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Abstract  

Re-orientation of dentistry towards prevention is leading to a greater emphasis on attempts 

to encourage patient self-care through Oral Health Education (OHE) in general dental 

practice. Little is known about how dental professionals define prevention and how it is 

ŀǇǇƭƛŜŘ ƛƴ ǇǊŀŎǘƛŎŜ ƻǊ ƻƴ Ƙƻǿ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ influence their understanding of the 

OHE interaction. The main research question addressed in this thesis is άIƻǿ ƛǎ ƻǊŀƭ ƘŜŀƭǘƘ 

ŜŘǳŎŀǘƛƻƴ ǳƴŘŜǊǎǘƻƻŘ ŀƴŘ ŘŜƭƛǾŜǊŜŘ ǿƛǘƘƛƴ ŀ ǇǊŜǾŜƴǘƛǾŜ ŀǇǇǊƻŀŎƘΚέΦ  

 

Qualitative data were gathered from semi-structured interviews with 30 dental 

professionals (17 dentists, seven dental nurses, and six dental therapists) and 87 patients. 

Prior to the Covid-19 restrictions, case studies of two NHS general dental practices 

generated 14 dental professional interviews (six dentists, three dental therapists, and six 

dental nurses), and 20 patient telephone interviews (10 per practice). Following the Covid-

19 restrictions, telephone interviews were carried out with a further 11 dentists and three 

dental therapists. Sixty-seven patients were recruited for telephone interview via 

HealthWise Wales. The data were analysed using Thematic Analysis and mapped onto the 

Capability-Opportunity-Motivation-Behaviour (COM-B) and Theoretical Domains Framework 

(TDF) using qualitative content analysis.  

 

Findings included a favourable view of the perceived importance and patient benefit of OHE 

by both patients and dental professionals, and patient trust in the expertise of dental 

professionals. Key practice-related and dental professional-patient communication barriers 

to OHE provision were identified such as time-pressured appointments owing to insufficient 

remuneration ŀƴŘ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǇŀǘƛŜƴǘ ŘƛǎƛƴǘŜǊŜǎǘ ƻǊ ƻŦ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ 
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communication of blame or judgement. Professional responses to OHE outcomes and 

motivation, and barriers and facilitators to behaviour change (e.g., new knowledge, 

retaining dentition) were also identified.  

 

The findings highlight the interactional nature of OHE and illustrate how the encounter is 

constrained or facilitated by contextual factors operating at different levels, both for the 

dental professional and the patient.  
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1 Introduction 

This chapter introduces oral health as a state with both physical and social impact. Firstly, 

the concept of oral health is explored. This is followed by a discussion of oral health as a 

ǇǳōƭƛŎ ƘŜŀƭǘƘ ŎƻƴŎŜǊƴΣ ƘƛƎƘƭƛƎƘǘƛƴƎ ƻǊŀƭ ƘŜŀƭǘƘΩǎ ǇŜǊǎƻƴŀƭ ŀƴŘ ǎƻŎƛŜǘal impact. The chapter 

then explores the drive towards preventive oral health care, and current policy efforts to 

improve population oral health in Wales. A summary of oral health education provision that 

underpinned the work undertaken in this thesis is provided, leading to a summary of the 

ǊŜǎŜŀǊŎƘΩǎ ŀƛƳǎ. 

 

1.1 What is oral health?  

While oral health is understood as an essential part of general health and well-being, it has 

been noted to have a broad definition (Gift et al. 1997) that is open to different 

interpretations (Glick et al. 2016). An agreed definition of oral health is important in the 

provision of prevention and health promotionς clear definitions can help stakeholders 

design appropriate provision (Dyer and Robinson 2006; Glick et al. 2016). It also ensures 

that health professionals are able to convey a clear, consistent message to patients (Dyer 

and Robinson 2006). 

 

Downie et al (1996) point out the distinction between negative (the absence of disease) and 

positive definitions of health (well-being). According to the negative definition of health, 

poor oral health would most commonly be viewed as the significant presence of conditions 

such as dental caries (tooth decay), periodontal disease (gum disease) or, at its most life-

threatening, oral cancer (Stillman-Lowe and Levine 2007). Positive approaches to health 
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view oral health as multifaceted, and consider the impact on functioning, quality of life, and 

overall well-being alongside oral disease status (Gift et al. 1997; Petersen 2003; Sisson 2007; 

Glick et al. 2016). Functional aspects of oral health include the ability to άǎǇŜŀƪΣ ǎƳƛƭŜΣ ǎƳŜƭƭΣ 

taste, touch, chew, swallow, and convey a range of emotions through facial expressions with 

ŎƻƴŦƛŘŜƴŎŜ ŀƴŘ ǿƛǘƘƻǳǘ ǇŀƛƴΣ ŘƛǎŎƻƳŦƻǊǘΣ ŀƴŘ ŘƛǎŜŀǎŜ ƻŦ ǘƘŜ ŎǊŀƴƛƻŦŀŎƛŀƭ ŎƻƳǇƭŜȄέ (Glick et 

al. 2016; p322). Well-being and quality of life includes psycho-social factors such as impact 

on mental health and the ability to interact with others (Gift et al. 1997; Petersen 2003; 

Sisson 2007; Glick et al. 2016). These factors exist on a continuum and involve subjective 

perceptions rather than relying on discrete, objective clinical categorisation of the 

ƛƴŘƛǾƛŘǳŀƭΩǎ ǎǘŀǘŜ (Peres et al. 2019). The link between health and wider well-being is implicit 

in modern health promotion, for example as used in the Ottawa Charter (World Health 

Organization 1986). 

 

1.2 Oral health as a public health concern 

Historically, public health concerns mainly addressed communicable diseases, such as 

cholera, smallpox, tuberculosis, and poliomyelitis, that were transmitted by infection and 

environmental factors (Brachman 2003). Today, public health is increasingly concerned with 

non-communicable diseases, such as cardiovascular disease, cancers, chronic respiratory 

diseases, and diabetes, which are often claimed to be caused by lifestyle factors (Cheminade 

2017; World Health Organization 2018). Dental caries is the most common non-

communicable disease globally (Kassebaum et al. 2015; Kassebaum et al. 2017), 

periodontitis is the sixth most prevalent (Marcenes et al. 2013; Kassebaum et al. 2014). Non-

communicable oral conditions are chronic and highly prevalent across all age groups (Peres 

et al. 2019) and have been claimed to pose an economic burden on society (Listl et al. 2015). 
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The prevalence of oral disease represents a high-cost demand for treatment for both 

patients and healthcare services (Listl et al. 2015; Peres et al. 2019). For example, oral 

disease costs the NHS in England £3.4 billion each year (Yusuf et al. 2015; Menegaz et al. 

2018). The levels of tooth decay in children are improving although remain at unacceptable 

levels (Welsh Government 2017a). A 13.4% reduction in tooth decay in 5-year olds was 

recorded in the period 2007/8 to 2015/16 in Wales, but this still represented a 34.2% decay-

presence prevalence (Morgan and Monaghan 2017). The proportion of 12-year olds in 

Wales with decay in at least one permanent tooth fell from 33% to 30% between 1988 to 

2017, with children having an average of 2.1 decayed, missing, or filled adult teeth (Morgan 

and Monaghan 2018). The population in Wales is growing (Office for National Statistics 

2016) and the changing demographics of an increasingly ageing population present urgent 

challenges for oral health care.  The ageing population are retaining their teeth for longer. 

Patients present at general dental practices with complex oral healthcare needs such as 

heavily restored dentitions, periodontal disease and advanced tooth wear (Innes et al. 

2019).   

 

Like other chronic non-communicable conditions, oral disease has been found to be socially 

patterned (Peres et al. 2019) with socio-economic inequalities in prevalence (Office of 

National Statistics 1998; Watt 2007; British Dental Association 2009; Sturrock et al. 2017). 

Levels of tooth decay have been found to show clear links to socio-economic deprivation 

(Locker 2000; Welsh Government 2017e), with those at the lower end of the socioeconomic 

scale reported to experience significantly worse oral health (Locker 2000). These oral health 

inequalities pose a significant public health challenge (Watt 2007).  
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Levels of oral health, as with general health, are influenced by psycho-social, environmental, 

economic and political factors (Watt 2007) such as employment, income, housing and 

household size, education, and access to health services (Solar and Irwin 2007; Frenk and 

Moon 2013; Hosseini Shokouh et al. 2017), and vary by age, gender, ethnicity, environment 

and lifestyle (Sabbah et al. 2007; Levine and Stillman-Lowe 2014). The interaction of 

different contributing factors operating at multiple levels mean that inequalities are graded 

within groups as well as between groups at different levels of the socio-economic ladder 

(Sabbah et al. 2007; Golden and Earp 2012). Dahlgren and Whitehead (2007) illustrated 

these interconnecting levels of influence on health (Figure 1.1).  

 

 

Figure 1.1: Influences on health (Dahlgren and Whitehead 2007) 

 

Self-care incorporates any actions undertaken with the intention of improving or 

maintaining health (Richardson et al. 2018). There is evidence of a correlation between 

lower educational attainment levels and the likelihood of participating in health 
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compromising behaviours such as lower toothbrushing frequency, fewer dental visits, and 

higher levels of smoking and sugar consumption (Singh et al. 2013). Other studies have 

shown that improved oral hygiene behaviour was associated with some improvement in 

oral health but did not eliminate the differences in oral health between participant 

socioeconomic groups (Lantz et al. 2006; Sanders et al. 2006; Sabbah et al. 2009). 

Contextual factors can limit ǇŜƻǇƭŜΩǎ ŀǾŀƛƭŀōƭŜ ǊŜǎƻǳǊŎŜǎ ŀƴŘ influence priorities in their 

daily life (Dumas et al. 2014; Warin et al. 2015; Audet et al. 2017; Franklin et al. 2019a). 

Health compromising behaviours can have different levels of impact on people from 

different socioeconomic groups depending on the health-supporting conditions of their 

wider context (Dahlgren and Whitehead 2007). Sheiham (2000) conclude that  

άlifestyle is an expression of the social and cultural circumstances that condition and 

constrain behaviour in addition to the personal decisions that the individual may make.έ 

(Sheiham 2000, p.351) 

 

1.3 Social impact of oral health 

Poor oral health also affects quality of life and impacts on both individuals and the wider 

community (Menegaz et al. 2018; Peres et al. 2019). There is evidence of associations 

between oral disease and wider diseases. There are reports of bi-directional links between 

periodontitis and diabetes, atherosclerotic cardiovascular disease, obesity, rheumatoid 

arthritis, kidney disease, dementia (Pischon et al. 2007; Lockhart et al. 2012; Chapple and 

Genco 2013; Linden and Herzberg 2013; Tonetti and Van Dyke 2013; Ricardo et al. 2015; 

Kshirsagar and Grubbs 2015 ; Grubbs et al. 2016 ; Daly et al. 2017; Dietrich et al. 2017; Glick 

2019) and aspiration pneumonia in older adults (Awano et al. 2008). However, the full 

extent of links between oral health and general health remains a matter of debate and the 
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degree to which such findings are simply associations rather than truly causal has recently 

been discussed  (Pihlstrom et al. 2018; Raittio and Farmer 2021).  

 

Alongside general health and quality of life, oral health impacts on the social well-being of 

both individuals and the wider population (Patrick et al. 2006). Tooth loss can result in 

limited food choice (Kay et al. 2003; Yonel and Sharma 2017) and speech changes or 

difficulties (Yonel and Sharma 2017), which may in turn lead to avoidance of social activities 

(Kay et al. 2003). {ƻŎƛŀƭ ƴƻǊƳǎ ŀƴŘ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀǊƻǳƴŘ ǘƘŜ ŀǇǇŜŀǊŀƴŎŜ ƻŦ ǇŜƻǇƭŜΩǎ ǘŜŜǘƘ 

have changed over time (Cronin et al. 2009 ). Missing, misaligned, or discoloured teeth were 

previously both common and acceptable (Cronin et al. 2009 ). Today straight, white teeth 

are desired (Barford 2008 cited in Exley 2009), reflecting social, cultural and historical 

factors (Exley 2009). ±ƛǎƛōƭŜ ǎƛƎƴǎ ƻŦ ǇƻƻǊ ƻǊŀƭ ƘŜŀƭǘƘ Ŏŀƴ ƛƴŦƭǳŜƴŎŜ ǇŜƻǇƭŜΩǎ ƛŘŜƴǘƛǘȅ ŀƴŘ 

how others perceive them (Strauss and Hunt 1993; Fiske et al. 1998; McGrath and Bedi 

1998; Steele et al. 2000; Rousseau et al. 2014). Kay et al (2003) found that more than half 

(n=390) of their participants reported feeling concern about the appearance of their 

teeth/mouth over the previous year and around 15% of those who participated in the Adult 

Dental Health Survey 2009 (England, Wales, and Northern Ireland) reported feeling 

embarrassed when smiling or laughing because of the appearance of their teeth (Health and 

Social Care Information Centre 2011).  

 

¢ƘŜ ŎƻƴŘƛǘƛƻƴ ƻŦ ŀ ǇŜǊǎƻƴΩǎ ǘŜŜǘƘ is perceived as a social indicator of overall health, 

wellness, and financial success (Alkhatib et al. 2005; Gregory et al. 2005; Exley 2009; 

Jamieson 2016). According to Welsh Government, poor oral health acts as a άōŀǊƻƳŜǘŜǊ ƻŦ 

poverty, parenting, hygiene, nutrition, lifestyle choice and reflects the impact of common risk 
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factors. It impacts on school readiness and absenteeism, employability, sickness rates, 

obesity, self-esteem and well-ōŜƛƴƎέ (Welsh Government 2017b, p. 4). In a review of the 

impact of dental appearance on employability, Moore and Keat (2020) found evidence of 

ǇŜƻǇƭŜ ǿƛǘƘ ΨǳƴŘŜǎƛǊŀōƭŜΩ ŘŜƴǘŀƭ ŀǇǇŜŀǊŀƴŎŜ ōŜƛƴƎ ǇŜǊŎŜƛǾŜŘ ƳƻǊŜ ƴŜƎŀǘƛǾŜƭȅ ƛƴ ǘŜǊƳǎ ƻŦ 

factors such as intelligence and education, trustworthiness, laziness, reliability, and 

sociability. A survey of American adults found that 18% of respondents perceived that their 

oral appearance affected their ability in job interviews. This increased to 29% for 

respondents in the lowest socioeconomic brackets (Health Policy Institute 2015). These 

findings emphasize the complexity of influences on oral health and its broad ranging effect 

on physical and social well-being.  

 

1.4 The drive towards preventive dental care 

Historically, dentistry was positioned as a surgical specialty, predominantly concerned with 

excision of dental ŎŀǊƛŜǎ άƛƴŦŜŎǘƛƻƴέ (Innes et al. 2019). Now, with greater knowledge and 

therapeutic options it is understood that most common diseases of the mouth are 

preventable through appropriate oral hygiene routines and regular professional care (Choo 

et al. 2001; Innes et al. 2019). This position was originally based on a positivistic biomedical 

model which operated a reductionist view of health focused on treating acute afflictions 

(Apelian et al. 2014). This resulted in a paternalistic approach (Szasz and Hollender 1956 ) 

towards patients, which worked well for the treatment of acute infections (Apelian et al. 

2014) but overlooked prevention which is now an essential part of general dental care. 

Alongside policy drivers, this paradigm shift in dentistry, away from repairing damage done 

by disease to prevention of the disease has been prompted by changes in the severity and 

prevalence of oral disease (chronic rather than acute) and increased understanding of its 
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causes and increased treatment options (Richards 2013; Witton and Moles 2015; Kay et al. 

2016; Aziz et al. 2019; Innes et al. 2019). The focus of dentistry is increasingly on prevention 

and minimum intervention to allow patients to benefit from the enhanced quality of life 

that arisŜǎ ŦǊƻƳ ŦǳƴŎǘƛƻƴŀƭ άteeth for lifeέ (Wilson and Mills 2020). 

 

Patient demographics and demand have shifted. People are living longer and retaining their 

dentition (Harper et al. 2013). Different generations will have received different types of 

dental care and will have different care demands and use of dental services (Gibson 2003). 

Improvements in global dental health and reductions in the rates of caries and periodontal 

disease (Brocklehurst and Macey 2015) mean children and adults may require minimal 

intervention but an increasing population of older patients may have complex treatment 

needs (Bullock and Firmstone 2011). To enhance patient well-being and reduce treatment 

burden, prevention is an essential part of all general dental services (Richards 2013; Witton 

and Moles 2015). Preventive care is defined as άōŜƘŀǾƛƻǳǊǎ ǘƘŀǘ ǿƛƭƭ ǇǊƻƭƻƴƎ ƻƴŜϥǎ ƘŜŀƭǘƘȅ 

life or practices that otherwise lessen the effects of infectious disease, chronic illness, or 

ŘŜōƛƭƛǘŀǘƛƴƎ ŀƛƭƳŜƴǘǎέ (Jayanti and Burns 1998, p. 6). Oral disease shares risk factors with 

other chronic diseases, such as excessive alcohol consumption, tobacco use, and dietary 

behaviour (Yusuf et al. 2015; World Health Organization 2018), and oral health is 

increasingly being viewed as part of overall health (Levine and Stillman-Lowe 2014; 

Cheminade 2017). Changing lifestyle choices are viewed as a way to improve the quality of 

ǇŜƻǇƭŜΩǎ ƘŜŀƭǘƘ ŀƴŘ well-being (Cheminade 2017).  

 

Between 2006 and 2019, 52-53% of the adult Welsh population received NHS dental care 

each year. This percentage has remained relatively stable in a population that has increased 
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greatly. In the period 2018-19 the percentage represented 1,622,635 examinations as part 

of a course of treatment (an increase of 2.5% from the previous year, and an increase of 

26.2% since 2006) (Welsh Government 2019). 5Ŝƴǘŀƭ ǘŜŀƳǎΩ ongoing contact with healthy 

patients means that dental teams are in an ideal position to monitor patient risk factors and 

provide preventive advice to patients who may not as regularly access their general medical 

practitioners or pharmacists (Yonel and Sharma 2017; Mossey 2020; Holliday et al. 2021).  

 

All members of the dental team have a part to play in patient treatment and education. 

Each dental professionalΩǎ responsibility for OHE is defined in Preparing for Practice (General 

Dental Council 2015), a document outlining the required necessary competencies of each 

role. In the United Kingdom (UK), dentists currently hold responsibility for the examination 

and treatment planning decisions for patients receiving NHS dental care. During routine 

ŜȄŀƳƛƴŀǘƛƻƴǎ ŘŜƴǘƛǎǘǎ ŜȄǇƭƻǊŜ ŀƴŘ ƳƻƴƛǘƻǊ ǇŀǘƛŜƴǘǎΩ ƻǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ƘŀǾŜ ǘƘŜ ǇƻǘŜƴǘƛŀƭ to 

identify early opportunities for personalised oral health advice and to provide ongoing 

support and monitoring (Watt et al. 2004). Dental hygienists and dental therapists are two 

mid-level dental care workers with a wide scope of practice that reflects a preventive 

approach to patient oral care.  

 

Dental ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǎŎƻǇŜ ƻŦ ǇǊŀŎǘƛŎŜ (General Dental Council 2015) states that, with 

regards to health promotion, dentists, dentaƭ ƘȅƎƛŜƴƛǎǘǎΣ ŀƴŘ ŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎΩ ǘǊŀƛƴƛƴƎ 

should enable them to be able to άtǊƻǾƛŘŜ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀƴŘ ŀŎŎǳǊŀǘŜ 

preventive education and instruction in a manner which encourages self-care and 

ƳƻǘƛǾŀǘƛƻƴέ (p86). Additionally, all three professional groups should be trained to ά!ǎǎŜǎǎ 

ǘƘŜ ǊŜǎǳƭǘǎ ƻŦ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ǇǊƻǾƛŘŜ ŀŦǘŜǊŎŀǊŜ ŀƴŘ ƻƴƎƻƛƴƎ ǇǊŜǾŜƴǘƛǾŜ ŀŘǾƛŎŜέ and either 



11 

ά9ǾŀƭǳŀǘŜέ όŘŜƴǘƛǎǘǎύ or ά5ŜǎŎǊƛōŜ όŘŜƴǘŀƭ ƘȅƎƛŜƴƛǎǘǎκŘŜƴǘŀƭ ǘƘŜǊŀǇƛǎǘǎύ ǘƘŜ ƘŜŀƭǘƘ Ǌƛǎƪǎ ƻŦ 

diet, drugs and substance misuse, and substances such as tobacco and alcohol on oral and 

general health and provide appropriate advice, referral (dental hygienists/dental therapists 

ƻƴƭȅύ ŀƴŘ ǎǳǇǇƻǊǘέ (p86&88). Dental nurses should also be trained to be able to provide 

patients with preventive information and discuss wider health risks on oral and general 

health (General Dental Council 2015). This can be extended with Oral Health Education 

(OHE) qualifications. Alongside clinical learning, the OHE courses available to dental nurses 

typically address social influences on oral health, communication skills and how to tailor 

health messages to different audiences.  

 

In England, a national Governmental reform of NHS dentistry underscored the importance 

of prevention as key to improving population oral health (Department of Health 2002) and 

followed this with a policy document highlighting prevention as a priority for general dental 

practices (Department of Health 2005). In 2007, Public Health England recognised this drive 

towards greater use of preventive support and published ά5ŜƭƛǾŜǊƛƴƎ .ŜǘǘŜǊ hǊŀƭ IŜŀƭǘƘΥ ŀƴ 

evidence-ōŀǎŜŘ ǘƻƻƭƪƛǘ ŦƻǊ ǇǊŜǾŜƴǘƛƻƴέ, recommending evidence-based interventions for 

preventive self-care. The guidelines, in a soon to be published fourth edition, include simple 

instructions for optimum daily cleaning routines for patients of all ages which members of 

the dental team can explain to patients. Smoking and alcohol consumption are also 

addressed (Public Health England 2017).  

 

Welsh Government also recognised the need for reorienting the dental services towards 

prevention with a series of policies: Together for Health: A National Oral Health Plan for 

Wales 2013-18 (Welsh Government 2013), Taking Oral Health Improvement and Dental 
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Services Forward in Wales. A Framework outlining priorities for dentistry and a future work 

programme (Welsh Government 2017d), and A Healthier Wales: our Plan for Health and 

Social Care. The oral health and dental services response (Welsh Government 2018b).  

Practical measures to improve preventive dental care were taken with Public Health ²ŀƭŜǎΩǎ 

Welsh Dental Pilots Programme (Public Health Wales 2013). This included the Designed to 

Smile programme (Welsh Government 2017a) which uses a team approach to providing 

targeted prevention work to children in community dental practices and a school-based 

toothbrushing scheme. Promising successes in reducing tooth decay in children have been 

reported and on-going evaluation has led to a re-focussing of the programme on treating 

children up to five-years-old and increasing engagement with the General Dental Service 

(Welsh Government 2017c).  

 

The way that general dental practices are funded has also been addressed in policy to try to 

improve the business case for prevention. General dental practices are traditionally 

independently-owned businesses run by one or more principal dentists but there are also an 

increasing number of corporately-, or group-owned practices which introduce an additional 

tier of management to practices (Stagnell et al. 2017). In the UK, dental practices typically 

fall into one of three models: practices that provide only private care; only NHS-funded care; 

or a combination of both NHS and private care (Csikar et al. 2009). 

 

 Some private practices are solely funded through direct patient payment or through 

patient-held insurance reimbursement. In Wales, the majority of general dental practices 

hold a contract with the NHS to provide dental care (Welsh Government 2013), although 

they may also carry out a proportion of private care. Under NHS care, all non-exempt 
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patients pay a fee towards their care and the extra costs are paid by the NHS to the practice. 

In England and Wales, the remuneration is paid per course of treatment rather than by 

individual activity, with a number of units of dental activity (UDAs) allocated according to 

the type of care provided. UDAs are calculated by the complexity of the course of 

treatment, organised into four bands. The patient-incurred costs are also determined by the 

banding of the course of treatment carried out. Table 1.1 provides a summary of the NHS 

dental bandings and patient-incurred costs.  

 

Table 1.1: NHS England and Wales dental UDA bandings 

Band Treatment 
UDA 
value 

Patient 
charge 

1 
Clinical examination, radiographs, scaling and polishing, and preventive 
dental work, such as OHE or application of fluoride sealants 

1 £23.80 

2 
Simple treatment, such as fillings, root canal treatment, extractions, surgical 
procedures, denture additions, and periodontal (severe gum disease) work  

3 £65.20 

3 
Complex treatment that includes a laboratory element, such as bridgework, 
crowns, dentures, and veneers (if a clinical need), and orthodontic treatment 
(e.g., braces). 

12 £282.80 

4 

Emergency dental treatment including examination, radiographs, dressings, 
repair of bridgework, crowns, or reinsertion of displaced or damaged tooth, 
up to two extractions, one filling, draining abscesses, and post trauma-
related treatment.  

1.2 £23.80 

(Watson 2010; National Health Service 2021) 

 

UDAs are managed by the Local Health Boards (LHBs) in Wales and the Clinical 

Commissioning Groups (CCGs) in England. Each dental practice is contracted to complete a 

certain number of UDAs per year. It is usually the dental practice owners or the corporate 

owners who are registered contractors (also known as NHS providers) with the General 

Dental Service (GDS). While all dental team members such as associate dentists or dental 

therapists Ŏŀƴ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ǇǊŀŎǘƛŎŜǎΩ ¦5! ǘƻǘŀƭ, within their scope of practice (General 

Dental Council 2015), the total remains the responsibility of the contractor. Practices are 
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expected to achieve 95% of their allocated UDAs, if they do not meet this requirement then 

they face clawback. Clawback is managed differently by the different LHBs and CCGs with 

approaches such as carrying a set percentage forward into the next year or repaying the 

cost of the underspend (Owen et al. 2019). The need to meet their contracted number of 

UDAs places pressure on dental practices as business costs including staff salary costs are 

paid out of the UDA allowance. NHS funding has been said to disincentivise lower banded 

work (Owen et al. 2019) such as OHE and prevention (Watt et al. 2004; Dyer and Robinson 

2006; Chestnutt et al. 2009; Sbaraini et al. 2013; Yusuf et al. 2015). Despite increasing their 

scope of practice, insufficient attention had also been given to funding to support and 

encourage the employment of dental hygienists and dental therapists (Gallagher and Wilson 

2009). NHS general dental practices have been found to use a variety of different payment 

systems to pay dental team members, with some incorporating a percentage of private 

work to increase revenue and help support the employment of salaried team members 

(Barnes et al. 2019).  

 

Following the Steele Report review of NHS general dental provision (Department of Health 

2009) two reformed contract pilots were trialled in England and in Wales. During 2011-

2016, the first Quality and Outcome Pilot in Wales trialled the removal of the UDA payment 

method in favour of a system that was based on widening access and promoting prevention 

rather a traditional interventionist/restorative approach to general dental practice. It aimed 

to allow dental professionals to use risk-assessment and clinical judgement based on their 

ǇŀǘƛŜƴǘǎΩ ōŜǎǘ ƛƴǘŜǊŜǎǘǎΦ tǊŀŎǘƛǘƛƻƴŜǊǎ ƛƴ ǘƘŜ Ǉƛƭƻǘ ǇǊŀŎǘƛŎŜǎ ǊŜǇƻǊǘŜŘ ǇƻǎƛǘƛǾŜ ŎƘŀƴƎŜǎ ǘƻ 

patient care arising from increased prioritisation of communication and patient education. 
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However, some had concerns around administration, staff training, and ability to evidence 

oral health education (OHE) activity in inspections (Public Health Wales 2012; KilBride 2015).  

 

An amended contract reform pilot was raised in Taking Oral Health Improvement and Dental 

Services Forward in Wales (Welsh Government 2017d). The current programme continues 

piloting ways of incentivising needs-led care, prevention, and enhancing teamwork via 

amended UDA management methods. The amended pilot uses UDA flexibility within the 

current contract to offer opportunities for greater patient-centred, evidence-based 

preventive care. The importance of encouraging patient commitment to managing their 

own oral hygiene was also highlighted as a key aim for practices. Dentists must complete 

the Assessment of Clinical Oral Risks and Needs (ACORN) with patients and update it on a 

ǊŜƎǳƭŀǊ ōŀǎƛǎΦ ¢ƘŜ ŦƻǊƳ ŜȄǇƭƻǊŜǎ ǿƘŀǘ ƳŀǘǘŜǊǎ ǘƻ ǇŀǘƛŜƴǘǎ ŀōƻǳǘ ǘƘŜƛǊ ƻǊŀƭ ƘŜŀƭǘƘΣ ǇŀǘƛŜƴǘǎΩ 

ƳŜŘƛŎŀƭΣ ŘŜƴǘŀƭΣ ŀƴŘ ǎƻŎƛŀƭ ƘƛǎǘƻǊȅΣ ŀƴŘ ƛǎ ǳǎŜŘ ǘƻ ŀǎŎŜǊǘŀƛƴ ǘƘŜƛǊ ΨriskΩ ƭŜǾŜƭ. This risk level, 

using a red, amber, and green system, must be communicated to patients along with the 

implications for their oral health and guides their mutually-agreed course of treatment 

(Public Health Wales 2019a; Laverty and Harris 2020). Adoption of a team approach is also 

required, with at least one dental nurse per practice being trained in prevention and the 

application of fluoride varnish. All members of the dental team are also encouraged to 

attend training sessions on providing brief interventions, motivating behaviour change, and 

improving team-working (Public Health Wales 2019b). While the programme was halted 

during the Covid-19 restrictions on general dental practice operations, guidance issued 

emphasized using the opportunity to increase provision of prevention and widen access 

wherever possible during the break (Welsh Government 2021).  
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An implicit aspect of the drive towards prevention is increasing patient responsibility and 

self-management of their own oral health. As well as improving health, increasing patient 

self-management has been promoted as a way to improve the efficiency and quality of 

health services (Sixty-sixth World Health Assembly 2013) by reducing the strain currently 

faced by healthcare systems (Kendall et al. 2011; Sadler et al. 2014). In England, the 

document Five Year Forward View promoted an NHS commitment to helping patients to 

manage their own health (NHS England 2014). In Wales, the Welsh Government Prudent 

Healthcare (Allen 2014; NHS Wales/Wales Government 2014) approach also emphasizes the 

role of the patient in the provision of patient-centred care which acknowledges the role of 

self-care and working in a co-productive manner with patients (Dineen 2014). Patient-

centred care shifts the focus of dental examinations from dentist-led and symptom-based to 

a holistic view of the patient as person, incorporating exploration of their knowledge, 

motivations, and wider social context when planning a mutually-agreed course of treatment 

(The Health Foundation 2014). The Prudent Healthcare approach underpinned the strategy 

document, A Healthier Wales: Our plan for Health and Social Care (Welsh Government 

2018a) which advocated for supporting patient self-management to aid service 

transformation.  

 

1.5 Oral health education content and delivery 

The lifestyle-related nature of oral health risk factors have led to educational interventions 

of differing levels aiming to provide knowledge, and change attitudes and behaviours (Kay 

and Locker 1996). Oral health education (OHE) provides an opportunity for a conversation 

between the dental professional and the patient. During this interaction, the patient can 

gain understanding of the preventable causes of oral diseases and the dental professional 
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can eȄǇƭƻǊŜ ŎŀǳǎŀǘƛǾŜ ŦŀŎǘƻǊǎ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ōŜƘŀǾƛƻǳǊǎ όŜΦƎΦΣ toothbrushing) or lifestyle 

(e.g., smoking, a diet high in sugar) that may lead to oral disease. Both parties should then 

agree a mutually acceptable and practical pathway (e.g. an amended cleaning regime, or 

ways to reduce their sugar intake) for the patient to follow (Levine and Stillman-Lowe 2014).  

Prevention advice within general dental practices typically addresses common oral health 

risk factors for dental caries, periodontal disease, and oral cancer. These include 

toothbrushing (with fluoride toothpaste) (Marinho et al. 2003) to reduce plaque build-up 

around the gum line which can lead to gingivitis and in susceptible patients to periodontal 

disease. Reducing sugar in the diet or managing consumption of acidic beverages to 

minimise acid attacks (Sheiham and James 2014) that can respectively cause cavities or 

enamel erosion. Advice on smoking cessation addresses a major risk factor for oral cancer 

and periodontal disease. Opportunities for what Holliday et al. (2021) referred to as 

άteachable momentsέ Ƴŀȅ ŀǊƛǎŜ ŘǳǊƛƴƎ ǘƘŜ ŘŜƴǘŀƭ ŜȄŀƳƛƴŀǘƛƻƴ ǎǳŎƘ ŀǎ ǘƘŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ 

tooth staining or tooth loss which provide an opportunity to discuss smoking cessation. 

Encouraging regular dental examinations provides opportunity for monitoring and early 

intervention (Stillman-Lowe and Levine 2007; Levine and Stillman-Lowe 2014). These views 

of OHE paint an idealised vision of how discussions can occur within the dental 

appointment. In practice, implementation is often shaped and constrained by a range of 

factors.  

 

1.6 The study 

Given increasing demands on dentistry, socio-economic differences in oral health, growing 

emphasis on prevention and patient self-care, together with recognition of the importance 

of oral health for wider patient well-being, there is a need to research how members of the 



18 

dental team can best support self-care. wŜǎŜŀǊŎƘ ƛǎ ƴŜŜŘŜŘ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ 

understanding of prevention (Fox 2010a), their willingness to engage in OHE (Jensen et al. 

2014), and how its delivery is influenced by personal and professional beliefs regarding 

patientsΩ well-being (Kay et al. 2003).  

 

Acknowledging the influence of wider social determinants on oral health and the resulting 

importance on working towards reducing health inequalities are key to improving 

population oral health (Watt 2002). Levine and Stillman-Lowe (2014) note that health 

promotion measures may include re-orientation of health services and creating public 

policies that support health, developing health-supporting environments and community 

action. However, in attempts to improve population oral health, it is important that the role 

of the patient is not lost within a movement focused on these social determinants (Richards 

and Filipponi 2011). aƛǎƳŀǘŎƘŜǎ ōŜǘǿŜŜƴ ǇŀǘƛŜƴǘǎΩ ŀƴŘ ŘŜƴǘƛǎǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ŘŜƴǘŀƭ 

care, (Lahti et al. 1996b) ŀƴŘ ōŜǘǿŜŜƴ ŘŜƴǘƛǎǘǎΩ ŀƴŘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ŜŀŎƘ ƻǘƘŜǊΩǎ 

roles (Lahti et al. 1996a) reveal the importance of negotiation in healthcare delivery. 

 

This research focuses on the provision and experience of oral health education for adult 

patients, currently an under-explored population. There is a large volume of literature on 

oral health education measures with children and teenagers (e.g., Al-Jewair et al. 2011; 

Garbin et al. 2013; Xiang et al. 2020) and increasing attention being paid to the oral health 

care of cared for older people (Howells et al. 2020). Interventions with young people are 

vital for enhancing oral health self-care routines that will carry on into adulthood (Griffin et 

al. 2012) and an increasing number of people retaining dentition for longer and with 

complex treatment needs (Bullock and Firmstone 2011) necessitates research to ensure 
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their needs are being addressed. There has been little in-depth exploration of the factors 

influencing provision of oral health education as part of routine care to adult patients 

attending general dental practices (Leggett et al. 2021). Additionally, the views and 

experiences of appointment-attending adults who may not have benefitted from recent 

early-years intervention and who are not receiving older-adult targeted measures are also 

currently relatively unheard. This is the population that may be most affected by any 

variations in delivery of provision of a preventive approach encouraging self-care, in the 

absence of other interventions. Looking to the future, this population are a group that are 

possibly raising children, in turn shaping their oral healthcare behaviour. They will also, in 

time, become part of the expanding older generation with complex care needs ς needs 

influenced by their current self-care practice.  

 

1.7 Aim and Objectives 

The aim of this research is to explore how oral health education is conceptualised and 

delivered within a preventive and health promoting approach which encourages patient 

self-care. 

 

The objectives of this study are to explore:  

¶ How dental professionals working in general dental practices view their role in the 

provision of oral health education (OHE)  

¶ How patients view the dental professional and patient relationship in oral health 

education  

¶ ²Ƙŀǘ ƛƴŦƭǳŜƴŎŜǎ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŘŜƭƛǾŜǊȅ ƻŦ hI9 ǘƻ ƛƴŘƛǾƛŘǳŀƭ ǇŀǘƛŜƴǘǎ 
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¶ Iƻǿ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǾƛŜǿ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎǇƻƴsibility for maintaining their own 

oral health care and their perceptions of what limits patients from following 

recommended advice 

¶ tŀǘƛŜƴǘǎΩ reasons for not following recommended advice. 

 

The following chapter explores the literature underpinning these research questions in 

more detail: oral health education effectiveness, ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ƻǊŀƭ 

health education as part of preventive care and its delivery, and patient perceptions of oral 

health education and its fit within the dental professional role. This is followed by Chapter 3: 

Methodology which explains the conceptual framework foundation of the study, including 

ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎΩ experience and positionality. The chapter continues with a discussion of the 

data gathering methods and their strengths and limitations, and a detailed account of how 

the study was conducted and amended in light of Covid-19. A description of the approach to 

analyses taken and the potential ethical issues raised by the study complete the chapter.  

 

In both Chapter 4 Findings from the interviews with ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ and Chapter 5 

Findings from interviews with patient/public the findings are presented using a descriptive 

summary of approaches/views of OHE topics, followed by a summary of the thematic 

analysis of the interview data, presented both in table and narrative form. Chapter 6 

Application of the theoretical frameworks presents the findings further analysed using the 

COM-B (Michie et al. 2011) and TDF (Cane et al. 2012) frameworks. The report concludes 

with Chapter 7 Discussion with a discussion of the findings in light of the literature, the 

methodological reflections on the design and conduct of the study, and a summary of the 

study contributions, conclusions, and recommendations.  
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2 Review of the literature 

2.1 Literature search process 

The first part of the study was a search of available literature to explore the current 

knowledge on the different factors influencing the provision of oral health education within 

general dental practice and how it is perceived/received by patients. The narrative review 

method was chosen over a systematic review as it allowed analysis of a broader range of 

papers (e.g., topics addressed, methods used, and country of study) rather than is typical in 

the more narrowly defined set of eligibility criteria typical of systematic reviews. This review 

aimed to explore the range of available literature on OHE, some aspects of which have not 

been as exhaustively addressed as other areas e.g., dental ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ personal views and 

ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ hI9 ŀƴŘ ǇŀǘƛŜƴǘǎΩ experiences of OHE. 

 

The search was carried out using databases covering a range of academic disciplines 

(Scopus, Science Direct, Web of Science, CINAHL Plus, ASSIA, ERIC, OVID SP), and Google 

Scholar. Search terms included combinations of:  

¶ dentist*OR dental 

¶ oral or dental health or oral hygiene instruction/education/intervention/promotion  

¶ smoking cessation or dietary advice or sugar or lifestyle interventions or behaviour 

change 

¶ general practice or primary care 

¶ patient adherence or patient views/opinions 

 

The full search strategy is detailed in Appendix 1. See Figure 2.1 for an overview of the 

literature search and selection process. 
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The key words/terms were searched to elicit papers in English, published since 1998. This 

date was chosen as one reflecting contemporary contexts of general dentistry, and which 

covered a period during which measures had been taken to promote the use of prevention 

and OHE in general dental practice.  

 

 

Figure 2.1: Literature search process 
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2 Inclusion criteria:  

Post-1998; English language; Adult patients; Oral health education ς theory, research, best practice, patient 
perception, professional perception; OHE delivered in dental practices; Patient-centred oral health care; The 
importance of oral health and prevention; Models/theories of health behaviour/adherence; Social influences on 
oral health/health behaviour.  

Duplicates excluded 
(n=491) 
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Following each keyword search, the search results were exported to the reference 

management programme, EndNote X9 (The EndNote Team 2013). When all searches were 

completed, duplicate references ǿŜǊŜ ǊŜƳƻǾŜŘ ǳǎƛƴƎ ǘƘŜ άFind Duplicatesέ ŦǳƴŎǘƛƻƴ ƛƴ 

EndNote followed by a manual scan of all remaining titles to check for duplicate citations 

with slightly different formatting that was not picked up during the automated search. For 

example, there were instances where authors middle names or initials were added or 

omitted, or where full stops or colons were used interchangeably in the paper titles and 

therefore were not recognised as a match. 

 

Following completion of the duplicate removal steps, owing to the large number of 

references remaining, a search for key exclusion words within the reference titles or 

keywords (e.g., care homes, schools, children) was carried out and the results reviewed by 

the researcher and excluded as necessary. Initial screening of the remaining papers was 

conducted by reading each reference titleΦ 5ŜǇŜƴŘƛƴƎ ƻƴ ǘƘŜ ǇŀǇŜǊǎΩ ǘƛǘƭŜΣ ƛǘ ǿŀǎ either 

removed if clearly outside the scope of the search criteria (e.g., was not clearly related to 

OHE, influences on oral health, professional perception, or patient perception of OHE) or 

added to a broad topic group created in EndNote for later further examination. The papers 

within each group were then in turn ǊŜŀŘ ƛƴ ƳƻǊŜ ŘŜǘŀƛƭΣ ǊŜŀŘƛƴƎ ŜŀŎƘ ǊŜŦŜǊŜƴŎŜΩǎ ŀōǎǘǊŀŎǘ 

and deciding its relevance to the review. The researcher adopted a broad approach in 

deciding potential relevance at this stage to avoid rejecting papers based on initial 

assumptions about the topic.  

 

Full versions of papers that had passed through the initial scanning processes were sourced 

and read to check for final relevance. When sourcing full papers from the database search, 
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papers citing the target paper (citation tracking), or suggestions of similar papers (where 

offered by databases) were also gathered where they met the inclusion and exclusion 

criteria. During the final reading/coding stages, relevant citations within papers were also 

obtained (citation mining). 

 

As both a way to explore and reflect on the topics covered in the literature and as a way of 

maintaining a manageable record of the sourced papers, the first batch of papers read 

(approximately 80 papers) were imported to NVivo (QSR International Pty Ltd 2018). While 

reading, the papers were coded using broad thematic codes to identify and map recurring 

topics and areas of discussion within the literature. This method also provided a way to 

organise the large amount of data. Once the general topic areas covered within the 

literature were established, the coding was then exported into Word documents into which 

relevant notes from all subsequent papers were added. As a narrative review, the focus was 

on a thematic analysis of content and a formal assessment of the quality of the reported 

methods was not undertaken. 

 

To assist ongoing awareness of relevant papers published following the initial searches, 

email alerts for each search were established, where available, (e.g., Ovid and EBSCO) and 

content alerts from relevant journals (e.g., British Dental Journal, BDJ Open, European 

Journal of Dental Education, Community Dentistry and Oral Epidemiology, and Sociology of 

Health and Illness). This alerted the researcher to new relevant papers throughout all stages 

of the study.  

 



25 

While comprehensive, the search strategy was not as clearly defined as in systematic 

reviews and was open to new avenues as they emerged from the literature. Paper selection 

for the literature was conducted solely by the researcher. The constrains of funding within a 

PhD programme precluded double coding of paper selection and later reading. The 

researcher acknowledges that this approach limits reproducibility and introduces a risk of 

bias from inadvertent omissions, and from no formal appraisal of the rigour of methods 

used in reported studies. However, the review did include commentary on the nature of the 

methods employed, and where appropriate, an indication of sample size. 

 

2.2 OHE effectiveness  

While not directly related to the research questions shaping this study, papers on the 

effectiveness of OHE were reviewed. Several systematic reviews have explored the 

effectiveness of OHE (Brown 1994; Kay and Locker 1996; Sprod et al. 1996; Kay and Locker 

1998; Yevlahova and Satur 2009; Kay et al. 2016; Menegaz et al. 2018; Soldani et al. 2018). 

Studies using plaque index as a measure to assess oral hygiene improvements resulted in a 

small reduction in plaque accumulation (30% decrease in plaque index compared with 

controls) and studies using percent of tooth surface to measure plaque found patients 

expected to have 10% fewer affected tooth surfaces following OHE (Kay and Locker 1996). 

άSubstantialέ (Watt and Marinho 2005) ƻǊ άdramaticέ (Kay and Locker 1998) short-term 

reductions in plaque levels were reported with adults and in children when educating 

parents. Again, the long-term implications of these effects were unsure (Watt and Marinho 

2005). The impact on caries rates varied across and within the different reviews. In their two 

reviews, Kay and Locker found that studies measuring caries rates were complicated by the 

inclusion of fluoride as part of the intervention. As it was not possible to separate the 
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ŜŦŦŜŎǘǎ ƻŦ ŜƛǘƘŜǊ ƛƴǘŜǊǾŜƴǘƛƻƴΣ ǘƘŜȅ ŘƛŘ ƴƻǘ ŀƴŀƭȅǎŜ ƻǊ ŘǊŀǿ ŎƻƴŎƭǳǎƛƻƴǎ ƻƴ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎΩ 

effects on caries in their meta-analysis (Kay et al. 2016). In their later review, they found 

that small but non-significant effects on caries reported in the randomised control trials 

(RCTs) they reviewed but more positive effects on caries levels in the quasi-experimental 

studies involving brushing with fluoride toothpaste (Kay and Locker 1998). Menegaz et al. 

(2018) similarly found improvements in caries rates but only at significant levels in just 

under half of the studies.  

 

Knowledge and attitudes about oral health were concluded to be improved by simple OHE 

interventions but the reviews questioned whether these led to changes in health behaviours 

(Kay and Locker 1996; Sprod et al. 1996; Kay and Locker 1998). Brown (1994) explained that 

they did not find much evidence of long-term improvements in knowledge or attitudes 

towards dental health despite seeing some short-term gains. In a review of the effectiveness 

of smoking cessation studies, Holliday et al. (2021) found low-certainty evidence of 

increased cessation rates after the provision of behavioural support and moderate-certainty 

evidence of effectiveness when behavioural support was coupled with pharmacotherapy. 

However, only 16 of the 20 studies reviews explored smoking cessation in dental clinics 

while the remaining four were conducted in school or college settings and there was 

ƛƴǎǳŦŦƛŎƛŜƴǘ ŜǾƛŘŜƴŎŜ ǿƘŜǘƘŜǊ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ƘŀŘ ŀƴȅ ǇƻǎƛǘƛǾŜ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 

oral health.  

 

Overall, the reviews mainly concluded that the various types of OHE interventions can lead 

to short-term changes in knowledge and oral health promoting oral hygiene behaviour. But 

the authors were uncertain whether these represented longer-term improvements and 
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their wider public health impact. The cost effectiveness of such interventions was also 

questioned (Brown 1994; Watt and Marinho 2005). Methodological and reporting issues 

constrained the ǊŜǾƛŜǿŜǊǎΩ ability to draw conclusions on effectiveness identified in the 

reviews (Brown 1994; Kay and Locker 1996; Sprod et al. 1996; Kay and Locker 1998; Watt 

and Marinho 2005; Yevlahova and Satur 2009; Kay et al. 2016; Menegaz et al. 2018; Soldani 

et al. 2018). The reviewers reported insufficient descriptions of the interventions being 

explored and the measures used to assess them in the papers they reviewed. Short follow-

up periods also limited confidence in the longer-term impact of the behaviour changes 

resulting from each intervention. Additionally, many studies showed a limited use of the 

theoretical frameworks informing the design of each intervention. Brown (1994) noted that 

those that did include theories of health behaviour change often showed better outcomes. 

Sprod et al. (1996) concluded that interventions that included patient-centred approaches 

based on more holistic models of health behaviour which take account of social, cultural, 

and personal factors showed more promise for achieving longer-term changes. The use of 

convenience samples in studies, often children, also led to concerns regarding the 

transferability of the results to other patient groups.  

