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Abstract

Reorientation of dentistry towards prevention is leadingag@reater emphasis on attempts

to encourage patient selfare through @al Health Education (OHEN general dental

practice. Little is known about how dental professionals define prevention and how it is
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OHE interactionThe main research @stion addressed inthisthessd | 246 A& 2NJ f K S
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Qualitative data were gathered from sesstructured interviewswith 30 dental

professionals (17 dentistsevendental nurses, andis dental therapistsand 87 patients

Prior to the Covidl9 restrictions, case studied two NHS general dental practices

generated 14 dental professional intervie{gsxdentists,three dental therapistsand six

dental nurses)and20 patienttelephoneinterviews(10 per practice)Following the Covid

19 restrictions, telephone interviews were carried out wattiurther 11dentistsand three

dental therapistsSixtyseven @tients were recruited for telephone interviewa

HealthWise Walesl'he data wee analysed using Thematic Analyasisi mapped onto the
CapabilityOpportunity-Motivation-Behaviour COMB) and Theoretical Domains Framework

(TDH using qualitative content analysis

Findings included favourable vievof the perceivedmportance and patient benefit of OHE

by both patients and dental professiorsabnd patient trust in the expertise of dental

professionalskey practicerelated anddental professionapatient communication barriers

to OHE provisiowere identified such eitimepressured appointments owing to insufficient
remunerationt YR LISNOSLIiA2ya 2F LI GASYyd RAAAYUSNBai



communication of blame or judgementrd?essional responses to OHE outcomes and
motivation, and barriers and facilitators teehaviour changée.g., new knowledge,

retaining dentitior) were also identified

The findings highlight the interactional nature of OHE #lodtrate how the encounter is
constrained or facilitated by contextual factavperating at different levels, both for the

dental professional and the patient
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1 Introduction

This chapter introduces oral health astate with both physicahnd socialmpact. Firstly,

the concept of oral healtis explored. Thissfollowed by a discussioof oral healthas a

LJdzo f AO KSItUGK O2yOSNY 3 KA 3IK fahifpkd The/cBaptarNI £ K S|
then exploresthe drive towards preventive oral health caendcurrent policy efforts to

improve population oral health in Wales. A summaryal health education provision that
underpinnedthe work undertaken in this thesis provided, leading to a summary of the

NBaSINDKQa | AYa

1.1 What is oral health?

While oral health is understood as an essential part of general healthvatideing it has
been noted to have a broad definitid®ift et al. 19973hat is open to different
interpretations(Glick et al. 2016An agreed definition of oral health is important in the
provision of prevention and health promotiqrcleardefinitions can help stakeholders
design appropriate provisiofDyer and Robinson 2006; Glick et al. 201i&}Iso ensures
that health professionals are able to convey a cleansistenimessage to patientéDyer

and Robinson 2006)

Downie et a[1996)point out the distinction between negative (the absence of disease) and
positive definitions of health (welleing).According to the negative definition of health,

poor oral health would most commonly be viewed as the significant pi@sehconditions
suchas dental caries (tooth decayeriodontal disease (gum diseas®) at its most life

threatening, oral canceStillmanLowe and Levine 200/ ositive approaches to health



view oral health as multifaceted, and consider the impact on functioning, quality of life, and
overall wellbeingalongside oral disease stat(Sift et al. 1997; Petersen 2003; Sisson 2007,

Glick et al. 2016)Functional aspestof oral health include the ability & LIS { X a YAt SZ
taste, touch, chew, swallow, and convey a range of emotions through facial expressions with
O2yFTARSYOS YR ¢A0GK2dzli LI AyIZ RAAOAGNFK2ZINI = | YR
al. 2016; p322)Wellbeingand quality of life includepsychasocialfactors such as impact

on mental health andhe ability to interact with othergGift et al. 1997; Petersen 2003;

Sisson 2007; Glick et al. 201Bhese factors exist on a continuum and involve subjective
perceptions rather tharelying ondiscrete,objective clinical cagorisationof the

