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Abstract

Objectives This paper explores the understanding and practice of

patient-centred care (PCC) within dentistry. The aim of the

research was to explore the nature of PCC, how PCC is taught

and how it is practiced within a dental setting.

Methods The results of a qualitative, interview-based study of

dental professionals working across clinical and teaching positions

within a dental school are presented.

Results Results suggest that a shared understanding of PCC

revolves round a basic sense of humanity (‘being nice to

patients’), giving information that is judged, by the clinician, to

be in the patient’s best interest and ‘allowing’ patient choice from

a set of choices made available to patients by the clinicians

themselves.

Conclusions This research suggests that significant work is needed

if dentists are going to conform to the General Dental Council

guidelines on patient-centred practice and a series of recommenda-

tions are made to this end.

Introduction

Patient-centred care (PCC)1,2, patient empow-

erment and the giving of choice to patients

over decisions to do with their health have

been popular ideas in medical settings.3–5

Within these settings, PCC has been defined as

being a process where ‘Providing care. . .. is

respectful of and responsive to individual

patient preferences, needs and values, and

ensuring that patient values guide all clinical

decisions’.6 Thus, PCC is a mode of health-care

delivery that puts the patient at the forefront

of all decision making and treatment.

PCC has been associated with tangible bene-

fits in physical and psychological outcomes7

and as such has been adopted by health sys-

tems such as the UK’s NHS.8 In the recent

UK NICE guidance8, for example, a set of 14

principles were outlined all of which aim to

make the experience of adults using the NHS

more patient-centred. These principles range

from the most basic standard of the need to

treat patients with dignity, kindness, compas-

sion, courtesy, respect, understanding and hon-

esty (principle 1), to patients being actively

involved in shared decision making, supported

in making decisions about treatment that are
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important to them (principle 6) and experienc-

ing care that is tailored to their needs and

personal preferences (principle 9).

At the same time, much work has been done

establishing a theoretical model for patient-

centred practice culminating into two popular

frameworks1,9 incorporating the wider patient

context and aspects of the doctor–patient rela-
tionship. Building on these frameworks and

focusing on their similarities rather than their

differences, we have argued previously10 that

PCC may be conceived as a concept consisting

of four foundational components (constructs

1–4) based on the work of Mead and Bower1

and Stewart et al.9, which pave the way for a

practical, five-level hierarchy of information

and choice, based on our work.10

This framework of PCC thus rests on key

components around treating the patient within

their psychosocial context and building on a

strong ethos of a health-care professional–
patient relationship that strives to share

responsibility. The model proposes that there

are qualitatively more (or less) patient-centred

ways for clinicians to give information and

choice to patients.

Although both the academic literature and

practical recommendations to clinicians through

NICE endorse PCC, the extent to which these

ideas have truly transferred into medicine or in

this case dentistry, remains unknown. The UK

General Dental Council (GDC) Standard for

Dental Professionals, for instance, sets out the

principles that dental professionals should fol-

low. The principles are fairly prescriptive and the

Council’s recommendation is that these princi-

ples should influence all areas of practice. Within

this GDC document, Standard 2 is about

‘Respecting patients’ dignity and choices’. Here,

it is explicitly stated that Dental Professionals

should ‘recognise and promote patients’ respon-

sibility for making decisions about their bodies,

their priorities and their care. . .. .11

The above statement, although making expli-

cit the need for dentists to be patient-centred

in a way that patients are encouraged to have

some responsibility about decision making in a

dental consultation, does not clearly identify

the details of this process. It further fails to dif-

ferentiate between different contexts and pro-

fessionals or indeed give examples of how

GDC members might implement this standard

in day-to-day clinical practice.

Given the popularity of PCC as a NICE-

recommended idea and the need for dentists to

work alongside patient-centredness principles

as part of the GDC standards governing their

practice, we wished to explore what practising

dentists understand by the concept of ‘PCC’,

how they have learned about it and how they

practice it in day-to-day clinical work.