 

One of the difficulties of attempting a cause-and-effect exploration of OHE interventions is 

that it is impossible to separate the influence of OHE from that of other external factors. The 

inclusion of fluoride as part of the intervention (e.g., encouraging brushing with a 

fluoridated toothpaste, or other fluoride supplements) and the various other sources of 

fluoride that the patient may be exposed to is one aspect that impedes drawing conclusions 

(Brown 1994; Kay and Locker 1996; Kay and Locker 1998). Patient-related factors are also 

overlooked in the evaluations. Brown (1994) noted that traditional types of OHE do not take 
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account of how the patient will filter the information according to their own understanding 

ƻŦ ƘŜŀƭǘƘ ŀƴŘ ƻǊŀƭ ƘŜŀƭǘƘΦ ¢ƘŜ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǎƪƛƭƭǎ ƛƴ ŎƻƳƳǳƴƛŎŀǘƛƴƎ ŀƴŘ ǊŀǇǇƻǊǘ-

building impacted oƴ ǇŀǘƛŜƴǘǎΩ ƳƻǘƛǾŀǘƛƻƴ ǘƻ Ŧƻƭƭƻǿ ŀŘǾƛŎŜ (Kay et al. 2016).  

 

While general oral health levels are improving, inequalities continue despite attempts to 

address them (Kay and Locker 1996; Watt and Sheiham 1999; Watt and Marinho 2005; 

Harris et al. 2012). In theory, the most deprived populations have most to benefit from 

primary care prevention (Welsh Government 2013). In practice, while oral health education 

may improve oral health, it has been found to increase inequalities (Watt 2007) as 

behaviour change has been shown to be more effective with affluent participants than with 

deprived participants (Schou and Wight 1994). This reflects the importance of exploring 

patient, and social influence on OHE outcomes.  

 

 

2.3 5Ŝƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ŀƴŘ ǊŜŦƭŜŎǘƛƻƴǎ ƻƴ ǇǊƻǾƛǎƛƻƴ ƻŦ ƻǊŀƭ 

health education within general dental practices 

This section ƛƴǾŜǎǘƛƎŀǘŜǎ ǘƘŜ ŀǾŀƛƭŀōƭŜ ƭƛǘŜǊŀǘǳǊŜ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻƴ Ƙƻǿ ƻǊŀƭ 

health education (OHE) fits within their professional role, or within the roles of others in 

their team. It also exploreǎ ǘƘŜ ƛƴŦƭǳŜƴŎŜǎ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ 

education. This is followed by a discussion on dental professionalsΩ understanding of the 

ŜŦŦƛŎŀŎȅ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ƛƴǘŜǊŀŎǘƛƻƴǎ ŀƴŘ ǘƘŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǘƘŜƛǊ ŀōƛƭƛǘȅ ǘƻ ŘŜƭƛǾŜǊ 

oral health education. How dental professionals have been reported to view their patients 

and their role in oral health education is then discussed. Finally, practice-relevant factors 
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such as the financial barriers and the appointment time implications of providing oral health 

education are outlined.  

 

2.3.1 The available research literature 

There is ŀ ǎƳŀƭƭ ƴǳƳōŜǊ ƻŦ ǇǳōƭƛǎƘŜŘ ǇŀǇŜǊǎ ŀŘŘǊŜǎǎƛƴƎ ŘŜƴǘŀƭ ǎǘǳŘŜƴǘǎΩ ǾƛŜǿǎ ŀƴŘ 

understanding of oral health education (e.g., Humphreys et al. 2010; Metz et al. 2015), or 

the ǾƛŜǿǎΩ ƻŦ ƻǘƘŜǊ ƘŜŀƭǘƘŎŀǊŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǎǳŎƘ ŀǎ ŎƻƳƳǳƴƛǘȅ ǇƘŀǊmacy staff (e.g., Steel 

and Wharton 2011; Buxcey et al. 2012), and medical professionals (e.g., Wårdh et al. 2003; 

Yuen et al. 2010). However, there is a relative dearth of literature on how general dental 

professionals define and view OHE, or their motivation and skills in offering OHE to patients 

(Jensen et al. 2014).  

 

Methodologically, alongside systematic reviews (Suga et al. 2014; Kay et al. 2016) the few 

studies published to date were surveys (of various size and response rates) 

(Warnakulasuriya and Johnson 1999; Anderson et al. 2002), qualitative interviews, focus 

groups, or mixed method studies (of varying sizes) (Shepherd et al. 2010; Andersson et al. 

2012; Filipponi et al. 2018; Franklin et al. 2019b), or review papers/research 

summaries/commentary papers (Fox 2010a; Bedos et al. 2018).  

 

While there is a range of literature on toothbrushing there was very little published 

exploration of ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ attitudes and experiences of discussing toothbrushing 

with adult patients. Instead, the toothbrushing literature explores OHE with children and 

their parents (Threlfall et al. 2007; Yuan et al. 2019), and OHE interventions outside the 

dental practice (e.g., mobile apps or workbooks) (e.g., Schlueter et al. 2010). The relevant 
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ƭƛǘŜǊŀǘǳǊŜ Ƴŀƛƴƭȅ ŜȄǇƭƻǊŜǎ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ŘŜƴǘƛǎǘǎΩΣ ǾƛŜǿǎ ƻƴ ǇǊƻǾƛŘƛƴƎ 

OHE on smoking cessation and alcohol consumption, and to a lesser extent, sugar 

consumption (Chestnutt and Binnie 1995; Watt et al. 2004; Stacey et al. 2006; Ahmed et al. 

2018), or alcohol consumption (Warnakulasuriya and Johnson 1999; Shepherd et al. 2010). 

In ŀŘŘƛǘƛƻƴΣ ŀ ǾŀǊƛŜǘȅ ƻŦ ǘŜǊƳǎ ƛƴŎƭǳŘƛƴƎ άpreventionέΣ άoral health educationέΣ ŀƴŘ άoral 

health promotionέ ŀǊŜ ƻŦǘŜƴ ǳǎŜŘ ƛƴǘŜǊŎƘŀƴƎŜŀōƭȅ ƛƴ ǇŀǇŜǊǎΣ ƻǊ ǿƛǘƘ ƻǊŀƭ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ 

implicitly embedded within explorations of wider preventive care (Dyer and Robinson 2006; 

Tomlinson and Treasure 2006; Fox 2010a; Leggett et al. 2021). Even so, the conclusions of 

ǎǳŎƘ ǎǘǳŘƛŜǎ ǎǳƎƎŜǎǘ ǾŀǊƛŀǘƛƻƴ ƛƴ ŘŜƴǘƛǎǘǎΩ ōŜƭƛŜŦǎ ŀƴŘ ƻǇƛƴƛƻƴǎ ŀƴŘ ǊŜǎǳƭǘƛƴƎ ŀŎǘƛǾƛǘƛŜǎ 

(Tomlinson and Treasure 2006; Threlfall et al. 2007).  

 

2.3.2 Views on provision of oral health education 

Studying data on providing general health promotion, gathered from South Yorkshire-based 

dentists using qualitative interviews and questionnaires, Dyer and Robinson (2006) found 

ǘƘŀǘ ŘŜƴǘƛǎǘǎΩ ǾƛŜǿǎ ǊŜŦƭŜŎǘŜŘ ŀ ǎǇŜŎǘǊǳƳΣ ǊŀƴƎƛƴƎ ŦǊƻƳ ǎŜŜƛƴg oral care as disease-focussed 

to as a health issue. Health-focussed dentists were more likely to acknowledge the changing 

role of dentistry and reported adopting a more preventive approach, taking a holistic view 

of the patient. This included welcoming the delivery of more OHE and providing wider 

health interventions such as smoking cessation or dietary advice. Disease-focused dentists 

reflected a narrower approach targeting only activities that directly impacted on the mouth 

rather than wider health implications. They were also more likely to report gaining little 

enjoyment from any preventive work: Ψ¢ƘŜǊŜ ƛǎ ƴƻǘ ƳǳŎƘ ǇƭŜŀǎǳǊŜ ǘƻ ōŜ ƎŀƛƴŜŘ ƻǳǘ ƻŦ ƻǊŀƭ 

ƘȅƎƛŜƴŜ ƛƴǎǘǊǳŎǘƛƻƴ ƛƴ Ƴȅ ŜȄǇŜǊƛŜƴŎŜ ΦΦΦ L Ƨǳǎǘ ŘƻƴΩǘ ǘƘƛƴƪ L ǿƻǳƭŘ ŜƴƧƻȅ ƛǘ ώƘŜŀƭǘƘ 

ƛƴǘŜǊǾŜƴǘƛƻƴǎϐ ǊŜŀƭƭȅέ (p47) (Dyer and Robinson 2006). While this study focusses on the 
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provision of general health ǇǊƻƳƻǘƛƻƴΣ WŜƴǎŜƴΩǎ (2014) finding that OHE was only perceived 

as necessary when patients showed evidence of caries, rather than discussing oral health 

with everyone, reflects how these differences can influence OHE provision.  

 

A recent study of attitudes towards preventive oral care comprised interviews and focus 

groups with 149 participants from the United Kingdom, Denmark, Germany, Hungary, 

Ireland, and the Netherlands (Leggett et al. 2021). Participants included dental teams, policy 

makers, and insurers (EU)/commissioners (UK). Despite cross-country agreement that 

dentistry was increasingly focussing on prevention and a recognition of the need for 

prevention provision, some dental professional participants (mainly dentists) still viewed 

prevention as less interesting than treatment. Participants identified that an interest in 

ǘǊŜŀǘƳŜƴǘ ŀǎ ŀ ǊŜŀǎƻƴ ŦƻǊ ŜƴǘŜǊƛƴƎ ŘŜƴǘƛǎǘǊȅ ŀƴŘ ǘƘŀǘ ǇǊŜǾŜƴǘƛǾŜ ǿƻǊƪ ǿŀǎ ƴƻǘ άfunέ ƻr 

άsexyέ ŀƴŘ ƭŀŎƪŜŘ ǘƘŜ άkudosέ ƻŦ ǘǊŜŀǘƳŜƴǘΦ ²ƘƛƭŜ ŘƛǎŎǳǎǎƛƴƎ ƎŜƴŜǊŀƭ ǇǊŜǾŜƴǘƛƻƴΣ ƛƴŎƭǳŘƛƴƎ 

placing fissure sealants and fluoride varnish alongside providing OHE, the findings suggest 

that there is still some devaluing of OHE and other preventive work amongst some dentists.  

It is unclear, however, whether this devaluing of prevention impacted on participants 

provision of OHE.  

 

Two studies, both carried out within a similar time frame, explored the views of dentists and 

dental professionals in Wales. Anderson, Treasure and Sprod (Anderson et al. 2002) 

explored views of oral health promotion via a self-completion survey sent to dentists and a 

number of dental professionals registered with the Wales Deanery. Eighty-eight percent of 

respondents indicated that oral health education was part of their professional role. 

However, 80% of those also reported spending less than two hours on such activities in a 
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typical week, with much of this activity spent on managing or preventing dental caries and 

gum disease. Tomlinson and Treasure (2006) ǊŜǾƛǎƛǘŜŘ ŘŜƴǘƛǎǘǎΩ ǇǊƻǾƛǎƛƻƴ ƻŦ ǇǊŜǾŜƴǘƛǾŜ 

work, including OHE, across Wales using a quantitative postal questionnaire sent to a 

random selection of practising dentists coupled with analysis of all the Dental Practice Board 

(DPB) claims for remuneration over a 12-month period, ending in October 2002. The 

dentists surveyed strongly agreed with delivering OHE (95%) and with providing advice 

against sugary and erosive foods (85%). However, analysis of the DPB claims codes showed 

low numbers of claims for all types of prevention work, including OHE, and variety across 

different health boards across the country. For example, rural areas such as Dyfed-Powys 

and North Wales submitted 20 times more claims, by more dentists, than urban areas such 

as Cardiff. However, it is possible participants may have been engaging with OHE but not 

claiming for it owing to its low remuneration levels. Whatever the reason, both studies 

indicate a mismatch between a positive view of OHE and evidence of its actual provision.  

 

A more recent study explored the reasoning behind some of these viewpoints towards 

provision of OHE. Witton and Moles (2015) conducted a Q sort study with 26 NHS dentists, 

exploring how the Delivering Better Oral Health (Public Health England 2017) guidelines are 

being implemented, and the barriers to its implementation in practice. Factor analysis 

revealed three profiles of responses with at least six participants loaded on to each one. 

Table 2.1 provides the three highest rated and three lowest rated statements for each 

profile.  

 

While each factor represented a generally favourable view of OHE/prevention, there were 

differing approaches to its provision. The first profile characterised a dentist who was 
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motivated to provide OHE and believed that it was effective, but financial considerations 

and time issues were a deterrent. 

 

Table 2.1: Three dentist "types" identified by Witton and Moles (2015) 

 Most agreed with Most disagreed with 

Profile1 

¶ LŦ L ǿƻǊƪŜŘ ǘƻ ΨDelivering better oral 
healthΩ L ǿƻǳƭŘ ōŜ ŦƛƴŀƴŎƛŀƭƭȅ 
disadvantaged 

¶ There is not enough time to follow every 
bit of guidance in Ψ5ŜƭƛǾŜǊƛƴƎ ōŜǘǘŜǊ ƻǊŀƭ 
ƘŜŀƭǘƘΩ 

¶ L ǿŀƴǘ ǘƻ ŀǇǇƭȅ ΨDelivering better oral 
healthΩ ƛƴ ǇǊŀŎǘƛŎŜ ōǳǘ Ƴȅ ŘŜƴǘŀƭ ŎƻƴǘǊŀŎǘ 
does not allow me to 

¶ ΨDelivering better oral healthΩ ƛǎ ǘƘŜ ŦƛǊǎǘ 
place I look when I have to devise a 
prevention strategy for my patient  

¶ I do not believe that prevention works 

¶ It is not my role to deliver prevention 

 

Profile 2 

¶ ΨDelivering better oral healthΩ ƛǎ ǘƘŜ ŦƛǊǎǘ 
place I look when I have to devise a 
prevention strategy for my patient  

¶ It is not worth offering prevention to un-
motivated patients 

¶ L ǿŀƴǘ ǘƻ ŀǇǇƭȅ ΨDelivering better oral 
healthΩ ƛƴ ǇǊŀŎǘƛŎŜ ōǳǘ Ƴȅ ŘŜƴǘŀƭ ŎƻƴǘǊŀŎǘ 
does not allow me to 

¶ ΨDelivering better oral healthΩ ƛǎ ŀ ǘƘǊŜŀǘ ǘƻ 
my clinical autonomy 

¶ It is not my role to deliver prevention 

¶ L ƴŜŜŘ ǘƻ ǎŜŜ ŀƴ ŜȄŀƳǇƭŜ ƻŦ ΨDelivering 
better oral healthΩ ǿƻǊƪƛƴƎ ƛƴ ǇǊŀŎǘƛŎŜ 
before I decide if I will apply its 
recommendations 

Profile 3 

¶ There should be a patient version of 
ΨDelivering better oral healthΩ ǘƻ ƛƳǇǊƻǾŜ 
compliance with prevention 

¶ Ψ5ŜƭƛǾŜǊƛƴƎ ōŜǘǘŜǊ ƻǊŀƭ ƘŜŀƭǘƘΩ has changed 
my practice for the better  

¶ I want more support from the health 
service in implementing the 
recommendatioƴǎ ƛƴ ΨDelivering better 
oral healthΩ 

¶ I am paid to treat disease and not to 
provide prevention 

¶ It is not worth offering prevention to un-
motivated patients 

¶ It is a waste of resources to offer 
prevention to all patients 

 

The second profile represented a dentist who was motivated to follow the guidance but was 

cautious of implementing it in their practice and were selective in their use based on 

ƧǳŘƎŜƳŜƴǘǎ ƻŦ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΦ ¢ƘŜ Ŧƛƴŀƭ ǇǊƻŦƛƭŜ ǊŜŦƭŜŎǘŜŘ ŀ άhealth-focusedέ ǇǊƻŦŜǎǎƛƻƴŀƭ ǿƘƻ 

was keen to work to the guidance with all patients, but who desired greater engagement 

from patients and support from the health service to achieve this. Whilst primarily relating 

to guidance implementation, these three profiles illustrate how social and practical factors 

may influence views on OHE provision in practice.  
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Alongside dental professional viewpoints, the acceptance and provision of OHE sometimes 

varied based on the subject area of the advice. {ŜǾŜǊŀƭ ǎǘǳŘƛŜǎ ƘŀǾŜ ŜȄǇƭƻǊŜŘ ŘŜƴǘƛǎǘǎΩ ǾƛŜǿǎ 

on providing advice on wider health issues and the findings uncovered a range of opinions. 

The provision of alcohol guidance was accepted by dentists in some studies (Dyer and 

Robinson 2006; Shepherd et al. 2010) but was less supported in others (Warnakulasuriya 

and Johnson 1999; Anderson et al. 2002; Dyer and Robinson 2006; Tomlinson and Treasure 

2006; Fox 2010a; Yusuf et al. 2015). Dietary advice and smoking prevention or cessation 

were mostly accepted as relevant to the dental role but often only as far as the issues 

directly related to oral health (Warnakulasuriya and Johnson 1999; Dyer and Robinson 2006; 

Yusuf et al. 2015), for example providing post-operative advice on smoking following 

extractions or other procedures (Watt et al. 2004).  

 

Several survey studies focused on smoking cessation provision by the dental team and 

provided insight into both attitudes and provision rates. Chestnutt and Binnie (1995) 

surveyed 448 Scottish dental practitioners; 54.7% thought smoking cessation counselling 

was part of the dentist role with only 21.2% reporting that it was outside their remit. 

wŜƎŀǊŘƭŜǎǎ ƻŦ ŀǘǘƛǘǳŘŜΣ урΦс҈ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ ǘƘŜȅ ŘƛǎŎǳǎǎŜŘ ǘƘŜ ǘƻǇƛŎ ǿƛǘƘ ǇŀǘƛŜƴǘǎ άŀǘ ƭŜŀǎǘ 

ƻŎŎŀǎƛƻƴŀƭƭȅέΦ !ǊƻǳƴŘ ƻƴŜ ǉǳŀǊǘŜǊ ƻŦ ¦{!-based dentists surveyed reported discussing 

smoking cessation at every appointment (25.5%). However, only half of those had a specific 

approach that they used with patients (Albert et al. 2002). In a Welsh study, Tomlinson and 

Treasure (2006) found that their dentist participants were slightly more accepting of 

offering smoking cessation advice (59%) than of dietary advice beyond oral health issues 

(51%). Stacey et al. (2006) reported some of the highest positive attitudes towards providing 

smoking cessation advice with 82% of dentists, 91% of hygienists, and 28% of dental nurses 
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surveyed in the Northern Deanery, UK agreeing that it had a place in their role. 

Unfortunately, the percentages dropped greatly when reporting actual provision (dentists: 

63%; dental hygienists: 55%; and dental nurses: 21%). A similar pattern of attitudes and 

reported rates of provision was also shown in an electronic survey study exploring the 

smoking cessation views of dentists (n=725) and dental hygienists (n=701) in California 

(Chaffee et al. 2019). The majority of dentists (73%) and dental hygienists (80%) reported 

asking about and recording patients smoking status, but far fewer reported regularly 

offering cessation advice (dentists: 10%ς31% and hygienists: 27%ς49%). Despite a relatively 

small sample of dental professionals in the north of England, a survey based on a study by 

Ahmed et al. (2018) indicates a more positive approach to providing smoking cessation with 

100% of dental hygienist and dental therapists, 81% of dentists, and 67% of dental nurse 

respondents indicating that they offer smoking cessation advice during appointments 

(Ahmed et al. 2018). These studies did not offer any suggestions for the gap between 

positive opinion of OHE and actual provision which raises questions about what prevents or 

discourages provision.  

 

2.3.3 A delegated task?  

¢ƘŜ ǾŀǊƛŀǘƛƻƴ ōŜǘǿŜŜƴ ŘƛŦŦŜǊŜƴǘ ŘŜƴǘŀƭ ǘŜŀƳ ƳŜƳōŜǊǎΩ Ǿƛewpoints outlined above (Stacey 

et al. 2006; Ahmed et al. 2018) may reflect a view that it is the responsibility of other dental 

team members rather than a part of their own role. While Templeton et al. (2016) found 

that all dental team members indicated that OHE and prevention are part of each team 

ƳŜƳōŜǊǎΩ ǊƻƭŜΣ ƻǘƘŜǊ studies have reported dentists viewing OHE as better suited to dental 

care professionals (DCPs). Their reasons incluŘŜŘ ŀ ǇƻǎƛǘƛǾŜ ǾƛŜǿ ƻŦ 5/tǎΩ ŀōƛƭƛǘƛŜǎ (Dyer and 

Robinson 2006; Jensen et al. 2014)Σ 5/tǎΩ ōŜǘǘŜǊ ǊŜƭŀǘƛƻƴǎƘƛǇǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎ (Watt et al. 
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2004), or more pragmatic reasons such as longer appointment times or passing on 

unrewarding (personally or financially) tasks (Dyer and Robinson 2006; Jensen et al. 2014; 

Leggett et al. 2021).  

 

Dyer and Robinson (2006) ǊŜǇƻǊǘŜŘ ƻƴ ŘŜƴǘƛǎǘǎΩ ǾƛŜǿǎ ƻƴ ǘƘŜ ǳǎŜ ƻŦ ŀ teamwork approach 

to general health promotion, gathered via a combination of qualitative interviews and 

quantitative postal surveys. There was agreement that a team approach is becoming more 

important to provision of general health advice in dental practices. Respondents were 

positive about DCPs providing smoking prevention/cessation, and alcohol or dietary intake. 

Opinions were divided on provision of skin cancer prevention and blood pressure 

monitoring. There were queries on whether dentists would have more influence over 

patients, who may take the information less seriously from DCPs. Others reported DCPs to 

have better improvement outcomes. Some dentists were keen to delegate both oral and 

general health-focussed preventive work either because of positive views of DCPsΩ abilities 

(ά¢ƘŜ ƻǊŀƭ ƘȅƎƛŜƴŜ ƛƴ Ƴȅ ǇŀǘƛŜƴǘǎ ƛƳǇǊƻǾŜŘ ŜƴƻǊƳƻǳǎƭȅ ǘƘŀƴƪǎ to the hygienists rather than 

ǘƻ ƳŜέΣ p48), others because they perceived DCPs to have more time during appointments 

όάTo be honest they will take more time than I might because they have got much more time 

ōƻƻƪŜŘέΣ ǇпуύΦ More pragmatic motivations were given by others; health interventions were 

ŎƻƴǎƛŘŜǊŜŘ ŀ ǇƻƻǊ ǳǎŜ ƻŦ ŘŜƴǘƛǎǘǎΩ ǘƛƳŜ ōǳǘ ŀŎŎŜǇǘŀōƭŜ ŦƻǊ 5/tǎ ǿƛǘƘƛƴ ǘƘŜ ǘŜŀƳ ŀǎ Ψloss 

leadersΩ ƻǊ ŦǊƻƳ ŀ ŘŜǎƛǊŜ ǘƻ Ǉŀǎǎ ƻƴ ΨǳƴǊŜǿŀǊŘƛƴƎΩ tasks. The limited number of DCPs 

available in practices was discussed as a downside to their involvement in health 

improvement: ά¢ƘŜǊŜ ŀǊŜ ŦŜǿ ŜƴƻǳƎƘ ƻŦ ǘƘŜƳΣ ǿƘȅ ǿƻǳƭŘ ȅƻǳ ǿŀƴǘ ǘƻ ŀƭƭƻŎŀǘŜ ǘƘŜƛǊ ǘƛƳŜ 

ŀǿŀȅ ŦǊƻƳ ǘƘŜƛǊ ǘǊŀƛƴŜŘ ǎƪƛƭƭǎΚέ (p48). However, it was noted that the majority of discussion 
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revolved around the use of dental therapists and hygienists, with oral health educators 

(OHEds) discussed only occasionally and dental nurses less often.  

 

Three studies explored perceptions of which dental professional role was the most 

appropriate to provide smoking cessation and results varied. Watt et al. (2004) interviewed 

dentists, dental nurses, and one dental hygienist about providing smoking cessation OHE 

and found Ƴŀƴȅ ƻŦ ǘƘŜ ƛƴǘŜǊǾƛŜǿŜŘ ŀƎǊŜŜŘ ǘƘŀǘ ŘŜƴǘŀƭ ƘȅƎƛŜƴƛǎǘǎ ǿŜǊŜ ƛƴ ŀƴ άideal positionέ 

to provide smoking cessation advice/support. This was mirrored by Stacey et al. (2006) who 

reported that around 90% of those surveyed indicated that dental hygienists were best 

placed to offer smoking cessation advice. This was highly agreed with across all dental roles 

(dental hygienists: 91%; dentists and dental nurses: 89% each). Watt et al. (2004) explained 

how the views were based on ǇŀǊǘƛŎƛǇŀƴǘǎΩ relationship with patients. While some felt that 

as dentists were held in higher esteem by patients that they should be responsible for OHE, 

others had the view that as patients were more at ease with DHs than with dentists, they 

were in a better position to have potentially sensitive discussions with patients. Stacey et al. 

(2006) noted that only 4% of dentists had received smoking cessation training as an 

undergraduate and 26% as a postgraduate compared to a total 45% of dental hygienists 

reporting training but did not go as far as suggesting that this may have shaped their views. 

 

In a more recent study, Ahmed et al. (2018) found that overall, their respondents favoured 

the dentist as the preferred role for offering smoking cessation advice (96%), compared to 

dental hygienists and therapists (analysed as one group) (86%), and dental nurses (56%). 

However, all dental hygienists and therapists, 95% of dentists, and 45% of dental nurses 

indicated that they should be offering smoking cessation advice as part of their own 
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professional role. This pattern was reflected in the reporting of activity across the dental 

team as 100% of dental hygienists and therapists routinely offered smoking cessation advice 

compared to 81% of dentists and 67% of dental nurses. Again, dental hygienists and 

therapists also reported higher incidences of training (79%) compared with dentists (50%). 

The higher acceptance rates are encouraging but again no information was provided as to 

whether training or other factors were the reason for the discrepancy between perceived 

role and actual provision.  

 

2.3.4 Influences on views and approaches to OHE 

2.3.4.1 Professional education and socialisation 

An early influence ƛƴ ǘƘŜ ǎƘŀǇƛƴƎ ƻŦ ŘŜƴǘƛǎǘǎΩ ǇǊƻŦŜǎǎƛƻƴŀƭ ƛŘŜƴǘƛǘȅ ƻŎŎǳǊǎ ŘǳǊƛƴƎ ǘƘŜƛǊ 

undergraduate training. The way that OHE was taught (content, by whom) during 

undergraduate education was said to shape views and later peer group opinions. As a 

surgical profession, a large proportion of training focusses on the clinical paradigm of 

treating disease, and the technical and technological aspects of the role (Schwendicke and 

Giannobile 2020). However, this is often at the expense of the social determinants of health 

care and preventive dentistry (Metz et al. 2015) where coverage may be minimal. 

Marginalizing these topics has been suggested to lead to the perception that prevention 

education is not part of everyday practice activities (Calderón et al. 2007; Autio-Gold and 

Tomar 2008; Pakdaman et al. 2010; Garcia and Sohn 2012; Morgan et al. 2013) or is 

something that meets a requirement but is not valued as an activity (Leggett et al. 2021). 

Morgan et al. (2013) surveyed 98 fourth- and fifth-year UK dental undergraduates and 

dental hygiene and dental hygiene-therapy trainees and found that the dental students 

attached less importance to oral hygiene advice than the hygiene and therapy students. 
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Despite both groups identifying high confidence levels in their ability to provide oral health 

advice, 37% of dental trainees reported that they had not received sufficient training in 

preventive care. Within the dental school at that time, OHE was taught by different tutors 

for the two groups and the authors posited that the hygienist/therapists were taught by 

tutors with a more preventive hygiene/therapy background may be a contributory factor. 

Even as recently as 2021, training focussed on treatment was indicated to be behind 

difficulty adopting a preventive focus in their work for dentist participants from the UK, 

Hungary, and the Netherlands (Leggett et al. 2021). 

 

Neglecting to teach prevention in favour of restoration was suggested to represent a 

shortcoming of educational obligations (Metz et al. 2015). Existing research supports a need 

to present a holistic view of health in the undergraduate curriculum to foster a culture of 

prevention (Dyer and Robinson 2006), encouraging students to reflect on their own 

assumptions of the social influences on oral health and how to address them (Bedos et al. 

2018).  Efforts to integrate prevention and motivational methods are being made in the UK 

and the USA (Anderson et al. 2002; Bedos et al. 2018; Tiwari 2018). As outlined in Chapter 1: 

Introduction, the General Dental Council (GDC) now require dentists and all other members 

of the dental team to be proficient in various aspects of oral health promotion (General 

Dental Council 2015). This move is seen to be supported by students (Rindlisbacher et al. 

2017). In their Brazilian/American review, Suga et al. (2014) concluded that dentists who 

more regularly engage with continuing professional education (CPD) are also more open to 

the changing demands of the role and are more willing to provide OHE and prevention.  
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As well as providing knowledge, dental training  shapes the journey from lay person to 

dental professional (Freeman 1999a). These changes have been said to occur through a 

process of socialisation. Exposure to the attitudes and behaviours of their family is an 

ƛƴŘƛǾƛŘǳŀƭǎΩ first source of influence (primary socialisation). This is followed by learning 

through interaction with friends and peers during childhood and adolescence (secondary 

socialisation) (Baric 1977; Freeman 1999b). The third form of influence (tertiary 

socialisation) is from wider social groups and institutions. One form of tertiary socialisation 

is the influence of dental education on the dental professional identity (Locker 1989). 

Termed the hidden curriculum, these unintended and unofficial messages are key in 

understanding the development of a professional identity (Hafferty and Franks 2004; 

Whitman 2014). During dental training, the individual comes to identify with other dental 

health professionals and be shaped by their social norms, their attitudes, and behaviour. 

Social ǊŜŎƻƎƴƛǘƛƻƴ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ŜȄpertise reinforce the professional 

identity and affords the individuals ŀ ǇƻǿŜǊ ǘƻ ƛƴŦƭǳŜƴŎŜ ƻǘƘŜǊΩǎ ŘŜƴǘŀƭ ƘŜŀƭǘƘ ŀǘǘƛǘǳŘŜǎ ŀƴŘ 

behaviours (Locker 1989; Freeman 1999b). Through these informal processes, the culture of 

ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŘŜƴǘŀƭ ǘǊŀƛƴƛƴƎ influences both what it means to be a dental professional 

and their approaches to dental practice. 

 

2.3.4.2 Psychosocial influences 

¢ƘŜ ǎƻŎƛŀƭ ƴŜǘǿƻǊƪǎ ƻŦ ŘŜƴǘƛǎǘǎ ƘŀǾŜ ŀƭǎƻ ōŜŜƴ ǎǳƎƎŜǎǘŜŘ ŀǎ ƪŜȅ ƛƴ ƛƴŦƭǳŜƴŎƛƴƎ ŘŜƴǘƛǎǘǎΩ 

professional role identity. In an Australian qualitative study, peer and social networks were 

ǊŜǇƻǊǘŜŘ ǘƻ ǇǊƻǾƛŘŜ ƳƻǊŜ ƛƴŦƭǳŜƴŎŜ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƪƴƻǿƭŜŘƎŜ ŀƴŘ ǇǊŀŎǘƛŎŜ ǘƘŀƴ ŀŎŀŘŜƳƛŎ 

evidence or guidelines and having preventive-focused practice leadership influenced 

practice  (Sbaraini 2012). In another study by the same authors, dentists who identified 
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themselves as having a preventive-ŦƻŎǳǎǎŜŘ ŀǇǇǊƻŀŎƘ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜȅ ōŜƭƛŜǾŜŘ άmost 

dentistsέ ǿŜǊŜ ǎǳǇǇƻǊǘƛǾŜ ƻŦ ǎǳŎƘ ŀƴ ŀǇǇǊƻŀŎƘ (Sbaraini et al. 2013). Positive patient 

outcomes following OHE were identified as a source of personal satisfaction for dental 

ǇǊƻŦŜǎǎƛƻƴŀƭǎ ƻǿƛƴƎ ǘƻ ŀ ŎƻƴŎŜǊƴ ŦƻǊ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ōŜǎǘ interests but were also a motivator 

as a way to demonstrate their skills and good practice to their colleagues (Jensen et al. 

2014).  

 

A London-based study also reported that dentists with positive views of providing 

preventive advice also perceived that their colleagues were as equally involved in provision 

(Yusuf et al. 2015). A Dutch study concluded that dental professionals who perceived 

support from their dental team members, peers, and the dental organisations reported 

more engagement with smoking cessation advice (Rosseel et al. 2009). Working in a practice 

where smoking cessation (Andersson et al. 2012) or OHE for periodontal disease prevention 

(Stenman et al. 2010) was supported by management was also observed as a facilitator for 

DHs in two Swedish studies (Stenman et al. 2010; Andersson et al. 2012). A UK systematic 

review concluded that lone practitioners and those who perceived a lack of support from 

their practice team identified more barriers to offering OHE (Lala et al. 2017). A mixed 

methods study explored caries prevention measures, including OHE alongside actions such 

as determining and planning care according to patient risk, and the application of fissure 

sealants and fluoride varnish, ŦƻǳƴŘ ǘƘŀǘ ŘŜƴǘŀƭ ǘŜŀƳǎ ǘŜƴŘŜŘ ǘƻ ǊŜŦƭŜŎǘ ǘƘŜ ŘŜƴǘƛǎǘǎΩ ōŜƭƛŜŦǎ 

about prevention. Practices performing low levels of preventive work were more likely to 

report few benefits to prevention, to identify greater barriers such as lack of time and 

patient expectations and were less likely to see prevention as part a key part of their role 

(Templeton et al. 2016). The learning and adoption of knowledge and opinions from dental 
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practice cultures and social networks may help explain some of the variation in views and 

practice of oral health education and prevention. 

 

Studies have shown that dentistsΩ own beliefs and experiences influence their OHE 

messages (Tomlinson and Treasure 2006; Threlfall et al. 2007; Holmes 2016; Kay et al. 2016; 

Aziz et al. 2019). For example, in a survey of New Zealand dentists, Aziz et al (2019) found 

ǘƘŀǘ hI9 ŘŜƭƛǾŜǊŜŘ ƛƴ ŀǇǇƻƛƴǘƳŜƴǘǎ ǿŀǎ ƛƴŦƭǳŜƴŎŜŘ ōȅ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƻǿƴ ƻǊŀƭ ƘŜŀƭǘƘ 

care patterns. While most respondents reported providing toothbrushing advice (modified 

Bass technique), recommendations for the use of fluoridated toothpaste, daily flossing, or 

use of interproximal cleaning aids, and the use of mouthwash were all higher in those that 

also reported regularly including such actions in their own daily routine. Over half of the 

respondents agreed that their own oral health status influenced patient adherence to 

advice and over one-third agreed that dentists were important models in oral health. Lala et 

al. (2017) found that dental professionals who smoked were less likely to report raising the 

topic of smoking cessation with patients than non-smoking participants. Conversely, 

Chestnutt and Binnie (1995) recounted how dentist participants who were former smokers 

were more likely to engage in smoking cessation advice. These findings are supported by 

previous research that suggested that dentists give more advice and adopt a positive 

approach when it allies with their personal attitudes and beliefs (Chestnutt and Binnie 1995; 

Holmes 2016).  

 

2.3.4.3 Practitioner confidence in their abilities 

Greater confidence in their ability to offer OHE and in the perceived efficacy of such 

interventions have been concluded to increase the frequency of offering OHE (Kay et al. 
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2016), for example smoking cessation advice (Albert et al. 2002). Nearly 60% of Watt et al. 

(2004) survey participants reported ά[ŀŎƪ ƻŦ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ŀōƛƭƛǘȅ ǘƻ ƛƴŎƻǊǇƻǊŀǘŜ ǎƳƻƪƛƴƎ 

ŎŜǎǎŀǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎ ƛƴǘƻ Ŏƻƴǎǳƭǘŀǘƛƻƴǎέ as a barrier to providing smoking cessation advice. 

Lack of training in smoking cessation support (Chestnutt and Binnie 1995; Warnakulasuriya 

and Johnson 1999; Stacey et al. 2006; Andersson et al. 2012; Ahmed et al. 2018) and in OHE 

in general (Kay et al. 2016), was identified as a barrier to providing OHE in several studies.  

 

A number of studies indicated that while dental professionals may report a lack of training 

in OHE and prevention, this does not necessarily correlate with low ratings of their 

confidence in their OHE skills. High levels of confidence in delivering preventive advice was 

reported by Yusuf et al. (2015), despite identifying a lack of some core preventive 

knowledge. Similarly, most of the dentists Dyer and Robinson (2006) interviewed spoke of 

feeling inadequately trained to lead health interventions, particularly training in their 

communication skills. However, fewer questionnaire respondents in the same study 

indicated this as a barrier to undertaking health interventions. As part of a 121-question 

self-ŎƻƳǇƭŜǘƛƻƴ ǎǳǊǾŜȅ ƻƴ ¦Y ŘŜƴǘƛǎǘǎΩ ƎŜƴŜǊŀƭ ŘŜntal practice working environments and 

activities, Burke et al. (2019) included two questions about oral health education and 

preventive dentistry. When asked, only just over half (65% of the 388 respondents) reported 

that they possessed the άƪƴƻǿƭŜŘƎŜ ŀƴŘ ǎƪƛƭƭ ǘƻ ŀǇǇƭȅ ōŜƘŀǾƛƻǳǊŀƭ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ŀƛƳŜŘ ŀǘ 

ōŜƘŀǾƛƻǳǊŀƭ ŎƘŀƴƎŜ ƛƴ ȅƻǳǊ ǇŀǘƛŜƴǘǎέ. Conversely, 94% reported that they had άǘƘŜ 

knowledge and skill to meet the preventive dentistry needs and expectations of the older 

ǇŀǘƛŜƴǘέ. While it is difficult to draw conclusions from just two questions from an extensive 

questionnaire covering many topics, lower feelings of preparedness for general behavioural 

change may reflect the variation in attitudes towards the different topics of OHE as noted 
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earlier in this chapter. For example, while the majority of the 15 participants who completed 

Yŀȅ Ŝǘ ŀƭΩǎ (2003) self-completion survey believed that they were able to influence effective 

brushing techniques and fluoride toothpaste use, they were less confident in the role of diet 

counselling (Kay et al. 2003).  

 

Several papers noted that while dental professionals may be confident in delivering OHE 

advice, they may be less confident in initiating discussions on topics beyond oral hygiene for 

fear of intruding or prying (Watt et al. 2004; Dyer and Robinson 2006). The literature 

ƘƛƎƘƭƛƎƘǘŜŘ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ŀƭƛŜƴŀǘƛƴƎ ǇŀǘƛŜƴǘǎ ōȅ ΨƻǾŜǊǎǘŜǇǇƛƴƎ ǘƘŜƛǊ ƳŀǊƪΩ or 

being intrusive in their questioning of their oral hygiene habits (Jensen et al. 2014) or 

lifestyle, and uncertainty regarding the boundaries of the dental role (Watt et al. 2004; Dyer 

and Robinson 2006). This was a concern for dental nurses and dentists when discussing 

ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴ ƛƴ ²ŀǘǘ Ŝǘ ŀƭΩǎ ǎǘǳŘȅ (2004) ǿƘƻ ŦŜƭǘ ǘƘŀǘ ƛǘ ǿŀǎ άnot their businessέΣ 

ǇŀǊǘƛŎǳƭŀǊƭȅ ŀǎ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿŀǎ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ŀǎ άnaggingέΣ άpreachingΣ ƻǊ άlecturingέ 

patients about behaviour change. Dentists reported similar reluctance in Dyer and 

wƻōƛƴǎƻƴΩǎ (2006) ǇŀǇŜǊ ƻƴ ǇǊƻǾƛŘƛƴƎ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ ŀŘǾƛŎŜΦ tŀǘƛŜƴǘǎΩ ǇŜǊŎŜƛǾŜŘ ƭŀŎƪ 

of insight into the relevance of such questioning about their oral health was thought to 

potentially alienate patients: ά¢ƘŜȅ ƳƛƎƘǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ǇǊȅƛƴƎ ŀƴŘ ƴƻǘ ŀŎǘǳŀƭƭȅ ǎƻƳŜǘƘƛƴƎ 

that is anything to do with their mouth and teeth ς which is what they expect a dentist to be 

ŀǎƪƛƴƎ ŀōƻǳǘΦέ (p48). These findings were echoed by Shepherd et al. (2010) who also 

reported low dentist confidence in providing alcohol consumption advice arising from 

concerns about disrupting their relationship with the patient or causing them 

embarrassment or offence which may have knock-on financial implications for the practice 

e.g., through loss of patients.  
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hǇƛƴƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ŜŦŦƛŎŀŎȅ ƻŦ ǇǊŜǾŜƴǘƛƻƴ Ƙŀǎ ǎƻƳŜ ƛƴŦƭǳŜƴŎŜ ƻƴ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ǾƛŜǿ ƻŦ 

oral health education. Leggett et al. (2021) found that some dentist participants did not see 

ǇǊŜǾŜƴǘƛƻƴ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜƛǊ ǊƻƭŜΣ ǎƻƳŜǘƘƛƴƎ ǘƘŜ ŀǳǘƘƻǊǎ ŀǘǘǊƛōǳǘŜŘ ǘƻ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƳƛƴŘ-

set rather than the systems that they worked within as the participants were from six 

different countries. Leggett et al. (2021) also noted that those who did not see prevention 

ŀǎ ǇŀǊǘ ƻŦ ǘƘŜƛǊ ǊƻƭŜ ŀƭǎƻ ŘƛŘ ƴƻǘ ōŜƭƛŜǾŜ ƛǘ ōŜƴŜŦƛǘǘŜŘ ǇŀǘƛŜƴǘǎΩ ƻǊŀƭ ƘŜŀƭǘƘ ƻǊ ǎǇƻƪŜ ƻŦ 

becoming demotivated following experiences of patients not following their advice. Others 

noted a lack of measures to monitor whether prevention had been effective for patients left 

them with little incentive to provide it. While participants had previously spoken about 

prevention as lacking kudos and not being fun, these negative experiences and lack of clear 

outcomes may also have influenced their perceptions. 

 

2.3.4.4 Previous experiences of OHE 

For some dental professionals, opinions on efficacy may not necessarily be based on reliable 

evidence but rather on personal experience or shared anecdotes amongst peers. A survey-

based study exploring the implementation of prevention guidance in general dental 

practices found that participant opinion was split on whether patients followed their advice 

(Wïtton and Moles 2013). Three studies (Dyer and Robinson 2006; Sbaraini 2012; Sbaraini et 

al. 2013) reported that decisions on the impact of prevention and oral health education 

were based on anecdotal information rather than evidence, with professionals valuing 

results observed in their own patients or in their practice over academic research:  

άL ǇǊƻōŀōƭȅ ǘǊǳǎǘ Ƴȅ ƻǿƴ ŎƭƛƴƛŎŀƭ ŜȄǇŜǊƛŜƴŎŜ ƳƻǊŜ ǘƘŀƴ ŀƴȅǘƘƛƴƎΣ ōŜŎŀǳǎŜΣ ŀŦǘŜǊ ŀƭƭ ȅƻǳ 

keep doing something that is not working, you are going to stop, aren't you? My own 

ŎƭƛƴƛŎŀƭ ŜȄǇŜǊƛŜƴŎŜ ƛǎ ǿƘŀǘ L ǘǊǳǎǘ ǘƘŜ Ǿŀǎǘ ƳŀƧƻǊƛǘȅ ƻŦ ǘƘŜ ǘƛƳŜΦέ (Sbaraini 2012). 
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Limited reflection on their delivery of interventions and the wider influences on the patient 

outcomes that they were intending to elicit may lead to disappointment and scepticism 

about future attempts if patients do not follow advice (Richards and Filipponi 2011; 

Weinstein et al 2004 cited in Gao et al. 2014). Watt et al. (2004) found that participants 

reported mainly negative views on smoking cessation and of wider oral health prevention 

activities, most strongly identified by dental nurses, as a result of frustration from lack of 

behaviour change. Andersson et al. (2012) explained how frustration and negative feelings 

ǎƻƳŜǘƛƳŜǎ ƛƳǇŀŎǘŜŘ ƻƴ ǎƻƳŜ ƻŦ ǘƘŜƛǊ 5I ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀōƛƭƛǘȅ ǘƻ ǊŜƳŀƛƴ ƳƻǘƛǾŀǘŜŘ ŀƴŘ 

positive when promoting smoking cessation while others reported trying out different 

approaches at the next appointment with the patients. As well as impeding satisfaction with 

their work, perceived poor efficacy and enjoyment of OHE was identified as a barrier to the 

effectiveness of future OHE efforts (Kay et al. 2016). Unlike restorative care, behavioural 

preventive changes may be difficult to measure or only be achieved by a small percentage of 

patients; dental professionals are recommended to adopt a wider practice or public health 

definition of success than solely on an individual case basis (Chestnutt 2010; Richards and 

Filipponi 2011).  

 

2.3.4.5 Perceptions of their patients 

As oral health education and preventive dentistry are by nature interactive, how the dentist 

views the patient and their responsibility for their oral health care are factors in the way 

that they conceptualise prevention education. For example, while some dental professionals 

enjoyed working with challenging patients (Jensen et al. 2014), there are several studies on 

ŘŜƴǘƛǎǘǎΩ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ŀƴŘ ǇǊŜŦŜǊŜƴŎŜǎ ŦƻǊ ŘƛŦŦŜǊŜƴǘ ǇŀǘƛŜƴǘ ΨtypesΩ (Lahti et 

al. 1996a; Brennan and Spencer 2006; Dharamsi et al. 2007). Lahti et al. (1996a) reported 
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ǘƘŀǘ ΨmanageaōƛƭƛǘȅΩ ǿŀǎ ǘƘŜ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎ Ƴƻǎǘ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŀǘ ƻŦ ǘƘŜ Ψideal patientΩΦ 

In a survey of English dental surgeons, Mellor and Milgrom (1995) found that lack of 

communication, patient non-compliance and patient control were the causes of frustrating 

aspects of appointments. Manageability and compliance of patients were also important to 

dentists in other studies (Rouse and Hamilton 1991; Brennan and Spencer 2006).  

 

5ŜǎǇƛǘŜ ǊŜǇƻǊǘƛƴƎ ƘŀǾƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ōŜǎǘ ƛƴǘŜǊŜǎǘ ŀǘ ƘŜŀǊǘΣ ŀ {ǿŜŘƛǎƘ ƛƴǘŜǊǾƛŜǿ ǎǘǳŘȅ 

ŜȄǇƭƻǊƛƴƎ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻƴ ƻŦŦŜǊƛƴƎ ǘƻƻǘƘōǊǳǎƘƛƴƎ ŀŘǾƛŎŜ ŀƭǎƻ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ 

judgements and interaction with the patient during the appointment influenced their OHE 

activity (Jensen et al. 2014)Φ CƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭŜǾŜƭ ƻf interest in the appointment 

or poor chemistry between dental professional and patient also impact on OHE efforts. 

{ƻƳŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ŀƭǎƻ ǊŜǇƻǊǘŜŘ ǘƘŀǘ ŀ ǇŀǘƛŜƴǘΩǎ ǎƻŎƛŀƭ ǎǘŀǘǳǎΣ ŎǳƭǘǳǊŀƭ ƎǊƻǳǇΣ ƭŜǾŜl of 

ŜŘǳŎŀǘƛƻƴΣ ǘƘŜƛǊ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ƳŀƪŜ ŎƘŀƴƎŜǎ ƛƴŦƭǳŜƴŎŜ ǘƘŜ 

ƛƴǘŜǊŀŎǘƛƻƴ ƻǊ ŀŦŦŜŎǘ ǘƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŎƻƴŦƛŘŜƴŎŜ ǘƻ ƻŦŦŜǊ hI9 (Jensen et al. 2014).  

