.1) 6.0(3.3) 6.1(2.7)
Orthodontics 5(4.5) 3.0(4.0) 2.2(2.2) 7.0(3.0) 6.2(1.9) 12.0(4.5) 12.6(2.7) 8.0(4.0) 7.2(2.2)
Dental materials 9(8) 1.0(1.5) 1.0(1.3) 4.0(3.0) 4.7(1.7) 7.0(4.5) 8.2(3.5) 4.0(6.5) 4.4(3.9)
Conservative dentistry 16(14.3) 3.0(3.0) 2.8(2.1) 6.5(2.0) 5.8(2.4) 11.0(6.5) 11.14.2) 6.0(5.3) 5.93.7)
Level of current major
Part | 33(29.5) 2.0(3.0) 2.2(2.0) 5.0(6.0)¢ 4.4(3.0) 10.0(3.5) 10.2(4.0) 6.0(6.0) 5.3(3.5)
Part I1 33(29.5) 3.0(4.5) 3.02.4) 7.0(2.5) 6.2(2.3) 11.0(6.0) 11.3(4.3) 7.0(3.5) 6.9(3.3)
Research 46(41.1) 2.0(3.0) 2.7(2.1) 6.0(3.0) 5.5(2.3) 10.0(5.5) 10.6(3.8) 7.0(6.5) 6.8(3.9)

aN, number; %, percentage; PIQR, interquartile range; °SD, standard deviation; 9P < 0.05 from Mann-Whitney U or Kruskal-Wallis tests. Exact significant P-values were: knowledge by
postgraduate specialty, P = 0.009; attitude by prior research/statistics training, P = 0.002; attitude by current academic level, P = 0.021; behavior by prior research/statistics training, P = 0.049.

Table 2: Descriptive data on the knowledge, attitude, behavior, and confidence scales.

Variable No. of Items Mean (SD)* Range Floor effect Ceiling effect
N (%)® N (%)
Knowledge 10 2.7(2.2) 0-8 24(21.4) 0(0)
Attitude 10 5.4(2.6) 0-10 10(8.9) 10(8.9)
Behavior 9 10.7(4.0) 0-18 1(0.9) 6(5.3)
Confidence 6 6.4(3.7) 0-12 12(10.7) 10(8.9)

38D, standard deviation, ® N=number, (%)= percentage.
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Table 3: Correlations between Knowledge, Attitude, Behavior, and Confidence.

Subscales

Knowledge/Attitude
Knowledge/Behavior
Knowledge/Confidence
Attitude/Behavior
Attitude/Confidence

Behavior/Confidence

r? Partial r’
0.499 0.485
0.155 0.112
0.343 0.326
0.409 0.381
0.423 0.435
0.244 0.238

7* = Spearman correlation coefficient; Partial 7* = Correlation coefficient
adjusting for potential confounders which included sociodemographic characteristics.

This pattern reflects a discrepancy between
awareness of EBD principles and the ability to
apply them effectively in clinical and
academic contexts.

The markedly insufficient level of knowledge
among participants is concerning, particularly
because postgraduate students are expected to
be familiar with scientific literature and to
apply evidence in advanced clinical decision-
making. The presence of a significant floor
effect in the knowledge domain further
suggested that a substantial proportion of
students possess very limited understanding of
core EBD concepts. Similar findings have
been reported among dental students and
practitioners in Kuwait, Iran, and Malaysia,
where insufficient knowledge was attributed
to limited formal training in research
methodology and biostatistics [1, 2, 9, 13].
This finding aligns with the Libyan context,
where EBD is not taught as a standalone
subject and is addressed only indirectly
through research methods courses.

Differences in knowledge scores across
postgraduate specialties, with relatively higher
scores among students in pediatric dentistry,
dental public health, and conservative
dentistry, may reflect varying degrees of
exposure to preventive, population-based, and
research-oriented approaches within these
disciplines. Previous studies have shown that

specialties with stronger emphasis on
prevention and public health tend to
demonstrate ~ higher = engagement  with

evidence-based principles [7, 14].