The research question(s) addressed by this

study are thus

1. What is PCC from a practicing dentist’s

perspective?

2. How do dentists get taught to practise in

patient-centred ways?

3. How does PCC get practised in dental

surgery?

Method

Participants were recruited from one large den-

tal school in the UK and comprised qualified

dentists who (i) were involved in either NHS

and/or private service provision and (ii) were

responsible for teaching dentistry to undergrad-

uates. Sample criteria were set to include cur-

rent practitioners who were also involved in

the academic delivery of the subject to try and

reach practitioners who were in touch with

current academic debate on the subject of

patient-centredness and also involved in the

development of the next generation of dentists.

Participants were recruited through purpo-

sive sampling; eligible participants (N = 47)

were targeted via e-mail, in a message outlining

the study and inviting them to participate in an

anonymous, confidential, face-to-face interview.

Where participants responded (N = 8), an

appointment was made for a meeting with the

researcher. Where no response was received ini-

tially, a reminder email was sent. In the end,

N = 20 participants were recruited into the

study giving a 42% response rate.
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The sample was predominantly male (N

female = 6), middle-aged (M age = 45.15,

SD = 10.20 years) and most had qualified in

Europe (N = 17). They ranged in the years they

had been practising dentistry (range 3–36 years)

but on average, they were experienced practitio-

ners (practising dentistry M = 21.95, SD =
10.49 years). Half were General Dental Practi-

tioners, whilst the other half were specialists in

a wide range of areas. Although small from a

quantitative, experimental paradigm, using

samples of this size has been shown to be an

efficient, practical and yet robust strategy to

obtain rich data, explore understanding and

identify emerging themes in qualitative, in-

depth semi-structured interview designs.12

Data were collected through semi-structured

interviews using an interview schedule to

ensure that all areas of interest were covered

but allowing for flexibility to pursue issues as

they arose. All interviews were recorded and

transcribed verbatim, and the data were analy-

sed using a thematic framework derived from

the literature and modified throughout the

analysis process, following the standard four-

stage process (familiarization, coding frame

development, coding, compiling themes).13

The study was given clearance to take place

by a University Ethics Committee and was

conducted in line with usual guidelines pertain-

ing to participants’ right to anonymity, confi-

dentiality and withdrawal.

Findings

Dentists were asked to define PCC, to speak

about when, where, how and if they had come

across the concept, whether they practiced it

and if so how.

What became apparent was that there is no

universal understanding of the concept of PCC

and there is no formal structure through which

PCC is currently being taught within the

undergraduate dental curriculum. Interestingly,

however, all of those interviewed were con-

vinced that they practiced PCC and most

talked about picking it up through intuitive

practice rather than formal training.

The results are presented in three parts.

First, definitions of PCC are presented. The

following section explores themes that emerged

regarding the dentists’ everyday practice in

patient-centred ways. Finally, we present a sec-

tion on where dentists’ understanding of PCC

arose from. Quotes are used throughout to

illustrate the themes that emerged from the

data and are identified by interview, page and

line numbers.

Section 1: Defining PCC

Interviews started with a question about defin-

ing PCC. The vast majority of the participants

were quite confident in providing definitions of

PCC and only three expressed some concern

over their interpretation. There was no univer-

sal definition of PCC, but the definitions pro-

vided fell within six broad themes:

1. Individualized care;

2. Care in the best interests of the patient;

3. Humanity;

4. Holistic care;

5. Patient involvement;

6. Political construction.

Individualized care

This theme focused on putting the patient at

the centre of care and ensuring that all of their

clinical oral health needs were met. For some,

this involved joined-up care, that is, the various

dental specialties working together. At a basic

level, careful care planning was seen as neces-

sary to provide:

. . .dental care that is specifically tailored to the

individual patient. 54:2:26–28

Related to this, is the next theme, which, in

addition to seeing people as individuals, sug-

gests that PCC is about doing what is best for

the patient.

Care in the best interests of the patients

Here, PCC was about the provision of care

that met the clinical needs of the patient. For

some, this involved the provision of quality,
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competent care by a clinician with appropriate

technical expertise, tailored to the specific

needs of the patient.