 

Perception of a lack of patient interest has been cited as a barrier to OHE (Redford and Gift 

1997; Campbell et al. 1999; Andersson et al. 2012; Jensen et al. 2014; Ahmed et al. 2018; 

Leggett et al. 2021). In a paper on providing smoking cessation, Watt et al. (2004) found that 

dental professionals were of the opinion that patients were not interested in receiving 

smoking cessation when they attended their dental appointments. In particular, adolescents 

were thought to be just not interested and pregnant women were considered the most 

difficult groups with which to initiate such conversations for fear of causing offence. Some 

participants were concerned that approaching it at the wrong point or if handled incorrectly 

would alienate patients: ά{ƻƳŜ people take offence if you start talking about giving up 
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ǎƳƻƪƛƴƎΣ ȅƻǳ ƪƴƻǿΣ ǘƘŜȅ ǎŀȅ ǘƻ ƳŜΣ ΨǿƘƻ Řƻ ȅƻǳ ǘƘƛƴƪ ȅƻǳ ŀǊŜΚΩΦέ (p99). Long-standing 

patients, with whom the professionals had already developed a relationship were 

considered the most appropriate for initiating smoking cessation discussions. Andersson et 

al. (2012) also noted that having a good respectful relationship with patients made 

discussing smoking cessation easier.  

 

Witton and Moles (2015) Q method study, discussed earlier in this chapter (See Table 2.2), 

suggested a type of dentist who was motivated to deliver prevention education but who 

had ideas about the type of patient who should receive it. Patients who had previously 

displayed efforts to maintain their oral health (for example, those with regular attendance, 

or who had adopted previous recommendations) were thought to be those who would 

benefit from preventive activity. Similar findings have been reported for the delivery of oral 

ƘŜŀƭǘƘ ŀŘǾƛŎŜ ǘƻ ŎƘƛƭŘǊŜƴ ƻŦ ǇŀǊŜƴǘǎ ŎƻƴǎƛŘŜǊŜŘ ǘƻ ōŜ ΨƳƻǘƛǾŀǘŜŘΩ (Threlfall et al. 2007) and 

ƛƴ ǘǊŜŀǘƳŜƴǘ ŘŜŎƛǎƛƻƴ ƳŀƪƛƴƎΣ ǇŀǘƛŜƴǘǎ ǾƛŜǿŜŘ ŀǎ ŎƻƻǇŜǊŀǘƛǾŜ ŀƴŘ ΨōǊƛƎƘǘΩ were offered a 

wider range of treatment options and general interaction (Redford and Gift 1997). 

Conversely, ΨǳƴǊŜƭƛŀōƭŜΩ patients who were judged not to take responsibility for their own 

oral health were seen as frustrating and unlikely to benefit from prevention, with a 

restorative approacƘ ōŜƛƴƎ ǘƘŜ ƻƴƭȅ ƻƴŜ ƻŦŦŜǊƛƴƎ ǇŜǊŎŜƛǾŜŘ ΨǾŀƭǳŜ ŦƻǊ ƳƻƴŜȅΩ for the 

patients (Sbaraini 2012). Patients from socially disadvantaged backgrounds were viewed by 

dentist participants from six European countries to give low priority to oral health, possess 

lower oral health knowledge, to be more likely to engage in health-risk behaviour, and to be 

concerned with the cost implications of prevention (Leggett et al. 2021).  
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Perceived patient willingness to pay for OHE/prevention was similarly a factor in the 

Tomlinson and Treasure (2006) survey in Wales. Around half of their participants noted it as 

impacting on decision making regarding the delivery of prevention; the authors reasoned 

that this explained the finding that prevention remuneration claims (including OHE) 

amongst the sample were most frequently linked to NHS payment exempt patients. Jensen 

et al. (2014) again ǊŜǇƻǊǘŜŘ ǘƘŜƛǊ {ǿŜŘƛǎƘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǾƛŜǿǎ ǘƘŀǘ ǇŀǘƛŜƴǘǎ ǿƻǳƭŘ ƴƻǘ ōŜ 

willing to pay for OHE and how some did not charge patients for advice and instruction. 

Their participants reflected OHE was easier to offer with patients with dental insurance 

where costs were not an issue.  

 

Iƻǿ ǿŜƭƭ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǳƴŘŜǊǎǘƻƻŘ ŀƴŘ ŎƻǳƭŘ relate to their patients has also been 

highlighted as either a barrier or facilitator to OHE effectiveness (Kay et al. 2016). 

Perceptions of the personal responsibility of patients for their lifestyle and health care 

behaviours has been little explored (Corah et al. 1982; Albertsen 2012). Jensen et al. (2014) 

found that their participants ŜƳǇƘŀǎƛȊŜŘ ǘƘŜ ƛƳǇƻǊǘŀƴŎŜ ƻŦ ǇŀǘƛŜƴǘǎΩ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜƛǊ 

own oral health but also spoke of their own responsibility for providing information and the 

outcome. An international systematic review meta-summary by Suga et al (2014) on caries 

prevention identified common ŜȄǇƭŀƴŀǘƛƻƴǎ ǘƘŀǘ ŘŜƴǘƛǎǘ ǇŀǊǘƛŎƛǇŀƴǘǎ ƘŜƭŘ ŦƻǊ ǇŀǘƛŜƴǘǎΩ ƭŀŎƪ 

of adherence to preventive measures: lack of understanding of the benefits of preventive 

measures was the most frequently associated factor, followed by lack of motivation to make 

changes, then participant age - having small children (i.e. adult patients with limited free 

time from child care). Fear, embarrassment, and treatment costs were identified at lower 

levels of frequency. Parental motivation was the most frequently identified reason for 

patient adherence. This review had a broad inclusion remit which included a wide range of 
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topics around the area of caries prevention, studies with both children and adults, and 

studies carried out in a range of settings. However, the results reflect similar issues raised in 

OHE-specific papers.  

 

2.3.4.6 Practice factors 

Practical barriers to the provision of OHE as part of preventive dentistry have been similarly 

noted in several studies (Watt et al. 2004; Tomlinson and Treasure 2006; Sbaraini et al. 

2013; Yusuf et al. 2015). These barriers included inadequate remuneration for the task 

(Watt et al. 2004; Dyer and Robinson 2006; Csikar et al. 2009; Sbaraini et al. 2013; Yusuf et 

al. 2015), practice time demands (Watt et al. 2004; Sbaraini et al. 2013; Yusuf et al. 2015), 

practice space and facilities (Watt et al. 2004; Sbaraini et al. 2013), and patient factors (Watt 

et al. 2004; Yusuf et al. 2015). These factors are explained in more detail.  

 

Possibly the most frequently reported barrier to providing OHE is the potential financial 

impact owing to remuneration systems (Watt et al. 2004; Dyer and Robinson 2006; Stacey 

et al. 2006; Sbaraini et al. 2013; Yusuf et al. 2015; Leggett et al. 2021). Lack of remuneration 

by the UK system was highlighted by McCann et al. (2000), Watt et al. (2004), and Ahmed et 

al. (2018) as a key barrier to providing smoking cessation, particularly by dentists compared 

to DCPs (Ahmed et al. 2018). Dyer and Robinson (2006) and Tomlinson and Treasure (2006) 

both found that NHS fee-per-item system payment amounts and claim code restrictions 

were inadequate and were the main factor said to discourage dentists from carrying out 

OHE/prevention. Even amongst dentists with a positive view of OHE/prevention, these 

activities were limited in order to enable them to meet business responsibilities: άLǘΩǎ ŀ ŦƛƴŜ 
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ōŀƭŀƴŎŜ ǿƘŜǊŜ ȅƻǳ ŘƻƴΩǘ ǿŀƴǘ ǘƻ ƻǾŜǊǎǘŜǇ ǘƘŜ ƳŀǊƪ ŀƴŘ ōŜŎƻƳŜ ǳƴǇǊƻŦƛǘŀōƭŜέ (Dyer and 

Robinson 2006, p.48).  

 

In a questionnaire study of 386 dental practitioners in West Yorkshire, Csikar et al. (2009) 

explored differences in smoking cessation and health promotion provision between 

privately-orientated practices (POPs) and NHS-orientated practices (NHSOPs). They found 

no significant difference between the two practice types regarding reported levels of 

smoking cessation advice provision (POP: 42%, NHSOP 37%). POPs did report providing 

significantly more advice on diet and nutrition (POP: 67%, NHSOP: 54%), recording this 

ŀŎǘƛǾƛǘȅ ƛƴ ǇŀǘƛŜƴǘǎΩ ƴƻǘŜǎ, and referring patients on to an NHS smoking cessation service. 

thtǎ ŀƭǎƻ ǊŜǇƻǊǘŜŘ ŦŜǿŜǊ ōŀǊǊƛŜǊǎ ǘƻ ǇǊƻǾƛǎƛƻƴ ƻŦ ŀŘǾƛŎŜ ǘƘŀƴ bI{htǎ ǿƘƻ ƛƴŘƛŎŀǘŜŘ Ψno 

incentiveΩΣ ΨƭŀŎƪ ƻŦ ŜȄǇŜǊǘƛǎŜΩΣ ŀƴŘ ǇŀǊǘƛŎǳƭŀǊƭȅΣ Ψlack of timeΩ ŀǎ ƻōǎǘŀŎƭŜǎΦ  

 

In an Australian grounded theory interview study of 23 dentists and one dental hygienist 

(Sbaraini et al. 2013), some participants highlighted that dental professionals have an ethical 

and moral responsibility to provide preventive care, even if they are not being reimbursed 

for the time.  

άhƴ ǘƘŜ ǿƘƻƭŜΣ Ƴƻǎǘ ŘŜƴǘƛǎǘǎ ŀǊŜ ŎƻƴǎŎƛŜƴǘƛƻǳǎ ŀƴŘ Ǉǳǘ ǘƘŜ ǇŀǘƛŜƴǘ ŦƛǊǎǘΣ ǿƘƛŎƘ ƳŜŀƴǎ 

you must practice preventively. At the end of the day, we probably gain monetary wise 

from performing restorations and more complex treatments, rather than preventively, 

because we are not paid for the time that we spend doing prevention. But, ethically and 

ƳƻǊŀƭƭȅΣ ǿŜ ƘŀǾŜ ǘƻΤ ŀƴŘ Ƴƻǎǘ ŘŜƴǘƛǎǘǎ ŘƻΦέ (p405) 

Agreeing that insufficient remuneration for prevention provided little incentive, the UK 

system structure was also noted as a barrier to time for prevention by Dentists from the UK 
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and Ireland (Leggett et al. 2021). Policy makers were also said to be uninterested in putting 

money into prevention, even though, as Irish participants highlighted, it would lead to cost 

savings in the future. tŜǊŎŜǇǘƛƻƴǎ ƻŦ ΨǾŀƎǳŜΩ ƎǳƛŘŜƭƛƴŜǎ ŀƴŘ ŎƻƴǘǊŀŎǘǎΣ ƻŦ ōŜƛƴƎ ƻƴ ŀ 

ΨǘǊŜŀŘƳƛƭƭΩ ƻǿƛƴƎ ǘƻ ǘƘŜƛǊ ŎƻƴǘǊŀŎǘǎ ŀƴŘ ŦŜŜƭing unsupported by NHS dental commissioners 

were also reported by UK dentists. The authors observed that an interplay of varying system 

barriers were detailed by participants from all six participating countries, suggesting that 

there was no one system that facilitated prevention successfully (Leggett et al. 2021).  

 

Another practical impact of providing OHE is the potential impact on appointment timings 

(Watt et al. 2004; Sbaraini et al. 2013). Watt et al.Ωǎ (2004) participants were concerned that 

starting a discussion with their patients about their smoking habits would lead to a long 

conversation which would impact on diarised appointment times. Lack of time in 

appointments was also internationally noted as a barrier to OHE (Chestnutt and Binnie 

1995; Jensen et al. 2014; Kay et al. 2016; Lala et al. 2017; Ahmed et al. 2018). Stacey et al. 

(2006) found that this was more frequently reported by dental hygienists, than by the 

dentist or the dental nurses in their study. Currently, dental hygienists and dental therapists 

are not employed in all practices and those employed part-time might mean that access is 

limited to one or two hours a week (Tomlinson and Treasure 2006). The Swedish DHs in 

!ƴŘŜǊǎǎƻƴ Ŝǘ ŀƭΩǎ (2012) study talked of being flexible in their approach, and adapting to 

each patient. They managed the tight appointment timeframes by viewing the smoking 

cessation advice as an ongoing interaction, initial sessions may just άǎƻǿ ǘƘŜ ǎŜŜŘέ with 

opportunity to follow up at later appointments.  
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Alongside concerns around patient compliance (Yusuf et al. 2015), the issue of the dental 

practice environment and disrupting patient expectations and routine was suggested as a 

barrier. Finding appropriate practice space to carry out additional practical instruction or 

confidential OHE appointments was suggested to cause problems in some practices (Watt et 

al. 2004; Sbaraini et al. 2013).  Watt et al. (2004) outlined how participants observed that 

patients are typically reluctant to spend any more time in the practice than necessary to 

receive their expected treatment, particularly those who are anxious about attending:  

άtŜƻǇƭŜ ǘƘŜȅ Ƨǳǎǘ ǿŀƴǘ ǘƻ ŎƻƳŜ ǘƻ ǘƘŜ ŘŜƴǘƛǎt, get their treatment done and get out the 

ŘƻƻǊΣ ǘƘŜȅ ǿŀƴǘ ǘƻ ǎǇŜƴŘ ŀǎ ƭƛǘǘƭŜ ǘƛƳŜ ŀǎ ǇƻǎǎƛōƭŜΣ ǘƘŜȅ ŘƻƴΩǘ ǿŀƴǘ ǘƘŜ ǎǘŀŦŦ ƎƛǾƛƴƎ ǘƘŜƳ 

lectures on smoking and everything else, they just want to get in and get out.έ (p99)  

 

2.3.5 Summary 

Although there is a relatƛǾŜƭȅ ǎƳŀƭƭ ǎŜƭŜŎǘƛƻƴ ƻŦ ǇŀǇŜǊǎ ŀǾŀƛƭŀōƭŜ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ 

views on their role in delivering OHE and that which is available is often discussed via 

specific health interventions such as smoking cessation or as part of a wider preventive 

approach to oral health care, several key messages can be identified from the body of 

literature. Firstly, what is encouraging is that most dental professionals were accepting of 

doing at least some version of OHE. Issues impacting on their level of acceptance of the 

activity included whether they view dentistry as either disease or health focussed. However, 

questions remain regarding the complexity and detail of how dental professionals view all 

aspects of OHE within their professional role.  

 

The way that OHE was taught (content, by whom) during undergraduate education was said 

ǘƻ ǎƘŀǇŜ ǾƛŜǿǎ ŀƴŘ ƭŀǘŜǊ ǇŜŜǊ ƎǊƻǳǇ ƻǇƛƴƛƻƴǎΦ 9ȄǇŜǊƛŜƴŎŜǎ ƛƴ ǇǊŀŎǘƛŎŜ όƻǿƴ ƻǊ ƻǘƘŜǊǎΩ 
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successes and failures) and their own oral health habits and beliefs continue to have an 

impact in their working life. However, that variation in the content and idiosyncratic delivery 

methods may not be reflected upon when evaluating anecdotal evidence and observed 

effectiveness is a concern. WǳŘƎŜƳŜƴǘǎ ƻŦ ŜŦŦƛŎŀŎȅΣ ŀƴŘ ƻŦ ǇŀǘƛŜƴǘǎΩ ƳƻǘƛǾŀǘƛƻƴ ŀƴŘ ŎŀǇŀŎƛǘȅ 

for change may be made without considering the different factors that may have influenced 

the OHE interaction and its outcomes for the patient. Additionally, dental professionals may 

not adopt a practice/population view of any behavioural interventions and may 

underestimate the impact of minor, individual changes.  

 

Wider health OHE interventions such as smoking cessation, alcohol consumption, and 

weight management received mixed opinions. In addition to the influencing factors for oral 

maintenance OHE, wider health interventions raised uncertainty regarding the boundaries 

ƻŦ ǘƘŜ ŘŜƴǘŀƭ ǊƻƭŜΥ ǿƘŜǊŜ ŘƻŜǎ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ŜƴŘΚ tǊŀŎǘƛǘƛƻƴŜǊǎΩ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǘƘŜƛǊ ƻǿƴ 

ability to manage behavioural change were accompanied by concerns about alienating 

patients owing to ΨƻǾŜǊǎǘŜǇǇƛƴƎ ǘƘŜƛǊ ƳŀǊƪΩ or being intrusive. The extent to which concern 

ǊŜƎŀǊŘƛƴƎ ǇŀǘƛŜƴǘ ǊŜŀŎǘƛƻƴ ǊŜƭŀǘŜǎ ǘƻ ǘƘŜ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƻǿƴ ǾƛŜǿ ƻŦ ǘƘŜƛǊ ǇǊƻŦŜǎǎƛƻƴŀƭ 

role are unexplored.  

 

Furthermore, views on patient preference and suitability for OHE, such as a perceived lack 

ƻŦ ǇŀǘƛŜƴǘǎΩ ƛƴǘŜǊŜǎǘ ƛƴ hI9 ƻǊ ƻƴƭȅ ǇǊƻǾƛŘƛƴƎ hI9 ǘƻ ΨƳƻǘƛǾŀǘŜŘΩ ǇŀǘƛŜƴǘǎΣ were raised as 

barriers to use. Practical practice-based issues also affected the importance that dental 

professionals attached to providing all forms of OHE, and if/how it is implemented. 

Practitioners may be motivated to provide OHE but owing to the nature of dental practices, 

they need to ensure they operate as businesses as well as healthcare providers. Lack of, or 
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insufficient remuneration for OHE tasks impact on their use within the NHS. Time-pressured 

appointments may also deter professionals from initiating OHE conversations for fear of 

extending diarised appointment time. The adoption of a team approach to OHE was 

suggested as one method of overcoming some of the discussed problems. However, this 

model is still affected by NHS governance and remuneration issues and requires innovation 

ƛƴ ǿŀȅǎ ƻŦ ǿƻǊƪƛƴƎ ǘƻ ƳŀƪŜ ƛǘ ΨǿƻǊƪΩ ŦƻǊ ǘƘŜ ǇǊŀŎǘƛŎŜǎΦ ¢ƘŜ ²ŜƭǎƘ DŜƴŜǊŀƭ 5Ŝƴǘŀƭ {ŜǊǾƛŎŜ 

Contract Reform programme is piloting an adapted NHS dental contract that emphasizes 

team-working to deliver, and appropriately remunerate, preventive care (Welsh 

Government 2017d) ς ƛŦΣ ƻǊ ƘƻǿΣ ǘƘƛǎ ƳƻŘŜƭ ŀŦŦŜŎǘǎ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ŀƴŘ 

understanding of OHE requires more consideration.    

 

2.4 Patient perceptions of oral health education 

This section addresses the literature on the acceptability of interventions and importance of 

the professional-patient relationship. It explores Ƙƻǿ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ 

role and their own role in oral health self-care, the provision of oral health education. This 

includes expectations of the dental appointment, characteristics of the dental professional 

providing the advice, and the acceptability of different topics of oral health education.  

 

2.4.1 The available literature 

Similar limitations were found with the literature on patient views on OHE in general dental 

practices as with the dental professional literature search ς mainly small studies, 

quantitative measures with little detail or exploration of the findings, and studies exploring 

OHE within a broader frame of prevention or as a minor part of an RCT or process 
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evaluation of an intervention. The literature focuses on studies of specific health 

interventions such as smoking cessation, alcohol consumption, and weight management, 

usually delivered by the dentist. Again, papers reporting subjective experience or 

understanding of other OHE topics such as toothbrushing and diet are lacking from the body 

of knowledge on OHE. For example, a trial of a toothbrushing intervention that 

acknowledged the importance of patient factors in OHE outcomes but did not explore them 

in any detail (e.g., Feil et al. 2002). A small numōŜǊ ƻŦ ǉǳŀƭƛǘŀǘƛǾŜ ǎǘǳŘƛŜǎ ŜȄǇƭƻǊŜ ǇŀǘƛŜƴǘǎΩ 

views on adapting to preventive-focussed dental care, which includes OHE but is not 

specifically the focus, and their reflections on efforts to follow preventive care protocols. 

Papers exploring general dental professional-communication and what is important in the 

provider-patient relationship were included where they provided insight to other findings 

from relevant studies.  

 

2.4.2 Expectations of dentistry and the acceptability of oral health education 

tŀǘƛŜƴǘǎΩ ǇŜǊceived acceptability of oral health education is situated within the context of 

how they perceive wider dental provision. Newton (2015) expƭŀƛƴŜŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎΩ 

pŜǊŎŜǇǘƛƻƴǎ ƻŦ ŀŎŎŜǇǘŀōƛƭƛǘȅ ƻŦ ŎŀǊŜ ŜȄǘŜƴŘǎ ōŜȅƻƴŘ ǘƘŜ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ŎƭƛƴƛŎŀƭ ŎƻƳǇŜǘŜƴŎŜ 

and reflect their ideal, predicted, and normative expectations of care (gathered from 

friends, family, or societal norms). Dyer et al (2016) highlighted that acceptability is 

influenced by whether the experience matched previous encounters of similar care 

όΨŜȄǇŜǊƛŜƴǘƛŀƭ ŀŎŎŜǇǘŀōƛƭƛǘȅΩύ ŀƴŘ ǿƘŜǘƘŜǊ ƛǘ ƳŀǘŎƘŜǎ ǎƻŎƛŀƭ ǇǊƛƴŎƛǇƭŜǎΣ ǾŀƭǳŜǎΣ ǊǳƭŜǎΣ ŀƴŘ 

ǊŜƎǳƭŀǘƛƻƴǎ όΨǎƻŎƛŀƭ ŀŎŎŜǇǘŀōƛƭƛǘȅΩύΦ  
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A key expectation of dental care, is whereas patients visiting a doctor or other health care 

professional may expect to receive an examination, followed by either advice or a drug 

prescription, dental patients expect tangible clinical intervention from dental professionals 

following diagnosis of oral disease (Asimakopoulou and Daly 2009; Sbaraini et al. 2012). This 

expectation may shape other judgements on what the patients views as acceptable care 

during the dental appointment. In CƻȄΩǎ (2010b) review, the author highlights the nuances in 

attitudes towards preventive expectations and dental attendance reported in the Finch et 

al. (1988) ǎǘǳŘȅΦ ²ƘƛƭŜ ǎƻƳŜ ǇŀǘƛŜƴǘǎ Ƴŀȅ ǎŜŜ ŀǇǇƻƛƴǘƳŜƴǘ ŀǘǘŜƴŘŀƴŎŜ ŀǎ ŀƴ ΨƛƴǎǳǊŀƴŎŜ 

ǇƻƭƛŎȅΩ ŀƎŀƛƴǎǘ ǇƻƻǊ ƻǊŀƭ ƘŜŀƭǘƘΣ ƻǘƘŜǊǎ Ƴŀȅ ǾƛŜǿ ƛǘ ŀǎ ŀƴ ŀŎǘƛǾŜ ƳŜŀǎǳǊŜ ƛƴ ǇǊƻƳƻǘƛƴƎ ƎƻƻŘ 

oral health and/or out of concern about potential negative effects of unchecked oral 

diseaseΦ {ƻƳŜ ǇŀǘƛŜƴǘǎ Ƴŀȅ ŀǘǘŜƴŘ ƻǳǘ ƻŦ Ƙŀōƛǘ ƻǊ ōŜŎŀǳǎŜ ƛǘΩǎ ǎŜŜƴ ŀǎ ǘƘŜ ΨŘƻƴŜ ǘƘƛƴƎΩΣ ŀƴ 

attitude Finch et al. (1988) found participants ofǘŜƴ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ΨƘƛƎƘŜǊΩ ƻǊ ΨŀǎǇƛǊƛƴƎ 

ƘƛƎƘŜǊΩ ŎƭŀǎǎŜǎΦ ¢ƘŜǎŜ ŦƛƴŘƛƴƎǎ ǊŜŦƭŜŎǘ ǾŀǊƛŜǘȅ ƛƴ ǇŀǘƛŜƴǘ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ŘŜƴǘŀƭ ŎŀǊŜ 

compared to other types of health care and their own passive, active, or habitual role. These 

viewpoints may, in turn, influence the acceptability and reception of oral health education 

within general dental appointments for patients.  

 

Two American papers explored attitudes towards dental care using the longitudinal Florida 

Dental Care Study (Gilbert et al. 2000; Riley et al. 2006). Gilbert et al. (2000) looked at the 

differences between regular and problem-only dental attenders and found that problem-

only attenders displayed a more fatalistic approach to prevention believing that nothing 

could be done to prevent oral health problems. The problem-only attenders also reported 

more negative dental attitudes, were more likely to be smokers, and had more oral disease. 

Riley et al. (2006) examined the data of 873 participants from the Florida Dental Study and 
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reported four attitudes towards professional dental- and self-care (See Table 2.2). Those 

with Ψfavourable attitudes about dental careΩ ƘŀŘ ǘƘŜ ƘƛƎƘŜǎǘ ƭŜǾŜƭǎ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ǿŜǊŜ 

the most frequent attenders for preventive and restorative care. Conversely, those with 

Ψnegative attitudes and cost concernsΩ ǿŜǊŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ ƭƻǿŜǎǘ ƭŜǾŜƭǎ ƻŦ preventive 

care and the poorest oral health, with cost being a barrier to seeking treatment. The other 

ǘǿƻ ƎǊƻǳǇǎ Ψfrustrated believers in dental careΩ ŀƴŘ Ψpessimistic about personal and 

professional oral careΩ ŘƛǎǇƭŀȅŜŘ ƳƻǊŜ ƴŜƎŀǘƛǾŜ ǾƛŜǿǎ ƻŦ ƻǊŀƭ ƘŜŀƭǘh care. While the 

ΨpessimisticΩ ƎǊƻǳǇ ƘŀŘ ǘƘŜ ǇƻƻǊŜǎǘ ŀǘǘŜƴŘŀƴŎŜ ŀƴŘ ƻǊŀƭ ƘŜŀƭǘƘΣ ǘƘŜƛǊ ǾƛŜǿǎ ƻƴ ƻǊŀƭ ƘŜŀƭǘƘ 

ŎŀǊŜ ǿŜǊŜ ƴƻǘ ōŀǎŜŘ ƻƴ ǇǊŜǾƛƻǳǎ ŜȄǇŜǊƛŜƴŎŜ ǳƴƭƛƪŜ ǘƘŜ Ψfrustrated believersΩ ǿƘƻ ƘŀŘ 

experienced instances of unreliable dental work. Despite having good access to oral health 

ŎŀǊŜ ŀƴŘ ǇƻǎƛǘƛǾŜ ǾƛŜǿǎ ƻŦ ǇǊŜǾŜƴǘƛǾŜ ŎŀǊŜΣ ǇŜƻǇƭŜ ƛƴ ǘƘŜ ΨŦǊǳǎǘǊŀǘŜŘΩ ƎǊƻǳǇ ǿŜǊŜ ƳƻǊŜ ƭƛƪŜƭȅ 

to wait until any oral disease had become severe before seeking treatment. Some groups 

showed some correlation with certain socioeconƻƳƛŎ ǾŀǊƛŀōƭŜǎΣ ŦƻǊ ŜȄŀƳǇƭŜ ǘƘŜ Ψfavourable 

attitudesΩ ƎǊƻǳǇ ǿŜǊŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ōŜ ǿƘƛǘŜ ŀƴŘ ƘŀǾŜ ƘƛƎƘŜǊ ŜŘǳŎŀǘƛƻƴŀƭ ŀǘǘŀƛƴƳŜƴǘ ƭŜǾŜƭǎ 

ǿƘƛƭŜ ǘƘŜ Ψnegative attitudesΩ ƎǊƻǳǇ ǿŜǊŜ Ƴƻǎǘƭȅ .ƭŀŎƪΣ ƘƻƭŘƛƴƎ ƭƻǿŜǊ ŜŘǳŎŀǘƛƻƴŀƭ ƭŜǾŜƭǎΣ 

and be in rural areas. However, the other two groups shared similar demographics with the 

Ψfavourable attitudesΩ ƎǊƻǳǇΦ Riley et al. (2006) also highlight that differences within-group 

were often greater than between the groups emphasising the need to understand each 

ǇŀǘƛŜƴǘǎΩ ǇŀǘǘŜǊƴ ƻŦ ŀǘǘƛǘǳŘŜǎ ŀƴŘ ǎƻŎƛŀƭ ƛƴŦƭǳŜƴŎŜǎ ǊŀǘƘŜǊ ǘƘŀƴ ŘǊŀǿ ŎƻƴŎƭǳǎƛƻƴǎ ōŀǎŜŘ ƻƴ 

sociodemographic information. These two studies (Gilbert et al. 2000; Riley et al. 2006) are 

focussed on general attitudes towards dental care which includes the reception of clinical 

intervention and so may reflect very different opinions than would be reported towards 

OHE. They are also USA-based, which has a different dental and wider healthcare system 

than the United Kingdom and so the viewpoints expressed are framed within a different 
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context. However, while they may not transfer to the system in place in England and Wales,  

OHE directly, they have been included as they provide an example of the relationship 

between opinions and beliefs and oral health care engagement. Anagnostopoulos et al. 

(2011) found that the more seriously their participants viewed oral disease, the greater they 

rated the benefits of toothbrushing and identified fewer barriers to regular toothbrushing. 

They concluded that health beliefs were multidimensional and incorporated beliefs about 

the condition and perceived self-efficacy in managing the conditions. 

 

Table 2.2: Patient attitudes towards dental care (Riley et al., 2006) 

Attitude Characteristics 

Favourable attitudes about dental 
care 

¶ Positive ratings of recent dental care,  

¶ Dental care is important in maintaining oral health,  

¶ Cost had not delayed dental treatment. 

Frustrated believers in dental care 
¶ Moderately cynical about dentists,  

¶ Believe that dental care is important to maintain oral health. 

Negative attitudes and cost 
concerns 

¶ Rated the quality of recent dental care as poor,  

¶ Holding negative attitudes about dentists,  

¶ Costs have delayed dental care,  

¶ A belief that oral decline is inevitable. 

Pessimistic about personal and 
professional oral care 

¶ Believe personal and dental care is not effective in 
maintaining oral health, 

¶ Not frustrated by poor care in the past. 

Adapted from (Riley et al. 2006, p293) 

 

2.4.2.1 Acceptabilty of OHE 

2.4.2.1.1 Smoking cessation  

Three studies exploring dental patient views on smoking cessation have been conducted 

using modified versions of the same tool in Australia (Rikard et al. 2003), Northern Ireland 

(Terrades et al. 2009), and India (Sood et al. 2014). All three found that the majority of 
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ǇŀǘƛŜƴǘǎ ŜȄǇŜŎǘŜŘ ŘŜƴǘƛǎǘǎ ǘƻ ǘŀƪŜ ŀƴ ƛƴǘŜǊŜǎǘ ƛƴ ǘƘŜƛǊ ǇŀǘƛŜƴǘΩǎ ǎƳƻƪƛƴƎ ǎǘŀǘǳǎΥ то҈ (Rikard 

et al. 2003); 82% (Terrades et al. 2009); 78% (Sood et al. 2014) and to discuss the impact of 

smoking on oral health with them during appointments: 61% (Rikard et al. 2003); 83% 

(Terrades et al. 2009); 95% (Sood et al. 2014). When sorted by smoking status of 

respondents, the authors found that smokers reported more negative views on smoking 

cessation provision; these findings were only significant in one study (Rikard et al. 2003). 

Generally, smokers were less in favour of dentists providing smoking cessation advice, had 

lower expectations and lower evaluations of the practical advice on quitting that was given. 

When asked if they would try to quit if their dentist recommended it the results varied 

across the three studies, from 30% for Rikard et al. (2003), to 69% for Terrades et al. (2009), 

to 88% for Sood et al. (2014). These findings raise the question whether opinions towards 

smoking cessation by dental professionals became more favourably viewed over time or 

whether they reflect a change in public opinion towards smoking itself over the time period 

between the first paper (Rikard et al. (2003) which was based on data gathered between 

1999-2000 and Sood et al. (2014) study based on data from 2011. In two papers, around one 

third of all respondents were unsure whether their dentist had the skills to encourage 

patients to stop smoking: 34% (Rikard et al. 2003); 29% (Terrades et al. 2009) (this was not 

addressed in the  Sood et al. (2014) paper). These papers suggest that smoking cessation 

provision by dentists is generally acceptable to patients but there are mediating contextual 

factors that need to be further explored.   

 

A Canadian telephone interview survey of 3,088 patients (Campbell et al. 1999) found no 

difference in responses between smokers and non-smokers. Instead, they found that male 

and younger participants were more favourable towards dental offices providing smoking 
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cessation advice (61%, 70% respectively) than the female and older participants (57% both). 

They also noted that patients who had expressed an interest in quitting were more positive 

towards smoking cessation advice than those who had no plans to quit (60%, 40%). Overall, 

60% of participants agreed that smoking cessation should be routinely discussed in dental 

visits. Interestingly, the paper also reported that 62% of dental professionals surveyed 

believed that their patients did not want to receive smoking cessation advice and noted it as 

a barrier to provision.  

 

Ford et al. (2016) surveyed 726 Australian dental patients attending clinics at a university 

dental clinic and four private dental practices and found more positive attitudes towards 

smoking cessation provision. In their study, the majority of patients surveyed, regardless of 

ǎƳƻƪƛƴƎ ǎǘŀǘǳǎΣ ǿŜǊŜ ƛƴ ŦŀǾƻǳǊ ƻŦ ŘŜƴǘƛǎǘǎ ŜƴǉǳƛǊƛƴƎ ŀōƻǳǘ ǇŀǘƛŜƴǘǎΩ ǎƳƻƪƛƴƎ ǎǘŀǘǳǎ όфс҈ύΣ 

and that dentists were qualified to offer advice on smoking cessation (96%). Seventy-eight 

per cent of smoker-participants reported that they would be comfortable discussing their 

smoking and that provision of cessation advice was appropriate if it were affecting their oral 

health. However, 17% of smokers indicated that they might not be honest about their 

smoking behaviour and less than half (47%) would be motivated to quit if advised. 

Mismatches between dental professionals and patient reporting of smoking cessation 

advice were noted in some studies (Brink et al. 1994; Rikard et al. 2003). For example, one 

study found that only 7% of their smoker participants reported receiving smoking cessation 

advice in their dental visits, while 41% of dentists indicated that they advised smokers to 

quit (Brink et al. 1994).  
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A more negative view was reported by Andersson and Johannsen (2016) who found that 

only 16% of their 167 smoker participants from specialist dental care clinics in Sweden 

wanted smoking cessation support from their dental team, preferring to do it by 

themselves. Andersson and Johannsen (2016) note that this might result from a lack of 

awareness of the support the dental team can offer, but this was not explored with their 

participants in this study. Sood et al. (2014) noted that some participants reported shame 

and embarrassment about their smoking which may contribute to this disparity and the low 

acceptance rates reported by Campbell et al. (1999); Andersson and Johannsen (2016); and 

Ford et al. (2016).  

 

2.4.2.1.2 Alcohol consumption 

One questionnaire study explored patients attending a walk-in emergency dental clinic 

based on a University campus in South Carolina, USA (n=408) views on the accepability of 

dental teams discussing alcohol consumption (Miller et al. 2006). Over 75% of respondents 

agreed that dentists should ask patients about their alcohol consumption and should 

provide advice on reducing their drinking if it was warranted. Over 90% of participants also 

indicated that if asked about their drinking habits, they would give an honest answer. There 

ǿŜǊŜ ƴƻ ŘƛŦŦŜǊŜƴŎŜǎ ōŜǘǿŜŜƴ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ǿƘŜƴ ŀƴŀƭȅǎŜŘ ōȅ ŀƎŜΣ ǎŜȄΣ ƻǊ ŀƭŎƻƘƻƭ 

consumption rates. However, it must be questioned whether the results from the study 

setting (a walk-in emergency clinic on a University campus) would transfer to general dental 

practice. The participants may have a different relationship with the dentist there than 

when regularly attending a general dental practice and whether such high acceptability 

rates and indicated honesty would be affected by the different relationship. 
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2.4.2.1.3 Diet and weight management 

Education about maintaining a healthy weight has also been explored in general dentistry. 

Wijey et al. (2019) surveyed patients attending four private dental clinics in London and 

Hampshire and found that the majority were favourable to receiving information on healthy 

weight and Body Mass Index (BMI) screening during dental visits. Participants classed as 

overweight or obese while still favourable, reported significantly less favourable responses 

than participants within healthy weight ranges. The study was conducted with patients 

attending private practices in one geographical region so it must be questioned how well 

these findings would transfer to patients from NHS-funded general dental practice contexts 

in other areas of the UK.   

 

While highlighting the lack of information available on how patients view basic oral hygiene 

advice, the literature does suggest general approval of the acceptability of OHE on oral 

health risk factors such as smoking cessation. However, the views vary across the studies 

between smokers and non-smokers, and regarding whether the dentist has the skills to 

motivate them to stop smoking (Rikard et al. 2003; Terrades et al. 2009). Newsome and 

Wright (2000) ŦƻǳƴŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎΩ ŜǾŀƭǳŀǘƛƻƴ ƻŦ ŘŜƴǘƛǎǘǎ ƛǎ ƳǳƭǘƛŦŀŎǘƻǊŀƭΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜƛǊ 

perceptions of the dental professional and their prior expectations and beliefs regarding the 

dental role. This suggests that there are more complex factors influencing both acceptability 

and motivation to quit smoking, and in OHE in general, than appraisal of the role and OHE 

skills of dentists. The quantitative data in these papers has uncovered some factors that 

ŀǇǇŜŀǊ ǘƻ ƛƴŦƭǳŜƴŎŜ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ƻŦ hI9 ŀŎŎŜǇǘŀōƛƭƛǘȅΦ CƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ǇŀǘƛŜƴǘǎΩ 

smoking status and the possible feelings of embarassement associated with this status may 

also explain lower acceptability ratings for smoking cessation OHE. These findings, coupled 



64 

with the different expectations and attitudes towards oral health care and self-care that 

patients were said to display (Finch et al. 1988; Gilbert et al. 2000; Riley et al. 2006; 

Anagnostopoulos et al. 2011) highlight the interplay of context factors in patient 

judgements of OHE. It should be noted again that the literature so far has mainly focussed 

on the acceptability of dentist-offered OHE and has not discussed patient views towards 

provision by other members of the dental team in any depth. 

 

2.4.3 Patient-provider communication and view of individual professional 

ThŜǊŜ ǿŜǊŜ ŦŜǿ ǇŀǇŜǊǎ ǊŜǇƻǊǘƛƴƎ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ ƛƴǘŜǊŀŎǘƛƻƴǎ. Most 

ǇŀǇŜǊǎ ƻƴ ǘƘŜ ǘƻǇƛŎ ŜƛǘƘŜǊ ǊŜǇǊŜǎŜƴǘŜŘ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘ 

ǇŜǊǎǇŜŎǘƛǾŜ ƻǊ ŀŘŘǊŜǎǎŜŘ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ƻƴ ǘƘŜƛǊ ƻǿƴ ƻǊŀƭ ƘŜŀƭǘƘ ƻǊ ƛƴǘŜǊŀŎǘƛƻƴǎ ǿƛth 

dental professionals in general. For example, while the study did not address OHE 

communication specifically Chenery and Treasure (2011) reported that most patients (93-

97%) indicated that they were given explanations for treatment and their questions were 

answered in a way that they understood, that their dentist treated them with dignity and 

respect, and that they had confidence and trust in their dentist. Patients have previously 

identified toothbrushing and cleaning as the most important action for caries prevention; 

while few participants had received hands-on demonstration of cleaning techniques many 

perceived that it would be beneficial (Templeton et al. 2016). Patients from six European 

countries welcomed more advice on prevention as they did not feel well-informed about 

how to take care of their oral health. Dentists were said to be not interested in giving this 

advice or provided mixed messages or advice that contradicted health promotion 

advertisements (Leggett et al. 2021). 
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¢ǿƻ ǎǘǳŘƛŜǎ ŜȄǇƭƻǊŜŘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǇǊŜǾŜƴǘƛǾŜ ŘŜƴǘŀƭ ŎŀǊŜ (Sbaraini 2012; 

Sbaraini et al. 2012) and the influence of provider-patient communication on oral health 

status (Fico and Lagoe 2018). Both studies concluded that the experience of the dental 

professional-patient interaction was the factor with greatest influence. Interested in 

explorƛƴƎ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ŘŜƴǘŀƭ ŎŀǊŜΣ ǘƘŜ ŀǳǘƘƻǊǎ ƛƴǘŜǊǾƛŜǿŜŘ !ǳǎǘǊŀƭƛŀƴ ƎŜƴŜǊŀƭ 

dental patients from two dental practices that had participated in a previous randomised 

controlled trial (RCT) of a preventive care intervention (toothbrushing with high fluoride 

ǘƻƻǘƘǇŀǎǘŜ ŀƴŘ ŘƛŜǘ ŀŘǾƛŎŜύΦ hƴŜ ǇŀǇŜǊ ŜȄǇƭƻǊŜŘ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀƴŘ пл ǇŀǘƛŜƴǘǎΩ 

experiences of implementing the RCT protocols (Sbaraini 2012), and the other on 17 

ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ ƻŦ ǇǊŜǾŜƴǘƛǾŜ ŘŜƴǘŀƭ ŎŀǊŜ ŀƴŘ hI9 (Sbaraini et al. 2012). Despite the 

ǇŀǘƛŜƴǘǎΩ ŘƛŦŦŜǊŜƴǘ ŎƭƛƴƛŎŀƭ ƻǳǘŎƻƳŜǎ ŦƻƭƭƻǿƛƴƎ ǘƘŜ w/¢Σ ǘƘŜ ŀǳǘƘƻǊǎ ŦƻǳƴŘ ǎƛƳƛƭŀǊ ǇŀǘǘŜǊƴǎ ƻŦ 

experiences for each group on attending practices with and without a preventive focus, the 

barriers and enablers for prevention, and the importance of the dental professional-patient 

relationship (Sbaraini et al. 2012). Participants reported the contrast between their 

experiences at their current, preventive-focused, practice and previous experiences at what 

ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ŘŜǎŎǊƛōŜŘ ŀǎ ΨƻƭŘ ǎŎƘƻƻƭΩΣ ΨŘǊƛƭƭ ŀƴŘ ŦƛƭƭΩ ǇǊŀŎǘƛŎŜǎ (Sbaraini 2012; Sbaraini et 

al. 2012). Participants described such practices as engaging in little communication or 

offering preventive options instead preferring to offer fillings or other restorations. 

!ǘǘŜƴŘƛƴƎ ǘƘŜǎŜ ǇǊŀŎǘƛŎŜǎ ƭŜŘ ǘƻ ŀ ŦŜŜƭƛƴƎ ƻŦ ōŜƛƴƎ ǘǊŀǇǇŜŘ ƛƴ ŀ ŎȅŎƭŜ ƻŦ ΨŘŜƎŜƴŜǊŀǘƛƴƎ ǘŜŜǘƘΩ 

where patients were stuck in a pattern of paying money for dental care but experiencing 

continued poor oral health that required more care at each visit.  

 

tŀǊǘƛŎƛǇŀƴǘǎ ǊŜǇƻǊǘŜŘ ǿŀƴǘƛƴƎ ǘƻ ΨƪŜŜǇ ǘƘŜƛǊ ǘŜŜǘƘΩ ōǳǘ ƘŀŘ ōŜŎƻƳŜ ǳǎŜŘ ǘƻ ǊŜŎŜƛǾƛƴƎ 

repeated interventions and losing motivation with their oral hygiene. In contrast, after 
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engaging with preventive-focused practices participants reflected reinforcement from oral 

health improvements made them feel more in control over their oral health and understood 

that long-term oral health improvement required increased input on their own part. The 

transition was attributed to gaining new information, forming new clinical relationships, and 

establishing lifestyle changes and new oral health practices. In a USA-based study, 

Maupomé et al. (2004) also found that oral health that was perceived more poorly was 

associated with greater use of restorative services compared with preventive options. 

 

CƻǊ {ōŀǊŀƛƴƛ Ŝǘ ŀƭΩǎ (2012) participants, making the transition to a preventive model of oral 

care involved overcoming three main barriers. Patient participants reported initial 

uncertainty about the preventive treatments, they were also seen as an additional demand 

on their time and were of low priority. Changing current behaviours were also noted as 

difficult. Enablers were reported from the engagement with a preventive dental practice 

such as the acquisition of new knowledge and insights into how preventive behaviours could 

benefit their oral health, having more treatment options than restorations, and a good 

relationship with their dentist. The authors emphasize that the context of the relationship 

between the patient and the dental team is a vital component of changing patient 

behaviour. The preventive approach involves communication with patients regarding their 

self-care behaviour and such interactions led to participants viewing their dentists as 

ΨŎŀǊƛƴƎΩ ŀƴŘ ΨǘǊŜŀǘƛƴƎ ǘƘŜƳ ƭƛƪŜ ŀ ǇŜǊǎƻƴΩΦ tŀǊǘƛŎƛǇŀƴǘǎ ǾŀƭǳŜŘ ǘƘŜ ǇŜǊŎŜǇǘƛƻƴ ǘƘŀǘ ŘŜƴǘƛǎǘǎ 

were working with them, listening to their concerns, reassuring them, and avoiding 

conveying blame for their oral health status (Sbaraini et al. 2012). However, it worth noting 

that Sbaraini et al. (2012) found similar accounts from participants regardless of their oral 

health status so while the factors identified greatly imprƻǾŜŘ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǊŜƭŀǘƛƻƴǎƘƛǇ ǿƛǘƘ 
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the dental professional and attitude towards their oral health, there are still factors outside 

ǘƘŜ ǇǊŀŎǘƛŎŜǎΩ ŎƻƴǘǊƻƭ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜ ǘƘŜƛǊ ǇŀǘƛŜƴǘǎΩ ƻǊŀƭ ƘŜŀƭǘƘ such as their motivation for 

self-care and contextual factors which either facilitate or inhibit attempts at change.  

 

In a paper exploring how dental professional-patient communication influences oral health 

outcomes, Fico and Lagoe (2018) noted that little is known about how subtle differences in 

the message content or delivery may influence oral health outcomes. Using an online 

ǎǳǊǾŜȅΣ ǘƘŜȅ ŜȄǇƭƻǊŜŘ нст ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ƛƴǎǘŀƴŎŜǎ of positive and negative 

communication with dentists and dental hygienists. Participants who reported having a 

regular dental provider were recruited from across the US. The authors found that 

participants valued attempts to manage their anxiety or physical comfort during the 

encounter, having treatment options and procedures described clearly with anticipated 

outcomes or potential side-effects accurately explained. Non-treatment related aspects of 

communication such as engaging in rapport building with the patient and validating the 

ǇŀǘƛŜƴǘǎΩ ŀǘǘŜƳǇǘǎ ǘƻ ŎŀǊŜ ŦƻǊ ǘƘŜƛǊ ƻǊŀƭ ƘŜŀƭǘƘ ƻǊ ŀǾƻƛŘƛƴƎ ƴŜƎŀǘƛǾŜ ŎƻƳƳǳƴƛŎŀǘƛƻƴ όŜΦƎΦΣ 

causing embarrassment or shame) for any adverse conditions were also valued. Negative 

ŜƴŎƻǳƴǘŜǊǎ ƛƴŎƭǳŘŜŘ ŘƛǎǊŜƎŀǊŘ ŦƻǊ ǘƘŜ ǇŀǘƛŜƴǘǎΩ Ŏƻmfort during the interaction or their 

wishes for treatment.  

 

The style of language used was also highlighted as an aspect of negative encounters, for 

example the use of inappropriate language or communication style such as being sarcastic, 

rude, condescenŘƛƴƎΣ ƻǊ ΨǇǊŜŀŎƘȅΩΣ ŀƴŘ ƧǳŘƎŜƳŜƴǘŀƭ ŎƻƳƳŜƴǘǎ ōƭŀƳƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘ ŦƻǊ ŀƴȅ 

oral conditions or devaluing attempts made. While talking about dental professional-patient 

communication in general, the style of language discussed here can potentially provide 
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further insight into the lower acceptance rates for OHE from smokers compared to non-

smokers (Rikard et al. 2003; Terrades et al. 2009; Sood et al. 2014), and by women smokers 

(Campbell et al. 1999), and to the lower acceptance of weight management advice from 

overweight or obese participants (Wijey et al. 2019). Too much conversation or discussing 

irrelevant or inappropriate topics were also cited as examples of negative experiences that 

impact on the outcome of the dental interaction. While only reported by a small number of 

participants, this finding highlights the complexity of the dental professional-patient 

interaction; relaxed friendly conversation was noted to be valued by patients in other 

studies (Finch et al. 1988; Sbaraini 2012; Sbaraini et al. 2012) but too much, or talking about 

ŀƴ ΨƛǊǊŜƭŜǾŀƴǘΩ ǘƻǇƛŎ could also be off-putting (Fico and Lagoe 2018).   