AY RA @A R @erées@tal. 2010Fhé Bk betweerealth and widemwell-beingis implicit

in modern health promotion, for example as used in the Ottawa Ch&¥arld Health

Organization 1986)

1.2 Oral health as a public health concern

Historically public healthconcernsmainly addressd communicable diseasesich as
cholera smallpox, tuberculosis, and poliomyelitisat weretransmitted by infection and
environmental factorgBrachman 2003)Today, public healthisincreasinglyconcerred with
non-communicable diseasesuch asardiovascular disease, cancers, chronic respiratory
diseases, and diabetgwhich are often claimed to be caused Idgstyle factordCheminade
2017; World Health Organization 201B)ental caries is the mosbmmon non
communicable diseasglobally(Kassebaum et al. 2015; Kassebaum e2Gil.7)

periodontitis is the sixth most prevale(iarceres et al. 2013; Kassebaum et al. 20N+
communicable oral conditions are chronic and highly prevalent across all age gRarps

et al. 2019andhave been claimed tpose an economic burden on socidtyistl et al2015)

3



The prevalence of oral disease representsgi-costdemand for treatnent for both

patients and healthcare servic@sistl et al. 2015Peres et al. 2019Forexample oral
disease costs the NHS in England £3.4 bidlaohyear(Yusuf et al. 2015; Menegaz et al.
2018) The levels of tooth decay in childrare improving although remain at unacceptable
levels(Welsh Government 2017aA 13.4% reduction in tooth decay iry&ar olds was
recorded in the period 2007/8 to 2015/16 in Wales, but this still represented a 34.2%-deca
presence prevalencéMorgan and Monaghan 2017)he proportion of 12/ear oldsn
Waleswith decay in at least onpermanenttooth fell from 33% to 30% between 1988 to
2017, with children having an average of 2.1 decayed, missing, ordildtiteeth(Morgan
and Monaghan 2018 he population in Wales is growif@ffice for National Statistics
2016)and the changing demographiotan increasingly ageing populatipresent urgem
challenges for oral health care. The ageing population are retaining their fizelitnger.
Patientspresentat general dental practices with complex oral healthcare nemath as
heavily restored dentitions, periodontal disease and advarioeth wear(lnnes et al.

2019)

Like other chronic noitommunicable conditions, oral disealsas been found to beocially
patterned (Peres et al. 2019yith socieeconomic inequalities in prevalen¢®ffice 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 t@®manomic deprivation
(Locker 2000; Welsh Government 201 Aegith those at the lower end of the socioawamic
scalereported toexperiene significantly worse oral healtfiLocker 2000)These oral health

inequalities pose a significant public health challefiyatt 2007)



Levels of oral health, as with general health, are influencepdyghesocial environmental,
economic and political factor®Vatt 2007)such as employment, income, housing and
household size, education, and access to health ser¢®aar and Irwin 2007; Frenk and
Moon 2013; Hosseini Shokouh et al. 2Q1af)d vary by age, gender, ethnicity, environment
and lifestyle(Sabbah et al. 2007; Levine and Stillshanve 2014) The interaction of

different cantributing factors operating at multiple levels mean that inequalities are graded
within groups as well as between grougisdifferent levels of the socieconomic ladder
(Sabbah et al. 2007; Golden and{a012) Dahlgren and Whitehead (200iflustrated

these interconnecting levels of influence on heakig(re 1.1).

Living and working

/ conditions

Water and
sanitation

Agriculture
and food
production

Age, sex and
constitutional
factors

Figurel.l: Influences on healtfDahlgren and Whitehead 2007)

Selfcare incorporates any actions undertaken with the intention of improving or
maintaining health(Richardson et al. 2018)here is evidence of a correlation between

lower educational attainment levels and the likelihood of participating in health



compromising behaviours such as loeothbrushingfrequency, fewer dental visits, and
higher levels of smoking and sugar consumpf®imgh et al. 2013Dther studies have
shown thatimprovedoral hygieneébehaviourwas associated with some improvement in
oral health butdid noteliminatethe differences in oral healtbhetweenparticipant
socioeconomic group@d.antz et al. 2006; Sanders et al. 2006; Sabbah et al..2009)
Contextual factorscanlimit LIS 2 LI S Q& | @I A finflieficéprioNtBsirtuzNgD S &
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 onl@damm
different socioeconomic groups depending on the healtipporting conditions of their
wider context(Dahlgren and Whitehead 2008heiham (20009onclude that
difestyle is an expressiaf the social and cultural circumstances that condition and
constrain behaviour in addition to the personal decisions that the individual may dnake.