I think PCC primarily can be defined as the

treatment or care of the patients’ clinical needs

in the patients’ best interest. 53:2:38–40

Others included within this the permission of

the patient:

I always thought we are meant to be doing what

was best for the patients with their permission.

46:2:45–46

Whilst clearly for some, the views of the

patient were secondary:

Essentially it is always centred around the

patient’s best interest, which the patient may or

may not agree with but the decision-making pro-

cess always involves the patient’s best interest.

53:3:61–64

Humanity

The most common definitions of PCC were

general and focused on the interaction between

the clinician and their patient. The focus was

not, however, on communication or the provi-

sion of information to patients but more about

the clinician’s attitude. Dentists talked about

treating patients with compassion and dignity,

or ‘as you would want to be treated’. Addition-

ally, they talked about being ‘frank’, ‘honest’,

‘open’, ‘fair’ and ‘trustworthy’. These were seen

as the central components of a patient-centred

approach to care.

Whilst there is little doubt that these are

reasonable and desirable aspects of any con-

sultation, it is interesting to note that our

dentists’ definitions of PCC do not move

beyond this basic interaction based on shared

humanity.

Holistic care

Two participants included the idea of holistic

care within their definition of PCC. Of these,

one explained what this entailed.

. . ..tailored to the particular patient’s needs so

understanding like psychosocial characteristics. . .

57:3:50–52

This was the only participant who incorpo-

rated the wider psychosocial context explicitly

into the definition. Although a popular term,

no further detail was provided on what holistic

care actually entails, by any of our participants.

Patient involvement

Four of the participants specifically included

patient involvement in their definition of PCC.

There was a view that treatment would not

work unless the patient was involved, although

the level of involvement varied. One participant

talked about achieving balance:

There is not what the patient or what the dentist

say it’s just a balanced decision. 59:2:43–44

Whilst others talked about meeting the

requirements of the patient:

I presume you mean umm. . .. practicing high

quality care according to patients’ aspirations,

wishes and requirements rather than the dentist

saying ‘this is what you have to do’. 49:2:35–38

One participant talked specifically about

making the patient happy.

I know pursuit of happiness is not considered to

be an important part of dentistry which a lot of

it is. 46:5:138–139

Interestingly, although many participants

talked about wanting to achieve patient satis-

faction, or avoid dissatisfaction, the idea of

wanting to ‘make patients happy’ was also seen

as a potential pitfall in relation to the need to

balance what patients want with what clini-

cians feel that they need.

One final participant was quite specific about

the type of involvement that patients should have

in order for practice to be patient-centred. This

revolved around acceptance of responsibility:

PCC is exactly that – it’s care which revolves pri-

marily around the patients’ attitudes, abilities,

understanding of what is wrong with them. It’s

understanding how their behaviour ties in to the

consequences. 50:3:48–51

. . .a lovely phrase the NHS uses a great deal but

what it actually means is another thing, because

PCC doesn’t mean the patient has the right to
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dictate absolutely everything. That’s not what

PCC means. PCC is about responsibility, it’s

about the fact that actually 99% of the problems

the patient brings to the dentists are their own

fault and they need to be made to realize that

and fix it in whatever way. 50:12:277–288

This participant went on to suggest that

patients need to take responsibility for the oral

health problems that they encounter if they are

related to the behaviour that they choose to

engage in. In this instance, patient-centredness

is seen as the patient taking responsibility for

their oral health, not in relation to shared deci-

sion making or informed consent so much, as

risk management.

A political construction

The final theme relates to the wider context in

which PCC has emerged. For some, it was sim-

ply a marketing tool, rebranding work that

already takes place in the form of good practice:

I think it’s politics and marketing, it’s been. . . I

would say I wouldn’t go as far as saying its rub-

bish, but it’s branding.. (Laugh). 55:7:159–161

On a completely different note, one partici-

pant saw PCC as the gold standard, promoted

by the government:

The government and the professional bodies are

certainly trying to make it the way forward, this

is the gold standard. 58:5:131–132

Here, the view was that PCC was a way of

making the patient journey good for the

patient and raising patient satisfaction levels as

well as the quality of care.