 

These findings are consistent ǿƛǘƘ ƻǘƘŜǊ ǊŜǎŜŀǊŎƘ ƻƴ ǇŀǘƛŜƴǘǎΩ ŎƻƴŦƛŘŜƴŎŜ ŀƴŘ ǎŀǘƛǎŦŀŎǘƛƻƴ 

with dental professionals. Confidence and patient satisfaction have also been reported to be 

more to do with the characteristics of the dentist than their technical competence (Finch et 

al. 1988; Sondell and Söderfeldt 1997; Newsome and Wright 1999; Newsome and Wright 

2000). The importance of characteristics such as kindness, avoiding patient-blaming for 

conditions, and practitioners who take time to explain procedures in a patient-focussed way 

have been noted to inspire confidence (Finch et al. 1988; Lahti et al. 1996b; Newsome and 

Wright 1999; Fox 2010b; Dyer et al. 2016). Research in other areas of dental-patient 

communication concluded that poor communication may lead to patient mistrust of the 

dental professional (Riley et al. 2002), which may tƘŜƴ ƭŜŀŘ ǘƻ ǇŀǘƛŜƴǘǎΩ ǿƛǘƘƘƻƭŘƛƴƎ 

important information about risk factors in their lifestyles (Robinson et al. 1994). Brennan 

and Spencer (2006) found that patients interacted more with dentists who were perceived 

more favourably for their examination style and ability to relate to patients. These findings 
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ƘŀǾŜ ƭŜŘ ŀǳǘƘƻǊǎ ǘƻ ǎǳƎƎŜǎǘ ǘƘŀǘ ǇǊŜǾƛƻǳǎƭȅ ΨǳƴŎƻƻǇŜǊŀǘƛǾŜΩ ǇŀǘƛŜƴǘǎ Ƴŀȅ ōŜŎƻƳŜ ƳƻǊŜ 

cooperative in the context of such positive professional-patient relationships (Sbaraini et al. 

2012).  

 

Fico and Lagoe (2018) also noted that communication forms varied by dental provider. 

While both dentists and dental hygienists were highly associated with positively managing 

anxiety and physical discomfort, dental hygienists were most frequently identified in 

descriptions of judgemental language or behaviour and dentists with experiences where 

ǇŀǘƛŜƴǘǎΩ ŜȄǇǊŜǎǎŜŘ ŦŜŜƭƛƴƎ ǿŜǊŜ ŘƛǎǊŜƎŀǊŘŜŘΦ Öhrn et al. (2008) had earlier reported that 

overall participants recalled more positive responses towards dental hygienists than 

dentists, apart from in situations which may elicit feelings of shame or guilt such as 

discussing oral hygiene efforts, smoking, and other lifestyle factors. All of these situations 

ŀǊŜ ƪŜȅ ŀǎǇŜŎǘǎ ƻŦ ǘƘŜ ŘŜƴǘŀƭ ƘȅƎƛŜƴƛǎǘǎΩ ǇǊŜǾŜƴǘƛǾŜ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ǊƻƭŜΦ Fico and Lagoe 

(2018) also posited explanations for these findings, noting that dentists are generally 

perceived as having the highest authority in the dental team and that therefore they may be 

more readily recalled or viewed as more important than messages provided by those in 

other dental roles. They also suggested that while patients may attend appointments with 

more than one dental hygienist-therapist in the practice, they are more likely to see the 

same dentist at each appointment potentially leading to a better developed relationship.  

 

In a Finnish interview and survey-based study of 4076 patients, Raittio et al. (2018) found 

that the majority of participants reported receiving adequate information on their oral 

health and options, that they felt listened to, and that they had influence over their 

treatment decisions. Variations in responses were identified by patient characteristics. 
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Satisfaction with their ability to influence treatment decisions was lowest among 

participants aged 29 to 45, and 75 and over. Those aged between 29-45 years were the 

most likely to report feeling that they were not listened to. Single participants, those who 

had to make άŎƻƴǎƛŘŜǊŀōƭŜ ŎƻƳǇǊƻƳƛǎŜǎ ƛƴ ŎƻƴǎǳƳǇǘƛƻƴέ (p.3), or those who struggled with 

their income were less satisfied with the level of information provided, felt not listened to, 

or reported low influence over treatment decisions. Those who had attended a private 

dentist within the previous 12 months, were less satisfied with all three aspects than those 

who had visited a public dentist.  

 

Patients with a high self-perceived need for oral health care, patients in pain, or with 

problems chewing reported lowest rates of adequate information, influence over treatment 

decisions, and being listened to by dental professionals. Patients who reported being 

somewhat frightened of visiting the dentist also reported not receiving adequate 

information or being listened to. While addressing general satisfaction with dental provider 

communication rather than focussing on OHE, these findings highlight how the patientΩs 

situation influences their perceptions of dental professional-patient interactions. These 

findings also emphasize ǘƘŜ ƴŜŜŘ ŦƻǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎƻƴǘŜȄǘ όŜΦƎΦΣ ōŜƘŀǾƛƻǳǊŀƭΣ 

lifestyle, and socioeconomic factors) and the development of collaborative relationships in 

oral health education and promotion, particularly within contexts of social and economic 

deprivation (Martino 2011; Kay et al. 2016). 

 

2.4.4 Summary 

This section outlined how patientǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ŘŜƴǘƛǎǘǊȅ ŀƴŘ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ŘŜƴǘŀƭ 

ŀǇǇƻƛƴǘƳŜƴǘǎ ŘƛŦŦŜǊΦ LƳǇƻǊǘŀƴǘƭȅΣ Ƙƻǿ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿ ǘƘŜƛǊ ƻǿƴ ǊƻƭŜ ǿƛǘƘƛƴ ŘŜƴǘŀƭ 
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appointments vary. These different viewpoints and patient needs highlight the importance 

of dental professionals working to ensure that patients feel listened to and valued. 

Addressing the differing needs requires a different skill set than was necessary in 

ΨǘǊŀŘƛǘƛƻƴŀƭΩΣ ƛƴǘŜǊǾŜƴǘƛƻƴ-ōŀǎŜŘ ŘŜƴǘƛǎǘǊȅΦ ²ƘŜƴ ǘƘŜ Ƴŀƛƴ ŦƻŎǳǎ ƻŦ ǘƘŜ ŘŜƴǘƛǎǘǎΩ ǊƻƭŜ ƛǎ 

tackling oral disease with little preventive options then their clinical skills are at the 

forefront. While this approach tackles immediate oral health needs, the literature suggests 

that it can lead to patients feeling left out of their oral health care process and fosters a 

fatalistic view of a lack of control over their own oral health. A wider practice context of 

preventive care assists patients to feel part of the process and encourages a shared 

approach to improving their oral health.  

 

Communication skills have been noted as key in the preventive professional-patient 

relationship. Patients reported valuing being informed about care options. Communicating 

information about self-care without implying judgement or blame for poor oral health was 

found to be vital to avoid alienatƛƴƎ ǇŀǘƛŜƴǘǎΦ ¢ƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ŎƻƴǘŜȄǘ ŀƴŘ ŦŜŜƭƛƴƎǎ 

regarding their oral health influenced their perceptions of the information provided 

(content, by professional role), which in turn was suggested to influence the patient 

experience of OHE and their ability to recall the information provided. This highlights the 

need for personalised communication with patients rather than rote-delivered information 

ǿƘƛŎƘ Ƴŀȅ ōŜ ƳƛǎƛƴǘŜǊǇǊŜǘŜŘΦ ¢ƘŜ ƛƴǘŜǊŀŎǘƛƻƴ ƻŦ ŦŀŎǘƻǊǎ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜ 

needs to be further explored to fully understand some of the findings, for example the 

contradictory findings that patients value friendly conversation but are also put off by too 

much talk from providers.  
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Variation in acceptability and recall of advice was explored in the research regarding 

smoking cessation and weight management advice. While the studies suggested that advice 

on these topics was generally acceptable activity for the dental team, there was a lack of 

evidence on other types of oral health education such as routine oral hygiene advice.  

 

2.5 Summary of the literature and the aims of the study 

The themes from the literature explored in Chapter 1, and the preceding two sections of this 

chapter (2.2 and 2.3) were used to generate a conceptual diagram, visually plotting the 

different factors influencing the delivery of oral health education and its reception (see 

Figure 2.2). The narrative review helped guide and refine the study research questions, 

shaped participant sample decisions, and informed later data gathering instruments. A 

description of the conceptual model and the narrative review of outcomes were drafted and 

published in Community Dentistry and Oral Epidemiology (Barnes et al. 2021). 

 

While acknowledging the methodological limitations of some of the literature reviewed, the 

findings highlighted how factors influence the OHE process before, during and after the 

educational interaction. Factors that were identified related to the wider social and policy 

context (macro), community-level factors (meso), the individual practitioner and patient 

(micro), factors that influenced the nature of OHE interaction and any resulting behaviour 

change, and how the outcomes of the process influence future OHE interactions for both 

ǇŀǊǘƛŜǎΦ ¢ƘŜǎŜ ŦŀŎǘƻǊǎ ŦŜŜŘ ƛƴǘƻ hI9Σ ǿƛǘƘ ŜŀŎƘ ǇŀǊǘȅΩǎ ŜȄǇŜǊƛŜƴŎŜǎΣ ŜȄǇŜŎǘŀǘƛƻƴǎΣ ŀƴŘ 

interactions during the appointment and afterwards impacting on outcomes. The resultant 

ŎƻƴŎŜǇǘǳŀƭ ƳƻŘŜƭ ŀŎƪƴƻǿƭŜŘƎŜǎ ǘƘŜ ƛƴŦƭǳŜƴŎŜ ƻŦ ǿƛŘŜǊ ΩǳǇǎǘǊŜŀƳΩ ŦŀŎǘƻǊǎ ŀƭƻƴƎǎƛŘŜ 
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interpersonal and individual influences which should be taken into consideration when 

developing OHE interventions (Barnes et al. 2021).  

 

 

 

  

Figure 2.2: Interaction of influencing factors in the OHE process 



74 

{ŜŎǘƛƻƴ нΦн ǎƘƻǿŜŘ ǘƘŀǘ ǿƘƛƭŜ Ƴŀƴȅ ƻŦ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀōƛƭƛǘƛŜǎ ŀǊŜ ōŀǎŜŘ ǳǇƻƴ ƻƴ ŀ 

core of scientific knowledge (biology, surgical treatment knowledge), cultural professional 

beliefs also influence role identity, and the organisation, delivery and financing of dental 

care (Davis 1980; Sbaraini 2012). These cultural traits are influenced by broader social, 

economic, and political factors (for example, remuneration, working environment).  

 

The age of many of the papers reviewed means that they may reflect views typical of 

dentistry and society at the time and may not reflect the views of dental professionals 

today. Some of the papers were from the early days of current policies promoting the use of 

OHE and prevention and their influence may not have been felt at the time of the older 

studies. Additionally, the policy changes may have fostered changes to dental education 

that have shaped more recently trained dental professionals. Alongside the age of some of 

the papers, they also cover a range of countries with different dental care systems. Even 

small regulatory and financial system differences may be enough to influence dental 

ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ŀƴd experiences of OHE. By focussing on the Welsh context, this study 

will source knowledge on contemporary views and experiences of OHE which will reflect the 

current policy and educational context.  

 

The review also highlighted that little is known about how dental professionals define 

prevention and how it is applied in practice. The literature provides some understanding of 

ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻƴ ǇǊƻǾƛŘƛƴƎ hI9 ƛƴ ǎǇŜŎƛŦƛŎ ǘƻǇƛŎǎ όŜΦƎΦΣ ǎƳƻƪƛƴƎ ŎŜǎǎŀǘƛƻƴ ŀƴŘ 

alcohol consumption) or interventions, but little on their views on basic oral hygiene advice 

such as toothbrushing which would appear to be a basic cornerstone of an oral hygiene 
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routine. To dental professionals this work may be so routine and tacit as so to go 

unquestioned but as someone without dental training but this will be explored in this study.  

 

There is also little on how OHE is incorporated into everyday practice. The barriers and 

enablers of OHE are identified in the literature but there is little explanation of how dental 

professionals manage to overcome or accommodate these barriers to engage in OHE during 

appointments. ¢Ƙƛǎ ǎǘǳŘȅ ǿƛƭƭ ŜȄǇƭƻǊŜ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ƻƴ ǘƘŜ ǊƻǳǘƛƴŜ ŘŜƭƛǾŜǊȅ ƻŦ 

OHE and how it is incorporated into everyday work. The interviews will also provide insight 

into the perceived value of providing OHE in practice for patients, and the barriers and 

facilitators to its provision.  

 

There is also ƭƛǘǘƭŜ ŜǾƛŘŜƴŎŜ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƳƻǘƛǾŀǘƛƻƴ ŦƻǊ ŘŜƭƛǾŜǊƛƴƎ ǇǊŜǾŜƴǘƛƻƴ 

within the current NHS dental services contract (Witton and Moles 2015). Understanding 

Ƙƻǿ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ŘŜƴǘŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ƛƳǇŀŎǘǎ ƻƴ ƛƴŘƛǾƛŘǳŀƭ ǇǊŀŎǘƛǘƛƻƴŜǊǎΩ ǇŜǊŎŜǇǘƛƻƴ ƻŦ 

their role and motivation to provide oral health education is key in optimising efforts to 

promote patient self-care and avoiding widening inequalities (National Institute for Health 

and Care Excellence (NICE) 2015).  This study will explore how dental professionals working 

in general dental practices view their role in the provision1 of oral health education (OHE), 

Ƙƻǿ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎ ǾƛŜǿ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ƳŀƛƴǘŀƛƴƛƴƎ ǘƘŜƛǊ ƻǿƴ ƻǊŀƭ 

 

 

1 Lƴ ǘƘƛǎ ǊŜǇƻǊǘΣ ǘŜǊƳǎ ǎǳŎƘ ŀǎ άƻŦŦŜǊŜŘέΣ άŘŜƭƛǾŜǊŜŘέΣ ŀƴŘ άǇǊƻǾƛŘŜŘέ ǿƛƭƭ ōŜ ǳǎŜŘ ŀǎ ŀ ǎƘƻǊǘƘŀƴŘ ŦƻǊ ŘŜƴǘŀƭ 
ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŜƴƎŀƎŜƳŜƴǘ ǿƛǘƘ hI9 ŀŎǘƛǾƛǘȅ ŀƴŘ άǊŜŎŜƛǾŜŘέ ŀƴŘ άǊŜŎŜǇǘƛƻƴέ ŦƻǊ ǇŀǘƛŜƴǘǎ. These terms are 
used with the caveat that they are not intended to suggest a unidirectional flow of information with the dental 
professional as the sender and the patient as a receiver. Rather than a provision of information to a listening 
ǇŀǘƛŜƴǘΣ ǘƘŜ ƛƴǘŜǊŀŎǘƛƻƴ ƛƴǾƻƭǾŜǎ ƧǳŘƎŜƳŜƴǘǎ ŀƴŘ ŀŘƧǳǎǘƳŜƴǘǎ ōŀǎŜŘ ƻƴ ŜŀŎƘ ǇŀǊǘȅΩǎ ŀŎǘƛƻƴ ŀƴŘ ǊŜŀŎǘƛƻƴΣ 
perceived or real. 
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health, their perceptions of what limits patients from following recommended advice, and 

ǿƘŀǘ ƛƴŦƭǳŜƴŎŜǎ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǇǊƻǾƛǎion of OHE to individual patients. 

 

Section 2.3 ŀƭǎƻ ŎƻƴŎƭǳŘŜŘ ǘƘŀǘ ƭƛǘǘƭŜ ƛǎ ƪƴƻǿƴ ŀōƻǳǘ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ƻƴ hI9 ƻŦŦŜǊŜŘ ōȅ ǘƘŜ 

dental team. Studies that explored the acceptability of OHE on certain topics such as 

smoking cessation and alcohol consumption highlighted the mediating influence of patient 

context in patient perceptions. As Newsome and Wright (2000) Ǉƻƛƴǘ ƻǳǘΣ ǇŀǘƛŜƴǘǎΩ 

evaluation of dentists is multifactoral, and includes perceptions and expectations of the 

dental professional, and beliefs regarding the dental role. Patient perceptions of dental and 

self-care were also found to be influenced by the clincial approach taken by the professional 

(Sbaraini 2012; Sbaraini et al. 2012) and personal attributes of the dental professional such 

as their communication skills (Finch et al. 1988; Sondell and Söderfeldt 1997; Newsome and 

Wright 1999; Newsome and Wright 2000)Φ ¦ƴŘŜǊǎǘŀƴŘƛƴƎ ǿƘŀǘ ƛƴŦƭǳŜƴŎŜǎ ǇŀǘƛŜƴǘǎΩ 

experiences of dental care is vital. Similarly to the dental professional literature, the 

literature is older and may not reflect contemporary context of dentistry and whether 

patient expectations have also shifted and also reports on patient views of dental care in 

countries other than England and Wales.  

 

A more recent study, while still focussed on a general preventive approach rather than OHE 

specifically, painted a more favourable view of OHE and prevention than reported in older 

ǎǘǳŘƛŜǎ ƛƴ ǘƘƛǎ ǊŜǾƛŜǿ ǿƘƛŎƘ Ƴŀȅ ǇƻǘŜƴǘƛŀƭƭȅ ǎǳƎƎŜǎǘ ǘƘŀǘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜŎǘŀǘƛƻƴǎ Ƴŀȅ ƘŀǾŜ 

adapted over time. The literature provided an insight into what patients consider acceptable 

in terms of OHE but the findings tended to be quantitative ratings of acceptability with little 

exploration or discussion of the reasons for their responses. Qualitative descriptions were 
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drawn from studies that focussed on general views on patient ς dental team communication 

ƻǊ ǘƘŜ ǇǊŀŎǘƛŎŜǎΩ ǇǊŜǾŜƴǘƛǾŜ ŦƻŎǳǎ ǊŀǘƘŜǊ ǘƘŀƴ ǘƘŜ hI9 ƛƴǘŜǊŀŎǘƛƻƴ ƛǘǎŜƭŦΦ  

 

The multi-level interaction of factors (individual, social, and interactional) that influence 

ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜ ƴŜŜŘǎ ǘƻ ōŜ ŦǳǊǘƘŜǊ ŜȄǇƭƻǊŜŘ ǘƻ Ŧǳƭƭȅ ǳƴŘŜǊǎǘŀƴŘ ǇŀǘƛŜƴǘǎΩ ŜȄǇŜǊƛŜƴŎŜǎ 

and understanding of OHE and oral health self-care. This study investigates pŀǘƛŜƴǘǎΩ 

perceptions of the acceptability of different OHE topics and their expectations of OHE 

provision. This study also explores ǇŀǘƛŜƴǘǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎǎ ƻŦ ǘƘŜ patient ς dental team 

relationship moving beyond communication styles to provide insight into how patients view 

both the denǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǊƻƭŜ ƛƴ hI9 ǇǊƻǾƛǎƛƻƴ ŀƴŘ how they view their own 

responsibility for their oral health and their reasons for not following recommended advice. 
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3 Methodology 

This chapter describes the study methodology as it was originally conceived and how it was 

altered owing to the impact of Covid-19. Firstly, the study design is described, and the 

concept of case studies and qualitative interviewing is introduced as well as the conceptual 

framework underpinning the study. Next the chapter describes the data gathering 

processes, detailing the samples and how participants for the study were identified and 

recruited. This is followed by a section outlining the data gathering and analytical processes. 

The chapter concludes with a discussion of the ethical issues raised in the study.  

 

3.1 Design 

This is a qualitative study, which adopts a case study design incorporating one-to-one semi-

structured interviews: face-to-face and remote with members of the dental team and via 

telephone with patients. The case studies comprised general dental practices where data 

were gathered using interviews with the dental teams and interviews with a selection of 

patients attending these dental practices. Later data gathering encompassed semi-

structured telephone interviews with remotely recruited dental professionals (dentists, DTs, 

and DHs) and patients.  

 

As tƘƛǎ ǎǘǳŘȅ ǿŀǎ ŎƻƴŎŜǊƴŜŘ ǿƛǘƘ ǘƘŜ ŜȄǇƭƻǊŀǘƛƻƴ ƻŦ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀƴŘ ǇŀǘƛŜƴǘǎΩ 

understanding of the role of OHE and their lived experiences of OHE interactions, qualitative 

approaches were considered the most appropriate method for data gathering. Quantitative 

research is most typically associated with a positivist approach, employing characteristics of 

the scientific method such as elimination of bias, quantifying or measuring phenomena, 
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statistical analysis, and generalisable findings (Denzin and Lincoln 2000; Thomas 2006). In 

contrast, researchers using interpretive qualitative methods are interested in the context 

and nature of a subject, exploring the factors that underlie such phenomena, and with 

identifying new theories or plans of action (Richie and Spencer 1994). Of particular interest 

to qualitative researchers is the exploration of phenomena in their natural settings and 

understanding them on the basis of the subjective meanings people hold about them 

(Denzin and Lincoln 2000).  

 

Qualitative research methods were appropriate to address the research questions as they 

allow exploration of ǇŜƻǇƭŜǎΩ meanings, their thoughts, attitudes and perceptions, to ask 

άwhyέ ǉǳŜǎǘƛƻƴǎΣ ŀƴŘ ǘƻ ǇǊƻǾƛŘŜ ǊƛŎƘ ŘŜǎŎǊƛǇǘƛƻƴ ǊŀǘƘŜǊ ǘƘŀƴ ǘƻ ŜȄŀƳƛƴŜ ŎŀǳǎŜ ŀƴŘ ŜŦŦŜŎǘ 

(Hollway and Jefferson 200; Stewart et al. 2008; Lichtman 2014). Qualitative research can 

also provide explanations for quantitative findings (Grypdonck 2006). For example, this 

study aims to provide greater insight into the quantitatively expressed views and opinions 

reported in the literature reviews in the previous two chapters.  

While qualitative research originates from a different theoretical position than quantitative 

research, the adoption of criteria that resonates with quantitative approaches can help 

convey trustworthiness of qualitative evidence (Pope and Mays 2004). To ensure 

transparency and aid credibility, the account of the methodology was informed by the 

Consolidated Criteria for Reporting Qualitative Research (COREQ) (Tong et al. 2007) 

checklist. The checklist outlines 32 items of information that are deemed necessary for the 

comprehensive reporting of qualitative research, across three domains: 1. Research team 

and reflexivity, 2. Study design, and 3. Analysis and findings (see Appendix 2 for the full 

checklist). Details of ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎΩ ōŀŎƪƎǊƻǳƴŘΣ ǎƪƛƭƭǎ, and understanding are be explored 
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in the next section (3.1.1 Conceptual underpinnings) and how her decisions shaped the 

delivery of the study are reported throughout the description of the data gathering 

processes.  The study design, including the approach to analysis is detailed later in this 

chapter. The findings of the analysis, including participant quotes, comprise Chapters 4, 5, 

and 6.   

 
 

3.1.1 Conceptual underpinnings 

3.1.1.1 ¢ƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ōŀŎƪƎǊƻǳƴŘ ŀƴŘ ƛƴŦƭǳŜƴŎŜ 

The study was designed and conducted as a piece of work for the researcherΩǎ 5ƻŎǘƻǊ ƻŦ 

Philosophy studentship. With a background in sociology and psychology led by an interest in 

both individual and social processes, the researcher completed an MSc in Qualitative 

Research Methods. The course inspired an interest in using qualitative methods to bring 

together an array of complex experiences and stories to explore how people understand 

their world and how their accounts reflect different aspects of the(ir) wider social world.  

Following the MSc, the researcher embarked on a research career studying areas of health 

and social care, focussing on exploring experiences of care provision and perceived care 

needs from the perspectives of both the professionals and the clients. Alongside 

patient/client interviews, often with potentially vulnerable participants, the researcher 

conducted interviews with healthcare professionals and healthcare commissioners of high 

status. These studies ǊŜƛƴŦƻǊŎŜŘ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎΩ viewpoint that each personǎΩ ΨǊŜŀƭƛǘȅΩ ƛǎ 

constructed slightly differently depending on their previous experiences, understandings, 

and beliefs (Gall et al. 1996). 

 



81 

At the time of the study, the researcher had over ten ȅŜŀǊǎΩ ŜȄǇŜǊƛŜƴŎŜ ƻŦ ǊŜǎŜŀǊŎƘ in the 

field of dentistry and had explored different aspects of the education and work of dental 

professionals, for example continuing professional education, workplace activities, skill-mix, 

and teamwork, and had spent considerable time in dental practices. Despite not having a 

dental background, dental practices and the work of dental professionals were therefore 

not new experiences to the researcher but were also not so familiar that the processes had 

become tacit or unquestioned routines. Insight into how some practices worked allowed 

observation of differences and similarities across dental practices, dental teams, and their 

contexts. It was also during this time that she had worked on studies in collaboration with 

leads from Aneurin Bevan and Cwm Taf Morgannwg University Health Board Research and 

Development departments who would later kindly agree to act as company partners for her 

KESS PhD studentship.  

 

It was during a period spent recruiting patients in dental practice waiting rooms for a survey 

study (Barnes et al. 2018), that the researcher observed that several patients across 

ŘƛŦŦŜǊŜƴǘ ǇǊŀŎǘƛŎŜǎ ƧƻƪŜŘ ǘƘŀǘ ǘƘŜȅ ǿŜǊŜ ƻŦŦ άto be told offέ ǿƘŜƴ ǘƘŜȅ ǿŜǊŜ ŎŀƭƭŜŘ ƛƴǘƻ ǘƘŜƛǊ 

appointment. While there were many patients who disclosed that they did not like seeing 

the dentist, these jokey comments were also made by patients who had previously 

commented that they had been with that dentist for many years and spoke highly of them. 

This led her to question how dental professionals and patients both understood the OHE 

interaction during the appointment. For example, do patients really view OHE as being told 

off and if so, what about the interaction made them feel that way? Or was this another 

negative stereotype of dentistry that was used in a light-hearted way in an informal chat? 
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Similarly, the researcher questioned how dental professionals viewed their OHE attempts 

and how they understood their own OHE provision.  

 

The researcher adopted a social constructionist approach to the study. The research 

questions, derived from a review of the literature, align with the ŀǇǇǊƻŀŎƘΩǎ emphasis on 

subjectivity, the importance of social context, and of the social influence on dental 

professional and patient experiences and behaviours. Social constructionist research 

involves exploration of the processes that influence how people construct and account for 

their reality and their implications for experience and social practice (Gergen 1985; Willig 

2013). Within qualitative research, when participants describe their experiences and their 

understandings, they are demonstrating ways of talking about the world and how they 

position themselves within the world (Willig 2013). Potter (1996) ŜȄǇƭŀƛƴǎ ǘƘŀǘ ǇŀǊǘƛŎƛǇŀƴǘǎΩ 

talk is active, with descriptions created to perform particular actions or achieve particular 

effects. For example, the way a patient talks about their oral health not only impacts on the 

response of the dental professional but also reveals something of their values, how they 

wish to be viewed, and their sense of their place in the world.  

 

Berger and Luckman (1991) argued that knowledge and meaning formation is an 

interpersonal, rather than intrapersonal process. They contend that people create models of 

the social world and how it works, and that language is essential to establishing these 

models of reality. According to Berger and Luckman (1991), cultural products (values, 

beliefs, norms) are created through interaction and are externalised beyond those who 

create them. These products become independent from those who created them and 
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through objectivation take on a reality of their own. These objective facts are reproduced 

through interaction and socialisation to become the ways of society.  

 

The researcher recognises that wƘƛƭŜ ƻōƧŜŎǘǎΣ ǇƘŜƴƻƳŜƴŀ ŀƴŘ άŦŀŎǘǎέ ŜȄƛǎǘ ƛƴ our world, 

their meaning is a construction, based on interaction and language. Rather than using 

language to describe an observed environmental reality, understanding arises from the 

discourses guiding how we understand the world (Edley 2001). These knowledges are 

shaped historically, culturally, and linguistically and therefore different observers may have 

different understandings of their world (Cojocaru et al. 2012; Willig 2013; Galbin 2014). This 

study adopted what Willig (2013) terƳŜŘ ŀ άmoderateέ ǾŜǊǎƛƻƴ ƻŦ ǎƻŎƛŀƭ ŎƻƴǎǘǊǳŎǘƛƻƴƛǎƳ ŀǎ 

the interest was in the effects of the sociocultural context and άƭƻŎŀƭƛǎŜŘ ǊŜŀƭƛǘȅέ on how 

participants understand OHE and oral health care behaviours. For example, the researcher 

was interested in how the άŘƻƳƛƴŀƴǘ ŘƛǎŎƻǳǊǎŜǎ ŀǊƻǳƴŘ ƘŜŀƭǘƘ ŎŀǊŜ ōŜƘŀǾƛƻǳǊ Ǉƻǎƛǘƛƻƴ 

ǇŜƻǇƭŜέ (e.g., health beliefs and the perceived role of dental practices) and the influence of 

άǎƻŎƛŀƭΣ ŎǳƭǘǳǊŀƭΣ ŜŎƻƴƻƳƛŎ ŀƴŘ ƳŀǘŜǊƛŀƭ ǎǘǊǳŎǘǳǊŜǎ ǎǳŎƘ ŀǎ ƛƴǎǘƛǘǳǘƛƻƴǎΣ ƭŀǿǎ ŀƴŘ ŎǳǎǘƻƳǎΣ ŀǎ 

weƭƭ ŀǎ ŜŎƻƴƻƳƛŎ ŀƴŘ ŦƛƴŀƴŎƛŀƭ ǊŜƭŀǘƛƻƴǎέ such as the structure, regulation, and the culture 

of dentistry (Willig 2013).  

 

This study also drew upon the socio-ecological model of behaviour (McLeroy et al. 1988; 

Berben et al. 2012; Golden and Earp 2012). This framework is useful for exploring health 

behaviour as it addressed both individual and social environmental influences (McLeroy et 

al. 1988). Multiple levels of influence work interactively to shape and reinforce norms and 

behaviour. In turn, these levels can be shaped by changes in the members within each group 

(McLeroy et al. 1988). The levels include the wider social and policy context (macro), 
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community- and healthcare intervention-level factors (meso), and the individual 

intrapersonal and interactional factors (micro) (Berben et al. 2012). The socio-ecological 

framework mirrors conclusions in the literature that while the individual has influence over 

their behaviour there are factors in their communities and wider societies that constrain or 

facilitate oral health behaviours (Sabbah et al. 2007; Watt 2007; Golden and Earp 2012).  

See figure 3.1 for an illustration of the different levels and their influences.    

 

Figure 3.1. Macro, meso, and micro levels of social influence 

These levels influenced the development of the conceptual diagram (Figure 2.2 in Chapter 2) 

(Barnes et al. 2021) which visually illustrates how these different levels influence OHE for 

both the dental professional and patient.  

 

3.1.1.2 The COM-B and TDF frameworks 

As this study aimed to provide rich description of participant views and experiences, the 

study also adopted the Capability-Opportunity-Motivation-Behaviour Model (COM-B) 

framework (Michie et al. 2011), and the Theoretical Domains Framework (TDF) (Cane et al. 

Micro: Intra- or interpersonal (individual 
members of the dental team, patients, 
immediate family, relationships) 

Meso: Intermediate groups or communities 
(Workplaces, the dental professinal 
community, local communities, schools) 

Macro: Societal or systemic 
(Policy, law & regulations, systems, national cultures)
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2012) to provide a clearer view of the results. These frameworks have previously been used 

in studies of oral health interventions (e.g., Templeton et al. 2016; Gallagher et al. 2020; 

Buchanan et al. 2021) and has been suggested to be useful in exploring healthcare 

professionals engagement in opportunistic behaviour change interventions (Keyworth et al. 

2020). COM-B has also been used in the recently published edition of the Delivering Better 

Oral Health toolkit (Public Health England 2021) to explain the different factors that impede 

or facilitate patient behaviour change in the recommended intervention advice. Use of the 

COM-B and the TDF also allows influences on behaviour to be classified in a consistent 

manner, that link interventions to both individual and policy-level influences across different 

research settings and designs, and allows for identification of recommendations for 

improvement (Michie et al. 2011; Templeton et al. 2016; Buchanan et al. 2021).  

 
 
COM-. ǊŜŦŜǊǎ ǘƻ ŀ ΨōŜƘŀǾƛƻǳǊ ǎȅǎǘŜƳΩ ŎƻƳǇǊƛǎƛƴƎ ǘƘǊŜŜ ŎƻƳǇƻnent factors that are seen as 

essential to generate behaviour: Capability (C), Opportunity (O), and Motivation (M) (Michie 

et al. 2011; Michie et al. 2014). In other words, individuals need to be sufficiently capable to 

perform the behaviour, have suitable opportunity as well as the motivation to do it. In the 

COM-B model, each component is broken down into two elements, with Capability including 

Psychological aspects such as possession of the necessary knowledge and the ability to 

understanding its application, and Physical aspects such as the skills to carry out the 

intended change (Michie et al. 2011; Templeton et al. 2016; Buchanan et al. 2021). 

Motivation comprises Reflective processes such as planning and goal setting, and Automatic 

processes such as the influence of habits and emotions (Michie et al. 2011; Templeton et al. 

2016; Buchanan et al. 2021). Opportunity factors are external to the individual and include 

Physical factors which are environmental, such as access to resources and materials, or 
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Social factors which are social norms or behaviours that support or inhibit attempts at the 

behaviour change (Michie et al. 2011; Templeton et al. 2016; Buchanan et al. 2021). The 

COM-. ǎȅǎǘŜƳ ƛǎ ŘŜǇƛŎǘŜŘ ǳǎƛƴƎ ŀ Ψbehaviour change wheelΩ ό./²ύ όǎŜŜ CƛƎǳǊŜ нΦнύ ǿƘƛŎƘ 

shares some similarities with the micro, meso, and macro influences on behaviour depicted 

in Figure 3.1.  

 

Figure 3.2: The COM-B behaviour change wheel (Michie et al. 2011, p.7) 

 

The individual is located at the centre of the BCW, with the type of intervention carried out 

acting as a meso influence. On the outside perimeter of the wheel are the different policy 

(macro) factors which influence the interventions. Asimakopoulou and Newton (2015) 

ŜȄǇƭŀƛƴ Ƙƻǿ hI9 Ƴŀȅ ŦƻŎǳǎ ƻƴ ŘŜǾŜƭƻǇƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘǎΩ /ŀǇŀōƛƭƛǘȅ by improving their 

knowledge and manual skills but does not traditionally take Opportunity into account. 
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However, if the patient has the Capability and Opportunity then Motivation may be the 

reason for difficulties changing and maintaining behaviour change.  

 

Related to the COM-B model is the Theoretical Domains Framework (TDF) (Cane et al. 2012; 

Atkins et al. 2017). The TDF was designed by a team of psychologists and health service 

researchers, to further inform implementation interventions and identify influences on 

ƘŜŀƭǘƘ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ōŜƘŀǾƛƻǳǊΦ ¢ƘŜ ŦǊŀƳŜǿƻǊƪ synthesises common elements from 

behaviour change theories into a series of 14 domains and 84 component constructs (Cane 

et al. 2012; Atkins et al. 2017; Buchanan et al. 2021). A full list and description of each of the 

fourteen TDF domains can be seen in Appendix 3. These domains and constructs broadly 

map onto the three COM-B domains (See Table 3.1).  

 

CƻǊ ŜȄŀƳǇƭŜΣ ǘƘŜ ŘƻƳŀƛƴǎ ΨYƴƻǿƭŜŘƎŜΩΣ Ψ{ƪƛƭƭǎΩΣ ŀƴŘ ΨaŜƳƻǊȅΣ !ǘǘŜƴǘƛƻƴ ŀƴŘ 5ŜŎƛǎƛƻƴ 

tǊƻŎŜǎǎŜǎΩ ŀƭƭ Ŧŀƭƭ ǿƛǘƘƛƴ ǘƘŜ /ha-. άCapabilityέ ŘƻƳŀƛƴΦ 5ƻƳŀƛƴǎ ǎǳŎƘ ŀǎ Ψ{ƻŎƛŀƭ ƛƴŦƭǳŜƴŎŜΩ  

ŀƴŘ Ψ9ƴǾƛǊƻƴƳŜƴǘŀƭ ŎƻƴǘŜȄǘ ŀƴŘ ǊŜǎƻǳǊŎŜǎΩ ƳƛǊǊƻǊ ǘƘŜ Ψ{ƻŎƛŀƭΩ ŀƴŘ ΨtƘȅǎƛŎŀƭΩ ŀǎǇŜŎǘǎ ƻŦ 

Opportunity, respectively. The TDF domains can be used alongside the COM-B domains to 

explore influences on behaviour in more detail (Atkins and Michie 2015).  

 

The socio-ecological model ƛƴŦƻǊƳǎ ǘƘŜ ǎǘǳŘȅΩǎ ŜȄǇƭƻǊŀǘƛƻƴ ƻŦ ōƻǘƘ ǘƘŜ ōǊƻŀŘƴŜǎǎ ŀƴŘ 

proximity of potential influencŜǎ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǾƛŜǿǎ ŀƴŘ ōŜƘŀǾƛƻǳǊǎΦ !ŘƻǇǘƛƻƴ ƻŦ ǘƘŜ 

COM-B and TDF frameworks encouraged the researcher to maintain a broad view of the 

ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǾƛŜǿǎ ŀƴŘ ŜȄǇŜǊƛŜƴŎŜǎΣ ŀǾƻƛŘƛƴƎ ǳƴƛƴǘŜƴǘƛƻƴŀƭƭȅ ŦƻŎǳǎǎƛƴƎ ƻƴ ŦŀŎǘƻǊǎ ǿƛǘƘƛƴ 

one sphere of influence. The frameworks helped to structure the interview schedule and 

ensured coverage of key areas of influence on opinions on and provision of OHE, and 
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behaviour following the OHE interaction. The COM-B model was chosen for this study to 

frame the design of questions and a secondary analysis of the data as, like the socio-

ecological model it άǇƭŀŎŜǎ ƴƻ ǇǊƛƻǊƛǘȅ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΣ ƎǊƻǳǇΣ ƻǊ ŜƴǾƛǊƻƴƳŜƴǘŀƭ ǇŜǊǎǇŜŎǘƛǾŜς

intra-ǇǎȅŎƘƛŎ ŀƴŘ ŜȄǘŜǊƴŀƭ ŦŀŎǘƻǊǎ ŀƭƭ ƘŀǾŜ Ŝǉǳŀƭ ǎǘŀǘǳǎ ƛƴ ŎƻƴǘǊƻƭƭƛƴƎ ōŜƘŀǾƛƻǳǊέ (Michie et 

al. 2011). While the TDF is a framework of behaviour change it is synthesised from 

theoretical constructs relevant to implementation and behaviour change providing άŀ 

theoretical lens through which to view the cognitive, affective, social and environmental 

ƛƴŦƭǳŜƴŎŜǎ ƻƴ ōŜƘŀǾƛƻǳǊέ (Atkins et al. 2017).  

 

Table 3.1: The COM-B and TDF domains 

COM-B TDF domains 

Capability 

Psychological 
Knowledge 
Skills 
Memory, Attention and Decision Processes 

Physical 
Behavioural regulation 
Skills 

Opportunity 
Social  Social influence 

Physical Environmental context and resources 

Motivation 

Reflective 

Social/Professional role and Identity 
Beliefs about capability 
Optimism 
Beliefs about consequences 
Intentions 
Goals 

Automatic 

Social/Professional role and Identity 
Optimism 
Reinforcement 
Emotion 

(Cane et al. 2015; Buchanan et al. 2021) 

 

While the two frameworks are widely used in healthcare research, they are not without 

issue. While their broad, generic content is praised for its completeness, it has also been 

noted to lead to an inaccurate perception of simplicity of the frameworks (Ogden 2016) with 
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some studies focussing only on a specific selection of the domains that they considered 

relevant for their phenomenon (Buchanan et al. 2021). Despite drawing on behaviour 

change theories, both COM-B and TDF, like other behaviour change taxonomies, are 

descriptive frameworks rather than theories and do not explain the mechanisms operating 

between domains therefore it is not possible to conclude testable hypotheses of behaviour 

(Francis et al. 2009). Ogden (2016) points out that ǘƘŜ ΨƎŀǇǎΩ ƛƴ ǎǳŎƘ ŦǊŀƳŜǿƻǊƪǎ Řƻ ƴƻǘ 

account for patient variability and flexibility. Ogden (2016) explains that specifying that 

certain interventions are most appropriate for certain behaviours ignores:  

άǘƘŜ ƴŜŜŘ ŦƻǊ ŦƭŜȄƛōƛƭƛǘȅΣ ǾŀǊƛŀōƛƭƛǘȅ ŀƴŘ ŎƘŀƴƎŜ ŀŎŎƻǊŘƛƴƎ ǘƻ ƴƻǘ ǘƘŜ ǘȅǇŜ ƻŦ ōŜƘŀǾƛƻǳǊΣ ƻǊ 

the type of intervention or even the type of patient but how that individual patient 

ƘŀǇǇŜƴǎ ǘƻ ŦŜŜƭΣ ǘƘƛƴƪΣ ƭƻƻƪΣ ōŜƘŀǾŜ ƻǊ ǊŜǎǇƻƴŘ ŀǘ ŀƴȅ ǇŀǊǘƛŎǳƭŀǊ ǘƛƳŜέ (p.248) 

Recognising these limitations, Teixeira (2016) recommends studiesΩ άefforts to synthesise 

and integrate information must be balanced with preserving depth, detail and diversityέ (p. 

271). 

 
 
As the studȅ ǎƻǳƎƘǘ ǘƻ ŜȄǇƭƻǊŜ ŘŜǘŀƛƭŜŘ ŘŜǎŎǊƛǇǘƛƻƴǎ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀŎŎƻǳƴǘǎ rather than 

create testable hypotheses, the two frameworks were selected to complement the 

complexity of the thematic analysis and assist with distilling the findings into more readily 

accessible information in a format that should be familiar for dental professionals.  

 

3.1.2 Data gathering methods  

Case studies were considered appropriate for the study as they are a design suitable for 

gathering in-depth, multi-perspective information to explore, describe or explain a complex 

event, behaviour, or interaction in everyday, real-life contexts (Anthony and Jack 2009; Yin 
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2009; Crowe et al. 2011). They have been used in studies of the real-life practice in health 

care and dentistry (Sbaraini et al. 2011; Brogan et al. 2019). The design emphasizes the role 

of interaction in generating knowledge (within and between cases, and between participant 

and researcher) (Lincoln et al. 2011; Harrison et al. 2017) refƭŜŎǘƛƴƎ ǘƘŜ Ψ{ƻŎƛŀƭΩ aspect of 

ΨhǇǇƻǊǘǳƴƛǘȅΩ in the COM-B (Michie et al. 2011; Michie et al. 2014), ŀƴŘ ǘƘŜ ΨSocial influenceΩ 

domain in the TDF (Cane et al. 2012; Atkins et al. 2017). Case study design has multi-

disciplinary origins (Harrison et al. 2017) and as such, is not intrinsically allied with any 

specific research paradigm (Luck et al. 2006) or method.  

 

Case study methods have been characterised as three broad types: intrinsic, instrumental, 

and multiple/collective case studies (Stake 2005; Creswell et al. 2007). Intrinsic case studies 

are an in-depth exploration and understanding of a single case. The case could be an 

individual person or an organisation or event, but it is considered of interest in and of itself 

rather than because it represents any theoretical or generalisable understanding. 

Instrumental case studies on the other hand may involve the study of a single case but it is 

undertaken with the intention of understanding a broader issue or phenomenon. Multiple 

or collective case studies, as the name suggests, entails exploration of several cases to 

investigate an issue or phenomenon from multiple perspectives. Exploring the particularities 

of multiple cases to add depth of understanding to a phenomenon of interest (Stake 2005; 

Creswell et al. 2007). This sometimes presents the challenge of defining precisely what is the 

ΩŎŀǎŜΩ ōŜƛƴƎ ǎǘǳŘƛŜŘ in designs which involve multiple layers of areas of interest. One 

example of such difficulty are nested case studies where there may be cases being explored 

within a wider case, for example individual cases working within an organisation which is 

also of interest as a case.  
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This study most closely aligns with the multiple or collective case study as it employed a 

comparative process (Dul and Hak 2008), exploring multiple individual (micro) cases within 

their differing meso (practice level) and macro (social-environmental) contexts to explore 

understandings of OHE. Practice-level cases provided information on the meso-level context 

within which the individual cases operated. This meso-level context gives insight into the 

immediate peer influence and practice culture (Sbaraini 2012; Sbaraini et al. 2013; Yusuf et 

al. 2015), and practical governance/regulatory issues (Watt et al. 2004; Dyer and Robinson 

2006; Sbaraini et al. 2013; Yusuf et al. 2015) which were reported as influences on dental 

professional behaviour in the literature. While macro and meso-level contexts are vital to 

understanding phenomena, the micro-ǎƻŎƛŀƭ ǇǊƻŎŜǎǎŜǎ ōȅ ǿƘƛŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ 

interpret them also need to be explored (Stake 1995; Gerson and Horowitz 2002). 

Interviewing individual dental professionals and patients within each practice also allowed 

insight into idiosyncratic understandings of oral health education and behaviour and 

reflection on the roles and activities of different dental professional groups within and 

across the case-study practices. Furthermore, semi-structured one-to-one interviews with 

all team members and a number of patients within each case practice ensured that the data 

reflected άƴƻǘ Ƨǳǎǘ ǘƘŜ ǾƻƛŎŜ ŀƴŘ ǇŜǊǎǇŜŎǘƛǾŜ ƻŦ ǘƘŜ ŀŎǘƻǊǎΣ ōǳǘ ŀƭǎƻ ǘƘŜ ǊŜƭŜǾŀƴŎŜ ƻŦ ƎǊƻǳps 

ƻŦ ŀŎǘƻǊǎ ŀƴŘ ǘƘŜ ƛƴǘŜǊŀŎǘƛƻƴ ōŜǘǿŜŜƴ ǘƘŜƳέ (McAndrew and Warne 2005, p174).  

 
 
The selection of cases that will provide rich data that will enable the researcher to answer 

their research questions is an example of rigor in qualitative methods (Patton 1999). 

Conversely, selection of participants may be hampered by a study that is not clear in its 

focus and therefore there is not enough information on which to base an informed 

purposeful sample. In selecting case studies of dental teams, the aim was to include 
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diversity (staffing profile, geography, socio-economic areas) within mainly NHS-funded 

practices, rather than attempt to provide matched cases for comparison. Additionally, the 

practices selected were informative examples ƻŦ ǘƘŜ ŘƛŦŦŜǊŜƴǘ ǇǊŀŎǘƛŎŜ άtypesέ ŀƴŘ ƴƻǘ 

intended to represent all practices within their grouping. Like Lichtman (2014), the intention 

was to recruit άƛƴŦƻǊƳŀǘƛǾŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ǊŀǘƘŜǊ ǘƘŀƴ ǎǘŀǘƛǎǘƛŎŀƭƭȅ-representative 

ǇŀǊǘƛŎƛǇŀƴǘǎΦέ (p. 197). As a qualitative method, the richness of information and participants 

shared, or variations in, understandings were more important than aiming for 

generalizability. As Patton (1999) explains άYŜŜǇƛƴƎ ŦƛƴŘƛƴƎǎ ƛƴ ŎƻƴǘŜȄǘ ƛǎ ŀ ŎŀǊŘƛƴŀƭ ǇǊƛƴŎƛǇƭŜ 

of qualitative analysis.έ (p1198).  