25

Attitudes toward EBD were generally positive
and consistent across most demographic
groups, suggesting widespread acceptance of
this approach as a valuable method in dental
practice. These findings are consistent with
reports from Europe and North America,
where dental students have shown strong
support for integrating EBD into their dental
education despite their limited practical
competence [5, 7, 15]. Importantly, students
who attended additional courses in research
methods or statistics exhibited significantly
more positive attitudes, suggesting that
structured educational exposure not only
enhances knowledge but also fosters positive
perceptions of EBD. This supports calls in the
literature to move beyond passive learning
environments toward active, skills-based
teaching strategies [6, 16].

Regarding evidence-seeking behavior,
participants demonstrated moderate use of
information sources, with a clear preference
for textbooks and general internet resources
over high-level evidence sources such as the
Cochrane Database and critically appraised
topics. This pattern has been consistently
reported in studies and is often attributed to
issues of accessibility, time constraints, and
limited training in efficient literature searching
[5, 9, 17]. Although moderate behavioral
scores suggest some engagement with
evidence-seeking practices, the relatively low
use of pooled evidence sources raises
concerns about the quality of evidence
underpinning clinical decisions.
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Confidence in critical appraisal skills was
also moderate, with low levels of confidence
in identifying bias and evaluating study
design. These findings are consistent with
those reported by Hendricson et al. and
subsequent validation studies using the KACE
instrument, which confirmed that confidence
in appraisal does not develop spontaneously
and requires explicit training and repeated
practice [10, 18]. The relatively higher
confidence observed in participants without
clinical ~ experience may reflect an
overestimation of  their  abilities, a
phenomenon previously described in novice
learners lacking practical experience [19].
Correlation analysis revealed meaningful
relationships among EBD domains. Attitude
showed strong correlations with knowledge,
behavior, and confidence according to the
thresholds used in this study, suggesting that
positive perceptions of EBD may encourage
engagement with evidence. Conversely, the
weak correlation between knowledge and
behavior indicates that knowledge alone is
insufficient to change practice, underscoring
the need for educational interventions that
integrate knowledge acquisition with practical
application, supervised literature searching,
and clinical relevance [15,20].

Despite its strengths, including the use of a
validated instrument and assessment of
multiple EBD domains, this study has some
limitations. The cross-sectional design does
not permit causal inference, and the single-
institution setting may limit generalizability.
However, given that the University of
Benghazi is a major provider of postgraduate
dental training in Libya, the results offer
valuable insights into the current state of
preparedness of future specialist dentists for
EBD.

These findings collectively reinforce the
argument that the current educational
approach 1is insufficient to bridge the gap
between research evidence and clinical
practice. Integrating structured, longitudinal,
and competency-based training in EBD into
undergraduate and postgraduate curricula is
essential to equipping Libyan dentists with the
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skills necessary for lifelong learning and
providing evidence-based healthcare.

4. Conclusions

Postgraduate dental students at the Faculty of
Dentistry, University of Benghazi
demonstrated positive attitudes toward EBD
but showed low knowledge levels, moderate
evidence-seeking  behavior, and  fair
confidence in critical appraisal. These findings
indicate a gap between awareness and
effective implementation of EBD. Structured,
competency-based EBD education should be
integrated ~ within  undergraduate  and
postgraduate curricula to enhance evidence-
based clinical practice, critical appraisal skills,
and oral health care quality in Libya.

Acknowledgements

The authors wish to thank the participants for
their contribution in the study.

Conflict of Interest

The authors declare no conflicts of interest.
Funding: No external funding was received
for this study.

References

1- Haron IM, Sabti MY, Omar R. Awareness,
knowledge and practice of evidence-based
dentistry amongst dentists in Kuwait. Eur J
Dent Educ. 2012; 16(1):e47-e52.