It is worth noting that these six themes reflect

the ‘definitions’ of PCC as seen by participants.

It should be obvious that there is a range of

interpretation of what the term actually means.

Interestingly, when the same participants were

asked to talk about their own practice of PCC,

further themes emerged, some of which were

extensions of the definitions seen so far.

Section 2: PCC in practice

In an attempt to gain a more nuanced under-

standing of PCC in dentistry, participants were

asked to describe clinical encounters where they

practiced in a patient-centred way and to iden-

tify what it was about the practice that was

patient-centred. Three themes emerged here,

one of which (Patient Involvement) overlaps

with the earlier definitions of PCC. The emer-

gent themes, which we explore next, were

1. Communication and Rapport;

2. Patient involvement;

3. Patient choice.

Communication and rapport

Communication was addressed explicitly in

four of the descriptions of PC practice given.

This incorporated the need for clear verbal and

written communication using accessible, appro-

priate language and providing information in

different formats. One participant explained:

I talk to them, I try and explain very clearly in

language they understand what we are at. What

position they are at and what’s likely to happen

to them next, one way or another. 46:3:66–68

The need to build good rapport was also

reported whilst one participant highlighted the

need to tailor communication styles to different

patients:

I am not a psychologist but I don’t believe that

there is a right and a wrong way. For some

patients you may have to stand there and scold

them, there’s others you may have to scare them,

there’s others you know you can do completely

the opposite, there are others you know you have

to do a mixture of the two. 50:13:309–314

The rather paternalistic choice of words

here, raises issues about power, choice and

control within the consultation, factors that

may influence how the next theme, patient

involvement, gets enacted in practice.

Patient involvement

The majority of participants talked about the

need for patients to feel involved in the treat-

ment process. The interesting distinction here is

between patients ‘being’ involved and ‘feeling’

involved and the choice of language used to

describe their ability to participate in their

care:
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They need to feel that they are being treated with

respect and they are being trusted to make

important decisions. Lots of patients are quite

intelligent, quite capable of making all their deci-

sions. 46:4:95–97

Other participants focused on the importance

of meeting the needs of their patients; such

patient ‘aspirations’ may be expressed by the

patient but are more likely to be clinician-led:

I would say that you know the patient’s wish for

the choice of options is obviously the most

important thing and I suppose to some extent

one of the jobs of the dentist is to actually have

the patient realize their aspirations. 49:7:165–168

Participants saw meeting patient aspirations

as, however, about balancing aspirations, clini-

cal need, technical skills and the system:

. . .find the balance between patient demands,

patient expectation, what is within one’s own

technical and clinical ability to provide and you

obviously have to take into account any restric-

tions within the system within which you are

working. 62:2:28–31

This balancing exercise was further clarified

by a second participant who highlighted the

need to counter ‘unreasonable’ demands or

aspirations:

. . . not submitting to unreasonable demands or

expectations of the patient. . . such as the exces-

sive use of some forms of cosmetic dentistry

which involves destruction of large amount of

healthy tooth tissue. Umm and I will refuse to

carry out treatment in some cases no matter

what the patient wanted. 62:2:43–52

It is, thus, important to involve patients in

their treatment and meet patient needs and

aspirations as long as these are judged reason-

able and practicable by the clinicians involved.

This leads on and has implications for the

theme of patient choice.

Patient choice

Just over half of the participants addressed the

issue of patient choice. In practice, at the most

advanced level, information is provided and

the patient is enabled to make an informed

choice:

Well I’ll say ‘it’s not really my job to make the

decision for you, it’s just to tell you what the

options are and risk and benefits you have for

each one. 55:7:152–154

The information provided with which to

make an informed choice may, however, be

influenced more or less overtly by the clini-

cian’s view of treatment need and appropriate

treatment options that the dentist feels the

patient might ‘need’.