 

The use of multiple cases and different practice types allows exploration both within and 

across cases and contexts (Stake 2006). Multiple cases permit generation of both similar and 

contrasting perspectives providing insight into variation in practice and understandings 

(Sbaraini et al. 2011). Including multiple data sources also acts as a form of triangulation of 

data and analysis. Patton (1999) asserted that triangulation can assist with credibility of 

qualitative analysis. They proposed that triangulation can be achieved through four 

approaches: using different data gathering methods (e.g., by using a mixed methods 

approach); using different sources (e.g., analysis of data from participants with different 

perspectives on a topics); use of multiple analysts (e.g., double coding of data); and using 

multiple perspectives and theories (Patton 1999). By gathering data from multiple sets of 

participants (Stake 1995), the researcher can look for consistency across the accounts (Tellis 

1997) and also for competing perspectives from different contexts (Patton 1999).  
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Triangulation of data sources was used in this study as the researcher collected data from 

both dental professionals and from patients. Although data was gathered using semi-

structured interviews, the modifications in approach arising from Covid-19 restrictions also 

provided a form of additional method-based triangulation. Differing methods of data 

gathering may reǎǳƭǘ ƛƴ ǎƭƛƎƘǘƭȅ ŘƛŦŦŜǊŜƴǘ ŀŎŎƻǳƴǘǎ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ŘƛŦŦŜǊŜƴǘ έreal-world 

nuancesέ (Patton 1999). These variations can increase confidence in the analysis of 

individual cases by shining light on how the case is influenced by specific contexts (Miles and 

Huberman 1994). In this study, data was gathered both face-to-face and remotely with 

dental professionals and patients were recruited using both in-person and remote methods 

which may have subtly influenced the different interview interactions through opportunities 

for rapport building or the availability of non-verbal cues.  

 

Additionally, the multiple layers of coding and analysis employed in this study also provided 

multiple perspectives on the data. For example, the narrative coding and description of 

participants experiences of providing or receiving OHE on different topics provided one 

perspective. This was supplemented by the thematic analysis which explored their accounts 

from another perspective. Finally, the application of the theoretical frameworks provided 

another perspective from which to understand the data.  

 

See Figure 3.3 for an overview of the original research plan.  
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Figure 3.3: The original research plan 

 

 

3.1.2.1 Semi-structured qualitative interviews 

Interviews are ǘȅǇƛŎŀƭƭȅ ǳǎŜŘ ƛƴ ǊŜǎŜŀǊŎƘ ǘƻ ƎŀǘƘŜǊ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀŎŎƻǳƴǘǎ ƻŦ ǘƘŜƛǊ knowledge, 

attitudes, and beliefs of a specific topic or area (Fielding 1994). A simplistic definition of 

semi-structured interviews is as a άŎƻƴǾŜǊǎŀǘƛƻƴ ǿƛǘƘ ŀ ǇǳǊǇƻǎŜέ (Burgess 1984). An 

established qualitative method in dental research (Gill et al. 2008), semi-structured 

interviews are most appropriate for topics where littƭŜ ƛǎ ƪƴƻǿƴ ƻǊ ǘƻ ŜȄǇƭƻǊŜ ƛƴŘƛǾƛŘǳŀƭǎΩ 

subjective perspectives and experiences (Pope and Mays 1995; Stephens 2007; Gill et al. 

2008).  
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Semi-structured interviews were used as there were a series of specific research questions 

that the study was seeking to address. The interview guide and follow-up prompts was 

designed to elicit detailed responses pertinent to the research aims (Stephens 2007).  

Although the questions directed the course of the discussion, the semi-structured nature of 

the interview also allowed interviewees to introduce new directions for the discussion. If the 

study had been taking a broader, more in-depth approach to a phenomenon then an 

unstructured in-depth interview may have been more appropriate. Asking questions makes 

it more likely that the interview provided topic-relevant information without taking up a lot 

of participant time; unstructured interviews are typically far longer in duration than other 

formats.  

 

As participants were discussing topics that they may not have considered or articulated 

before (e.g. experiences of OHE and perceived roles and responsibilities), knowledge was 

being co-constructed during the interaction between the interviewer and the interviewee 

(Lichtman 2014)Φ !ǎ ǇŜƻǇƭŜΩǎ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ǎƻŎƛŀƭ ǿƻǊƭŘ ƛǎ ƛƴŦƻǊƳŜŘ ōȅ ŜǾŜǊȅŘŀȅ 

experiences, (Mason 2002), it was important to provide a context within which the 

interviewees could situate their accounts; in this case the context was their most recent 

dental appointment. Questions and prompts can help participants make explicit their tacit 

understanding and social norms about a phenomena (Stephens 2007). 

 

Interviews provide participant accounts of the topic, i.e. what people say about a topic 

rather than necessarily objective reports about behaviour (Green and Thorogood 2018). In 

this study, alongside discussion of their subjective views and experiences, dental 

professional participants were asked to report their oral health education behaviours and 
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dental patients were asked to reflect on behaviour changes made following OHE. The 

behaviours reported by participants are best understood as accounts rather than objective 

reporting of activity.  

 

If the study were exploring actual OHE interactions, then this information could be 

supplemented by observation of dental appointments. Observation of health care 

interactions can be useful in gaining an understanding of health care practice and the 

patient and professional interaction (Pope and Allen 2020). Observation of interactions and 

behaviour have the potential to bypass the biases of interviews, such as participantsΩ 

portraying themselves in a positive light or providing accounts based on what they think the 

researcher wants to hear, or omitting information or altering their accounts based on their 

recall of events (Fielding 1994; Mays and Pope 1995).  

 

However, the simple knowledge of their actions being observed can also lead to conscious 

or unconscious changes to participantsΩ ōŜƘŀǾƛƻǳǊǎ ŀƴŘ ǊƻǳǘƛƴŜǎΣ ƪƴƻǿƴ ŀǎ ǘƘŜ άIŀǿǘƘƻǊƴŜ 

ŜŦŦŜŎǘέ (Roethlisberger and Dickson 1939) or cause participants to reflect on and modify 

previously tacit routines and behaviours (Mays and Pope 1995). For example, if observations 

were conducted in this study there is the possibility that dental professionals may discuss 

OHE more or in a different way than they would have if the researcher was not observing. 

Similarly, patients may alter their response to OHE efforts to portray themselves or the 

dental team member in a positive light. In such instances there would have been little added 

benefit from the additional investigation as ǘƘŜƛǊ ōŜƘŀǾƛƻǳǊ ǿŀǎ ƴƻ ŎƭƻǎŜǊ ǘƻ ǘƘŜ ΨǘǊǳǘƘΩ ƻŦ 

their actual practices than in their interview accounts. Practical challenges further limit the 

potential use of observations as a data gathering method in this study. Observation of 
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dental appointments would necessitate several layers of consent, firstly finding dental 

practices willing to allow their appointments to be observed and then the need to seek 

consent from each dental professional within the practice and from each patient. When 

observing multiple appointments over a time period there is also an ethical issue of 

assuming that initial consent is sufficient for the prolonged engagement of dental 

professionals who may become frustrated with being observed. Dental practices may also 

not have the space for an additional person in small dental surgeries or be small spaces 

where awareness of the presence of the researcher may be even more heightened.  

 

Interviews suited the aim of this study which was designed to explore subjective 

understandings and experiences of OHE and perceived roles and responsibilities rather than 

an objective study of its delivery and effectiveness. Therefore, interviews were an 

appropriate method for gathering accounts of individual understanding and normative 

expectations of professional role and/or personal responsibility for oral health care.  

 

3.1.2.2 Telephone semi-structured interviews 

The interviews with patients were conducted via telephone. Telephone interviews were 

considered the most appropriate approach for patient interviews as they offered a 

convenient way to access participants and provide a perceived level of anonymity (Fenig et 

al. 1993; Carr and Worth 2001; Sturges and Hanrahan 2004; Oltmann 2016). Such methods 

ƘŀǾŜ ǇǊŜǾƛƻǳǎƭȅ ōŜŜƴ ǳǎŜŘ ƛƴ ŘŜƴǘŀƭ ǊŜǎŜŀǊŎƘΣ ŦƻǊ ŜȄŀƳǇƭŜΣ ǘƻ ŜȄǇƭƻǊŜ ǇŀǘƛŜƴǘǎΩ ǊŜŎŀƭƭ ƻŦ 

advice on smoking cessation received during their dental appointment (Campbell et al. 

1999). 
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There were also practical reasons for conducting the interviews via telephone. During 

previous experience of recruiting patients in dental practices (e.g., Barnes et al. 2018), the 

researcher had observed that patients attending a dental practice during the day are likely 

to be scheduling the appointment around other activities and are therefore unable, or are 

just unwilling, to remain at the practice for the time taken to be interviewed. The dental 

practice may also not be a suitable place to hold an interview; the practice is likely to be 

busy with little available private space, or patients uneasy at attending their appointment at 

the dental practice may not wish to remain there for longer than necessary. In addition, 

they may feel reluctant to comment on their dental care providers whilst still on the 

premises as they do not wish to risk any influence on their future dental care.  

 

In qualitative interviews, rapport is key to encouraging relaxed interaction and stimulating 

participants to speak freely and openly (Hermanowicz 2002; Shuy 2003). The quality of 

rapport achieved is said to affect the quantity and quality of interview responses (Sweet 

2002). A face-to-face encounter prior to the interview where both parties Ωbreak the iceΩ by 

engaging in politeness routines such as small talk or jokes are thought to aid rapport and to 

ease later conversation (Shuy 2003; Gillham 2005). Vogl (2013) noted that differences in 

responses between interviews face-to-face and telephone interviews were more likely to be 

owing to the personality of the interviewee rather than the modality of the interview and 

that telephone interviews create a more balanced power distribution between researcher 

and participant encouraging more open disclosure on sensitive topics. Importantly, Trier-

Bieniek (2012) noted that establishing rapport is not guaranteed in interviews of any 

modality.  
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Another criticism of qualitative telephone interviews is that their remote nature leads to a 

loss of non-verbal communication such as facial expressions, gestures, or general body 

language (Miller 1995; Hermanowicz 2002; Gillham 2005; Opdenakker 2006; Kvale and 

Brinkmann 2008; Novick 2008; Oltmann 2016). During telephone interviews, interviewers 

are not able to rely on visual cues to monitor whether participants are confused, frustrated, 

or losing interest in the discussion (Chapple 1999; Carr and Worth 2001; Sturges and 

Hanrahan 2004). Instead, interviewers have to pay more attention to what the participant is 

saying in order to judge understanding of the questions and direct the discussion with 

appropriate prompts (Hermanowicz 2002; Trier-Bieniek 2012). A lack of visual cues may be 

of benefit in telephone interview studies where interviewers can focus on actively listening 

and questioning (Sturges and Hanrahan 2004). In telephone interviews, short utterances 

ǎǳŎƘ ŀǎ άokέΣ άyeahέ ƻǊΣ άrightέ Ŏŀƴ ǇŜǊŦƻǊƳ ǎƛƳƛƭŀǊ ŦǳƴŎǘƛƻƴǎ ǿƛǘƘƻǳǘ ƛƴǘŜǊǊǳǇǘƛƴƎ ǘƘŜ Ŧƭƻǿ 

of discussion (Irvine et al. 2012).  

 

tǊŀŎǘƛŎŀƭƭȅΣ ǘŜƭŜǇƘƻƴŜ ƛƴǘŜǊǾƛŜǿǎ ƛƴŎǳǊ ƭŜǎǎ ƻŦ ŀ ŘƛǎǊǳǇǘƛƻƴ ƻƴ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊƻǳǘƛƴŜǎΦ ¢ƘŜȅ are 

easier to schedule as they do not require the participant to be present at a specific location, 

if they are using a mobile telephone. Their remote nature also makes both cancelling and 

rescheduling easier for both parties (Chapple 1999; Musselwhite et al. 2007), potentially 

improving final response rates. Alongside convenience, telephone interviews create an 

additional feeling of privacy for participants compared to face-to-face discussion (Carr and 

Worth 2001; Sturges and Hanrahan 2004; Vogl 2013). Discussion of their own oral health 

self-care behaviours may be a sensitive topic for some participants and the remoteness of 

the telephone conversation may make the interaction more comfortable (Chapple 1999; 

Sturges and Hanrahan 2004; Opdenakker 2006). As noted in previous chapters (see Chapter 
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1), oral health acts as a social signifier as well as a health issue and being removed from 

observation and perceived judgement may encourage participants to be more open to 

speak. 

 

3.1.3 Design modifications owing to Covid-19 

Owing to the impact of Covid-19 (coronavirus) on social contact and the associated 

ǊŜǎǘǊƛŎǘƛƻƴǎ ƻƴ ƎŜƴŜǊŀƭ ŘŜƴǘŀƭ ǇǊŀŎǘƛŎŜǎΩ ƻǇŜǊŀǘƛƻƴΣ ǘƘŜ ƻƴƎƻƛƴƎ ŎŀǎŜ ǎǘǳŘȅ ǊŜŎǊǳƛǘƳŜƴǘ 

ceased during data gathering in mid-March 2020 following the completion of data gathering 

at two dental practices. In their place, individual telephone interviews were sought from 

dental professionals. For the reasons outlined in the discussion of the case study interviews, 

(e.g., convenience, and additional perceived privacy and anonymity), telephone interviews 

were considered an appropriate alternative for data gathering with individual dental 

professionals whilst maintaining social distance during Covid-19 restrictions. See Figure 3.4 

for the amended research plan. 

 

3.2 Data gathering procedure 

3.2.1 Sampling  

3.2.1.1 Case studies 

A list of NHS-registered dentists was compiled from a publicly-available NHS website 

(National Health Service Wales 2019) for Aneurin Bevan and Cwm Taf Morgannwg 

University Health Boards (the company partners in the study funding). A web search of 

practice websites, publicly available NHS information, and Healthcare Inspectorate Wales 

(HIW) practice reports (Healthcare Inspectorate Wales 2019) established information on the  
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Figure 3.4: The amended research plan 

 

ǇǊŀŎǘƛŎŜǎΩ ǎǳŎƘ ŀǎ ǘƘŜƛǊ ǎǘŀŦŦƛƴƎ ǇǊƻŦƛƭŜǎ ŀƴŘ ǘƘŜƛǊ bI{ ƻǊ ǇǊƛǾŀǘŜ ǿƻǊƪƭƻŀŘΦ tǊŀŎǘƛŎŜǎ 

reported to consist of lone practitioners, practices reported to carry out only/mainly private 

work, or those only accepting children for NHS treatment were excluded. Lone practitioners 

were excluded from the case studies as it was judged that they would not provide sufficient 

insight into how dental teams operate. 
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Drawing upon some of the influencing factors identified in the literature review, the 

practices were sorted into four broad ΨtypesΩ: small dentist-only practices; larger dentist-

only practices; skill-mix practices with dental hygienist(s), dental therapist(s), and/or oral 

health educators; and corporate practices. It was acknowledged that these categories would 

not be mutually exclusive for many practices, so additional information gathered from 

practice websites/HIW reports were taken into consideration.  

 

A shortlist of general dental practices represŜƴǘƛƴƎ ŜŀŎƘ ƻŦ ǘƘŜ ŦƻǳǊ ΨǘȅǇŜǎΩ ƛƴ ŜŀŎƘ ƻŦ ǘƘŜ 

study funding partner University Health Boards (UHBs) was drawn up as potential case 

studies. The shortlist of identified practices was discussed with representatives from Public 

Health Wales and the two health boards Aneurin Bevan UHB and Cwm Taf Morgannwg UHB. 

This discussion sought to confirm the staffing profiles of the practices and their fit within the 

ŦƻǳǊ ΨǘȅǇŜǎΩ ŀƴŘ ǿƘŜǘƘŜǊ ƛǘ ǿŀǎ inappropriate to approach any of the practices at that time, 

for any reason, e.g., if they were currently subject to a fitness to practice review. 

 

bŜǎǘŜŘ ǿƛǘƘƛƴ ǘƘŜ ǇǊŀŎǘƛŎŜ ŎŀǎŜ ǎǘǳŘȅ ǎƛǘŜǎΣ Řŀǘŀ ǿŜǊŜ ƎŀǘƘŜǊŜŘ ƻƴ ŀŘǳƭǘ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿǎ ƻƴ 

OHE ŀƴŘ ǘƘŜƛǊ ƻǿƴκŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǊŜǎǇƻƴǎƛōƛƭƛǘƛŜǎ ŦƻǊ ƻǊŀƭ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ ŀƴŘ 

promotion. Patients attending the case study practices for an appointment on the days that 

the researcher (EB) was on the premises were invited to take part in the study. During the 

study period, the aim was to interview at least five patients from each dental professional 

undertaking patient appointments (e.g., five seeing a dentist, five seeing a dental 

hygienist/hygienist-therapist, five seeing a dental nurse or oral health educator, as 

appropriate at each practice). Patient numbers were chosen to provide diversity (age, 

gender, appointment types) and based on professional experience of the number of 
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interviews required to reach data saturation when conducting similar research studies. To 

reflect the larger sizes and complexity of the practices, 10 patients were recruited from the 

large dentist-only practices. This provided between 5 ς 15 interviews per practice, and 80 

overall (see Table 3.2).  

 

Table 3.2: Intended case study patient sample 

 Practice types 

 Small 

dentist-only 

Large 

dentist-only 
Skill-mix Corporate 

Interviews per practice type 5 10 15 10 

Total 10 20 30 20 

 

 

Only adults (18 and over), who are able to provide consent were asked to participate. 

Patients attending for emergency appointments at the practice were excluded, as it was 

understood that they were likely to be experiencing pain or discomfort. 

 

3.2.1.1.1 Post-March 2020 sampling 

Drawing on the list of general dental practices compiled earlier in the study, dental 

professionals (dentists, DTs, and DHs) who were working in general dental practices that 

carried out mainly NHS work and who were based within the two company partner health 

boards (Aneurin Bevan and Cwm Taf Morgannwg UHBs) were approached to take part in 

semi-structured telephone interviews. The researcher decided to target these professional 

roles as they lead their own appointments and therefore were most likely to have the most 

hands-on experience of OHE to discuss in the interview. Dental practices who had previously 

been approached to take part in the case studies were excluded from the list of practices; all 

others on the list were contacted in turn. A total of 15 participants was sought to match the 
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estimated number of dental professional interviews if the case studies had continued as 

planned.  

 

The situation surrounding Covid-19 restrictions was uncertain when the dental professional 

modifications were planned, and it was hoped that case study recruitment may be able to 

resume later in 2020 and patient recruitment continue. However, the changes to dental 

services made case study recruitment of patients impossible within the study period. 

Instead of recruiting face-to-face as originally planned or going through dental practices, 

recruitment was conducted through HealthWise Wales (Hurt et al. 2019), a national register 

of members of the public interested in participating in health care research. The 

organisation was used in a previous dental study by one supervisor (IC) and proved to be the 

better option for public recruitment compared with other options such as social media 

advertisements.  

 

The use of HWW to recruit patients led to the later telephone interviews reflecting the 

views of a different sample of dental patients to the initial face-to-face case study recruited 

participants. The HWW participants potentially reflected a different demographic with the 

majority being older and with a number voluntarily disclosing that they were from 

professional careers. Additionally, they were a sample that self-selected to participate by 

responding to a widely disseminated email request in comparison to those who consented 

when personally approached by the researcher.  

 

While acknowledging the potential bias in the recruitment population, owing to the time 

and resources available, HealthWise Wales were considered the best option to recruit an 
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adequate number of participants. A total of 40 participants was initially sought, the number 

that would have been recruited if the case studies had been completed. Patients who lived 

within the two partner UHBs (Aneurin Bevan and Cwm Taf Morgannwg University Health 

Boards) and had attended a dental appointment within the previous twelve months or who 

self-identified as a regular attender were invited to participate in a telephone interview.  

 

3.2.2 Recruitment and Consent 

3.2.2.1 Case studies sites 

Negotiating access to study sites and to research participants is a critical and time-

consuming part of the research process, with the researcher needing to convince a number 

ƻŦ ΨƎŀǘŜƪŜŜǇŜǊǎΩ of her credibility and trustworthiness (Devers and Frankel 2000). To convey 

such characteristics and to provide a human element to the process, EB made the decision 

to deliver in person letters inviting practices to participate. It was intended that attending in 

person gave EB the opportunity to provide practices with more information on who they 

would be trusting to come into their practice and also demonstrate her commitment to the 

data gatheǊƛƴƎ ǇǊƻŎŜǎǎΣ ŎƻƳǇŀǊŜŘ ǿƛǘƘ ŀ ΨŦŀŎŜƭŜǎǎΩ ƭŜǘǘŜǊΦ It was also hoped that being able 

to demonstrate that EB was local to the areas and understood the communities may help 

foster trust compared with ǘƘŜ ǇǊƻǎǇŜŎǘ ƻŦ ōŜƛƴƎ ǎǘǳŘƛŜŘ ōȅ ŀƴ ΨƻǳǘǎƛŘŜǊΩΦ While it was 

acknowledged that EB was unlikely to be able to meet with many lead dentists by attending 

the practice in such a manner, it was hoped that being able to talk with other members of 

the team may make it more likely that the invitation to participate may be passed on to the 

lead dentist. In many health care services, receptionists or practice managers act as 

ΨƎŀǘŜƪŜŜǇŜǊǎΩ ƴŜƎƻǘƛŀǘƛƴƎ ōŜǘǿŜŜƴ ǘƘŜ ŘŜƳŀƴŘǎ ƻŦ ǘƘŜ ŎƭƛƴƛŎŀƭ ǘŜŀƳǎ ŀƴŘ ǇŀǘƛŜƴǘǎ ŀƴŘ 
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prioritising actions based on importance (Hammond et al. 2013) so it was anticipated that 

research requests may be handled similarly.  

 

During October and November 2019, EB hand delivered a letter and information sheet to 

the dental practices shortlisted for recruitment and asked to speak with the lead dentist or 

to the practice manager to explain the study in person and answer any questions they may 

have. If neither were available, then EB explained the study to the reception staff and asked 

them to pass the letter on to the appropriate person (see Appendix 4 and 5). This visit was 

then followed-up with a telephone call to discuss the study a few days later. After seven 

attempts this approach proved to be too time consuming as the practices were spread out 

across the two UHB areas and despite several staff members initially appearing positive 

about participating it resulted in the recruitment of only one of the case studies. Case study 

one was based in Cwm Taf Morgannwg and was a dentist-dental nurse practice that was 

engaged with the contract reform pilot.  

 

Later, contact was made with nine practices by a letter sent in the post, followed by a 

telephone call a few days later to the lead dentist or practice manager to assess potential 

interest in involvement. If EB was able to make contact and the practice indicated potential 

interest, EB explained the study and its requirements in more detail and requested consent. 

To raise awareness of the study amongst general dental practitioners, emails were sent by 

the secretaries of Bro Taf and Aneurin Bevan Local Dental Committees to all practices while 

letters were being mailed out, alerting them to the project and providing information 

sheets. Professional contacts of EB and IC, one of the doctoral supervisors, were approached 

(a local educational leads and a small corporate practice chain director) to recommend 
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dental practices that would be likely to participate. Three practices were approached with 

no success. The second case study practice was recruited during a telephone call following 

up a letter of invitation. Case study two was a skill-mixed practice in Aneurin Bevan that was 

also engaged with the contract reform pilot.  

 

Owing to the slow recruitment of practices by letter and a general difficulty contacting 

members of the dental teams, EB also attended an independent training session for dental 

professionals run by Health Education and Innovation Wales (HEIW) in early March 2020 to 

provide a short informal summary of the study, what participation would involve, and seek 

the contact details of attendees interested in finding out more about participating in the 

study. Representatives from four practices indicated that they were interested in discussing 

participation in the study with EB, but the Covid-19 restrictions were put into place the 

week following the meeting.  

 

3.2.2.2 Dental professionals 

When the researcher had secured participation from a dental practice, consent was 

additionally requested from each staff member prior to interview (see Appendix 6). In both 

study sites, the lead dentist had let their teams know that the researcher was coming in to 

do the research study. When approaching each team member, EB again explained the study 

and answered any questions. The researcher was conscious that the dental professionals 

may assume that she was from the Dental School and so made sure to highlight that she did 

not have any dental training and was interested in their views and experiences. This was 

done partly to put the participants at ease that she was not assessing their OHE skills or 

compliance with the guidelines. It was also done ǘƻ ƘŜƭǇ ǎƘŀǇŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŦǊŀƳƛƴƎ ƻŦ ǘƘŜ 
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interview, that EB was asking the questions from a social science perspective and was more 

interested in their views and experiences than the technical, dental side. In this instance, 

ΨƻǘƘŜǊƛƴƎΩ ƘŜǊǎŜƭŦ was beneficial as it let participants know that she was not completely 

familiar with the tacit understandings and routine practices of dental work and that such 

things might need to be explained and elaborated on. Conversely, 9.Ωǎ indications of 

familiarity with the toolkit and OHE schemes avoided her being seen as completely naïve 

about dentistry and may have given some credibility to her role.  

 

3.2.2.3 Patients 

Patients were recruited face-to-face by the researcher in the dental practice waiting room. 

The researcher spent the day in the waiting room and attempted to approach all adult 

patients attending for an appointment. After the patient had notified the practice 

receptionist of their arrival and settled in the waiting room area, EB approached them and 

provided both verbal and written information on the study (Appendix 7), invited them to 

take part in a telephone interview, and answered any questions.  

 

When introducing herself, EB identified herself as a student from Cardiff University. While 

the link to a university may have added legitimacy and credibility to her request for help, 

ǘƘŜǊŜ ǿŀǎ ŀ ŎƻƴŎŜǊƴ ǘƘŀǘ ǘƘƛǎ Ƴŀȅ ŀƭǎƻ ǇƭŀŎŜ 9. ŀǎ ŀƴ ΨƻǳǘǎƛŘŜǊΩ and impact willingness to 

participate. Being visibly older than the stereotypical student, having a Valleys accent and 

letting participants know that she was local to the area during the ΨchatΩ with participants 

while they completed the consent form or were waiting to be called for their appointment 

may have mitigated some of her outsider status. Additionally, when explaining the study, EB 

emphasised that she was ƴƻǘ ΨŎƘŜŎƪƛƴƎ ǳǇΩ ƻƴ ǘƘŜ ǇǊŀŎǘƛŎŜ and reaffirmed the position that 
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she was a student, did not have a dental background, and wanted to find out about the 

types of OHE that dental patients may be given in appointments. It was made clear 

that participation was voluntary. Those patients who consented, were invited to complete a 

consent form in the practice waiting room, provide their contact information and identify 

the best time to contact them (Appendix 7). They were given a copy of the consent form 

and an information sheet to take with them.  

 

EB contacted the participants by telephone at the identified times to arrange a time for the 

interview. Those who changed their mind about being interviewed or did not respond to 

three attempts to contact them were withdrawn from the study and their consent forms 

were destroyed. Consent to participation was re-confirmed verbally prior to the interview.  

 

Twenty-nine patient participants were recruited from the dentist and dental nurse-only 

practice (CTM1) to achieve the 10 telephone interviews. Twenty-five patient participants 

were recruited in the mixed-role practice (AB1) to achieve the required 10 telephone 

interviews. 

 

See Figure 3.5 for an overview of the stages of consent for both dental professionals and 

patients in the case studies. 
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Figure 3.5: The case study consenting procedures 

 

3.2.2.4 Post-March 2020 recruitment and consent 

3.2.2.4.1 Dental professional recruitment 

Dental professional recruitment used a combination of convenience and snowballing 

sampling methods to identify potential participants including personal contacts, social 

media, and telephoning dental practices. Participants were sought by emailing the 

ǊŜǎŜŀǊŎƘŜǊΩǎ ǇǊƻŦŜǎǎƛƻƴŀl connections requesting personal recommendations of potential 

participants. A message was also posted on Twitter asking for volunteer participants which 

was retweeted by the contacts and relevant dental organisations. From these tweets and 

retweets, representatives from dental groups and pages on Facebook also posted messages 

about the study following viewing the Twitter post, e.g., British Society of Dental Hygiene & 

Identified general dental practices were sent a letter. 
Followed-up by a telephone call. 

EB arranged a meeting with interested practices to explain 
the study and seek consent. 

If the lead dentist/practice manager agreed to participate in 
the study, then EB requested consent and arranged a date 

to commence data collection. 

Dental Professionals Patients 

EB approached patients in the dental practice to 
discuss the study with them and answer any 
questions. Those agreeing to interview were 
contacted at a participant-identified convenient 
time following their appointment to arrange a 
time for the interview.  
Consent was verbally re-confirmed at the start 
of the interview. 

EB sought consent from all 
dental professionals and 
arranged a time to interview 
them.  
Consent reconfirmed ahead of 
interview. 

https://www.facebook.com/BSDHT/?__cft__%5b0%5d=AZWiZTQ66RUvzuH01u5pOqoTP48mW_5MI9MBMJE4wrnk6kplSEQ9M_1vh1sVaFXbhnkb3gVtrkArZq0RM2u4-12WlicJ_nkLMcWSWm8r1w9D-xGglwj1zb4B1Xmkyzxq6m2EQdLCefZd7yHHNV8AKrIjcx_hRc5wS2-SBu17mZB4q2fHh_c74cAwXeFWzeKj9R8&__tn__=-UC%2CP-R
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Therapy, and two ΨclosedΩ dental hygienist and dental therapist Facebook discussion groups. 

See Appendix 8 for the social media adverts. These methods were supplemented by the 

researcher telephoning dental practices and asking to speak with dentists, DTs, or DHs to 

discuss the study and seek potential participants. All of those interviewed were also asked 

to nominate additional potential participants.  

 

Those identified through personal recommendation or who responded to adverts on social 

media were either emailed a letter and information sheet, followed-up by a telephone call, 

or received a telephone call to discuss the study and then sent the information sheet and 

consent form via email. Those interviewed completed the consent form electronically (Word 

document) and returned it to the researcher via email. Consent to participation was re-

confirmed verbally prior to all interviews. See Figure 3.6 for an explanation of the 

recruitment and consenting procedures. 

 

Figure 3.6: The consenting procedures 

 

EB emailed personal 
contacts 

EB placed recruitment 
messages on social media 

Participants were sent an 
information sheet and 
consent form via email. 
Participants returned 
completed consent forms 
to EB via email. 
Consent reconfirmed 
ahead of interview. 

Participants emailed EB to 
express interest. They 
were sent an information 
sheet and consent form via 
email. Participants 
returned completed 
consent forms to EB via 
email. 
Consent reconfirmed 
ahead of interview. 

EB telephoned general 
dental practices 

Participants were sent an 
information sheet and 
consent form via email. 
Participants returned 
completed consent forms 
to EB via email. 
Consent reconfirmed 
ahead of interview. 

https://www.facebook.com/BSDHT/?__cft__%5b0%5d=AZWiZTQ66RUvzuH01u5pOqoTP48mW_5MI9MBMJE4wrnk6kplSEQ9M_1vh1sVaFXbhnkb3gVtrkArZq0RM2u4-12WlicJ_nkLMcWSWm8r1w9D-xGglwj1zb4B1Xmkyzxq6m2EQdLCefZd7yHHNV8AKrIjcx_hRc5wS2-SBu17mZB4q2fHh_c74cAwXeFWzeKj9R8&__tn__=-UC%2CP-R
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3.2.2.4.2 Patient recruitment 

Owing to the difficulty in recruiting patients arising from the dental practice restrictions, the 

most appropriate way to recruit patient/public interviewees was through HealthWise Wales 

(Hurt et al. 2019). HealthWise Wales sent out recruitment invitation emails to all registrants 

who lived in Aneurin Bevan and Cwm Taf Morgannwg UHBs - 9,141 participants in total. The 

email was drafted by EB with the aid of HealthWise Wales graphic design team (see 

Appendix 9). The email gave a short study summary and invited participants who either 

identified as regular dental attenders (i.e., regularly attended their 6- or 12-month check-

ups) or those who had attended a dental appointment for any reason in the previous 12 

months to take part in the study. Participants had the option of either emailing the 

researcher (EB) directly or emailing HealthWise Wales for more information. Consenting 

then followed the same email procedure as used with dental professionals; all respondents 

were sent an information sheet and consent form prior to arranging an interview, 

completed consent forms were returned to the researcher (EB) by email, and consent was 

reconfirmed ahead of the interview.  

 

The recruitment email issued by HealthWise Wales received 91 responses from one email 

mailout (n=9,141). Five respondents were excluded prior to interview - two did not meet the 

study criteria (one was from outside Wales, and one had received hospital dental care only), 

two solely had queries about their dental care, and one had a comment/query on the study 

method and research questions. Seventy-three respondents were contacted by email to 

arrange an interview time, 18 did not respond. One withdrew from the study before 

interview. Sixty-seven participants were interviewed in total. No additional mailouts were 

considered necessary. 
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3.2.3  Data collection  

3.2.3.1 Case studies 

A convenient date to commence data gathering was negotiated with the two consenting 

practices. Unprompted by EB, the practices tended to select dates when the majority of 

team members were in practice, and then subsequently selected days when others were 

working to ensure EB was able to meet with all or as many team members as possible 

during the data gathering. They also prioritised dates where they had a greater number of 

shorter examination appointments as well as courses of treatment to help maximise patient 

recruitment opportunities.  

 

Case study data were collected from two dental practices prior to the Covid-19 restrictions 

that were introduced in March 2020. One practice was classified as a dentist and dental 

nurse-only practice, the other comprised a mixed-role team.  

 

A dentist and dental nurse-only practice: The dentist-only practice (CTMs1) was located in 

ǘƘŜ ŎŜƴǘǊŜ ƻŦ ŀ ǎƳŀƭƭ ΨǾŀƭƭŜȅǎΩ ǘƻǿƴ ƛƴ /ǿƳ ¢ŀŦ aƻǊƎŀƴƴǿƎ ¦I. ƛƴ ŀ Ǌƻǿ ƻŦ ǎƘƻǇǎ 

comprising two empty retail properties, and several bars and takeaways. There were 

another three NHS dental practices located within the town. A part-time orthodontist, a 

part-time associate dentist, and three dental nurses were also employed at the practice but 

were not in the practice on the days that the researcher attended. The practice was in an 

area of high deprivation and reported seeing a large number of NHS payment exempt 

patients and high-needs patients. During the time EB was in the practice there were several 

families attending together for appointments. The practice carried out mainly NHS work but 
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also offered a payment plan and additional services such as teeth whitening and dental 

implants.  

 

The practice was participating in the contract reform pilot and all members of the dental 

team spoke favourably of offering OHE and preventive care. In the waiting room there were 

posters explaining the Assessment of Clinical Oral Risks and Needs (ACORN) and the red, 

amber, green risk assessment system (Public Health Wales 2019a) and Designed to Smile 

posters providing oral hygiene advice for children (Welsh Government 2017a). The principal 

dentist held regular staff meetings with the team, one of which was used to go through the 

Delivering Better Oral Health toolkit (Public Health England 2017) with the team. All team 

members were encouraged to go on training and all dentists had attended smoking 

cessation courses. Although they did not operate a mixed-role team, the practice was in the 

process of training dental nurses to independently run fluoride application and oral health 

education sessions as part of the pilot. Two of the three had nearly completed their training 

and were getting the rooms ready to start booking appointments.  

 

The researcher (EB) attended the practice for two days (4th December 2019, 2nd March 

2020) and interviewed three dentists: one principal, one associate, and one foundation 

dentist who opted to be interviewed together; and 3 dental nurses, also interviewed 

together. Two group interviews/focus groups were conducted at CTMs1, one with dentists 

lasting 58.16 minutes and one with dental nurses lasting 42.27 minutes. A total of 100.43 

minutes of interview data was gathered.  

 

A mixed-role team:  
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The mixed-role practice (ABs1) was based in a town in Aneurin Bevan UHB area.  

EB spent three and a half days in practice gathering data (13th December 2019, 8th, 9th, and 

14th February 2020). All clinical members of the dental team were interviewed: three 

dentists (two co-principals and one foundation), three dental therapists, four dental nurses 

(interviewed together). The dental professionals interviewed reported doing little to no 

private work in the practice and did not offer cosmetic services such as teeth whitening. The 

practice served a mix of patients, some from the relatively financially prosperous rural areas 

nearby but also a number of NHS exempt patients from neighbouring Valleys towns. They 

noted that they were not taking on new patients, and had not been for some time, which 

meant that they had a stable patient group.  

 

The practice was taking part in the contract reform pilot and had previously taken part in 

the first pilot (Public Health Wales 2013). One principal who was at the practice during the 

first pilot reflected that they had seen patient improvement during their participation. One 

dental nurse who was also working in the practice during that time, held OHE qualifications 

and had previously run her own OHE sessions as part of the first pilot. These sessions ceased 

and they returned to working in the clinics when the pilot ended as the practice could no 

longer afford to pay for another nurse to cover appointments. The three DTs worked part-

time so that there was always at least one in practice at all times. One DT held NHS direct 

access sessions for patients with gum disease which was said to provide longer-term 

opportunities for OHE with patients. In the corridor leading to some of the clinics was a 

large poster-wall of information on oral hygiene, dietary advice, and smoking cessation that 

the team had curated.  
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The one-to-one interviews lasted an average of 21.82 minutes (minimum:16.34, maximum: 

30.52 minutes), and the group interview/focus group lasted 13.02 minutes. A total of 143.96 

minutes of interview data was gathered.  

 

Case study data were gathered with all participants via semi-structured interviews. EB was 

present in each practice throughout the day recruiting patients and dental professionals. All 

ŘŜƴǘŀƭ ǘŜŀƳ ƳŜƳōŜǊǎΩ ƛƴǘŜǊǾƛŜǿǎ ǿŜǊŜ ŎƻƴŘǳŎǘŜŘ ŦŀŎŜ-to-face at the practice, typically 

within treatment rooms or staff rooms, at a time suited to the dental team. The timings of 

each interview were opportunistic, with EB approaching different team members as the 

chance arose throughout the workday. The majority of interviews were conducted at lunch 

time or during the workday if the dental professional had a free appointment period (e.g., if 

a patient had failed to attend).  

 

One practice set aside a one-hour appointment slot for the dentists to be interviewed as a 

group (CTMs1). In both practices, the dental nurses were also interviewed as a group, by 

their choice. While the use of ad hoc combinations of methods may negatively impact on 

the trustworthiness of a study (Morse 2003), qualitative research is a flexible method with 

decisions on methods sometimes being based on practical and pragmatic reasons (Lambert 

and Loiselle 2008). Being interviewed as a group meant that the interview sessions were 

closer to focus groups than semi-structured interviews or group interviews. Where group 

interviews largely involve question and answer interaction between the researcher and the 

interviewer only, focus groups incorporate interaction between the participants themselves 

(Gibbs 2012). In this study, participants expressed their own opinions and experiences but 

also commented on the responses of other participants.   
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Molzahn et al. (2005) asserts that while interviews are best suited to discussing personal 

experiences, focus groups are better suited to exploring understandings and opinions about 

a topic. Focus groups can provide rich information highlighting the similarities and 

differences in the participantsΩ views (Lambert and Loiselle 2008). The participant 

interactions within focus groups create a context within which the data is generated 

(Hollander 2004; Lehoux et al. 2006). While the contexts of some groups may facilitate 

openness amongst participants, it may have the opposite effect in others and impede 

participant willingness to share certain information or views (Kidd and Parshall 2000; 

Hollander 2004).  

 

Leading a group discussion also necessitated the researcher adopting a different approach 

and using different skills than when conducting a one-to-one interview. Bloor et al. (2001) 

explain that as well as facilitating the discussion and making sure it remains on topic, they 

also need to ensure that all members have an equal chance to contribute. Focus groups are 

not solely a consensus method, and disagreements of opinion should also be explored 

(Kitzinger 1994). The moderator should also encourage different views and disagreements 

to be discussed openly and fairly (Kitzinger 1994; Bloor et al. 2001). When moderating the 

focus group, the researcher was mindful of including all members of the group and asked 

the group whether anyone else had any reflections or comments on any topics that had just 

been raised if it appeared that one person was leading the discussion. 

 

Patients were interviewed via the telephone at a time as soon after the appointment as was 

suggested as convenient by the participant. The patients typically replied from their own 

homes or from their cars. The researcher conducted all telephone interviews either from 
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her private office in Cardiff University, or from her own home (following-Lockdown). The 

interviews were conducted using a project-specific, University-owned mobile phone (iPhone 

7) set to speakerphone, and a digital audio recorder.  

 

Dentist and dental nurse-only practice (CTM1): 

The mean age of CTM1 patient participants was 47 years of age. There was an equal spread 

of males and females interviewed in CTM1 (5 each). One participant was on a payment plan; 

ŀƭƭ ǘƘŜ ƻǘƘŜǊǎ ƛƴǘŜǊǾƛŜǿŜŘ ǿŜǊŜ bI{ ǇŀǘƛŜƴǘǎΦ ¢ƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŜǾŀƭǳŀǘƛƻƴǎ ƻŦ ǘƘŜƛǊ ƻǿƴ ƻǊŀƭ 

ƘŜŀƭǘƘ ǎƘƻǿŜŘ ǎƻƳŜ ǎƭƛƎƘǘƭȅ ƴŜƎŀǘƛǾŜ ǾƛŜǿǇƻƛƴǘǎ ǿƛǘƘ ŀǊƻǳƴŘ ƘŀƭŦ ƧǳŘƎƛƴƎ ƛǘ ŀǎ άpretty 

goodέΣ άfineέΣ ƻǊ άƳŜŘƛǳƳέΣ ǿƛǘƘ ǘƘŜ ƻǘƘŜǊ ƘŀƭŦ ǾƛŜǿƛƴƎ ƛǘ ŀǎ άǇƻƻǊέΣ άnot greatέΣ άnot the 

bestέΣ ƻǊ ǇƻƛƴǘƛƴƎ ƻǳǘ ǘƘŀǘ ǘƘŜȅ ƘŀŘ άmostly denturesέΦ LƴǘŜǊǾƛŜǿǎ lasted an average of 9.29 

minutes and ranged from six minutes to 16.58 minutes in length.  A total of 95 minutes of 

interview data was gathered.  

 

Mixed-role practice (AB1): 

All participants interviewed from AB1 were NHS patients. Only one participant indicated 

that their most recent appointment (i.e., the one they were interviewed following) was with 

a dental therapist. The average age of the participants in the AB1 case study group was 67 

years. There were no participants in the 25-35 or 35-44 age groupings with 40% being 45 to 

64 (45-54=2, 55-64=2) and 60% being 65 and older (65-75=3, 75 and over=3). The 

participants were mostly female with only three males being interviewed. Participants 

perceived their oral health to be in a good state, or at least at an acceptable state e.g., 

άadequateέΣ ƻǊ άokayέΦ  LƴǘŜǊǾƛŜǿǎ lasted 11.26 minutes on average and ranged from six 
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minutes to 18.36 minutes in length. A total of 114.32 minutes of interview data was 

gathered.   

 

3.2.3.2 Post-March 2020 data collection 

The researcher conducted all telephone interviews from her own home using the same 

equipment as before (a university-owned iPhone 7 set to speakerphone, and a digital audio 

recorder). DTs who were recruited through social media were telephoned at the time they 

had identified as convenient and responded from their own homes as they were not 

working in practice owing to the Covid-19 restrictions. Again, the timings of the interviews 

of those working in practices were largely opportunistic with EB working through the list of 

practices previously drawn up for selection of the case studies throughout the working day.   

 

Fourteen participants were recruited, three DTs and eleven dentists. Interviews lasted 33.73 

minutes on average (minimum: 19.08, maximum: 44.04 minutes). A total of 130.93 minutes 

of interview data was gathered. tŀǊǘƛŎƛǇŀƴǘǎΩ ǇǊŀŎǘƛŎŜǎ ǿŜǊŜ ƛƴ ŀ ǊŀƴƎŜ ƻŦ ǘƻǿƴǎ ŀŎǊƻǎǎ ǘƘŜ 

South Wales valleys such as within the Caerphilly, Cynon Valley, Merthyr Tydfil, and Torfaen 

regions, and two in a large city. Most of the dental therapists were employed part-time in 

more than one practice. Some worked in other general practices, some private, or based in 

England, while one worked in the community dental service alongside their general practice 

work. Some dentists also worked in other practices or organisations. Some worked for the 

same practice group but across two different sites, while one also held teaching positions 

and clinical hospital roles.  
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Six dentist participants worked in practices without a DH, DT or OHEd. Another participant 

did not work alongside dental hygienists or dental therapists but had access to an OHEd 

within their practice. Participants talked of seeing a range of patients, with most reporting 

seeing NHS-exempt patients with high oral health care needs.  

 

The majority were working in independent practices, with two working in corporately 

owned practices. One participant worked in a general dental practice that also had a 

community dentist as part of an outreach programme. Few practices were solely NHS 

funded, with most doing a combination of NHS and private work. However, this balance 

varied with some only carrying out a very small amount of private work to practices where 

the dental therapists or dental hygienist operated on a private basis. Only three were not 

participating in the Welsh contract pilot programme2. As described in Table 1 these 

practices were CTMi-01, CTMi-06, and CTMi-08.  

  

The HWW-recruited patient participants established, via email, a mutually convenient time 

for the researcher to telephone them. Patient-public participants were mostly interviewed 

from their own homes for the interviews conducted while Wales was on a short άŦƛǊŜōǊŜŀƪέ 

lockdown, and later from their own homes or locations of their choosing.  

 

 

 

2 Providing UDA flexibility within the current contract to offer opportunities for greater patient-centred, 
evidence-based preventive care. ! ǘǊŜŀǘƳŜƴǘ Ǉƭŀƴ ƛǎ ŘŜǎƛƎƴŜŘ ōŀǎŜŘ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘǎΩ Ǌƛǎƪ ƭŜǾŜƭΣ ǿƘƛŎƘ ƛǎ 
assessed using the Assessment of Clinical Oral Risks and Needs (ACORN) form, and agreed with the patient. 
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In total 67 participants were interviewed. Interviews lasted 18 minutes on average 

(minimum= 6 minutes, maximum= 42 minutes) with a total of 20 hours and 20 minutes of 

interview data gathered.  

Participants were mostly female (female=41; male=26) and their average age was 63 years. 

Nearly three quarters of HWW respondents were aged between 55 and 74 (74%; n=48) 

Fourteen participants were receiving private dental care while the remaining 53 were NHS. 

This group of participants tended to rate their oral health positively or as at an acceptable 

level, although some reported issues with their oral health, and others indicated that it had 

improved in recent years.  

 

Several had been with their current practice many years and had stayed on with a new 

dentist when their original one retired. Some had been with the same dentist for many 

years and moved practice with them. Some private patients had previously been with NHS 

dentists but could not secure a place at a new NHS practice when their previous one closed 

or the participant moved out of the area. Some NHS participants had changed their dentist 

as their previous NHS practice had become private. Thirty-two participants attended 

practices in ABUHB (identified by the participant code ABp) and 35 attended practices in 

CTMUHB (identified by the participant code CTMp).  

 

3.2.3.3 The interview schedules 

3.2.3.3.1 The case study interview schedules 

Interview schedules were drafted to address the research questions and guide the interview 

discussions; one for dental professionals and one for the patient participants. Both the 

dental professional and patient interview schedules were informed by the research 
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questions and the outcomes of the literature review completed earlier in the study. The 

dental professional schedule was additionally guided by aspects of the COM-B model 

(Michie et al. 2011) to ensure the interviews addressed issues influencing workplace 

practice. Namely, did they feel that they had the necessary skills to deliver oral health 

education or self-care advice (Capability), did their everyday role provide the Opportunity, 

and did they report a Motivation to deliver it. The COM-B domains were chosen rather than 

the TDF (Cane et al. 2012) domains as the researcher wanted to avoid directing the 

interview discussion too much in the direction of the frameworks, preferring to take a light 

touch to the three broad COM-B domains to maintain space for open discussion. 

 

Initial versions of the schedules were discussed with the study supervisors. Versions of both 

schedules were piloted with one appropriate external participant (a PhD student from a 

non-dental academic discipline) and transcribed. Following piloting, the interview 

transcripts were discussed within the team and amendments were made to both interview 

schedules (detailed in the relevant sections below).  