2- Navabi N, Shahravan A. The status of

evidence-based dentistry in Iran. J Res
Dentomaxillofac Sci. 2016; 1(1):1-3.
3- American Dental Association. Policy on

Evidence-Based Dentistry. Accessed April 19,
2026. http://www.ada.org/en/about-the-
ada/ada-positions-policies-and-
statements/policy-on-evidence-based-dentistry

4-  Smith M, Saunders R, Stuckhardt L, McGinnis
JM, eds. Best Care at Lower Cost: The Path to
Continuously Learning Health Care in
America. National Academies Press; 2013.

5- Straub-Morarend CL, Wankiiri-Hale CR,
Blanchette DR, et al. Evidence-based practice
knowledge, perceptions, and behavior: a multi-
institutional, cross-sectional study of a
population of U.S. dental students. J Dent
Educ. 2016; 80(4):430-438.



Libyan Journal of Public Health Practices (LJPHP) Vol (3) No, 1, (June) 2026

10-

11-

12-

13-

14-

15-

16-

17-

18-

Fontana M, Zero D. Bridging the gap in caries
management between research and practice
through education: the Indiana University
experience. J Dent Educ. 2007; 71(5):579-591.
Papageorgioua SN, Koletsib D, Patcasc R,
Willd LA, Eliadese T. Knowledge of
postgraduate dental students on evidence-
based dentistry and research methodology: an
international survey. Oral Health Prev Dent.
2020;18: 873-879.

Ministry of Higher Education and Scientific
Research, Libya. Directory of Faculties of
Dentistry.  Accessed April 19, 2026.
https://mhesr.gov.ly/ar/wp-
content/uploads/2023/08

Rath A, Li Zheng MW, Ramamurthy PH,
Sidhu P, Pannuti CM, Fernandes B, Bin
Zamzuri AT. Evidence-based dentistry:
knowledge, practice, confidence and attitude
amongst Malaysian dental undergraduate
students: a multi-institutional study. FEur J
Dent Educ. 2022;26:1-10.

Hendricson WD, Rugh JD, Hatch JP, et al.
Validation of an instrument to assess evidence-
based practice knowledge, attitudes, access,
and confidence in the dental environment. J
Dent Educ. 2011; 75(2):131-144.

Terwee CB, Bot SD, de Boer MR, et al.
Quality  criteria ~ were  proposed  for
measurement properties of health status
questionnaire. J Clin  Epidemiol. 2006;
60(1):34-42.

Hemphill JF. Interpreting the magnitudes of
correlation coefficients. Am Psychol. 2003;
58(1):78-79.

Yusof ZYM, Han LJ, San PP. Evidence-based
dentistry: knowledge, attitudes and practices
among dental practitioners. Int Dent J. 2019;
69(2):90-98.

Igbal A, Glenny AM. General dental
practitioners’ knowledge of and attitudes
towards evidence-based practice. Br Dent J.
2002; 193(10):587-591.

Clarkson JE, Worthington HV, Eden OB.
Evidence-based dentistry: the role of the dental
professional. Br Dent J. 2008; 204(10):529-
534.

Forrest JL, Miller SA. Evidence-based
decision making in action: part 2 evaluating
and applying the clinical evidence. J Contemp
Dent Pract. 2002; 3(3):1-18.

Pratap KVNR, Suresh V, Sakeenabi B, et al.
Evidence-based dentistry: knowledge, attitude,
and practice among dentists. J Educ Ethics
Dent. 2014; 4(1):10-15.

Straub-Morarend CL, Marshall TA, Holmes
DC, et al. Toward defining dentists’ evidence-
based practice: influence of evidence,
attitudes, and behavior. J Dent Educ. 2013;
77(6):689-700.

27

19- Kruger J, Dunning D. Unskilled and unaware

of it: how difficulties in recognizing one’s own
incompetence lead to inflated  self-
assessments. J Pers Soc Psychol. 1999;
77(6):1121-1134.

20- Grimshaw JM, Eccles MP, Lavis JN, et al.

Knowledge translation of research findings.
Implement Sci. 2012; 7:50.