I think for me PCC means autonomy for the

patient to be able to make informed decisions

based on what we as clinicians are able to tell them

about the treatment that they need. 52:3:61–63

In order to try and unpick the concept of

choice, participants were asked what would hap-

pen if patients did not choose the option

favoured by the clinician. This produced some

interesting results. Again, the choice of language

elucidates the inherent biases present. Informa-

tion is provided in such a way so as to enable

patients to make the ‘sensible’ informed decision:

I try and explain to the patient precisely what is

wrong or right. What their condition or problem

might be. And what are the different options of

the treatment and how they might. . . what their

choices might be and make sure that they are

involved in understanding of what is being done

or what might be done. And what the advantages

or disadvantages of each are so they do make

sensible informed decisions. 46:2:51–56

For some, the difficulty comes when a

patient wants to make a choice which is not in

their best interest:

So, the patient and the dentist have a roughly

equivalent input. The only exception being where

a patient’s requirements of you are not in their

best interest. 48:4:71–73

Thus, for these participants, patient choice is

allowed only within the perimeters of clinically

judged best interests.

Patients who insisted on making the ‘wrong’

choices were encouraged to comply or seek

treatment elsewhere.

I don’t try to convert the patient to what I think

should be done because I don’t feel that is my

place. I think we are there to carry out treatment
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with which we are both happy with. If they ask

me to do something I am not happy with then

I’ll say ‘I am not happy to do that but somebody

will do it for you. But not here, you’ll have to go

somewhere else. 47:6:133–139

In these examples, the nature of the ‘choice’

given raises questions about the extent of

patient-centredness within the consultation; if

choice is taken to be a key component, the

potential clash between a clinician’s need to

provide a patient-centred consultation and

their duty of care towards the patient is high-

lighted.

Finally, our sample reported on where they

had learned about PCC.

Section 3: Learning to be patient-centred

When asked whether they engage in PCC, all

of the participants in this study were unequivo-

cal in their belief that they did:

I totally do it all the time. 46:2:48

And yet when asked where they had learned

their PCC skills, it was agreed that there was lit-

tle or no formal teaching and that most knowl-

edge around PCC was acquired ‘on the job’.

. . .always I don’t know when or why I suddenly

decided what I had to do but I have always done

it from the beginning. 58:2:54–56

These two themes are discussed below.

Learning PCC through explicit teaching

Only two participants talked specifically about

incorporating PCC in to their teaching rou-

tinely, focusing on information provision to

support decision- making:

We teach our students in whatever they do they

have to inform the patients and it’s up to the

patient to make an informed decision about their

own treatment. That that’s I think the key thing

we talk to them about, we teach them. 52:2:35–40

And in a more general sense, inviting student

dentists to treat the whole person:

I do always mention that we are treating a

patient not a mouth and a patient is a person

and we have to. . .. It’s like we are working to

keep them happy and it is important to give

them consent or what they want or balance of

what we suggest and what they want within that

agreement. 59:1:22–25

Learning PCC in practice

What is most striking is that the majority of

participants (n = 16) stated that they had no

formal or informal training on PCC, what it

means or how it should be practised. Some

learned on the job through watching senior

colleagues (who themselves had no formal

training), but the majority suggested some sort

of subconscious or innate knowledge about

what to do and how to do it.

I think unconsciously I have always done

that. . .. . . I have always allowed them to make

their own decisions. 52:4:72

Interesting here is the choice of words –
patients were ‘allowed’ to make their own deci-

sions. This raises questions about the nature of

the choices that patients were given, tying in

with the earlier definitions of PCC and their

relationship to patient choice. It is also worth

bearing in mind here that there was little differ-

ence in the definitions provided by more or less

senior participants, which again, raises ques-

tions about the skills being passed down.