 

The scheduleǎ ōǊƻŀŘƭȅ ŦƻƭƭƻǿŜŘ [ƛŎƘǘƳŀƴΩǎ (2014) five types of interview questions (see 

Figure 3.7 below). 

1. Grand Tour ς A general, opening question. 

2. Concrete Questions ς Asking about specific events or information. 

3. Comparison/Contrast ς Asking the participant to consider other times/place/events and to 

draw comparison with them. 

4. New Elements/Topics ς Carefully introducing new topic areas. 

5. Closing ς Indicating a closing of the interview by asking the participants for any final 

comments on the topic. 

Figure 3.7: [ƛŎƘǘƳŀƴΩǎ όнлмпύ CƛǾŜ ¢ȅǇŜǎ ƻŦ LƴǘŜǊǾƛŜǿ vǳŜǎǘƛƻƴǎ 
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3.2.3.3.2 Dental professional interview schedules 

¢ƘŜ ǇǊƻŦŜǎǎƛƻƴŀƭΩǎ ƎǳƛŘŜ ƻǇŜƴŜŘ ǿƛǘƘ ŀ ΨƎǊŀƴŘ ǘƻǳǊΩ ǉǳŜǎǘƛƻƴ όPlease tell me a bit about your 

role) in order to open the interview in a way that was ΨsafeΩ for the participant while also 

gathering some context information. After piloting the schedule, this question was followed 

up with a series of concrete context questions (ά²Ƙŀǘ ȅŜŀǊ ŘƛŘ ȅƻǳ ǉǳŀƭƛŦȅΚέΣ ά²ƘŜǊŜ ŘƛŘ 

ȅƻǳ ǉǳŀƭƛŦȅΚέΣ άIƻǿ ƭƻƴƎ ƘŀǾŜ ȅƻǳ ǿƻǊƪŜŘ ŀǘ ǘƘƛǎ ǇǊŀŎǘƛŎŜΚέ). Context questions were 

considered important to gather information that may underpin participant accounts. For 

ŜȄŀƳǇƭŜΣ ǿƘŜƴ ǘƘŜȅ ǿŜǊŜ ǉǳŀƭƛŦƛŜŘ ƎŀǾŜ ŀƴ ƛƴŘƛŎŀǘƛƻƴ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀƎŜ ŀƴŘ 

experience level, and where they were qualified was asked as participants who qualified 

overseas may have had a different education outside of the UK system. While the analysis 

was not looking for differences between accounts that may be influenced or explained by 

such factors, it was considered important to be able to provide readers with some 

background information on the participants and allow ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀŎŎƻǳƴǘǎ to be located 

within their individual contexts.  

 

Other concrete questions followed; some asked them to consider specific events or 

examples (e.g., άThinking about patients that you have seen over the previous week or so, 

what type of preventive advice did you give to those patients?έ ŀƴŘ άDo you use to any 

supporting materials to deliver OHE/self-care advice? (e.g., demonstration, leaflets, 

instruments, referral to the internet)έύΦ hǘƘŜǊǎ ƎŀǘƘŜǊŜŘ ǘƘŜƛǊ reflections and understanding 

of providing oral health education and self-care advice (e.g., άWhat influences the content of 

the OHE/self-care advice you give?έ ŀƴŘ άHow do you decide whether to give OHE/self-care 

advice to a patient?έύΦ  
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Ψ/ƻƳǇŀǊƛǎƻƴκŎƻƴǘǊŀǎǘΩ ƛƴŦƻǊƳŀǘƛƻƴ ǿŀǎ ǎƻǳƎƘǘ Ǿƛŀ ǉǳŜǎǘƛƻƴǎ ǎǳŎƘ ŀǎ άWhat do you think 

about giving advice on: toothbrushing/sugar or diet/smoking cessation/alcohol?έ ŀƴŘ άHave 

you changed how you give OHE/self-care advice over time?έ  

 

The interview guide included two setǎ ƻŦ ΨƴŜǿ ŜƭŜƳŜƴǘǎκǘƻǇƛŎǎ ǉǳŜǎǘƛƻƴǎΩΣ ƳƻǾƛƴƎ ǘƘŜ 

discussion on to the topic of their patients and also their views on the general barriers and 

enablers of providing oral health education and self-care advice (ά²Ƙŀǘ ŀǊŜ ǘƘŜ ōŀǊǊƛŜǊǎ ǘƻ 

offering OHE/self-carŜ ŀŘǾƛŎŜΚέ and ά²Ƙŀǘ ǿƻǳƭŘ ƘŜƭǇ ȅƻǳ ǇǊƻƳƻǘŜ ǇŀǘƛŜƴǘ ǎŜƭŦ-ŎŀǊŜΚέ). 

Regarding their views on their patients, a series of concrete questions invited reflection on 

ǇŀǘƛŜƴǘǎΩ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜƛǊ ƻǿƴ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ όάWhat do you think patients should be 

dƻƛƴƎ ǘƻ ƭƻƻƪ ŀŦǘŜǊ ǘƘŜƛǊ ƻǊŀƭ ƘŜŀƭǘƘΚέ), why patients may or may not follow advice, how it 

made them feel when they did not (άIƻǿ ŘƻŜǎ ƛǘ ƳŀƪŜ ȅƻǳ ŦŜŜƭ ǿƘŜƴ ǇŀǘƛŜƴǘǎ ŘƻƴΩǘ Ŧƻƭƭƻǿ 

self-ŎŀǊŜ ŀŘǾƛŎŜΚέ), ŀƴŘ Ƙƻǿ ǘƘŜȅ ǘƘƻǳƎƘǘ ǇŀǘƛŜƴǘǎΩ ǾƛŜǿŜŘ ǘƘŜƛǊ ǊƻƭŜ όά5ƻ ȅƻu think patients 

ǎŜŜ ȅƻǳǊ ǊƻƭŜ ŀǎ ǇǊŜǾŜƴǘƛǾŜ ƻǊ ǊŜǎǘƻǊŀǘƛǾŜκƛƴǘŜǊǾŜƴǘƛƻƴƛǎǘΚέ). The interview schedule 

concluded with a general closing question ς άIs there anything else you think we should 

know about OHE/self-care advice?έΦ  

 

A broadly similar schedule was used in the non-case study telephone dental professional 

interviews with a few amendments. As the individuals were being interviewed remotely and 

with little knowledge of their dental practice, several context questions were added at the 

start of the interview. Like the case study questions, the amended schedule asked about the 

respondent (current role, when and where they qualified, and how long they had worked in 

their current practice). Additional questions explored their practice context (the practice 

team composition and skill-mix, whether it was an independent or corporate practice, the 
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balance of NHS and private work undertaken, and the type of patients served). The 

remaining questions were left unchanged aside from the removal of the question ά5ƻ you 

ƳŀƪŜ ŀ ŘŜŎƛǎƛƻƴ ŀōƻǳǘ ǿƘƛŎƘ ǇŀǘƛŜƴǘǎ ǘƻ ǎǇŜƴŘ ǘƛƳŜ ǿƛǘƘ ƻƴ hI9 ŀƴŘ ƻǘƘŜǊΩǎ ƴƻǘΚέΦ  This 

was omitted as the question was often covered in other questions in the case study 

interviews and led to repetition that added little new understanding.  

 

For the full original and amended dental professional interview schedules, see Appendix 11.  

 

3.2.3.3.3 Patient interview schedules 

The patient interviews again drew upon the three broad COM-B domains (Michie et al. 

2011). Questions asking whether they felt that they had the knowledge to maintain their 

oral health or whether they had any knowledge gaps (Capability). Questions on the reasons 

that they had previously followed advice or if there were any reasons that they had not 

been able to were anticipated to provide both Opportunity and Motivation-focussed 

responses. Unlike the dental professional interview schedules, the patient schedules opened 

with a series of concrete questions rather than a broad, open question. This was intended to 

help ease the participants into the interview with questions that they were more easily able 

to answer to help build rapport before moving on to move abstract questions (Britten 1999; 

Gill et al. 2008). The questions gathered context information on their appointment: 

¶ What was your appointment for? (check-up/treatment) 

¶ Who was your appointment with?  

o Have you seen them before?  

o How long have you been seeing them?  

o How long have you been with this practice?  

o Approximately how often do you attend?  
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¶ Do you have your care on the NHS or privately, or is it a mixture of both? (Added 

post-piloting) 

¶ How would you describe your general oral health?  

  

The participant was then asked to indicate if they received any self-care advice at their most 

recent appointment and whether they were able to implement any recommended changes 

(ά¢ƘƛƴƪƛƴƎ ŀōƻǳǘ ȅƻǳǊ ŀǇǇƻƛƴǘƳŜƴǘ ǿƛǘƘ όwh[9κb!a9ύ ǘƘŜ ƻǘƘŜǊ ŘŀȅΣ ǿƘŀǘ ŀŘǾƛŎŜ ǿŜǊŜ ȅƻǳ 

ƎƛǾŜƴ ōȅ όwh[9κb!a9ύ ƻƴ ƭƻƻƪƛƴƎ ŀŦǘŜǊ ȅƻǳǊ ƻǊŀƭ ƘŜŀƭǘƘΚέΣ ά²ŜǊŜ ȅƻǳ ŀōƭŜ ǘƻ ŀǎƪ ǉǳŜǎǘƛƻƴǎ 

ŀōƻǳǘ ǘƘŜ ŀŘǾƛŎŜΚέΣ ά²ŜǊŜ ȅƻǳ ŀōƭŜ ǘƻ ŎƘŀƴƎŜ ǿƘŀǘ ȅƻǳ Řƻ ŀŦǘŜǊ ƎŜǘǘƛƴƎ ŀŘǾƛŎŜ ŦǊƻƳ 

όwh[9κb!a9ύΚέ). Included in this section were more reflective questions on why they may 

or may not follow the advice (άIŀǾŜ ȅƻǳ ŜǾŜǊ ōŜŜƴ ƎƛǾŜƴ ŀŘǾƛŎŜ ǘƘŀǘ ȅƻǳ ƘŀǾŜƴΩǘ ōŜŜƴ ŀōƭŜ 

ǘƻ ŦƻƭƭƻǿΚέ). Follow-up questions invited the participant to explore their response to each 

question in more detail.  

 

These were followed by another series of questions on instances of oral health 

education/self-care advice focussing on previous instances of receiving oral health 

education or self-care advice (ά/ŀƴ ȅƻǳ ǊŜƳŜƳōŜǊ ŀƴȅ ŀŘǾƛŎŜ ǘƘŀǘ ǘƘŜȅ ƘŀǾŜ ƎƛǾŜƴ ȅƻǳ ƛƴ ǘƘŜ 

ǇŀǎǘΚέ). When participants could not recall being given advice in their most recent 

appointment these questions allowed their experiences of previous oral health advice 

interactions to be investigated. For those who had already answered the first set the 

comparison/contrast questions provided greater insight into previous experiences and their 

accounts of why they had or had not changed their behaviour as guided. 
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Moving on from discussing their experiences of receiving oral health education, the 

schedule then asked about their views on the acceptability of being given advice on a range 

of topics that comprise core elements of oral health education (e.g., sugar/diet, smoking, 

alcohol consumption). A question on medication and an open question about other health 

issues were added to the list following piloting. An additional question inviting suggestion of 

topics that they would like to discuss with their dental professional but have not had chance 

was also added to this section. A comparison/contrast question explored other sources of 

oral health education that they may have experienced and if/how that advice had changed 

their behaviour (άIŀǾŜ ȅƻǳ ŜǾŜǊ ƳŀŘŜ ŀƴȅ ŎƘŀƴƎŜǎ ǘƻ ǿƘŀǘ ȅƻǳ Řƻ ǘƻ ƭƻƻƪ ŀŦǘŜǊ ȅƻǳǊ ǘŜŜǘƘ 

ƻǊ ƳƻǳǘƘ ōŜŎŀǳǎŜ ƻŦ ƛƴŦƻǊƳŀǘƛƻƴ ŦǊƻƳ ŀƴȅ ƻǘƘŜǊ ǎƻǳǊŎŜǎ ƻǘƘŜǊ ǘƘŀƴ όwh[9κb!a9ύΚέ).  

The final set of questions focussed on aspects of responsibility for looking after their oral 

health; what activities the dental professionals were responsible for and what were the 

ǇŀǘƛŜƴǘǎΩ ǊŜǎǇƻƴǎƛōƛƭƛǘȅΦ ! ŎƭƻǎƛƴƎ ǉǳŜǎǘƛƻƴ ǇǊƻǾƛŘŜŘ ŀ Ŧƛƴŀƭ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘ ǘƻ 

present any information that they felt relevant ǘƻ ǘƘŜ ŘƛǎŎǳǎǎƛƻƴ όάIs there anything you 

ǿƻǳƭŘ ƭƛƪŜ ǘƻ ŀŘŘΚέ).  

 

Following the changes to recruitment and data gathering owing to Covid-19, amendments 

to the patient interview schedule mainly involved removal or re-ordering of questions. 

Additional questions asking about appointments with dental hygienists or dental therapists 

were also added. One context question was to determine whether they had ever had an 

appointment with a dental hygienist or dental therapist, and later questions to establish 

whether they had any preference as to which member of the dental team they would like to 

receive advice from and their reasons for that preference. The original schedule centred 

around their most recent dental appointment followed by asking about any other advice 
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they had even been given. This was no longer appropriate as their most recent appointment 

may have been up to 12 months prior to the interview. Instead, questions opened with a 

ƳƻǊŜ ƎŜƴŜǊŀƭ ǉǳŜǎǘƛƻƴ ŀōƻǳǘ ǊŜŎŜƛǾƛƴƎ hI9 ά/ŀƴ ȅƻǳ ǊŜƳŜƳōŜǊ ŀƴȅ ƛƴǎǘŀƴŎŜǎ ǿƘŜǊŜ ȅƻǳΩǾŜ 

ƘŀŘ ŀŘǾƛŎŜ ŦǊƻƳ ȅƻǳǊ ŘŜƴǘƛǎǘ ƻǊ ƘȅƎƛŜƴƛǎǘκǘƘŜǊŀǇƛǎǘ ŘǳǊƛƴƎ ȅƻǳǊ ŀǇǇƻƛƴǘƳŜƴǘǎΚέΦ An 

additional follow-ǳǇ ǉǳŜǎǘƛƻƴ ά²Ƙŀǘ ƳƻǘƛǾŀǘŜŘ ȅƻǳ ǘƻ ƳŀƪŜ ǘƘƻǎŜ ŎƘŀƴƎŜǎΚέ was added to 

ǘƘŜ ǉǳŜǎǘƛƻƴ άHave you ever changed what you do after getting advice from your dentist / 

hygienist / therapist?έ ŀǎ ŀ ǊŜƳƛƴŘŜǊ ǘƻ ŜȄǇƭƻǊŜ ǘƘŜ ǘƻǇƛŎ ƛƴ ƳƻǊŜ ŘŜǇǘƘ ƛŦ ƛǘ ƘŀŘ ƴƻǘ ŀƭǊeady 

been raised by the participant.  

 

For the full original and amended patient interview schedules, see Appendix 12.  

 

3.2.4 Analysis 

A two-stage process of inductive descriptive thematic analysis, and qualitative content 

analysis using pre-determined codes (TDF domains) were the chosen methods of data 

analysis. 

 

Thematic analysis method involves άƛŘŜƴǘƛŦȅƛƴƎΣ ŀƴŀƭȅǎƛƴƎ ŀƴŘ ǊŜǇƻǊǘƛƴƎ ǇŀǘǘŜǊƴǎ όǘƘŜƳŜǎύ 

ǿƛǘƘƛƴ Řŀǘŀέ (Braun and Clarke 2006, p79). Analysis followed the six-step procedure 

outlined by Braun and Clarke (Braun and Clarke 2006; Braun and Clarke 2013; Braun and 

Clarke 2019). The six steps are summarised in Figure 3.8. 

1. Familiarisation with the data 
2. Generating initial codes 
3. Generating themes 
4. Reviewing potential themes 
5. Defining and naming themes 
6. Producing the report 

Figure 3.8: The six-phase analytical process in thematic analysis 
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All audio recordings were transcribed verbatim by a transcription company (VirtuType). The 

researcher checked each transcript against the original audio recording and anonymised any 

potentially identifiable information. The audio checking also allowed the researcher to 

refamiliarize and immerse herself in the interview transcript and to make preliminary notes 

and reflections prior to the formal coding stage.  

 

After repeated reading and re-reading of the transcripts, initial reflexive coding was carried 

out with each transcript in turn. Initial codes were generated on Microsoft Word by adding 

short descriptive codes and comments to sections of text within the interview transcripts 

using the Comments function. This allowed for novel codes or reflections to be generated 

based on the text while working through each document and avoided prematurely 

narrowing down the codes, as might happen if using a programme such as NVivo (QSR 

International Pty Ltd 2018). Once all transcripts had been coded, the codes were collated 

and similar comments were coƳōƛƴŜŘ ŀƴŘ ŀŘŘŜŘ ŀǎ ŎƻŘƛƴƎ ΨƴƻŘŜǎΩ ǿƛǘƘƛƴ b±ƛǾƻ (QSR 

International Pty Ltd 2018). The interview transcripts were then re-coded within NVivo with 

codes being amended and additional new codes being added as coding progressed and new 

insights were generated after reading subsequent transcripts.  

 

While mindful of being informed solely by the data in this initial coding, it must be 

ŀŎƪƴƻǿƭŜŘƎŜŘ ǘƘŀǘ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ό9.ύ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ǘƘŜ ǘƻǇƛŎ ǿŀǎ ŀƭǎƻ ǎƘŀǇŜŘ ōȅ ǘƘŜ 

three domains of the COM-B of Capability, Opportunity, and Motivation (Michie et al. 2011) 

and the different levels of influence (macro, meso, and micro). For example, the language 

used when assigning codes and in writing the narrative may have reflected some of the 
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concepts included in the frameworks (e.g., capability, motivation, etc) but was not intended 

to directly relate to these concepts at this stage of the analysis.  

 

Codes can be generated at both the semantic and latent level (Braun and Clarke 2006; 

Braun and Clarke 2013; Braun and Clarke 2019; Byrne 2021). As Braun and Clarke note 

άǘƘŜƳŀǘƛŎ ŀƴŀƭȅǎƛǎ Ŏŀƴ ōŜ ŀ ƳŜǘƘƻŘ ǘƘŀǘ ǿƻǊƪǎ ōƻǘƘ ǘƻ ǊŜŦƭŜŎǘ ǊŜŀƭƛǘȅ ŀƴŘ ǘƻ ǳƴǇƛŎƪ ƻǊ 

ǳƴǊŀǾŜƭ ǘƘŜ ǎǳǊŦŀŎŜ ƻŦ ΨǊŜŀƭƛǘȅΩέ (Braun and Clarke 2006, p. 81). Semantic-level analysis 

provides a descriptive summary of recurrent patterns in the content as relating to the 

research questions while latent-level analysis explores the underlying conceptualisation or 

ideologies that shape the content. This study aimed to capture the complexity of 

participants accounts of OHE and coding was mostly conducted at the semantic level to 

reflect the detail that risked being lost in more latent-level coding.  

 

Sections of text were then collated for each code and organised into initial themes. Themes 

are patterns of meanings, observations or interpretations that capture something about the 

data as it relates to the research question (Braun and Clarke 2006; Joffe 2012; Willig 2013). 

In this sense, the same topic might be raised several times during the interview but may not 

be coded the same way each time according to the context and meaning associated with 

each instance. The themes were grouped by similarity of message to provide a narrative of 

the different aspects in each and the complexity within. The analytic process continued 

through writing up the themes. New understandings and associations were generated 

during the process of drafting the narrative and the themes were refined as required until 

no new insight was gained (saturation).  
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Braun and Clarke note that coding is άǘƘŜ ǊŜǎŜŀǊŎƘŜǊΩǎ ǊŜŦƭŜŎǘƛǾŜ ŀƴŘ ǘƘƻǳƎƘǘŦǳƭ ŜƴƎŀƎŜƳŜƴǘ 

with their data and their reflexivŜ ŀƴŘ ǘƘƻǳƎƘǘŦǳƭ ŜƴƎŀƎŜƳŜƴǘ ǿƛǘƘ ǘƘŜ ŀƴŀƭȅǘƛŎ ǇǊƻŎŜǎǎέ 

(Braun and Clarke 2019, p.594). As coding and theme generation is conducted through the 

ƭŜƴǎ ƻŦ ǘƘŜ ǊŜǎŜŀǊŎƘŜǊǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŜƴ ŘƻǳōƭŜ-coding of the data or attempting to 

measure consensus between coders is not recommended (Byrne 2021).  

 

Alongside the thematic analysis coding, the interview transcripts were coded according to 

the topic of the advice. This method was chosen to retain detail regarding delivery of 

different aspects of OHE that may have potentially been lost within the thematic analysis. A 

descriptive narrative summary was used to present the participant contextual information 

ŀƴŘ ǘƻ ǇǊƻǾƛŘŜ ŀƴ ŀŎŎƻǳƴǘ ƻŦ ǘƘŜ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǘƘŜ ŘŜƭƛǾŜǊȅ ƻŦ ǘƘŜ 

different OHE topics recommended in the Delivering Better Oral Health toolkit: keeping the 

mouth clean, diet, smoking cessation, and alcohol consumption (Public Health England 

2017). While this does result in some repetition of detail, it allows the data to be seen in 

ōƻǘƘ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ƻǿƴ ŀŎŎƻǳƴǘǎ ƻŦ ǘƘŜƛǊ ǿƻǊƪ ŀƴŘ ŀǘ ŀ ƳƻǊŜ ŀōǎǘǊŀŎǘ 

interpretive level.  

 

Following write-up of the thematic analysis, the dental professionalǎΩ and patientǎΩ results 

narratives were re-coded in NVivo to explore how the results mapped onto the domains 

from the TDF and COM-B. As well as gaining additional insight by exploring the results 

through a theoretical framework, the findings from the mapping also assisted with 

identifying practical recommendations for optimising OHE. The resulting narratives were 

coded according to the fourteen domains in the TDF (Cane et al. 2012; Cane et al. 2015) and 

then mapped on to the three COM-B domains (Michie et al. 2011) (see Table 3.1 above).   
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3.2.5 Ethical considerations  

Cardiff University acted as sponsor for this study (ref: SPON 1755-19) and HRA ethical 

approval was obtained (North West - Greater Manchester West Research Ethics Committee, 

ref: 19/NW/0568, 6th September 2019). Owing to changes to the protocol arising from 

Covid-19, two category C substantial amendments were submitted to the sponsor and the 

two participating University Health Boards. These amendments related to the inclusion of 

remote recruitment and telephone interviewing of individual dental professionals (April 

2020) and patients (October 2020). See Appendix 13 for all ethical approval documents.  

 

This study was thought to not impose any significant potential pain, discomfort or distress 

on the participants involved. However, there was an element of inconvenience for 

participants. Being a case study, dental practices were likely to incur some inconvenience in 

terms of the time taken to be interviewed by a member of the research team. Time 

demands were lessened by going to their practice premises and completing the interviews 

at a time to suit staff and that minimised disruption to smooth running of the practice.  As a 

thank-you for participating, all practices were offered £100 in high street vouchers when 

data gathering was completed. 

 

Asking patients to participate in an interview was an additional demand on their time. 

Interviews were arranged for a time that was most convenient for the patient and the study 

did not require questions of a sensitive nature. Some patients may have felt reluctant to 

discuss their oral hygiene behaviour, but the interviews focussed on their sense of 

responsibility for self-care and what they think would be helpful from the dental team. In 

addition, participants were reminded that all interviews were voluntary, would be kept 
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confidential and anonymised, and that they had the option to decline to answer questions 

or withdraw from the interview completely. Each participant was allocated an ID number, 

which was stated at the beginning of each interview recording. This allowed the researcher 

to identify individual recordings (participant, which dental professional group they saw, and 

within which case study site, if relevant) while maintaining patient anonymity and to ensure 

that the correct recording could be deleted if the patient later wished to withdraw from the 

study. Seeking consent and gathering data via telephone interviews allowed patients to 

decline to take part remotely, without having to face the researcher.  

 

Personal risks to the researcher were minimal. All fieldwork was carried out in the dental 

practice and via telephone either from their office or from their own home. Although data 

gathering took place in a dental practice, the practices are required to operate standard 

cross-infection protection measures. The researcher posed, or was at risk of, the same 

minimal level of risk as any attending patients. Cardiff University guidance for lone 

researchers was followed - the researcher informed others of their whereabouts and 

intended time of return. The researchers did not meet with participants in any private 

locations. A mobile phone was purchased for the researcher carrying out the telephone 

interviews (EB) so that they did not have to share their personal contact details.  

 

3.3 Summary 

This chapter has highlighted how the researcher adopted a qualitative constructivist 

approach in this study. The research questions developed were chosen to explore the 

socially-influenced and individually constructed perspectives of the two main participants in 

an OHE interaction ς the dental professional and the patient. The approach sought to not 
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privilege the internal over the social worlds of the participants and adopted a socio-

ecological understanding of the influences on their accounts, later distilled using the COM-B 

(Michie et al. 2011) and TDF (Cane et al. 2012) frameworks.  

 

A key aspect of this data gathering was the acknowledgement that the study would be 

exploring accounts of ōƻǘƘ ǇŀǊǘƛŜǎΩ ǳƴŘŜǊǎǘŀƴŘƛƴƎΣ ŜȄǇŜǊƛŜƴŎŜǎΣ ǘƘŜƛǊ ƻǿƴ ōŜƘŀǾƛƻǳǊǎΣ ŀƴŘ 

their perceptions of the otheǊ ǇŀǊǘƛŜǎΩ ǊƻƭŜ ƛƴ hI9Φ Initial plans to explore these accounts 

through case studies were shaped by the literature on the influence of peers and dental 

ǇǊŀŎǘƛŎŜ ŎǳƭǘǳǊŜ ƻƴ ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ǾƛŜǿǎ ŀƴŘ ƻǇƛƴƛƻƴǎΦ Recruiting patients from within 

these case studies would assist the researcher to understand the context of the OHE 

provision they may have received and allow for greater insights into their accounts. 

However, recruitment issues and the impact of Covid-19 on general dental practices 

necessitated a change of procedure. Remote telephone interviews were instead carried out 

with both patients and dental professionals from a wide range of dental practices and with 

patients from potentially different demographics than originally anticipated. The interview 

schedules were designed to explore aspects of Capability, Opportunity, and Motivation 

(Michie et al. 2011) for OHE and oral health behaviours.  

 

The gathered data underwent three levels of analysis. Analysis aimed to provide a narrative 

ŀŎŎƻǳƴǘ ƻŦ ōƻǘƘ ǇŀǊǘƛŎƛǇŀƴǘ ƎǊƻǳǇǎΩ ŀŎŎƻǳƴǘǎ ƻƴ hI9 ŀŘǾƛŎŜΣ ŀ ǘƘŜƳŀǘƛŎ description of the 

recurring themes within their accounts, and finally an application of the theoretical 

frameworks to distil the descriptive narratives into a more accessible format.  
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The following two chapters present the analysis of the data gathered from dental 

professionals and patients and Chapter 6 details the outcomes of the application of the 

COM-B and TDF frameworks.    



136 

4 Results ς Findings from interviews with dental professionals 

This chapter opens with an overview of the dental professional participants interviewed. 

Their demographic information and workplace context is summarised. The findings of the 

ŘŜƴǘŀƭ ǇǊƻŦŜǎǎƛƻƴŀƭǎΩ ƛƴǘŜǊǾƛŜǿǎ begin ǿƛǘƘ ŀ ŘŜǎŎǊƛǇǘƛǾŜ ǎǳƳƳŀǊȅ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ŀŎŎƻǳƴǘǎ 

of the four main OHE topics outlined in the Delivering Better Oral Health toolkit. This is 

followed by an explanation of the five broad themes that were generated during analysis of 

the interview data: OHE responsibility and capability, being a good clinician or being a 

profitable business, dynamic ways of offering OHE, and perceptions of patient ΨtypesΩΣ ŀƴŘ 

the motivating factors and their influence on behaviour change.  

 

4.1  Overview of the dental professional participants 

A total of thirty dental professional participants were interviewed. Including trainees and 

foundation roles, these comprised seventeen dentists, seven dental nurses, and six dental 

therapists. Twenty-one of the participants were female and nine were male (all dentists). 

The dental professional interviews lasted between 13 to 44 minutes, with an average length 

of 30.9 minutes, and a total of 716.38 minutes of interview time. The three group interviews 

lasted between 17 to 58 minutes, with an average length of 37.49 minutes total of 113.27 

minutes seconds of interview time.  

 

A full summary of the participants is provided in Table 4.1.   
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Table 4.1: Summary of dental professional participants 

Participant 
Male 

or 
Female 

Years 
qualified 

Place 
qualified 

Role 
NHS or 
private 

Time in 
current 

role 
Team members 

Independent 
or 

corporate(s) 

Work in other 
practices 

Pilot 
scheme? 

Interview 
length 
(mins) 

ABs1-01 M 9 England 
(Co) Principal 

Dentist 
NHS 4 

2 dentists, 1 
Associate, 3 
DTs, 4 DNs 

Independent No Yes 19.22 

ABs1-02 F 23 England 
(Co) Principal 

Dentist 
NHS 18 ά Independent No Yes 24.24 

ABs1-03 M 9 England 
Associate 
Dentist 

NHS 1 month ά Independent No Yes 16.34 

ABs1-04 F 22 Wales 
Dental 

Therapist 
NHS 4 ά Independent 

2 (1 
Community) 

Yes 30.52 

ABs1-05 F 6 England 
Dental 

Therapist 
NHS 4 ά Independent - Yes 23.38 

ABs1-06 F 12 Wales 
Dental 

Therapist 
NHS 12 ά Independent 

2 (1 other as a 
DH) 

Yes 17.24 

ABs1-07 F 22 Wales Dental Nurse NHS 18 ά Independent No Yes 

13.02 

ABs1-08 F 8 Wales Dental Nurse NHS 4 ά Independent No Yes 

ABs1-09 F 
In 

training 
Wales Dental Nurse NHS 

4 
months 

ά Independent No Yes 

ABs1-010 F 6 Wales Dental Nurse NHS 8 ά Independent No Yes 

CTMs1-01 F 2 Wales Dental Nurse NHS 3.5 

3 DNs, 1 
Principal, 1 
Associate, 1 
Foundation 

dentist 

Independent No Yes 

42.27 

CTMs1-02 F 
In 

training 
Wales Dental Nurse NHS 3 ά Independent No Yes 

CTMs1-03 F 1 Wales Dental Nurse NHS 
<1 

month 
ά Independent No Yes 
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CTMs1-04 F 18 India 
Principal 
Dentist 

NHS 7 ά Independent 2 Yes 

58.16 CTMs1-05 M 8 EU 
Associate 
Dentist 

NHS 5 ά Independent No Yes 

CTMs1-06 M 6 months England 
Foundation 

Dentist 
NHS 3 ά Independent No Yes 

ABi-01 F 10 Wales 
Dental 

Therapist 

Mix of 
NHS and 
private 

6, 5, and 
2 years 

1 other DH in 
private practice, 
2 other DTs in 

NHS mixed 

Independent 
3 (1 private, 2 

NHS) 

Yes, in 2 
NHS 

practices 
39.21 

ABi-02 F 10 England 
Dental 

Therapist 

NHS & 
some 

private 
2 

1 principal, 2 
Associates, 

Independent 
2 (1 in 

England) 
Yes 38.54 

ABi-03 F 8 Wales 
Associate 
Dentist 

NHS 8 
4 dentists, 2 
DNs, 2 DTs 

Independent No Yes 29.04 

ABi-04 M 26 EU 
Senior 

Community 
Dentist 

NHS 15 
1 dentist, 2 DNs, 

1 OHEd 
Independent 
& Community 

No Yes 35.4 

ABi-05 M 22 Wales 
Principal 
Dentist 

άул҈έ 
NHS 

5 
2 principals, 1 
Associate, 1 DT 

Independent No Yes 30.44 

ABi-06 F 4 England 
Associate 
Dentist 

άффΦф҈έ 
NHS 

10 
months 

3 dentists Independent 3 Yes 43.05 

CMTi-01 M 25 England 
Associate 
Dentist 

άфф҈έ 
NHS 

1 7 dentists (p/t) Corporate No No 26.55 

CMTi-02 F 32 Wales 
(Co) Principal 

Dentist 
NHS 28 

5 dentists, 1 DH, 
upskilling DNs) 

Independent No Yes 42.03 

CMTi-03 F 30 England 
(Co) Principal 

Dentist 
NHS 24 

2 Principals, 5 
DNs, 3 DTs, 1 
DH, 2 Dental 

surgeons 

Independent 
3 (1 Hospital, 
1 Teaching 

Unit) 
- 39.16 

CMTi-04 F 1 Wales 
Foundation 

Dentist 
άул-фл҈έ 

NHS 
9 6 dentists Independent No Yes 28.09 

CMTi-05 M 7 Wales 
Associate 
Dentist 

Mix 3 4 dentists Independent No Yes 19.08 

CMTi-06 F 6 EU 
Associate 
Dentist 

Mainly 
NHS 

3 2 dentists Corporate No No 24.26 
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CMTi-07 M 4 Wales 
Associate 
Dentist 

NHS 1.5 
Principal, 2 
Associates 

Independent 2 Yes 44.04 

CMTi-08 F 8 Wales 
Dental 

Therapist 
NHS - 

2 dentists, 3 
DTs, 1 DH 

Independent 
2 (1 in 

Community) 
No 33.38 

 

The participant codenames reflect their recruitment group and which UHB they were located within. Codes beginning with AB were recruited 

from Aneurin Bevan University Health Board and those with CTM were from Cwm Taf Morgannwg University Health Board. The inclusion of 

ά{мέ ƛƴ ǘƘŜ ŎƻŘŜƴŀƳŜ ǊŜŦŜǊǎ ǘƻ ŀ ŎŀǎŜ ǎǘǳŘȅ ǇǊŀŎǘƛŎŜΣ ǿƘƛƭŜ άƛέ ǎǘŀƴŘǎ ŦƻǊ ŀƴ ƛƴŘŜǇŜƴŘŜƴǘ ǇŀǊǘƛŎƛǇŀƴǘΣ ƛΦŜΦΣ a later participant recruited from 

outside of a case study. 
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4.2 Summary of approaches to OHE by topic 

Participants were asked for their views and experiences on delivering the different areas of 

OHE outlined in the Delivering Better Oral Health toolkit ς keeping their mouth clean, diet, 

smoking, and alcohol. This section provides a narrative description of the ways in which they 

raised the subjects, how they provided the advice, and their experiences of providing such 

guidance.  

 

4.2.1 Guidance on keeping their mouth clean 

All dental professionals named cleaning and oral hygiene as the main component of the 

advice that they provide to patients:  

άSo, when we talk about oral health, we talk about obviously toothbrushing, interdental 

ŎƭŜŀƴƛƴƎΣ ōǳǘ ŀƭǎƻ ŦƭǳƻǊƛŘŜέ (ABi-01) 

It was pointed out that many adult-age patients would not have received direct advice on 

how to look after their mouth or even on how to brush their teeth. As a result, dental 

professionals talked of working with patients with differing levels of knowledge about the 

ƛƳǇƻǊǘŀƴŎŜ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ŀƴŘ Ƴƻǎǘ ǘŀƭƪŜŘ ƻŦ ǎǘŀǊǘƛƴƎ ƻŦŦ ǿƛǘƘ ǘƘŜ άōŀǎƛŎ ǘƘƛƴƎǎέ ƻǊ ƻǊŀƭ 

health care. 

άWǳǎǘ ŜȄǇƭŀƛƴƛƴƎ to people actually why they need to brush their teeth because a lot of 

ǘƘŜƳ ŘƻƴΩǘ ǊŜŀƭƭȅ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ǊƻƭŜ ƻŦ ǇƭŀǉǳŜ ƛƴ ƎǳƳ ŘƛǎŜŀǎŜΣ ǘƻƻǘƘ ŘŜŎŀȅΦ {ƻΣ ȅƻǳ 

ƘŀǾŜ ǘƻ ǊŜŀƭƭȅ Ǝƻ ōŀŎƪ ǘƻ ōŀǎƛŎǎ ǘƻ ǎǘŀǊǘ ƻŦŦΦέ (ABi-02) 

Guidance on equipment, optimal cleaning techniques, and noting areas in need of additional 

ŀǘǘŜƴǘƛƻƴ ǿŜǊŜ ŘƛǎŎǳǎǎŜŘ ŀǎ ƛƴŦƻǊƳŀǘƛƻƴ ǘƘŀǘ ŦƻǊƳŜŘ ǘƘŜ άōŀǎƛŎǎέ ƻŦ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ŦƻǊ 

them.  
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άL ƎƛǾŜ ǇŜƻǇƭŜ ǘƻƻǘƘōǊǳǎƘƛƴƎ ŀŘǾƛŎŜΣ ǎƻ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ŜȄŀƳ L ŀǎƪ ǿƘŀǘ ǇŀǘƛŜƴǘǎ ŀǊŜ ŘƻƛƴƎ 

to clean their teeth aƴŘ ǘƘŜƴ ƛŦ ǘƘŜǊŜΩǎ ŀƴȅ ǎƻǊǘ ƻŦ ǘƘƛƴƎǎ ǿƘŜǊŜ L ǘƘƛƴƪ ŀ ƎƻƻŘ ǎƻǊǘ ƻŦ 

ƛƳǇǊƻǾŜƳŜƴǘ ŎƻǳƭŘ ōŜ ƳŀŘŜΣ LΩƭƭ ǎƻǊǘ ƻŦ ƎƛǾŜ ǘƘŜƳ ǎƻƳŜ ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŀǘΦέ (ABs1-03) 

 

Equipment advice often included the recommendation of an electric toothbrush, the 

importance of fluoride toothpaste, and the correct size of interdental brushes or floss type 

for each patient. Advice on optimal cleaning technique included brush handling and cleaning 

techniques, to spit rather than rinse following brushing, and when to brush. Areas in need of 

additional attention were areas of plaque, decay, or gum disease that resulted from missed 

ŀǊŜŀǎ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŎǳǊǊŜƴǘ ŎƭŜŀƴƛƴƎ ǊƻǳǘƛƴŜΦ !ŘǾƛŎŜ ǊŀƴƎŜŘ ŦǊƻƳ ǘŜƭƭƛƴƎ ǇŀǘƛŜƴǘǎ ǘƘŀǘ ǘƘŜȅ 

need to pay more attention to their brushing or brush for a longer period, to pointing out 

ǎǇŜŎƛŦƛŎ ŀǊŜŀǎ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ƳƻǳǘƘǎΦ  

ά¢ƘŜǊŜΩǎ ǿŀȅǎ ƻŦ ŘƻƛƴƎ ƛǘΥ Ψ¸ƻǳΩǊŜ ŘƻƛƴƎ ǊŜŀǎƻƴŀōƭȅ ǿŜƭƭ ōǳǘ ǘƘŜǊŜ ŀǊŜ ŀǊŜŀǎ ǘƘŀǘ ȅƻǳ Ŏŀƴ 

ƛƳǇǊƻǾŜΩΣ Ψ¢ƘŜǎŜ ŀǊŜŀǎ ǘƘŀǘ ȅƻǳ ŎŀƴΩǘ ǎŜŜ ŘƛǊŜŎǘƭȅ ȅƻǳΩǊŜ ƻōǾƛƻǳǎƭȅ ƳƛǎǎƛƴƎΩέΦ (CTMi-02) 

 

When providing cleaning advice, most participants spoke of how they demonstrated 

equipment such as electric toothbrushes or interdental brushes. For example, when 

recommending or checking use of interdental brushes or floss they checked for the correct 

sizing and demonstrated how to use them either on the patient themselves, or on a 

demonstration model. Select participants preferred showing patients on a model so that 

they could see the techniques being used while some preferred to use the equipment on 

the patient themselves (either with or without a mirror) so that they would know which 

areas to use it and how it should feel in their mouth when used correctly. 
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ά¦ǎǳŀƭƭȅ ƛŦ L ŘŜƳƻƴǎǘǊŀǘŜ ƛǘΣ ǿŜΩǾŜ ǳǎǳŀƭƭȅ ŘƛǎǘǳǊōŜŘ ǎƻƳŜǘƘƛƴƎ ŀƴŘ ōǊƻǳƎƘǘ ƻǳǘ ŀ ōƛǘ ƻŦ 

plaque or made the gum bleed or something. So, they can see the benefits that they 

ǿƻǳƭŘ ƘŀǾŜ ŦǊƻƳ ŎŀǊǊȅƛƴƎ ǘƘŀǘ ƻǳǘ ŀǘ ƘƻƳŜΦέ (CTMi-03)    

 

When to demonstrate and when to just give oral advice also depended on the advice being 

given and the equipment being used. Oral descriptions of how to use familiar equipment 

such as toothbrushes was sometimes enough to convey the message, but demonstration 

was needed with new or less familiar equipment such as interproximal brushes.  

άL ǘƘƛƴƪ Ƴƻǎǘ ǇŜƻǇƭŜ Ŏŀƴ ƎŜǘ ŀ ǊŜŀǎƻƴŀōƭŜ ǘƻƻǘƘōǊǳǎƘƛng technique if they listen to what 

ȅƻǳ ǎŀȅΣ ōǳǘ ƛƴǘŜǊǇǊƻȄƛƳŀƭ ŎƭŜŀƴƛƴƎ ƛǎ ŀ ōƛǘ ƳƻǊŜ ŦƛŘŘƭȅΦ LǘΩǎ ǎƻƳŜǘƛƳŜǎ ƘŜƭǇŦǳƭ ǘƻ 

demonstrate, either on the patient themselves during the check-ǳǇ ƻǊ ǿƛǘƘ ǘƘŜ ƳƻŘŜƭΦέ 

(CTMi-07) 

 

Availability of demonstration equipment (sample brushes, disposable electric toothbrush 

heads, etc.) also impacted on how the participants provided advice. Some practices were 

well-ŜǉǳƛǇǇŜŘ ǿƛǘƘ ǎŀƳǇƭŜǎ ǘƻ ŀŘŘǊŜǎǎ Ƴƻǎǘ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎΦ {ƻƳŜ ǿŜǊŜ ŀōƭŜ ǘƻ Ǝƛve 

patients samples to take away and try at home and others gave samples to guide patients 

when buying their own.  

 ά²Ŝ ƪŜŜǇ ƭƛǘǘƭŜ ōƻȄŜǎ ƻŦ ŀ ǾŀǊƛŜǘȅ ŀŎǘǳŀƭƭȅΦ {ƘƻǿƛƴƎ ǘƘŜƳ ǿƘƛŎƘ ƻƴŜǎ ǿƻǊƪΦ Wǳǎǘ ǘǊȅƛƴƎ 

ǘƘŜ ƻŘŘ ŎƻǳǇƭŜ ŀƴŘ ǘƘŜƴ Ƨǳǎǘ ǎŀȅƛƴƎΣ ΨǿŜƭƭ LΩǾŜ ǳǎŜŘ these on you. Take these away but 

ȅƻǳ Ŏŀƴ ōǳȅ ǘƘŜƳ ŀƴŘ ǘǊȅ ǘƘŜƳΩ ŀƴŘ ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘΦέ (CTMi-03) 

hǘƘŜǊ ǇǊŀŎǘƛŎŜǎ ǿŜǊŜ ǎǘƻŎƪŜŘ ǿƛǘƘ ŜǉǳƛǇƳŜƴǘ ǘƘŀǘ ǊŜŦƭŜŎǘŜŘ ǘƘŜ ǇǊƛƴŎƛǇŀƭ ŘŜƴǘƛǎǘǎΩ 

preferences. For example, one dental hygienist explained how the principal dentist was not 
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keen on the use of electric brushes and so they were only able to demonstrate their use on 

a model as there were no replacement heads stocked.   

 

Another practical issue was room changes and having to share equipment across surgeries 

because of staffing patterns. Practices with part-time dental hygienists or dentists may not 

be working in the same room all week or there may be days when all surgeries are used, and 

resources are shared. In these instances, flexibility in approach and alternative methods are 

used to convey their messages.  

άLΩƳ ƴƻǘ ƴƻǊƳŀƭƭȅ ƛƴ ƘŜǊŜΦ .ǳǘ ƻƴ ŀ CǊƛŘŀȅ ǿƘŜƴ LΩƳ ǳǇ ǘƘŜǊŜ ǘƘŜȅ ƘŀǾŜ Ǝƻǘ ǘƘŜ 

flipcharts, the oral-B flipcharts, ŀƴŘ ƛŦ ǇŀǘƛŜƴǘǎ ŀǊŜ ƴƻǘ ǉǳƛǘŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǿŜΩǾŜ Ǝƻǘ ŀ 

ƳƻŘŜƭ ǳǇ ǘƘŜǊŜΧ ƻƴ ǘƘŜ ǎƛŘŜ ƻŦ ǘƘŜ ǘƻƻǘƘΦ ²Ŝ ƘŀǾŜ ǘƻ ǎƘŀǊŜ ƻƴ ŀ ¢ƘǳǊǎŘŀȅΦ {ƻΣ ƛŦ ǘƘŜȅ 

ŘƻƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ǿƘŜƴ LΩƳ ŜȄǇƭŀƛƴƛƴƎ ǿƛǘƘ ǘƘŀǘ ǘƘŜƴ L ǿƛƭƭ ǳǎŜ ǘƘŜ ŦƭƛǇŎƘŀǊǘǎ ǘƘŜƴΦέ 

(ABs1-04 DH) 

 

4.2.2 Dietary advice 

In line with the recommendations, all participants indicated that they discussed dietary risk 

factors in oral health with their patients. Participants mainly talked of how most patients 

were aware of the danger of sugar in their diet, for example they recounted how patients 

commented that they did not take sugar in their tea or tried to restrict their sweet or 

chocolate intake. For this reason, many explained how they focus their advice on the hidden 

sugars or at least try to limit the number of acid attacks on the teeth during the day 

(avoiding grazing or snacking). The amount and complexity of the advice was also discussed. 

A few told how they explained the mechanisms by which sugar can lead to decay, whereas 

another talked of keeping the advice down to a couple of main points.  
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How the advice was delivered varied. Some talked of asking questions about diet as a first 

move after the risk assessment with new patients, others raised the topic only if there is 

evidence of decay or disease, and others said they would raise it if they had time at the end 

of an appointment. Diet sheets were only used by a minority of participants, even then not 

with all patients. Other participants reported attempts at using diet sheets but stopped after 

a lack of response: άL ƘŀǾŜ ǘǊƛŜŘ ǘƻ ƎƛǾŜ ƻǳǘ ŘƛŜǘ ǎƘŜŜǘǎΣ ōǳǘ ǘƘŜȅ ŘƻƴΩǘ ŎƻƳŜ ōŀŎƪΦ {ƻΣ LΩƭƭ Ƨǳǎǘ 

ŀŘǾƛǎŜ ŀƴŘ ǎŀȅ ǿƘŀǘ ǘƘŜ ŎŀǳǎŜǎ ŀǊŜ ŀƴŘ ǘǊȅ ŀƴŘ ƪŜŜǇ ǘƻ ƳŜŀƭǎΣ ōƭŀƘΣ ōƭŀƘΣ ōƭŀƘΦέ (CTMi-08, 

DT) 

 

While most patients might be aware of the negative effects of sugar on oral health, they 

may feel that this is offset by their oral hygiene efforts and so advice is needed to address 

this. One participant explained how they approached the topic and how patients were often 

άƎǊŀǘŜŦǳƭέ for άŀ ōƛǘ ƻŦ ŀ ŎƘŀǘέ about hidden sugars and the impact on their oral health.  

άvǳƛǘŜ ƻŦǘŜƴ ǘƻ ōŜ ƘƻƴŜǎǘ Ƴƻǎǘ ǇŜƻǇƭŜ ƭƛƪŜ ƘŀǾƛƴƎ ŀ ōƛǘ ƻŦ ŀ ŎƘŀǘΦ LΩƳ ƭƛƪŜΣ ΨŘƻ ȅƻǳ ǘŜƴŘ 

ǘƻ ƘŀǾŜ ŀ ƭƻǘ ƻŦ ǎǳƎŀǊΚ 5ƻ ȅƻǳ ƘŀǾŜ ǘƘŜǎŜ ƪƛƴŘ ƻŦ ŘǊƛƴƪǎΚΩ ŀƴŘ ǘƘŜȅΩǊŜ ƭƛƪŜΣ ΨŀƘ L ŘƻΣ L 

ƴŜǾŜǊ ǘƘƻǳƎƘǘ ŀōƻǳǘ ǘƘŀǘΩ ŀƴŘ LΩƳ ƭƛƪŜΣ ΨǿŜƭƭ ǘƘŜǊŜ ȅƻǳ ƎƻΣ ƴƻǿ ȅƻǳ ŘƻΩΣ ŀƴŘ ǘƘŜƴ ǘƘŜȅ 

Řƻ ŎƻƳŜ ōŀŎƪ ŀƴŘ ǘƘŜȅ ǎŀȅ ΨLΩǾŜ Ŏǳǘ Řƻǿƴ ƻƴ ǘƘŜ ŀƳƻǳƴǘ ƻŦ /ƻƪŜΦ LΩǾŜ Ŏǳǘ Řƻǿƴ ƻƴ ǘƘŜ 

ǿŀǘŜǊ ǿƛǘƘ ǎƭƛŎŜǎ ƻŦ ƭŜƳƻƴ ƛƴ ƛǘ ǘƘŀǘ L ǳǎŜŘ ǘƻ ƘŀǾŜΩ ŀƴŘ LΩƳ ƭƛƪŜ ΨƻƘΣ ǘƘŜǊŜ ǿŜ ƎƻΩΦέ (Abi-

02). 

 

Because most people were thought to have some understanding about the dangers of 

sugar, some reported finding the subject easier to raise than other non-hygiene topics (e.g., 

smoking or alcohol consumption). A few found the subject more difficult to raise than oral 

hygiene discussions, with questions about diet potentially being perceived by patients as 
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intrusive or άjudgingέ. One commented that simply asking about their eating habits may be 

άƳƻǊŜ ǘǊƛŎƪȅέ and that the patient may be less likely to discuss their diet honestly. A 

participant explained how they used clinical indicators as an opening to discuss oral hygiene 

and anchored their advice to that to provide context for raising the topic. Keeping the 

questions around the implications of diet on their teeth avoided concerns that patients may 

άfŜŜƭώƛƴƎϐ ǘƘŀǘ LΩƳ ƧǳŘƎƛƴƎ ǘƘŜƳ ŦƻǊ ƻǘƘŜǊ ǊŜŀǎƻƴǎΦέ (Abi-05).  

 

4.2.3 Smoking cessation advice 

A selection of participants reported less confidence in delivering smoking cessation advice 

than in discussing other topics.  

 ά¢ƻƻǘƘōǊǳǎƘƛƴƎ ƛǎ ŦƛƴŜΣ ȅƻǳ ƪƴƻǿΣ ƛƴ ǘƘŜ ǎŜƴǎŜ ƻŦ ŎƭŜŀƴƛƴƎΣ ōǳǘ ƛǘΩǎ ǘƘŜ ǎƳƻƪƛƴƎ 

ŎŜǎǎŀǘƛƻƴ ŀŘǾƛŎŜ ǘƘŀǘ L ǎǘǊǳƎƎƭŜ ǿƛǘƘΦέ (CTMi-08, DT)  

 

Some spoke of how training in smoking cessation interventions and participation in the 

national smoking cessation audit had helped them to develop their skills and encouraged 

them to discuss smoking cessation with patients. Participants told how the courses helped 

them gain confidence in the way that they approach patients about smoking cessation and 

how to convey messages in a non-judgemental way. Participation in the national smoking 

cessation audit also acted as a prompt for them to raise the subject and gain more 

experience of asking patients about their smoking habits.  

 

Often, whether the patient smoked or not was picked up by the ACORN and this often 

determined whether the participants raised the topic during the appointment. 



146 

άLǘΩǎ ǉǳƛǘŜ ŀƴ Ŝŀǎȅ ƻƴŜ ǘƻ ōǊƻŀŎƘ ōŜŎŀǳǎŜ ƛǘΩǎ ƻƴ ǘƘŜƛǊ ƳŜŘƛŎŀƭ ŦƻǊƳΦ ΨL ǎŜŜ ƻƴ ȅƻǳǊ 

ƳŜŘƛŎŀƭ ŦƻǊƳ ȅƻǳ ǎŀƛŘ ǘƘŀǘ ȅƻǳΩǊŜ ŀ ǎƳƻƪŜǊΩ ŀƴŘ ǘƘŜƴ ȅƻǳ Ŏŀƴ Ǝƻ ŦǊƻƳ ǘƘŜǊŜΦέ (ABi-02) 

However, responses on the ACORN or practice medical form were sometimes not answered 

honestly. One participant explained how a new online version of the medical form 

introduced during the Covid-19 lockdown included more questions on social habits and that 

these were being completed more frankly than in the usual paper medical forms filled out in 

the practice.  

 

hǘƘŜǊ ǘƛƳŜǎΣ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǘƻƭŘ Ƙƻǿ ǎƛƎƴǎ ǎǳŎƘ ŀǎ ǘƻƻǘƘ ǎǘŀƛƴƛƴƎ ŎƻǳƭŘ ōŜ ŎŀǳǎŜŘ ōȅ 

smoking, or tea or coffee drinking so they raised the topic even if patients had not noted it 

on their medical history form.  

άLǘ ǎƘƻǳƭŘ ōŜΣ ƛŦ ǘƘŜȅΩǊŜ ǘŜƭƭƛƴƎ ǘƘŜ ǘǊǳǘƘΣ ƻƴ ǘƘŜƛǊ ƳŜŘƛŎŀƭ ƘƛǎǘƻǊȅ ŦƻǊƳΦ {ƻƳŜǘƛƳŜǎ ƛǘΩǎ 

not up-to-ŘŀǘŜ ŀƴŘ ǎƻƳŜǘƛƳŜǎ ƛǘΩǎ ǾŜǊȅ ƻōǾƛƻǳǎ ƛŦ ǘƘŜȅΩǊŜ ŀ ǎƳƻƪŜǊ ŀƴŘ ǎƻƳŜǘƛƳŜǎ ƛŦ 

ǘƘŜȅΩǾŜ Ǝƻǘ ŀ ƭƻǘ ƻŦ ǎǘŀƛƴƛƴƎΣ L ŀǎƪΣ Řƻ ȅƻǳ ǎƳƻƪŜΚ {ƻƳŜǘƛƳŜǎ ǘƘŜȅ ŘƻƴΩǘΦ ¢ƘŜȅΩǊŜ Ƨǳǎǘ ŀ 

heavy tea-ŘǊƛƴƪŜǊ ƻǊ ŀ ŎƻŦŦŜŜ ŘǊƛƴƪŜǊΦέ (ABi-02) 

tŀǘƛŜƴǘǎΩ ǇƻǘŜƴǘƛŀƭ ǊŜŀŎǘƛƻƴ ǘƻ ōŜƛƴƎ ŀǎƪŜŘ ŀōƻǳǘ ǘƘŜƛǊ ǎƳƻƪƛƴƎ Ƙŀōƛǘǎ ǿŀǎ ŀƴ ƛǎǎǳŜ ƻŦ 

concern for participants. Participants expressed concern that patients sometimes become 

defensive and άclose upέ during the examination if asked about smoking.  

άL Řƻ ƎŜǘ ƴŜǊǾƻǳǎ ŀǎƪƛƴƎ ǘƘŀǘ ǉǳŜǎǘƛƻƴ ŜǾŜǊȅ ǘƛƳŜ ōŜŎŀǳǎŜ ǘƘŜ ǊŜŀŎǘƛƻƴ ƛǎ ǾŜǊȅ 

ǳƴǇǊŜŘƛŎǘŀōƭŜ ŀƴŘ ƛǘ Ŏŀƴ ƳŀƪŜ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘ ǊŜŀƭƭȅ ŀǿƪǿŀǊŘ ƛŦ ǘƘŜȅ ƎŜǘ ŀ ōƛǘΣ ΨƛǘΩǎ 

ƴƻƴŜ ƻŦ ȅƻǳǊ ōǳǎƛƴŜǎǎΦ ¸ƻǳ ƪƴƻǿΣ ƳƛƴŘ ȅƻǳǊ ƻǿƴ ōǳǎƛƴŜǎǎΩΣ ōǳǘ ƛŦ L ǎŀȅ ǘƻ ǘƘŜƳ Řƻ ȅƻǳ 

want ǘƻ ǎǘƻǇ ǎƳƻƪƛƴƎ ŀƴŘ ƛŦ ǘƘŜȅ ǎŀȅ ƴƻ ǘƘŜƴ L ǎŀȅ ΨƻƪŀȅΣ ƛŦ ŜǾŜǊ ȅƻǳ ǿŀƴǘ ǘƻΣ ǘƘƛǎ ƛǎ ǿƘŀǘ 

L ǊŜŎƻƳƳŜƴŘΩ ōǳǘ L ŘƻƴΩǘ ǇǳǎƘ ƛǘΦέ (ABi-01) 
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Patient resistance to attempts at smoking cessation advice were also said to arise when 

smoking was an important part of their lifestyle or identity. For some patients, smoking was 

said to be a source of pleasure in their life in the absence of other risk activities.  

ά! ƭƻǘ ƻŦ ǘƘŜƳ Řƻ ǎŀȅ ΨƻƘ ƛǘΩǎ ǘƘŜ ƻƴƭȅ ǘƘƛƴƎ L ŘƻΦ L ŘƻƴΩǘ ŘǊƛƴƪΦ L ŘƻƴΩǘ Řƻ ŘǊǳƎǎΩΦ ¢ƘŜƴ 

ȅƻǳΩǊŜ ǘƘƛƴƪƛƴƎ ΨƻƘ ǿŜƭƭΣ ƻƪŀȅΩΦ LǘΩǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ǘƘƛƴƪ ƻŦ ǎƻƳŜǘƘƛƴƎ ǘƻ ŎƻƳŜ ōŀŎƪ ǿƛǘƘΣ ōǳǘ 

ǘƘŜƴ L Ƨǳǎǘ ǎŀȅΣ ΨǿŜƭƭ ŀǎ ƭƻƴƎ ŀǎ ȅƻǳ ƪƴƻǿ ȅƻǳǊ ǊƛǎƪǎΩΦέ (ABi-06) 

Long-term smokers were also reported to be resistant to discuss making changes and were 

often unwilling to discuss cessation.  

άΩƻƘ LΩǾŜ ōŜŜƴ ŘƻƛƴƎ ƛǘ ŦƻǊ ǘǿŜƴǘȅ ȅŜŀǊǎΦ bƻΣ Ƨǳǎǘ ƭŜŀǾŜ ƛǘΦ Wǳǎǘ ƭŜŀǾŜ ƳŜ ŀǎ L ŀƳΩέ (CTMs1-

04).  

Others used their long-term habit as a badge of honour which left little room for discussions 

on cessation. 

άtŜƻǇƭŜ ǎƻǊǘ ƻŦ ǎƘƻǿ ƻŦŦ ŀƴŘ ǘŜƭƭ ȅƻǳ Ƙƻǿ Ƴŀƴȅ ȅŜŀǊǎ ǘƘŜȅΩǾŜ ōŜŜƴ ǎƳƻƪƛƴƎ ŦƻǊΦέ (ABs1-

05) 

 

Methods of handling the subject that were suggested included not pushing advice on the 

patient, but giving information of the risks associated with it and letting the patient know 

that they can discuss it again later if they wished.  

 

Some acknowledged that smoking was something that had probably been discussed with 

other health professionals and so those that were interested in stopping smoking would 

have probably already sought or accepted help from another source such as their general 

medical practitioner or a community pharmacist. However, they acknowledged that it was 

still important that the dental team broach the subject with patients.  
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A number of the participants had experience of referring people on to smoking cessation 

services, with some positive results. Direct referrals were mainly done through the Help Me 

Quit/Stop Smoking Wales service as they were able to refer them using the computers in 

ǘƘŜ ǎǳǊƎŜǊȅ ŘǳǊƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŀǇǇƻƛƴǘƳŜƴǘΦ ά¢ƘŜ ŦƛǊǎǘ ǇŜǊǎƻƴ L ǊŜŦŜǊǊŜŘ L ǎŀǿ ƘŜǊ ŀ ŦŜǿ 

ƳƻƴǘƘǎ ƭŀǘŜǊ ŀƴŘ ǎƘŜΩŘ ǉǳƛǘΦ L ǘƘƛƴƪ L ǿŀǎ ƳƻǊŜ-ƘŀǇǇȅ ǘƘŀƴ ǎƘŜ ǿŀǎΦέ (Abs1-05) Others 

passed on a referral to a local community pharmacy that was located near the dental 

practice. A minority of participants simply encouraged their patients to raise the subject 

with their General Medical Practitioner (GMP) if they were interested in stopping smoking. 

Participants also reported that some patients were interested in stopping smoking but did 

not feel ready yet. In these cases, the participants reassured the patients that they were 

there to help when they were ready to make the change.  

 

Situations when they would not ask about smoking behaviour was if the patient was 

experiencing a lot of pain or if the appointment was very short on time. One participant 

noted even after a patient has successfully stopped smoking, they still check that they are 

still not smoking. Successful changes in this area may also have unintended consequences 

for another risk area. Ongoing discussions with patients were important to manage the 

changing advice needs for each patient.  

ά¸ƻǳ ƳƛƎƘǘ ŦƛƴŘ ƻǳǘ ǘƘŀǘ ƘŀǾƛƴƎ ǘŀƪŜƴ ȅƻǳǊ ŀŘǾƛŎŜ ŀƴŘ ƎƛǾŜƴ ǳǇ ǎƳƻƪƛƴƎ ǘƘŜȅΩǾŜ 

adopted a Polo-mint habit instead and they hold it in their cheeks. So, I suppose because 

I see them quite regularly and I sort of know my patients I probably know in which area 

ǘƻ ŘƛǊŜŎǘ ǘƘŜ ŀŘǾƛŎŜΦέ (CTMi-03) 
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4.2.4 Alcohol consumption advice 

tŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜǇƻǊǘŜŘ ŀŘǾƛŎŜ ƻƴ ŀƭŎƻƘƻƭ ŎƻƴǎǳƳǇǘƛƻƴ ŎƻƴǎƛǎǘŜŘ ƻŦ ǇǊƻǾƛŘƛƴƎ ƎǳƛŘŀƴŎŜ ƻƴ 

the recommended units for men and women and explaining the risks of oral cancer. A 

minority indicated that they would refer the patients to another service: άLŦ ǘƘey report 

alcohol dependency problems, I normally signpost them towards the GMP. Or Alcohol abuse, 

ǘƘŜ ǿŜōǎƛǘŜ ƻǊ ŀ ǇƘƻƴŜ ƴǳƳōŜǊΦ ώΧϐ ¢Ǌȅ ŀƴŘ Ǉƻƛƴǘ ǘƘŜƳ ǘƘŀǘ ǿŀȅέ (ABs1-01). Advice was 

mainly given to those who reported drinking more than the recommended units per week. 

Participants from all professional groups explained how they rarely see anyone who reports 

drinking to a dangerous excess and that άtŜƻǇƭŜ ǿƘƻ ŀǊŜ ŘǊƛƴƪƛƴƎ ƭƛƪŜ ǘƘŀǘ ƪƴƻǿ ƛǘΩǎ ƴƻǘ 

ƎƻƻŘ ŦƻǊ ǘƘŜƳέ (CTMi-01). In these cases, further advice is offered and if the patient is not 

interested in further help, then it was noted in their record and possibly raised again at a 

later appointment. 

 

There was a group of participants who were happy to enquire about patientsΩ alcohol 

consumption and to provide guidance. They explained how they ask all patients about their 

alcohol intake while doing the oral examination. Even if the appointment did not allow 

enough time for an in-depth discussion, they could remind them on the recommended unit 

limits.  

άLΩƳ ǇŜǊŦectly happy to discuss that with people and like I say, I ask every patient during 

ŀƴ ŜȄŀƳ ǿƘŀǘ ǘƘŜƛǊ ŀƭŎƻƘƻƭ ƛƴǘŀƪŜ ƛǎ ώΦΦΦϐ ŀƴŘ ƛŦ ǘƘŜȅ ǎŀȅ ΨLΩƳ ƘŀǾƛƴƎ ǎƻǊǘ ƻŦ ǘƘƛǊǘȅ ǳƴƛǘǎ ƻŦ 

ŀƭŎƻƘƻƭ ŀ ǿŜŜƪΩ ƻǊ ǎƻƳŜǘƘƛƴƎ ȅƻǳ Ŏŀƴ ǎŀȅ Ψƻƪŀȅ ǘƘŀǘΩǎ ǊŜŀƭƭȅ ǘƻƻ ƳǳŎƘ ǘƻ ōŜ ƘŀǾƛƴƎΩ ŀƴŘ 

ǘƘƛƴƎǎ ŀƴŘ ΨƘŀǾŜ ȅƻǳ ŎƻƴǎƛŘŜǊŜŘ ǎƻǊǘ ƻŦ ŘǊƻǇǇƛƴƎ ōŀŎƪΚΩ ŀƴŘ ǘƘƛƴƎǎΦ  L ƎǳŜǎǎ ǿŜ ŘƻƴΩǘ 

really have time to do like the sort of in-depth talk about it, but you can bring it up and 

Ƨǳǎǘ ƳŜƴǘƛƻƴ ƛǘ ǘƻ ǇŜƻǇƭŜ ŀǘ ƭŜŀǎǘέ (ABs1-03) 
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For another group of participants, alcohol consumption was the most difficult topic to 

discuss with patients and one that they felt least confident addressing. While some 

commented that they were not sure why they felt slightly uncomfortable with discussion 

alcohol, negative patient response was a concern for some participants, with some patients 

either not being interested in discussing it or seeing it as intrusive and outside the dental 

professionalΩs role.  

ά!ƭŎƻƘƻƭ ƛǎ ŀ Ŧǳƴƴȅ ƻƴŜ ǘƘƻǳƎƘ ōŜŎŀǳǎŜ ǇŜƻǇƭŜ ŘƻƴΩǘ ŀƭǿŀȅǎ ŀǇǇǊŜŎƛŀǘŜ ǘƘŜ Ǌƛǎƪ ŀƴŘ ƛǘΩǎ 

Ƨǳǎǘ ŀ ƴƻǊƳŀƭ ǇŀǊǘ ƻŦ ƭƻǘǎ ƻŦ ǇŜƻǇƭŜΩǎ ƭƛǾŜǎ ǘƘŀǘ ǘƘŜȅ ǘƘŜƴ ŀǊŜ ŀ ōƛǘ ƳƻǊŜ ǎǳǊǇǊƛǎŜŘ ǿƘŜƴ 

ƛǘΩǎ ōǊƻǳƎƘǘ ǳǇΦέ (CTMi-07) 

 

A number of participants had experiences of patients who had taken offense at their 

questions or had shown resistance to answering questions about their alcohol intake. While 

these experiences did not stop them from raising the topic with the patients in future 

appointments, it did lead them to take a different approach.  

άhƴŜ ǇŀǘƛŜƴǘ ŘƛŘƴΩǘ ƳŜƴǘƛƻƴ ǘƘŀǘ ƘŜ was offended with me and went out to reception 

ŀƴŘ ǎŀƛŘΣ ȅƻǳ ƪƴƻǿΣ Ψ5ƻŜǎ ǎƘŜ ǘƘƛƴƪ LΩƳ ŀƴ ŀƭŎƻƘƻƭƛŎΚΩ I was a bit offended by that and 

ǘƘƻǳƎƘǘ ΨƻƘ Ƴȅ ƎƻǎƘΣ L ƘƻǇŜ LΩƳ ƴƻǘ ŎƻƳƛƴƎ ŀŎǊƻǎǎ ōŀŘƭȅΩΦ .ǳǘ ǘƘƻǎŜ ŀǊŜ ǘƘŜ ǘƘƛƴƎǎ ǘƘŀǘ L 

ǿƻǳƭŘ ŀƭǿŀȅǎ ŀǎƪ ώΧϐ Lǘ ƘŀǎƴΩǘ discouraged me though. I still ask everyone. The patients 

ǿƘƻ ǿŜǊŜ ƻŦŦŜƴŘŜŘ ōȅ ǘƘŜƳ LΩǾŜ ƳŀŘŜ ŀ ƴƻǘŜ ǘƻ ōŜ ŀ ōƛǘ ƳƻǊŜ ǎŜƴǎƛǘƛǾŜ ǿƛǘƘ ƛǘΦέ (ABi-06) 

 

Patient resistance to discuss their consumption level was also an issue when they knew that 

they were drinking over the recommended limit: άLΩǾŜ ƘŀŘ ǎƻƳŜ ǇŜƻǇƭŜ ǊŜŦǳǎƛƴƎ ǘƻ ŀƴǎǿŜǊ ƛǘ 

ōŜŎŀǳǎŜ ǘƘŜȅ ƪƴƻǿ ǘƘŜȅΩǊŜ ŘǊƛƴƪƛƴƎ ǘƻƻ ƳǳŎƘ ŀƴŘ ƛǘΩǎ ƘŀǊŘ ǘƻΣ ǎƻǊǘ ƻŦΣ ǎŀȅ ǿƘȅ ƛǘ ƛǎ ǊŜƭŜǾŀƴǘέ 

(ABi-03). Other participants highlighted how the discussion was often hampered by patients 
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not understanding what constituted a unit of alcohol. One participant spoke of how raising 

the topic one-to-one during the appointment often resulted in more honest responses than 

they would give on the ACORN or medical form.  

ά{ƻƳŜ ƻŦ ǘƘŜƳ ŀǊŜ ƘƻƴŜǎǘΣ ōǳǘ ŀƎŀƛƴ ƛǘ ŘŜǇŜƴŘǎ Ƙƻǿ ȅƻǳ ŀǎƪ ƛǘ ǿƘŜƴ ȅƻǳΩǊŜ ǊǳƴƴƛƴƎ 

through the medical history. Like if I asked them myself, I think they tend to be a bit 

ƳƻǊŜ ƘƻƴŜǎǘΦ ²ƘŜǊŜŀǎ ƛŦ ǘƘŜȅ Ƨǳǎǘ Řƻ ƛǘ ƻƴ ǘƘŜ ǇŀŘ ƻǳǘ ƛƴ ǊŜŎŜǇǘƛƻƴ ǘƘŜƴ L ŘƻƴΩǘ ǘƘƛƴƪ 

they are so much, becauǎŜ ǎƻƳŜǘƛƳŜǎ ȅƻǳ Řƻ ƎŜǘ ǘƘŜ ƭŀŘƛŜǎ ǘƘŀǘ ǎŀȅ ΨȅŜŀƘΣ L ƪƴƻǿ L ƘŀǾŜ 

ǘƻƻ ƳǳŎƘΦ L ƘŀǾŜ ŀ ōƻǘǘƭŜ ƻŦ ǿƛƴŜ ŀ ŘŀȅΩΦ LΩƳ ƭƛƪŜΣ ΨƻƘ ǊŜŀƭƭȅΦ  ¸ƻǳ ǎƘƻǳƭŘ ōŜ ŎǳǘǘƛƴƎ ǘƘŀǘ 

Řƻǿƴ ŀ ƭƛǘǘƭŜ ōƛǘΩΦ (Abi-02) 

 

As many participants were working in practices that were undertaking the contract reform 

pilot, they talked of the ACORN form and its influence on their discussion of alcohol 

consumption with patients: άƻƴ ǘƘŜ ƳŜŘƛŎŀƭ ƘƛǎǘƻǊȅ ǘƘŜȅ ŀǎƪ ǇŜƻǇƭŜ ǿƘŀǘ ǘƘŜȅ ŘǊƛƴƪΦ {ƻΣ L 

would tend to ask if I thought that the amount written down ǿŀǎ ŀ ƭƻǘ ƘƛƎƘŜǊέ (CTMi-05). 

But as some noted: άLΩŘ ŀǎƪ ǘƘŜ ǉǳŜǎǘƛƻƴΣ ōǳǘ L ŘƻƴΩǘ ŦŜŜƭ ŎƻƴŦƛŘŜƴǘ ƛƴ ƎƛǾƛƴƎ ŀŘǾƛŎŜέ (ABs1-

01). Participants noted that they did not feel that they knew enough about the subject to 

provide advice or support beyond highlighting the recommended limits and the risks of oral 

cancers and excessive alcohol consumption. A lack of knowledge of available alcohol 

cessation resources or support systems affected their confidence in their ability to provide 

advice on the topic.  

ά²ŜƭƭΣ ǘƘŜ recommended limit is fourteen units, ōǳǘ L ŘƻƴΩǘ ƪƴƻǿ ƳǳŎƘ ƳƻǊŜ ŀōƻǳǘ Ƙƻǿ 

to advise people. If people are drinking wine, if they offer me that information I know 

that there are units marked on the bottles. So, I tell them that, but yes, L ǿƻǳƭŘƴΩǘ ǊŜŀƭƭȅ 

ƪƴƻǿ Ƙƻǿ ǘƻΧǿƛǘƘ ǘƘŜ ǎƳƻƪƛƴƎ ǘƘŜǊŜΩǎ ǘƘŜ IŜƭǇ aŜ vǳƛǘ ǎŜǊǾƛŎŜ ŀƴŘ ǘƘŜǊŜΩǎ 
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ǇƘŀǊƳŀŎƛǎǘǎ ŀƴŘ ǘƘŜǊŜΩǎ ƭƻǘǎ ƻŦ ǇŜƻǇƭŜ ŀǊƻǳƴŘΦ So, I can say, Ψhave you talked to your 

GMP about it? Have you been to the pharmacist? Have you tried nicotine patchesΚΩ or 

whatever. WƛǘƘ ŀƭŎƻƘƻƭ ǘƘŜǊŜ ƛǎƴΩǘ ǎƻ ƳǳŎƘ ǎǘǳŦŦ ƎƻƛƴƎ ƻƴ ŀǊƻǳƴŘ ƛǘέ (Abs1-02). 

 

Some raised the subject in combination with other lifestyle risk behaviours on the medical 

form that the patient had indicated that they engaged in. Typically, alcohol was included in 

the discussion of oral cancer risk with patients who reported that they smoked.  

ά¦ǎǳŀƭƭȅ L ǿƛƭƭΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ǘƘŜ ƻƴŜǎ ǿƘƻ ŀǊŜ ǎƳƻƪƛƴƎ ŀƴŘ ŘǊƛƴƪƛƴƎ ƘƛƎƘ ƭŜǾŜƭǎ ƻŦ ŀƭŎƻƘƻƭ, 

ǘƘƻǎŜ ŀǊŜ ǘƘŜ ƻƴŜǎ ǘƘŀǘ L ǊŜŀƭƭȅ ǘŀƭƪ ŀōƻǳǘ ōƻǘƘ ǿƛǘƘΦ LŦ ǘƘŜȅ ŀǊŜƴΩǘ ǎƳƻƪƛƴƎ ŀƴŘ ǘƘŜȅΩǊŜ 

ƧǳǎǘΣ ƪƛƴŘ ƻŦΣ ƳŜŘƛǳƳ Ǌƛǎƪ ƻƴ ŀƭŎƻƘƻƭ LΩƭƭ ƳŜƴǘƛƻƴ ƛǘΣ ōǳǘ L ŘƻƴΩǘ ǊŜŀƭƭȅ ǇǳǎƘ ǘƻƻ ƳǳŎƘΦ L 

Ƨǳǎǘ ŀŘǾƛǎŜ ǘƘŜƳ ǘƻ ǘǊȅ ŀƴŘ Ŏǳǘ ōŀŎƪΦ LǘΩǎ ǘƘŜ ŘƻǳōƭŜ-headed that I really kind of go in on 

ǘƘŜ ŀƭŎƻƘƻƭ ŀƴŘ ǘƘŀǘΩǎ ǿƘŜǊŜ ȅƻǳ ƎŜǘ ǎƻƳŜ ƪƛƴŘ ƻŦ Ŧǳƴƴȅ ǊŜǎǇƻƴǎŜǎ ƻŦ not really 

ŀǇǇǊŜŎƛŀǘƛƴƎ Ƙƻǿ Ǌƛǎƪȅ ǘƘŀǘ ƛǎΦέ (CTMi-07) 

Participants who used this approach explained how the risks of smoking are more well-

known than those of alcohol. Tying questions and advice on alcohol with those of smoking 

allowed them space to discuss the risks of both with less concern about eliciting a negative 

response from patients.  

 

As alcohol consumption is enmeshed within many social routines, advising behaviour 

changes to drinking practices were said to feel different, and to be more difficult to advise 

on than other risk behaviours. This was particularly difficult with some participant groups.  

ά! ƭƻǘ ƻŦ ǘƘŜ ǘƛƳŜ ƻƭŘŜǊ ƳŜƴ ŀƴŘ ȅƻǳ ǘƘƛƴƪ ǘƘŀǘΩǎ ǘƘŜƛǊ ǎƻŎƛŀƭ ƭƛŦŜΦ LǘΩǎ ŀ ƘŀǊŘ ƻƴŜΦ L ŀŘǾƛǎŜ 

them to avoid the sugar in the alcohol and carbonated drinks. I find that one a bit of a 

Ŧǳƴƴȅ ƻƴŜ ǘƻ ŀŘǾƛǎŜ ƻƴΦ LΩƳ ƴƻǘ ƻǾŜǊƭȅ ŎƻƴŦƛŘŜƴǘ ƛƴ ǘƘŀǘέ (ABs1-05 DT). 
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As it was something raised in the ACORN or medical form, some DTs talked of how it was 

therefore something the dentist would discuss with patients: άǘƘŀǘΩǎ ǎƻƳŜǘƘƛƴƎ ǘƘŀǘΩǎ ŘƻƴŜ 

ƻƴ ǘƘŜ !/hwb ŀǎ ǿŜƭƭΦ {ƻΣ L ŦŜŜƭ ǘƘŀǘ ǘƘŀǘΩǎ ƳƻǊŜ ǘƘŜ ŘŜƴǘƛǎǘ ǘƘŀǘ ǿƻǳƭŘ ŀǇǇǊƻŀŎƘ ǘƘŀǘ ǿƛǘƘ 

ǘƘŜƳέ (ABs1-04 DT). Some DTs reported only bringing up alcohol consumption regarding 

ǾƛǎƛōƭŜ ǎǘŀƛƴƛƴƎ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǘŜŜǘƘ ŀƴŘ Ƙƻǿ ǘo minimise it, or in conjunction with 

ǎƳƻƪƛƴƎ ŀǎ ǇŀǊǘ ƻŦ ŀ ŘƛǎŎǳǎǎƛƻƴ ƻŦ ƻǊŀƭ ŎŀƴŎŜǊ ǊƛǎƪǎΦ 5Ŝƴǘŀƭ ƴǳǊǎŜǎΩ ŀŘǾƛŎŜ ƻƴ ŀƭŎƻƘƻƭ 

consumption mainly focussed on issues with antibiotics prescribed by the dentist.  

 

4.3 Themes from the dental professional interviews 

The findings have been broadly organised into six themes: the responsibility and capability 

of dental professionals for OHE; being a good clinician or being a profitable business; 

dynamic ways of offering OHE; ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ŦƻǳǊ ǇŀǘƛŜƴǘ ΨǘȅǇŜǎΩ; the motivating factors for 

self-care and their influence on behaviour change; and acceptance of patient 

unpredictability as motivation for OHE provision. Table 4.2 outlines these themes and the 

associated subthemes.  

 

4.3.1 OHE responsibility and capability  

This section ŜȄǇƭƻǊŜǎ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎΩ ǊŜŦƭŜŎǘƛƻƴǎ ƻƴ ǘƘŜƛǊ ƻǿƴ ǊƻƭŜ ƛƴ hI9 ŀƴŘ ǿƘƛŎƘ 

member of the dental team they view as the best placed to carry out OHE, their confidence 

in providing OHE.  
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Table 4.2 Overview of dental professional themes and subthemes 

Theme Subthemes 

4.3.1 OHE responsibility and capability  

4.3.1.1 Dentistry as encouraging patient responsibility 
for their oral health 
4.3.1.2 The contribution of different dental 
professional roles to OHE 
4.3.1.3 Confident in what they know  

4.3.2 Being a good clinician or being a 
profitable business 

4.3.3 Dynamic ways of offering OHE  
4.3.3.1 According to patient risk and perception of 
patient need 
4.3.3.2 According to patient receptivity 

пΦоΦп tŜǊŎŜǇǘƛƻƴǎ ƻŦ ŦƻǳǊ ǇŀǘƛŜƴǘ άǘȅǇŜǎέ 

4.3.4.1.1 Problem-focussed irregular attenders 
4.3.4.1.2 Regular attenders for monitoring and 
maintenance 
4.3.4.1.3 Regular attenders with good intentions but 
competing circumstances or priorities 
4.3.4.1.4 Patients with an interest in their general 
health 

4.3.5 Motivating factors and their influence on 
behaviour change 
 

4.3.5.1.1 Motivated by new information 
4.3.5.1.2 Motivated to avoid further treatment 
4.3.5.1.3 Aesthetics and motivation 
4.3.5.1.4 Cultural attitudes and expectations of oral 
health 
4.3.5.1.5 Relationship with the dental professional 

4.3.6 Acceptance of patient unpredictability as 
motivation for OHE provision 

4.3.6.1 Gaining pleasure from improvement 
4.3.6.2 Frustration and disappointment from lack of 
behaviour change 
4.3.6.3 Acceptance and shared responsibility 
4.3.6.4 Unpredictable patient outcomes and getting it 
right at the right time 

 

 

4.3.1.1 Dentistry as encouraging patient responsibility for their oral health 

When talking about providing OHE, participants explained that they saw the aim of the task 

as providing information and tools that would enable patients to better care for their own 

oral health.  

άDƛǾƛƴƎ ǇŜƻǇƭŜ the tools to be able to make good choices and look after their teeth, so 

ƘƻǇŜŦǳƭƭȅ ǘƘŜȅ ŘƻƴΩǘ ƎŜǘ ǇǊƻōƭŜƳǎ ƛƴ ǘƘŜ ŦǳǘǳǊŜέ (Abi-03) 

CƻǊ ǎƻƳŜΣ ǘƘƛǎ ŦƛǊǎǘƭȅ ƛƴǾƻƭǾŜŘ ŎƘŀƴƎƛƴƎ ǇŀǘƛŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ŘŜƴǘŀƭ ǇǊƻǾƛǎƛƻƴΦ ¢Ƙƛǎ 

reorientation of dental care expectaǘƛƻƴ ǿŀǎ ƛƴǘŜƴŘŜŘ ǘƻ ǎƘƛŦǘ ǇŀǘƛŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ŀǿŀȅ 
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from seeing the dental practice as a service there to Ψfix problemsΩ to encouraging patients 

to take more ownership and control over their own oral care. Participants noted that they  

only see the patient once or twice a year and noted the importance of getting the message 

ŀŎǊƻǎǎ ǘƘŀǘ ǿƘŀǘ ǇŀǘƛŜƴǘǎΩ Řƻ ŀǘ ƘƻƳŜ ƛǎ ƪŜȅ ǘƻ ƳŀƛƴǘŀƛƴƛƴƎ ǘƘŜƛǊ ƻǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ǇǊŜǾŜƴǘƛƴƎ 

the need for dental service intervention.  

άL ǘƘƛƴƪ ȅƻǳ ƘŀǾŜ ǘƻ Ǉǳǘ ǎƻƳŜ ƻŦ ǘƘŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ƻƴǘƻ ǘƘŜ ǇŀǘƛŜƴǘ ŀƴŘ ƛŦ ǿŜ ŘƻƴΩǘ ǘŜŀŎƘ 

ǘƘŜƳ ǇǊƻǇŜǊƭȅ ǘƘŜƴ ǘƘŜȅ ǿƛƭƭ ƴŜǾŜǊ ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘέ (ABs1-04 DT) 

 

Encouraging a sense of responsibility and control was explained to be important for patients 

to feel a sense of self-efficacy over their own oral health efforts. Participants contrasted 

between patients with self-efficacy about their oral health routine and those who adopted a 

άwhat will be will beέ ŀǘǘƛǘǳŘŜΦ tŀǘƛŜƴǘǎ ǿƛǘƘ ŀ ŦŀǘŀƭƛǎǘƛŎΣ ŜȄǘŜǊƴŀƭ ƭƻŎǳǎ ƻŦ ŎƻƴǘǊƻƭ ǿŜǊŜ ǎŀƛŘ 

to be less likely to engage with advised oral health measures as they saw the outcomes as 

out of their hands. In contrast, those with greater self-efficacy were said to have a greater 

perceived sense of control and therefore more motivation to engage with oral care.  

άLǘ Ƴŀȅ ŎƻƳŜ Řƻǿƴ ǘƻ ǘƘŜ ǿŀȅ ǘƘŜȅ ǾƛŜǿ ǘƘƛƴƎǎΦ {ƻΣ ƛŦ ǘƘŜȅΩǾŜ Ǝƻǘ ǘƘŜ ǎŀƳŜ ƛƴǘŜǊƴŀƭ 

ƭŜǾŜƭ ƻŦ ŎƻƴǘǊƻƭΣ ǘƘŜȅ ŎƻƴǘǊƻƭ ǘƘŜƛǊ ƻǿƴ ŘŜǎǘƛƴȅΦ ¢ƘŜȅΩƭƭ ōŜ ŀ ōƛǘ ƳƻǊŜ ŦƻŎǳǎǎŜŘ ƻƴΣ ΨwƛƎƘǘΣ 

ǿŜƭƭ ƛŦ L Ŏŀƴ Řƻ ǘƘƛǎ ŦƻǊ ƳȅǎŜƭŦΣ LΩƭƭ Řƻ ƛǘΦΩ wŀǘƘŜǊ ǘƘŀƴ ΨhƘ ǿŜƭƭΣ ǿƘŀǘŜǾŜǊ L Řƻ ƛǘ ŘƻŜǎƴΩǘ 

ƳŀǘǘŜǊΦ ²Ƙŀǘ ǿƛƭƭ ōŜ ǿƛƭƭ ōŜΩΦ (ABi-05) 

 

Patients taking control and responsibility for their own oral health also had implications for 

the practice. Prevention of poor oral health and its associated treatment demands was said 

to reduce the workload for dental teams. Some also talked of the difficulty of carrying out 

quite sophisticated treatments and restorations which fail because the patient failed to 



156 

sǳǎǘŀƛƴ ǎǳŦŦƛŎƛŜƴǘ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜ ŀŦǘŜǊ ǘƘŜ ǘǊŜŀǘƳŜƴǘΦ 9ƴŎƻǳǊŀƎƛƴƎ ǇŀǘƛŜƴǘǎΩ ŎƻƴǘǊƻƭ ŀƴŘ 

responsibility was also said to reduce feelings of blame towards the dental team if they 

were experiencing poor oral health.   

άtŀǘƛŜƴǘǎ ǎƘƻǳƭŘ ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ƛŦ ǘƘŜre is something going wrong in their oral health, 

ƛǘΩǎ ƴƻǘ ǘƘŜ ŘŜƴǘƛǎǘΩǎ Ŧŀǳƭǘέ (CTMs1-04) 

 

Participants involved in the contract pilot told of how an increased focus on prevention was 

becoming the norm in dental care and how they expected this to become more common in 

all Welsh dental practices in the future if the NHS contract changes.  

ά¢ƘƛƴƎǎ ŀǊŜ ŎƘŀƴƎƛƴƎ ŀƴŘ ŀǎ ǘƘƛǎ ŎƻƴǘǊŀŎǘ ŎƻƳŜǎ ƛƴ ǘƘŜȅ ǿƛƭƭ ŎƘŀƴƎŜΣ ŀƴŘ L ǘƘƛƴƪ ǿŜ ƴŜŜŘ 

ǘƻ ǎǘŀǊǘ ǇǳǘǘƛƴƎ ƳƻǊŜ ƻŦ ŀ ŦƻŎǳǎ ƻƴǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎΦ ¢Ƙŀǘ ǘƘŜȅΩǊŜ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǘheir oral 

ƘŜŀƭǘƘΣ ŀǎ ƳǳŎƘ ŀǎ ǘƘŜƛǊ ƳŜŘƛŎŀƭ ƘŜŀƭǘƘ ώΧϐ L ǘƘƛƴƪ ƛǘ ǿƛƭƭ ōŜ ŎƘŀƴƎƛƴƎέ (CTMi-02) 

 

4.3.1.2 Contribution of different dental professional roles to OHE 

All dental professional roles (i.e., dentists, DTs, DHs, DNs, and OHEds) indicated that OHE 

and prevention was an important part of their role and their clinical duty of care. However, 

there were differing opinions on which professional group was best suited to carry out OHE 

in the dental team.  

 

A number of participants questioned whether dentists had the time in appointments to 

carry out effective OHE and suggested that DCPs would be better placed to do it. However, 

this was said to vary in practice with most DTs explaining how they sometimes felt that they 

did not have enough time to give άǇǊƻǇŜǊΣ ŜŦŦŜŎǘƛǾŜ ƻǊŀƭ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǘƛƻƴέ (CTMi-08, DT). 

[ƛƪŜ ǘƘŜ ŘŜƴǘƛǎǘǎΩ ŀŎŎƻǳƴǘǎΣ 5¢ǎ ǘŀƭƪŜŘ ƻŦ ǾŀǊȅƛƴƎ ǘƘŜ ǘƛƳŜ ŘŜŘƛŎŀǘŜŘ ǘƻ hI9 ŀŎŎƻǊŘƛƴƎ ǘƻ 
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patient need, what the appointment was for, and whether they were a regular patient of 

theirs.  

ά{ƻƳŜ ǇŀǘƛŜƴǘǎ L Ƨǳǎǘ Řƻ ŦƛƭƭƛƴƎǎ ƻƴΣ ŀŘǳƭǘǎΣ ŀƴŘ ǎƻ L ǿƛƭƭ Ƨǳǎǘ ŜƴǎǳǊŜ ǘǿƛŎŜ ŀ ŘŀȅΣ ŜƭŜŎǘǊƛŎΣ 

ŦƭƻǎǎƛƴƎΣ ōǳǘ L ǿƻƴΩǘ ƘŀǾŜ ǘƘŜ ǘƛƳŜ ǘƻ ǎǇŜƴŘ ƎƻƛƴƎ ǘƘǊƻǳƎƘ ƛǘ ŀƭƭΦ  {ƻΣ ƛǘΩǎ ŀƎŀƛƴ ŀ ǘƛƳŜ 

element, but for perio patients or gum disease patients, absolutely reinforce, double 

ŎƘŜŎƪƛƴƎΣ ŎƘŜŎƪƛƴƎ ǘƘŜȅ Řƻ ƛǘ ǘƘŜ ƴŜȄǘ ǘƛƳŜΣ ǘƘƛƴƎǎ ƭƛƪŜ ǘƘŀǘΦέ  (Abs1-06, DT) 

One DT commented that on the first appointment with a new patient they try to spend at 

least half of their twenty-minute slot on OHE, regardless of whether they were NHS or 

private patients. Others explained how they commented on oral hygiene during the clinical 

work and set aside five minutes at the end of the appointment solely to discuss OHE issues.  

 

Separate clinics for the DCPs in their team (DNs, OHEds, DHs, or DTs), to engage in OHE with 

patients were posited as being the ideal approach that should be used to encourage the 

best outcome for patients. Dentists noted that having DCPs carrying out OHE was making 

the best use of the skill-mix within their team. Other participants also discussed how DCPs 

were sometimes better at providing OHE than dentists owing to the focus of their 

professional training. Only a minority of participants suggested that dentists may hand over 

responsibility to their DCPs as it is a task they dislike doing.  

ά²ƘŜƴ ǿŜΩǊŜ ǎŜŜƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΣ ǿŜ ƳŀȅōŜ ƘŀǾŜ ƭŜǎǎ ǘƛƳŜ ǘƻ ŎƘŀǘΦ ²ƘŜǊŜŀǎ ǇŀǊǘ ƻŦ ǘƘŜ 

hygienist appointment time is dedicated to oral health education, not just the actual 

ǘǊŜŀǘƳŜƴǘΦ {ƻΣ ǘƘŜƴ ǘƘŜȅ ŦŜŜƭ ǘƘŀǘ ǘƘŜȅΩǾŜ ƳŀȅōŜ Ǝƻǘ ƳƻǊŜ ƭiberty to actually sit down 

ŀƴŘ Řƻ ǘƘŜ ǘŀƭƪƛƴƎΦέ (CMTi-07) 
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The minority who did take the position that the dentist was the person best placed to 

engage in OHE suggested that the perceived higher status of dentists within the team meant 

that patients had more respect for their role and therefore took any messages delivered by 

them more seriously than from other dental team members. One DT participant noted that 

this was more evident with their private patients than with their NHS patients. Others 

explained how their DTs experienced higher levels of appointment cancellations than the 

dentist and how the patients often look to the dentist for confirmation when their DN is 

giving advice and instruction.  

 

This contrasts with another stance within the participanǘǎΩ ŀŎŎƻǳƴǘǎ - that patients relate 

better to DCPs than to dentists. The higher status and educational level of dentists were 

noted as barriers for some patients who may be overwhelmed. Their status and negative 

association of dentists with treatment was said to make some patients anxious during their 

appointment and therefore less likely to fully engage or attend to any OHE attempts. Their 

association with clinical treatment was also said to impede attempts to engage in OHE 

discussions.  

άIŀǾƛƴƎ ŘƛŦŦŜǊŜƴǘ members of the team able to give information we often find that we 

Řƻ ƎŜǘ ƳƻǊŜ ŎƻƳǇƭƛŀƴŎŜ ǿƘŜƴ ŀ ǇŀǘƛŜƴǘ ǎŜŜǎ ŀ ƘȅƎƛŜƴƛǎǘ ōŜŎŀǳǎŜ ǘƘŜȅΩǊŜ ǘƘƛƴƪƛƴƎ 

specifically cleaning. Whereas they might come and see us and then more about the 

ǘŜŜǘƘ ƻǊ ŀōƻǳǘ ƘƻƭŜǎΣ ŜǘŎΦέ (ABi-05) 

 

In contrast, DCPs were thought to be seen by patients as more άƻƴ ǘƘŜƛǊ ǎƛŘŜέ and άƻƴ ǘƘŜƛǊ 

ƭŜǾŜƭέ and therefore it was easier for them to engage in conversations about their habits and 
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lifestyles. Participants explained that alongside their dental role, DCPs were more likely to 

be from the local area of the practice which eased rapport building with patients.  

 

While DCPs were talked of as the ideal option for OHE, this did not mean absolving all 

responsibility from the dentist. Some acknowledged that even in practices with DHs or DTs, 

not all patients may have an appointment with them owing to their oral health needs and 

then dentists have a responsibility to provide information on oral hygiene. However, a team 

approach, reinforcing messages across different roles was discussed as the best option for 

influencing change in patients.  