What becomes apparent in analysing these

data is that the shared understanding of PCC

revolves round a basic sense of humanity

(‘being nice to patients’), giving information

that is judged, by the clinician, to be in the

patient’s best and ‘allowing’ patient choice

from a set of choices made available to patients

by the clinicians themselves. In addition, there

is no formal, and very little informal, teaching

on PCC and participants have an innate

knowledge about how to be patient-centred,

which they are all confident they are enacting

on a daily basis.

Discussion

Official health/oral health documents are

increasingly focusing on the need for a patient-
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IV. PATIENT IN 
FULL CONTROL

III. INFORMATION, CHOICE AND 
TOOLS FOR INFORMED CHOICE

II. INFORMATION AND CHOICE

I. INFORMATION

1. EXPLORING 
DISEASE AND ITS 

CONTEXT

2. THE PATIENT AS A 
WHOLE PERSON

3. DOCTOR-PATIENT 
RELTIONSHIP ETHOS

4. THE DOCTOR-
PATIENT 

RELATIONSHIP: 
COMMON 

GROUND/SHARING 
RESPONSIBILITY

Figure 1 A practical hierarchy of patient-centred care.
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centred approach to the provision of PCC

within a patient-centred health-care system.

And yet, little has been done to ensure a shared,

consistent and practicable understanding of the

concept of patient-centredness amongst health

care professionals charged with providing this

form of care. This paper sought to explore the

attitudes and understandings of PCC amongst

dentists as part of a wider study which also

encompassed barriers to PCC, such as the

nature of the health-care system in which they

are working. These findings are being presented

elsewhere, due to article length. Limitations of

the current study include the nature of the

sample used, which was limited (deliberately) to

a single dental school and to participants who

both practice clinical dentistry and are involved

in teaching undergraduate dental students.

Future work in this area could include a larger

study encompassing General Dental Practitio-

ners from a wider geographical area and incor-

porating NHS, private and mixed dental

practices.

Research in medicine has demonstrated that

there is quite a significant, shared understanding

of the term in theory2,10,14 with the medical pro-

fession now moving on to focusing on how the

concept should be practiced in the clinic.10

Within dentistry, however, work is needed,

building on helping dentists acquire a sound

theoretical understanding of the foundational

components of PCC, before we consider how

PCC might be practiced in dental surgery.

Whilst many of our participants considered at

least some of the four foundational compo-

nents1,9 (particularly evident within the holistic

and patient involvement themes, and also

touched on in relation to communication), the

results seem to indicate that this sample was

working within level 1 of the information provi-

sion and choice framework (Fig. 1) with refer-

ences to choice indicating the provision of a

bounded or limited set of choices, arguably akin

to no choice at all. This is particularly concern-

ing due to the nature of the sample in this study,

all participants are practicing dentists and also

involved in teaching undergraduate dental

students. This suggests that not only is a train-

ing programme, ideally with tools to use in

clinic, needed for existing dentists, it may well

be needed for future dentists too.

In conclusion, we suggest that if dentistry is

to provide truly PCC, then three things need to

happen. The first is that the theory of PCC

needs to be embedded within the undergradu-

ate dental curriculum throughout the 5-year

BDS course. This should be done explicitly

through the teaching of the theory and defini-

tions of PCC and the embedding of this

approach within all streams of the curriculum

as an integral part of clinical, diagnostic and

communication work and should incorporate

individual, community and population-level

understandings of the patient drawing on soci-

ology, epidemiology and psychology. Our sec-

ond recommendation is that practical skills are

taught explicitly. Patient-centred care is very

difficult to practice well and students need to

develop the skills necessary to practice in a

patient-centred way. These include, but are not

limited to, communication skills, the theory

and practice of behaviour change and manag-

ing pain and anxiety, underpinned by a thor-

ough knowledge and understanding of the

importance of evidence-based practice. Finally,

our third recommendation would be that the

theory and skills of PCC are developed as part

of Continuing Professional Development

(CPD) for dentists who are already practicing

but have not received training in this area. If

these recommendations are adopted, then we

will move a step closer to meeting the GDC

and NICE recommendations regarding the pro-

vision of PCC within dentistry.
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