So, I see it more as a setting up a team to enable better care to be given, but I still carry 

it out myself. (ABs1-01) 

 

Continuing the skill-mix conceptualisation of OHE, the different roles were said to each bring 

ǎƻƳŜǘƘƛƴƎ ŘƛŦŦŜǊŜƴǘ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŎŀǊŜΦ 5Ŝƴǘƛǎǘǎ ŎƻƴŘǳŎǘƛƴƎ ƻǊŀƭ ŜȄŀms were talked of as 

the starting point for OHE, with initial queries about habits and hygiene routines and the 

provision of clinical information. For those needing more intervention, an appointment with 

the DCP would allow space for a more in-depth discussion with the patient capitalising on 

their perceived prevention-focussed expertise and longer appointment times. The higher 

status of dentists was said to be helpful in this teamwork both before the appointment and 

afterwards. DCPs explained how it would be useful if the dentist made it clear to patients 

the purpose of the hygiene appointment. This would help patients to understand the OHE-

focus of the appointment. Clarifying the nature of the hygiene appointment was noted as 

beneficial in avoiding resistance from patients owing to a mismatch in expectations of the 

session, e.g., patients who are expecting more clinical treatment.  
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άL Řƻ ǘƘƛƴƪ ƛǘΩǎ ǊŜŀƭƭȅ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ ǘƘŜ ŘŜƴǘƛǎǘǎ ƳŀƪŜ ƛǘ ǾŜǊȅ ŎƭŜŀǊ ǘƘŀǘ ǘƘŀǘ ƛǎ ǿƘŀǘ 

ǿŜΩǊŜ ƎƻƛƴƎ ǘƻ ŘƻΦ So, ƛŦ ǘƘŜȅ ǎŀȅΣ ΨLΩƭƭ ōƻƻƪ ȅƻǳ ŀ ƘȅƎƛŜƴŜ ŀǇǇƻƛƴǘƳŜƴǘΩ they need to say 

ǿƘŜǊŜ ǎƘŜ ǿƛƭƭ ƎƛǾŜ ȅƻǳ ƻǊŀƭ ƘŜŀƭǘƘ ŜŘǳŎŀǘƛƻƴ ƛƴ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘΩ ǎƻ ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘǎ 

ǊŜŀƭƛǎŜ ǘƘŀǘ ƛǘΩǎ ƴƻǘ Ƨǳǎǘ ŀōƻǳǘ ǳǎ ŎƭŜŀƴƛƴƎ ǘƘŜƛǊ ǘŜŜǘƘΦέ (ABi-01, DT) 

!ŦǘŜǊ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘΣ ŘŜƴǘƛǎǘǎΩ ƘƛƎƘŜǊ ǎǘŀǘus was talked of being helpful to legitimise and 

reinforce the DCPsΩ messages. Participants reflected that patients appreciated getting 

consistent messages from the whole dental team.  

ά¢ƘŜȅ ǘƘƛƴƪΣ ΨƻƘ ŜǾŜǊȅōƻŘȅ ƛƴ ǘƘŜ ǇǊŀŎǘƛŎŜ ƛǎ ǎŀȅƛƴƎ ǘƘŜ ǎŀƳŜ ǘƘƛƴƎΦ Lǘ must mean that 

ƛǘΩǎ ǊƛƎƘǘΩ ŀƴŘ ǘƘŜȅΩǊŜ ǉǳƛǘŜ ƘŀǇǇȅ ǘƘŜƴ ǘƻ ŎŀǊǊȅ ƻƴ ŘƻƛƴƎ ƛǘΦ wŀǘƘŜǊ ǘƘŀƴ ƻƴŜ ǇŜǊǎƻƴ ǎŀƛŘ 

one thing and somebody else said something else. (ABi-02) 

 

Some dentists who worked alongside DTs, hygienists, or an OHEd explained how they did 

not provide detailed OHE themselves but gave brief information on any clinical issues and 

referred the patient on to the DT or hygienist to go into more detail and demonstrate 

techniques. DTs told how the dentists noted any specific advice that they wanted them to 

provide. This was talked of as a good use of teamwork and communication as it avoided 

unnecessary repetition within the practice and was of benefit to patients.  

ά{ƻƳŜǘƛƳŜǎ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘǎ Ƨǳǎǘ ŀǊŜƴΩǘ ƭƻƴƎ ŜƴƻǳƎƘ ǿƘŜƴ ȅƻǳ Řƻ ŀ ŎƘŜŎƪ-up, but if 

they sǇŜŎƛŦƛŎŀƭƭȅ ǿŀƴǘ ǎƻƳŜǘƘƛƴƎ ŘƻƛƴƎ ŀƴŘ ǘƘŜȅ ƘŀǾŜƴΩǘ ƘŀŘ ǘƛƳŜ ǘƘŜȅ ǿƻǳƭŘ ǿǊƛǘŜ ƛǘ ƛƴ 

the notes, ŀƴŘ ǿŜΩŘ ƳŀƪŜ ǎǳǊŜ ǘƘŀǘ ȅƻǳ ŦƻŎǳǎ ƻƴ ǘƘŀǘ ŀǘ ǘƘŀǘ Ǉƻƛƴǘ ŀǎ ǿŜƭƭΦ L ǎǳǇǇƻǎŜ ƛǘ ƛǎ 

ƎƻƻŘ ŎƻƳƳǳƴƛŎŀǘƛƻƴ ōŜǘǿŜŜƴ ǘŜŀƳ ƳŜƳōŜǊǎ ŀǎ ǿŜƭƭΦ ¸ƻǳ ŘƻƴΩǘ ǿŀƴǘ ǘƻ ōŜ ŘƻƛƴƎ ǘƘŜ 

same thing. Patients get a bit fed-ǳǇ ǘƘŜƴέ (ABs-05, DT) 
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This necessitated good team communication; one example was comments being made on 

ǇŀǘƛŜƴǘǎΩ ƴƻǘŜǎ ƻŦ hI9 ƳŜǎǎŀƎŜǎ ǘƘŜ ŘŜƴǘƛǎǘ ǿƻǳƭŘ ƭƛƪŜ ǘƘŜ 5/t ǘƻ ŎƻǾŜǊ ŀƴŘ ǘƘŜ 5/t ƴƻǘƛƴƎ 

the messages given in the session. 

 

4.3.1.3 Confident in what they know  

Participants identified the sources of information that informed the content of the advice 

that dental professionals give and how they keep their knowledge up to date. Participants 

talked of sources of knowledge for both the clinical background of lifestyle risk factors and 

how to deliver OHE.  

 

Most dentist participants reported doing άǉǳƛǘŜ ŀ ƭƻǘέ of training on OHE during their 

undergraduate or professional training. The DT participants indicated that alongside formal 

lectures, OHE was a key competency that had to be evidenced in practice in order to gain 

their dental qualification. The lectures covered aspects such as understanding behaviour 

change and motivational techniques. As registered professionals, all participants were 

members of professional organisations or registration bodies, e.g., the General Dental 

Council, British Society of Dental Hygienists and Therapists, and the British Dental 

!ǎǎƻŎƛŀǘƛƻƴΦ ¢ƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴǎΩ ƴŜǿǎƭŜǘǘŜǊǎ ƻǊ ƧƻǳǊƴŀƭǎΣ ǎǳŎƘ ŀǎ ǘƘŜ .ǊƛǘƛǎƘ 5Ŝƴǘŀƭ WƻǳǊƴŀƭΣ 

were all noted as sources of knowledge for changes in OHE advice.  

 

A few participants commented that they also got information on oral hygiene equipment 

such as electric toothbrushes and toothpastes from company sales representatives or 

άǊŜǇǎέΦ This was said to help them with information on which toothpaste to recommend, 

and most importantly what the scientific basis was for that recommendation.  
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ά¢ƘŜ ǊŜǇ ǘƘŀǘ ǿŜ ƘŀǾŜ ǎƘŜΩǎ ǾŜǊȅ ƎƻƻŘΣ ƭƛƪŜ ǎƘŜΩƭƭ ƎƛǾŜ ȅƻǳΣ ȅƻǳ ƪƴƻǿΣ Ψthis is good 

ōŜŎŀǳǎŜ ƻŦ ǘƘƛǎΦ LΩƳ ƴƻǘ Ƨǳǎǘ ǎƛǘǘƛƴƎ ŀƴŘ ǎŀying itΩΦ {ƘŜΩƭƭ ƎƛǾŜ ȅƻǳ ǘƘŜ ŜǾƛŘŜƴŎŜ ŦƻǊ ƛǘέ 

(CTMi-08, DT) 

 

A number of participants reported that they had attended CPD-accredited training sessions 

run by the large oral hygiene brands on prevention and OHE.  

The Delivering Better Oral Health toolkit was a common source of information for nearly all 

participants and provided information on both the areas and topic of OHE and suggestions 

of how to raise them in practice.  

άŦƻǊ ǳǎ ŀǎ ǇǊŀŎǘƛǘƛƻƴŜǊǎ L ǘƘƛƴƪ ǘƘŜȅ ŀǊŜ ǉǳƛǘŜΧȅŜŀƘΣ ǘƘŜȅΩǊŜ ǾŜǊȅ ǳǎŜŦǳƭέ (CTMi-04) 

 

Other resources that were mentioned included the British Periodontal Society guidelines, 

the NICE guidelines, and Scottish Dental Clinical Effectiveness. The Designed to Smile scheme 

toolkits were also noted as useful for suggesting how to explain information to different age 

groups.  

 

CPD courses are a requirement for ongoing professional registration and were also 

identified as a source of information on OHE: άLΩƳ Ŏƻƴǎǘŀƴǘƭȅ ŘƻƛƴƎ /t5έ (ABi-01, DT). 

Prevention and OHE-specific activities included the Welsh smoking cessation audit and its 

required online smoking cessation course, a face-to-face version of the smoking cessation 

course, and Making Every Contact Count. Again, the Designed to Smile training also included 

a required CPD-accredited course. The Making Prevention Work in Practice (MPWiP) course 

run by the dental section of Health Education and Innovation Wales (HEIW) was mentioned 
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by some dentists. This training-the-trainer course provided advice on how to train dental 

nurses to deliver OHE and led the dentist to reflect on their current practice. 

άL ŘƛŘ ǘƘŜ at²ƛt /ƻǳǊǎŜ ǘƻ ǘŜŀŎƘ Ƴȅ ŘŜƴǘŀƭ ƴǳǊǎŜǎ ǘƻ ŀǇǇƭȅ ŦƭǳƻǊƛŘŜΦ ²Ŝ ǿŜǊŜ ŀƭǎƻ 

taught how to teach them to do oral health education. So that kind of reminded me of 

ǘƘŜ ōŀǎƛǎ ƻŦ Ƙƻǿ ǘƻ ƎƛǾŜ ƛǘΣ ƳƻǊŜ ǎƻ ǘƘŀƴ Ƨǳǎǘ ǿƘŀǘ LΩǾŜ ōŜŜƴ ŘƻƛƴƎ ƎŜƴŜǊŀƭƭȅέ (ABi-03) 

 

Participants talked of getting information from courses that were not directly addressing 

OHE. For example, one participant detailed getting information on toothpaste from a 

periodontal course that they had attended. Another mentioned that OHE training typically 

provides the same basic advice and receiving information on how to deliver it as a 

professional and as a practice was more beneficial.  

 

Participants in all dental roles suggested that discussion with other professionals was of 

value to their everyday practice. Participants indicated that they may not gain much new 

clinical knowledge from more formal learning activities and that without discussing their 

work with others there was a risk of getting stuck in a routine of providing OHE that did not 

necessarily use the most effective methods. Discussing experiences of OHE with colleagues 

provided insight and tips from other professionals on how to deliver advice and how to 

communicate effectively with patients. Examples described as helpful in the interviews 

included discussions in member-only dental groups on Facebook about experiences of 

working with anxious patients and with colleagues in other professional roles within their 

practice.  
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άL Řƻ ōŜƴŜŦƛǘ ŦǊƻƳ ŎƘŀǘǘƛƴƎ ǘƻ ǎƻƳŜ ƻǘƘŜǊ ǇŜƻǇƭŜΦ {ƻΣ ǘƘŜǊŜΩǎ ƻƴŜ ƘȅƎƛŜƴƛǎǘ ǿƘƻ L ǿƻǊƪ 

quite closely with and just having a chat about what they do, for example, is helpful just 

to kind of havŜ ŀ ŎƻǳǇƭŜ ƻŦ ƴŜǿ ƛŘŜŀǎέ (CTMi-07) 

 

Participants mostly reported being confident in their OHE knowledge and communication 

skills. Good communication skills were characterised as the ability to tailor messages to 

different people and were a valued aspect of OHE. Confidence for the dental professionals 

was linked with their level of comfort about their knowledge of OHE advice and the control 

over the appointment. For example, both more experienced and newer to OHE participants 

recognised that experience of communicating with patients was key to gaining confidence.  

ά¢ƘŜ ƳƻǊŜ ȅƻǳ ǿƻǊƪ, ǘƘŜ ƳƻǊŜ ȅƻǳ ƭŜŀǊƴΦέ (CTMs1-01, DN) 

 

Some recounted how they were initially wary of engaging in OHE with patients. However, 

with experience of encountering different patients they gained άŀƴ ŀǊƳƻǳǊȅ ƻŦ ǘƻƻƭǎέ to use 

ǎǳŎƘ ŀǎ ǊŜŀŘƛƭȅ ŀǾŀƛƭŀōƭŜΣ ŎƻƴŎƛǎŜ ŀƴǎǿŜǊǎ ǘƻ ǘȅǇƛŎŀƭ ǇŀǘƛŜƴǘ ǉǳŜǎǘƛƻƴǎΦ tŀǊǘƛŎƛǇŀƴǘǎΩ ǘŀƭƪ 

reflected how confidence was associated with OHE becoming a tacit part of the 

ŀǇǇƻƛƴǘƳŜƴǘΣ ŘŜǾŜƭƻǇƛƴƎ ŀ άǊƻǳǘƛƴŜέ of what to say that came άŀǳǘƻƳŀǘƛŎŀƭƭȅέ or 

άƴŀǘǳǊŀƭƭȅέ to them as time went on. The dental nurse participants also expressed a desire 

to gain confidence through experience for their move to working independently of the 

dentist or DT in the proposed fluoride application and OHE appointments.  

 

Some felt less confident about their abilities during time-pressured appointments where 

they spoke of concerns about accidentally omitting information that they would normally, 

or would have liked to, include. Others explained how they felt confident discussing topics 
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that they felt they had good knowledge about but were less confident about discussing non-

clinical issues such as new products or more lifestyle issues (e.g., alcohol or substance 

abuse) where they preferred to refer the patients on to their GMP or another relevant 

service.  

 

While most had confidence in their communication skills in OHE some acknowledged that 

this did not necessarily mean that their confidence extended to the likelihood of patients 

making changes as a result. Some explained that they often felt that the OHE interactions 

went well with good communication and patient interaction, but that this did not always 

translate into a positive patient outcome.  

ά{ƻΣ L ǿƻǳƭŘƴΩǘ ǎŀȅ ƛǘΩǎ ŀƭǿŀȅǎ ǎǳŎŎŜǎǎŦǳƭΦ L ŦŜŜƭ ŎƻƴŦƛŘŜƴǘ ƛƴ Ƴȅ ŀōƛƭƛǘȅ ǘƻ Ŏommunicate, 

ōǳǘ L ŘƻƴΩǘ ŀƭǿŀȅǎ ŦŜŜƭ ŎƻƴŦƛŘŜƴǘ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ŘƻΦέ (CTMi-07) 

/ƻƴŎŜǊƴ ƻǾŜǊ ǘƘŜ ǳƴǇǊŜŘƛŎǘŀōƛƭƛǘȅ ƻŦ ǇŀǘƛŜƴǘǎΩ ǇƻǘŜƴǘƛŀƭ ǊŜǎǇƻƴǎŜǎ ǘƻ ŘƛŦŦŜǊŜƴǘ hI9 ǘƻǇƛŎǎ 

were related by participants to their confidence in that topic. Similarly, experience of 

ǳƴǇǊŜŘƛŎǘŀōƭŜ ǇŀǘƛŜƴǘ ƻǳǘŎƻƳŜǎ ŀƭǎƻ ƛƳǇŀŎǘŜŘ ǘƘŜƛǊ ŎƻƴŦƛŘŜƴŎŜ ƛƴ ǇŀǘƛŜƴǘΩǎ ǊƻƭŜ ƛƴ ǘƘŜ hI9 

interaction.  

 

4.3.2 Being a good clinician or being a profitable business 

This section opens with the main practical contextual factors that dental professional 

participants identified as influencing the provision of OHE in NHS dental practices. Practical 

contextual factors such as the NHS funding system and the knock-on effect of time 

constraints within appointments are outlined.  
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Funding restrictions created a tension for participants between doing something that they 

ǎŀǿ ŀǎ ŀ Ǿƛǘŀƭ ǇŀǊǘ ƻŦ ǘƘŜƛǊ ǇǊƻŦŜǎǎƛƻƴŀƭ ǊƻƭŜ όάōŜƛƴƎ ŀ ƎƻƻŘ ŎƭƛƴƛŎƛŀƴέύ but losing money and 

time in already time-limited appointments if it was carried out.  

ά²ƛǘƘ ǘƘŜ ¦5!ǎ ǘƘŜǊŜΩǎ ƴƻ ŦƛƴŀƴŎƛŀƭ ōŜƴŜŦƛǘ ǘƻ ƎƛǾƛƴƎ ƛǘ ώhI9ϐΦ {ƻΣ ŀƴȅ ǘƛƳŜ ȅƻǳ Řƻ ƎƛǾŜ 

ȅƻǳΩǊŜ ŘƻƛƴƎ ƛǘ ŦƻǊ ōŜƛƴƎ ŀ ƎƻƻŘ ŎƭƛƴƛŎƛŀƴ ŀƴŘ ƘŀǾƛƴƎ ǘƻ ǎŀŎǊƛŦƛŎŜ ŘƻƛƴƎ ƻǘƘŜǊ ǘƘƛƴƎǎέ 

(ABi-03) 

ά¢ƘŜ ƳƻǘƛǾŀǘƛƻƴ ƛǎ ǘƘŜǊŜΦ ²ŜΩǊŜ ŜƴƎŀƎŜŘΦ ²Ŝ ƭƛƪŜ ǘƻ ƘŜƭǇ ǇŜƻǇƭŜΦ ²Ŝ ŎŀƴΩǘ ŀŦŦƻǊŘ ǘƻ Řƻ 

ƛǘΦέ (ABs1-02) 

 

Only one associate dentist participant spoke of having long appointment times, something 

that they had negotiated with the principal dentist, and that having the time to carry out 

OHE was not a problem. All other participants in all dental roles told of how they were 

under time pressures owing to the NHS financial remuneration system. To meet their UDA 

targets, a high number of patients had to be seen in practice per day. The number of 

patients seen during the day necessitated short appointments which then limited the 

amount of time they could spend discussing prevention and OHE. Despite acknowledging 

the importance of prevention, the low UDA banding of prevention work was said to be a 

direct barrier to how it is implemented in practice.  

ά¢ƛƳŜ, which is dictated by money obviously, and the UDA system is culpable for that 

because it delivers on activity, the things you do.έ (ABi-05) 

 

Dentists talked of the different ways of incorporating OHE into their appointment times. The 

reported short appointment times led to different ways of fitting OHE in alongside their 

clinical and administrative work.  
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ά²Ŝƭƭ ōŀǎƛŎŀƭƭȅ L ƻƴƭȅ ƎŜǘ ǘŜƴ ƳƛƴǳǘŜǎ ŦƻǊ ŀƴ ŜȄŀƳƛƴŀǘƛƻƴ ώΧϐ ōǳǘ ƛƴ ǘƘŀǘ ǘŜƴ ƳƛƴǳǘŜǎ LΩǾŜ 

got to check their name, address, medical history. Do the check-up, do the examination 

ŀƴŘ ǘƘŜ .tǎ όōƭŜŜŘƛƴƎ ǇƻƛƴǘǎύΣ ŀƴŘ ǘƘŜƴ ǘŀƭƪ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘΦ ώΧϐ {ƻΣ ǘƘŜǊŜΩǎ ŀ ƭƻǘ ƻŦ ǘƛƳŜ 

ŎƻƴǎǘǊŀƛƴǘǎ ƻƴ ƛǘΦέ (CTMi-01) 

 

One approach was to discuss it at the start of the appointment when checking medical 

history forms, however this was characterised as more of an άŀǿŀǊŜƴŜǎǎ ǊŀƛǎƛƴƎέ than OHE 

interaction. Other dentist participants talked of providing OHE throughout the appointment 

when doing the examination or the periodontal treatment (treatment below the gum line) 

or when the opportunity arose. This was sometimes followed up with a recap at the end of 

the appointment.  

άL ǘŜƴŘ ǘƻ ǘǊȅ ŀƴŘ ǘƘǊƻǿ ƛǘ ƛƴ ŀǎ LΩƳ ŘƻƛƴƎ ǘƘŜ ŎƘŜŎƪ-ǳǇΦ {ƻΣ LΩƭƭ ōŜ ŎƘŀǊǘƛƴƎ ŀƴŘ ǘƘŜƴ LΩƳ 

ǘŀƭƪƛƴƎ ǘƻ ǘƘŜ ǇŀǘƛŜƴǘ ŀ ōƛǘ ƘŜǊŜ ŀƴŘ ǘƘŜǊŜΦέ (CTMi-07) 

Most participants reported that these time restrictions meant that they did not give as 

much OHE as they thought they should during the appointments.  

 

Time spent discussing OHE causing the appointment to over-run into the next booked 

appointment slot had a knock-on effect for other patients and it was difficult to get the day 

back on schedule. Patients presenting with complex clinical needs were noted to have even 

less time for OHE owing to the extra work that needed to be completed within the 

appointment or a series of appointments. Conversely, patients with better oral health left 

more time in the appointment for OHE while they were not those that would benefit most.  

ά¦ƴŦƻǊǘǳƴŀǘŜƭȅΣ ƛǘ ǘŜƴŘǎ ǘƻ ōŜ ǘƘŀǘ ǘƘŜ ǇŜƻǇƭŜ ǿƘƻ ŎƻƳŜ ƛƴ ǿƛǘƘ ƭƻŀŘǎ ƻŦ ǇǊƻōƭŜƳǎ 

because they then need lots of things fixed and lots of discussion and lots of options and 
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ŀƭƭ ƻŦ ǘƘŀǘΣ ȅƻǳ Ŏŀƴ ŜƴŘ ǳǇ ŀŎǘǳŀƭƭȅ ǇǳǘǘƛƴƎ ŀǎƛŘŜ ǎƻƳŜ ƻŦ ǘƘŜ ǘƛƳŜ ȅƻǳΩŘ ǎǇŜƴŘ ƻƴ 

ǇǊŜǾŜƴǘƛƻƴΦ ²ƘŜǊŜŀǎ ŀŎǘǳŀƭƭȅ ǘƘŜȅΩǊŜ ǘƘŜ ƻƴŜǎ ǿƘƻ ƴŜŜŘ ƛǘ Ƴƻǎǘ ŀƴŘ ǘƘŜ ƻƴŜǎ ǿƘƻ ŎƻƳŜ 

ƛƴ ŀƴŘ ǘƘŜȅΩǾŜ Ǝƻǘ ƴƻ ǇǊƻōƭŜƳǎΣ ȅƻǳΩǾŜ ǘƘŜƴ Ǝƻǘ ŀ ŦŜǿ ƳƛƴǳǘŜǎ ǿƘŜǊŜ ȅƻǳ Ŏŀƴ ǘŀƭƪ ŀōƻǳǘ 

ƛǘΣ ǘƘŜȅ Ŏŀƴ ƭƻƻƪ ŀŦǘŜǊ ǘƘŜƳǎŜƭǾŜǎ ŀ ōƛǘ ōŜǘǘŜǊ ƻǊ ǿƘŀǘŜǾŜǊΦ LǘΩǎ ƪƛƴŘ ƻŦΣ ƭƛƪŜΣ ǘƘŜ 

ŘƛŎƘƻǘƻƳȅ ƛƴ ǘƘŀǘ ǎŜƴǎŜέ (CTMi-07)  

 

Working in a diverse skill-mix practice was noted as one way to help with these time 

pressures. Having a DT, HT, or OHEds so that they could delegate the demonstration work 

(e.g., toothbrushing techniques and the correct use of other cleaning implements) was said 

to ease their workload. Receiving additional funding to help pay for DCPs to help with 

provision was also desired. After attending MPWiP courses some participants recalled 

discussing the potential benefits of DNs using empty surgeries one afternoon a week to 

spend time with patients but noted that this would have to be funded by the practice and 

ǎƻƳŜƻƴŜ ŜƭǎŜ ǿƻǳƭŘ ƘŀǾŜ ǘƻ ŎŀǊǊȅ ƻǳǘ ǘƘŜ 5bǎΩ ƻǘƘŜǊ ǊƻƭŜǎΦ  

άƴƻǘ Ƴŀƴȅ ǇǊŀŎǘƛŎŜǎ ƘŀǾŜ ǘƘŜ ŦǳƴŘƛƴƎ ƻǊ ǘƘŜ ƳƻƴŜȅ ǘƻ Ƨǳǎǘ have a free surgery and a 

ƴǳǊǎŜ ǘƻ ōŜ ŘƻƛƴƎ ǘƘƛǎέ (ABs1-06, DT) 

 

Empty surgeries were more likely to be staffed by an associate dentist who could complete 

more UDAs for the practice and therefore generate more income. However, as Associates 

are typically paid by the number of UDAs they complete, the UDA funding system provides 

no financial motivation for them to engage in low-banded work such as OHE and 

prevention.  
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Several participants commented that their practice had or were planning to train DNs in 

fluoride application and OHE. A selection of participants noted that some of their DNs were 

initially wary of taking on more responsibility. It was also acknowledged that if they are 

willing to gain extra qualifications and take on more responsibility then it was only 

reasonable for them to expect to be paid more. Again, this was an area not accommodated 

within the current contract.  

άIŜΩǎ Ǝƻǘ ŀƭƭ ǘƘŜǎŜ ƴǳǊǎŜǎ ǘƘŀǘ ƘŜΩǎ ǘǊŀƛƴŜŘ ǳǇ ƻǊ ǇŀƛŘ ǘƻ Řƻ ŦƭǳƻǊƛŘŜ ǾŀǊƴƛǎƘΦ ¢ƘŜȅ ŘƻƴΩǘ 

do it and the girls complained becausŜ ǘƘŜȅΩǊŜ ƴƻǘ ƎŜǘǘƛƴƎ ǇŀƛŘ ŀƴȅ ŜȄǘǊŀ ŦƻǊ ƛǘ ǿƘŜƴ 

ǘƘŜȅ Řƻ ƛǘέΦ (CTMi-08, DT) 

 

Certain participants explained that their practice did adopt a preventive-focussed way of 

working which utilised the skill-mix of the practice team. They accepted that this resulted in 

some financial impact but felt it was worth it for better patient care.  

ά²Ŝ ŦŜƭǘ ƛǘΩǎ ǘƘŜ ǘȅǇŜ ƻŦ ǇǊŀŎǘƛŎŜ ǿŜ ƭƛƪŜ ǘƻ run, and it keeps our therapist and hygienist 

in work as well. So, ǿŜΩǾŜ ƴŜǾŜǊ ǊŜŀƭƭȅ ǘƘƻǳƎƘǘ ŀōƻǳǘ ǘƘŜ ōǳǎƛƴŜǎǎ ǎƛŘŜ ƻŦ ǘƘƛƴƎǎΦ ²ŜΩǾŜ 

Ƨǳǎǘ ǇǊƻōŀōƭȅ ǘǊƛŜŘ ǘƻ ǘƘƛƴƪ ŀōƻǳǘ ǘƘŜ ƴŜŜŘ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘΦέ (CTMi-03) 

 

The reduction in UDAs, longer appointment times, and the increased focus on prevention 

were noted to have made some improvements for those practices involved in the contract 

reform pilot. For others, the main difference commented on was the implementation of the 

ACORN and the traffic light system. While most explained that they already used a similar 

procedure, the ACORN was said to have formalised their history taking and risk 

assessments. Some noted how the ACORN part of the contract reform pilot opened-up 
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opportunities to ask more questions with patients. Some talked of how they were giving 

advice to all patients rather than when there were evident problems.  

ά²ŜΩǊŜ ƎƛǾƛƴƎ ŀŘǾƛŎŜ to everybody now. I think before that I mostly just gave advice 

ǿƘŜƴ L ŦƻǳƴŘ ǇǊƻōƭŜƳǎΦ LŦ ǇŜƻǇƭŜ ŘƛŘƴΩǘ ƘŀǾŜ ŀƴȅ ƛǎǎǳŜǎΣ ǘƘŜƴ L ǿƻǳƭŘ ƘŀǾŜ Ƨǳǎǘ ŦƭƛǘǘŜŘ 

ƻǾŜǊ ƛǘΣ ōǳǘ ƴƻǿ LΩƳ ŀǎƪƛƴƎ ŜǾŜǊȅōƻŘȅ ŜǾŜǊȅ ǉǳŜǎǘƛƻƴέ. (ABi-03) 

Others noted an increase in teamwork within their practice with the employment of a DT 

and DHs. The training of DNs to carry out fluoride application and deliver OHE was also 

commented on as something that had come about because of their participation in the pilot 

scheme.  

 

4.3.3 Dynamic ways of offering OHE 

4.3.3.1 According to patient risk and perception of patient need 

For participants, the first step to determining when and what OHE to provide was 

information gathering and an extensive risk assessment:  

ά¸ƻǳ ƴŜŜŘ ǘƻ ǘŀƪŜ ǘƘŜ ǿƘƻƭŜ ƳŜŘƛŎŀƭ ƘƛǎǘƻǊȅΣ ŘŜƴǘŀƭ Ƙistory and everything and then 

advise them accordingly.έ (CTMs1-04)  

 

While all talked of their practice having their own medical history form, participants 

engaged in the contract reform pilot highlighted that the ACORN form and history-taking 

was more in-depth and formalised.  

άǿŜ ƘŀǾŜ ǘƻ ǊŀǘŜ ǇŀǘƛŜƴǘǎ ƻƴ ŎŀƴŎŜǊ Ǌƛǎƪ ŀƴŘ ŎŀǊƛŜǎ ǊƛǎƪΣ ƘƛƎƘ ŀƴŘ ƭƻǿ ώΧϐ ǘƘŜƛǊ ǇǊŜǾƛƻǳǎ 

ŘŜŎŀȅ ŜȄǇŜǊƛŜƴŎŜ ŀƴŘ ǘƘŜƛǊ ƻǊŀƭ ƘȅƎƛŜƴŜ ǿƘŜǘƘŜǊ ǘƘŜȅΩǊŜ ƘƛƎƘΣ ƳŜŘƛǳƳ ƻǊ ƭƻǿ ŎŀǊƛŜǎ ǊƛǎƪΦ 

²ŜΩǾŜ ŀƭƭ Ǝƻǘ ǘƻ Ǉǳǘ ǘƘŀǘ ƛƴ ƻǳǊ ƘƛǎǘƻǊȅ ƴƻǿΦέ (CTMi-01) 
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Participants used the information in the forms to do a risk assessment and form a plan for 

ǘƘŜ ǇŀǘƛŜƴǘǎΩ ǘǊŜŀǘƳŜƴǘ ŀƴŘ ǇǊŜǾŜƴǘƛƻƴ ƴŜŜŘǎΦ ¢ƘŜ ǇǊƻŎŜǎǎ ǿŀǎ ŀƭǎƻ ǎŀƛŘ ǘƻ ƳŀƪŜ 

prevention and OHE more explicit as an activity rather than an implicit part of their role. 

άLǘΩǎ ōŜŎƻƳŜ ƳƻǊŜ ǎǇŜŎƛŦƛŎ ǘƻ ǇŀǘƛŜƴǘǎΦ aƻǊŜ ƳŜŀǎǳǊŀōƭŜ ƛƴ ǘŜǊƳǎ ƻŦ ǿƘŀǘ ǿŜΩǊŜ 

ǊŜŎƻǊŘƛƴƎ ƛƴ ǘŜǊƳǎ ƻŦ ǿƘŀǘ ŀŘǾƛŎŜΣ ƘŜƭǇΣ ŀƴŘ ƛƴǘŜǊǾŜƴǘƛƻƴ ǿŜΩǊŜ ƎƛǾƛƴƎ ǘƘŜƳ.έ (ABi-05) 

 

Participants commented that the forms sometimes uncovered surprising risk information 

about patients. For example, patients with good oral health who then report that they take 

four sugars in their tea. Some also noted that the process creates a space for discussion with 

ǇŀǘƛŜƴǘǎ ŀƴŘ ƎƛǾŜǎ ǘƘŜ ŀǇǇƻƛƴǘƳŜƴǘ άƳƻǊŜ ǎǘǊǳŎǘǳǊŜ ŀƴŘ ƛǘ ƳŜŀƴǎ ƛǘ ŘƻŜǎƴΩǘ ǎƻǊǘ ƻŦ ŎƻƳŜ ƻǳǘ 

of nowhere then when you start to tell patients.έ (ABi-03) 

 

While some patients may only need a quick summary as a reminder or to reinforce good 

oral hygiene measures, others may require more intervention and therefore longer 

discussion time. New patients may also need greater input.  

άƛŦ ǿŜΩǊŜ ǎǘŀǊǘƛƴƎ ŦǊƻƳ scratch, it might be going right back to basics. You know, the type 

of toothbrush they use. The correct way to hold it. Have they ever heard about 

interdental cleaning and how important it is that they do it every day? How long it takes 

ŦƻǊ ǇƭŀǉǳŜ ǘƻ ōǳƛƭŘ ǳǇ ƛƴ ǘƘŜ ƳƻǳǘƘ ŀƴŘ ǘǳǊƴ ƛƴǘƻ ŎŀƭŎǳƭǳǎΦ {ƻ ƻōǾƛƻǳǎƭȅ ƛǘΩǎ ƎƻƛƴƎ ǘƻ ōŜ 

ƳƻǊŜ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŦƻǊ ƴŜǿ ǇŀǘƛŜƴǘǎ ōŜŎŀǳǎŜ ǿŜ ŘƻƴΩǘ ƪƴƻǿ ǿƘŀǘ ǘƘŜȅΩǾŜ ōŜŜƴ 

ŜȄǇƻǎŜŘ ǘƻ ƛƴ ǘƘŜ ǇŀǎǘΣ ŀƴŘ ƛŦ ƛǘΩǎ Ƨǳǎǘ ŀ ǊŜƎǳƭŀǊ ǇŀǘƛŜƴǘ ƛǘΩƭƭ Ƨǳǎǘ ōŜ ŀ ōǊƛŜŦ ǎǳƳƳŀǊȅΦέ 

(CTMi-03) 
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Participants indicated that there were very few situations when they would not try and offer 

OHE during an appointment. Situations such as medical emergencies, when a patient was in 

considerable pain were noted as situations where participants might not provide advice. 

Participants explained that they also gave some level of OHE to people ranked as low risk 

(green), well as those in the amber and red categories, even if this was reflecting on good 

brushing technique or reinforcing other key messages.  

άL ǇǊƻōŀōƭȅ ƎƛǾŜ ƛǘ ǘƻ ŜǾŜǊȅƻƴŜΣ ŜǾŜƴ ƛŦ ǘƘŜȅ ǘƘŜƻǊŜǘƛŎŀƭƭȅ ŎŀƳŜ ƛƴ ǿƛǘƘ ƴƻ ŎŀǊƛŜǎ ƻǊ ƴƻ 

visible gum disease. Things like that I would still say, you know, just avoid certain things, 

blah, blah, blah. Keep brushing this and that. So, I would givŜ ƛǘ ƛƴ ŜǾŜǊȅ ŀǇǇƻƛƴǘƳŜƴǘΦέ 

(CTMi-05) 

Several participants initially started talking of such situations where they would not provide 

OHE, but during their accounts reflected on the different OHE opportunities that the 

situation might present. These reflections led them to change their position, asserting that 

there was not a situation where they would not provide OHE, even if it was just less advice.  

 

4.3.3.2 According to patient receptivity 

tŀǘƛŜƴǘ ǊŜŎŜǇǘƛǾƛǘȅ ǊŜƭŀǘŜǎ ǘƻ ōƻǘƘ ǇŀǘƛŜƴǘǎΩ ǿƛƭƭƛƴƎƴŜǎǎ ǘƻ ƭƛǎǘŜƴ ǘƻ hIE, but also their 

capacity to attend to OHE messages during the dental appointment.  

 

Patients who had shown long-term resistance to advice, defensive, or άǎǘǊƻǇǇȅέ patients 

were also mentioned as appointments where they may not engage in prolonged OHE 

discussions but would still try and convey some reflections or advice.  

άL ƘŀŘ ǎƻƳŜ ǇŀǘƛŜƴǘǎ ǿƘƻ L ƘŀŘ ǇǊƻōƭŜƳǎ ǿƛǘƘ ǘƘŜƳ ōŜŎŀǳǎŜ ǘƘŜȅ ǘƘƻǳƎƘǘ ǘƘŜȅ ƪƴŜǿ 

everything, and they were not willing to listen to me. So obviously clearly as a 



173 

professional I knew that they were doing something wrong, but they kept saying that 

they were doing right and then in the end, you know, they were very upset with me 

because I kept going.έ (CTMs1-05) 

 

Participants explained how giving too much information at once may cause patientǎΩ ǘƻ 

άǎǿƛǘŎƘ ƻŦŦέ as the scale of changes being asked becomes too much for them to consider 

trying. Providing too much information at one appointment was also avoided as a large 

amount of information is naturally difficult for people to process and recall.  

ά¸ƻǳΩǾŜ Ǝƻǘ ǘƘŜƛǊ ŀǘǘŜƴǘƛƻƴ ŦƻǊ ŀ ŎŜǊǘŀƛƴ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜΣ ŀƴŘ ǘƘŜȅ ƻƴƭȅ ǊŜƳŜƳōŜǊ ŀ 

ŎŜǊǘŀƛƴ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǘƘŀǘΦέ (CTMi-08, DT)  

One participant noted that if too much is covered in one appointment patients may focus 

only on one aspect of the advice. However, this was still positive if the patient made the one 

change as it created an opening for further escalation of advice. 

άL ǘƘƛƴƪ ŀǎ ǿŜƭƭ ƛŦ L Řƻ ƎƛǾŜ ǘƘŜƳ ǘƻƻ ƳǳŎƘ ƛƴŦƻǊƳŀǘƛƻƴΣ ǘƘŜȅ Ƴŀȅ Ƨǳǎǘ ƘŀƴƎ ƻƴǘƻ ƻƴŜ ǇŀǊǘ 

ƻŦ ƛǘ ǿƘƛŎƘ ŀƎŀƛƴ LΩƳ ƘŀǇǇȅ ǿƛǘh that. If they have taken one thing away. As long as 

ǘƘŜȅΩǾŜ ƳŀŘŜ ǘƘŀǘ ŎƘŀƴƎŜΦ ¢ƘŜ ƴŜȄǘ ǘƛƳŜ L Ǝƻ ƻǾŜǊ ǘƘŜ ƻǘƘŜǊ ǘƘƛƴƎǎ.έ (ABi-06) 

 

Advising smaller changes over a reasonable timeframe was said to keep the advice 

manageable for patients. In these cases, they initially advised on the changes that would 

make the most impact for the patient.  In subsequent sessions, they either reiterated the 

importance for that behaviour change or gave positive feedback and built upon the advice 

given if the patient progressed. This incremental approach also provided more opportunities 

for the dental team to provide positive feedback to patients for any changes made, 
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reinforcing self-care behaviours. Advice may also be spread out across appointments if the 

patients are having a course of treatment.   

άL ƳŀȅōŜ ŘƻƴΩǘ ŎƻǾŜǊ ŜǾŜǊȅǘƘƛƴƎ ŀǘ ŜǾŜǊȅ ŀǇǇƻƛƴǘƳŜƴǘΣ ōǳǘ L ŦƛƴŘ ǘƘŀǘ ƛŦ L Ŏŀƴ ƛǎƻƭŀǘŜ ŀ 

thing that they can do and they do that by the next time then I find you get a bit of a 

positive feedback then.έ (CTMi-07) 

 

Patient-centred care and shared decision making was said to be important in advising 

patients with long standing habits that might be more resistant to change. In these cases, 

negotiating the behaviour change with the patient may involve a compromise that opened 

space for further changes.   

άL ǎǳǇǇƻǎŜ ƛǘ ƛǎ ǇŜƻǇƭŜ ǿƘƻ ƘŀǾŜ ŀƭǿŀȅǎ ŘƻƴŜ ǎƻƳŜǘƘƛƴƎΦ Lǘ ƛǎ ŀƭƳƻǎǘ ǘǊȅƛƴƎ ǘƻ 

ǊŜǾƻƭǳǘƛƻƴƛǎŜΣ ŀƴŘ ǘƘŜȅ ƳƛƎƘǘ ǎŜŜ ǘƘŀǘ ŀǎ ŀ ǎǘŜǇ ǘƻƻ ŦŀǊΦ {ƻΣ ǘƘŜȅ ŎƻǳƭŘ ǎŀȅΣ ȅƻǳ ƪƴƻǿΣ ΨL 

am going to try and change to a sweetener in my tea, but I just canΩǘ ŎƘŀƴƎŜ Ƴȅ 

ǘƻƻǘƘǇŀǎǘŜ ŀǘ ǘƘŜ ƳƻƳŜƴǘΩΦ ¸ƻǳ ƪƴƻǿΣ ǘƘŀǘ ƪƛƴŘ ƻŦ ǘƘƛƴƎΦ ¸ƻǳ Ƨǳǎǘ ǘŀƪŜ ƛǘ ƻƴ ōƻŀǊŘ ŀƴŘ 

ǎŀȅΣ ΨhƪŀȅΦ ²ŜƭƭΣ ǘƘŀǘΩǎ ōǊƛƭƭƛŀƴǘΦ LŦ ȅƻǳ ŎƻǳƭŘ ǘǊȅ ŀƴŘ ŎƘŀƴƎŜ ǘƘƛǎ bit, then hopefully we 

Ŏŀƴ Ǝƻ ŦǊƻƳ ǘƘŜǊŜΩ.έ (ABi-06) 

 

These smaller changes were talked of as άŘǊƛǇ ŦŜŜŘƛƴƎέ advice as a way to άŎƘƛǇ ŀǿŀȅέ at 

poor oral health care behaviours. Some linked the approach to behaviour change 

approaches such as a ladder programme or nudge theory that they had learned on a 

smoking cessation course. Others explained how they had learned from experience that 

condensed, targeted messages based on the core issues worked better with patients than 

longer, more clinical explanations.  
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άL ǿƻǳƭŘ ǎǇŜƴŘ ŀƎŜǎ ƻƴ ƻǊŀƭ ƘȅƎƛŜƴŜ ƛƴǎǘǊǳŎǘƛƻƴΣ ŀƴŘ LΩŘ ƘŀǾŜ ŀ ƭƛǘǘƭŜ ŦƭƛǇŎƘŀǊǘ ƻǳǘ ŀƴŘ LΩŘ 

explain perio in great depth to people and explain stages of perio and everything they 

needed to do, and I would literally spend twenty minutes on oral hygiene instruction. 

¢ƘŜƴ ƻǾŜǊ ǘƛƳŜ L ǘǿƛƎƎŜŘ ǘƘŀǘ ǇŀǘƛŜƴǘǎ ǿŜǊŜƴΩǘ ŎƻƳƛƴƎ ōŀŎƪΦ L ǿŀǎ ǘŀƪƛƴƎ ŦŀǊ ǘƻƻ long, 

ŀƴŘ ǘƘŜ bI{ Ƨǳǎǘ ŘƛŘƴΩǘ ƘŀǾŜ ǘǿŜƴǘȅ ƳƛƴǳǘŜǎ ǘƻ ǎǇŜƴŘ ƻƴ ƻǊŀƭ ƘȅƎƛŜƴŜ ƛƴǎǘǊǳŎǘƛƻƴΦ ¢ƘŜƴ L 

would get the same compliance of doing five minutes as I would do from twenty 

minutes, if not better, because people just glazed over. So, yes, far more succinct now 

ŀƴŘ ƭŜǎǎ ŎƭƛƴƛŎŀƭ ƛƴ ǘƘŜ ǿŀȅ L ǘŀƭƪΦέ (ABi-02) 

 

While the messages became more concise, targeted, and staggered, participants explained 

that with experience they have learned to spend more time on OHE and give better 

communicated advice. Some talked of spending more time demonstrating equipment or 

hygiene methods with patients during the appointment whereas previously they would 

have given brief oral advice.  For some dentists and DTs this was linked with the 

participation in the contract reform pilot scheme.  

 

4.3.4 Perceptions of four patient ΨtypesΩ 

¢Ƙƛǎ ǎŜŎǘƛƻƴ ŜȄǇƭƻǊŜǎ ŘŜƴǘŀƭ ǘŜŀƳ ƳŜƳōŜǊǎΩ ǾƛŜǿǎ ƻŦ Ƙƻǿ they think patients understand 

the importance of oral health and prevention, the factors that influence those 

understandings, and their understanding of the role of dental practices. Based on the 

analysis, these accounts were used to generate four broad Ψpatient typesΩ and their 

approaches to oral health.  
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Variation in approaches to interaction with patients and outcomes were discussed in terms 

ƻŦ ǘƘŜ ǇŀǘƛŜƴǘǎΩ ŀǘǘƛǘǳŘŜ ǘƻ ƻǊŀƭ ƘŜŀƭǘƘ ŀƴŘ ǘƘŜ ǊƻƭŜ ƻŦ ŘŜƴǘƛǎǘǊȅΦ While some patients were 

acknowledged to be engaged with prevention, a lack of understanding of the importance of 

ƻǊŀƭ ƘŜŀƭǘƘ ǿŀǎ ǎŜŜƴ ŀǎ ǳƴŘŜǊǇƛƴƴƛƴƎ ǎƻƳŜ ǇŀǘƛŜƴǘǎΩ ŀǇǇǊƻŀŎƘ ǘƻ ǘƘŜƛǊ ƻǿƴ ƻǊŀƭ ƘŜŀƭǘƘ ŎŀǊŜΦ 

tŀǊǘƛŎƛǇŀƴǘǎΩ ǘŀƭƪ ŘŜǎŎǊƛōŜŘ ŦƻǳǊ ōǊƻŀŘ ŎŀǘŜƎƻǊƛŜǎ ƻŦ ŀǘǘŜƴŘŜŜǎΣ ŜŀŎƘ ǾŀǊȅƛƴƎ ƛƴ ǘƘŜƛǊ 

understanding of their own oral health, their expectations of dental care, and their 

approaches to OHE. 

 

4.3.4.1 Problem-focussed irregular attenders 

The analysis highlighted accounts of patients who attended irregularly and only when they 

had a problem. Tooth or mouth pain was said to be a motivator for some for attending 

ŀǇǇƻƛƴǘƳŜƴǘǎ ŀƴŘ ƎŜǘǘƛƴƎ ǊƛŘ ƻŦ Ǉŀƛƴ ƻǊ ΨƎŜǘǘƛƴƎ ƛǘ ǎƻǊǘŜŘΩ was the expected outcome of 

their appointment.  

ά¸ƻǳ ƎŜǘ ƭƻǘǎ ƻŦ ǇŜƻǇƭŜ ǿƘƻ ƻƴƭȅ ŀǘǘŜƴŘ ōŜŎŀǳǎŜ ǘƘŜȅΩǾŜ Ǝƻǘ ǇǊƻōƭŜƳǎΣ ǎǳŎƘ ŀǎ ǿƘŜǘƘŜǊ 

ƛǘΩǎ Ǉŀƛƴ ƻǊ ŎƻǎƳŜǘƛŎ ōŜŎŀǳǎŜ ǘƘŜȅ ƎŜǘ ƛǎǎǳŜǎ ǘƘŜȅ Ŏŀƴ ǎŜŜ ŀƴŘ ōȅ ǘƘŀǘ Ǉƻƛƴǘ ƛǘΩǎ ƻŦǘŜƴ ǘƻƻ 

ƭŀǘŜΦέ ό!.ƛ-03) 

 

This was particularly true for infrequent attenders who often did not follow preventive 

advice and would only attend when a problem needed fixing.  

ά¢ƘŜȅ Ƨǳǎǘ ǿant to have their teeth sorted. They just want to have no pain. Perhaps they 

ŘƻƴΩǘ ǊŜŀƭƭȅ ŎŀǊŜ ŀōƻǳǘ ƛƳǇǊƻǾƛƴƎ ǘƘŜƛǊ ƻǊŀƭ ƘȅƎƛŜƴŜ ōŜŎŀǳǎŜ ǘƘŜȅ Ƨǳǎǘ ŎƻƳŜ ǘƻ ƘŀǾŜ 

ǘƘŜƛǊ ǘŜŜǘƘ ǎƻǊǘŜŘ ŀƴŘ ǘƘŀǘΩǎ ƛǘΦέ ό/¢aƛ-06) 

 






















































































































































































































































































































































































