(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)ere is evidence of associations
between oral disease and wider diseasBsere are report®f bi-directional linksetween
periodontitis and diabetesatherosclerotic cardiovascular disease, obesity, rheumatoid
arthritis, kidney disease, dementfRischon 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 ; Grubbale2016 ; Daly et al. 2017; Dietrich et al. 2017; Glick
2019)and aspiration pneumonia in older adu(@&wano et al. 2008 However, the full

extent of links betweermral health and general health remains a matter of debate and the

6



degree to which such findings are simply associations rather than truly daasatcently

been discussedPihlstrom et al. 2018; Raittio and Farmer 2021)

Alongside general health and quality of life, oral health impacts on the sociabaielj of

both individuals and the wider populatigfPatrick et al. 2006)Tooth loss can result in

limited food choicgKay et al. 2003; Yonel and Sharma 2@hd) speech changes or
difficulties(Yonel and Sharma 201%hich may in turn lead to awdance of social activities
(Kayetal.2003] 2 OA L f y2N¥a yR SELISOGIGA2Y & | NRdzyR
have changed over timgronin et al. 2009 Missing, misaligned, or discoloured teeth were
previously both common and acceptalfferonin et al. 2009 Yoday straight, white teeth

are desiredBarford 2008 cited in Exley 200®flecting social, cultural and historical

factors(Exley 2009 A aA0f S aAdya 2F LIR22N 2NIrf KSIFfOGK O
how others perceivehtem (Strauss and Hunt 1993; Fiske et al. 1998; MttGand Bedi

1998; Steele et al. 2000; Rousseau et al. 2Kla) et a(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(téedith and

Social Care Information Centre 2011)

¢tKS O2yRAGAZ2Y igpércelved aiSshidakindi€ator ofioBekall liealth,
wellnessand financial succegélkhatib et al. 2005; Gregory et al. 2005; Exle§2
Jamieson 2016According to Welsh Governmentpgr oral health acts as@o I NB YSGSNJ 2 7F

poverty, parenting, hygiene, nutrition, lifestyle choice asftects the impact of common risk

7



factors. It impacts on school readiness and absenteeism, employability, sickness rates,

obesity, seliesteem and weld S A (VBlsh Government 2017b, p..4) a review of the

impact of dental appearance on employabilipore and Keat (202Gpund evidence of

LIS2 L S gA0KS QA RGERNI | LILISF NI yOS o6SAy3a LISNOSA
factors such astelligenceandeducation, trustworthiness, laziness, reliabilind

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

oral appearance affected their ability in job interviewhis increased to 29% for

respondents in the lowgssocioeconomic bracke{$lealth Policy Institute 2015y hese
findingsemphasizehe complexity of influences on oral healtind itsbroad rangingeffect

on physical and socialell-being

1.4 The dive towards preventive dental care

Historically, dentistry was positioned as a surgical specialty, predominantly concerned with
excision oflentalO I NA S &  {langs®etaO2D RN ghe with greater knowledge and
therapeutic options it is understood thatost common diseases of the mouth are
preventable through appropriate oral hygiene routines and regular professionalCaan

et al. 2001; Innes et al. 2019)his 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 approg8zasz and Hollender 1956 )
towards patients, whah worked well for the treatment of acute infectiof&pelian 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 diseaséo prevention of thedisease has been prompted by changes in the severity and

prevalence of oral disease (chronic rather than acute) and increased understanding of its

8



causes and increased treatment optiaf&chards 2013; Witton and Moles 2015; Kay et al.
2016; Aziz et al. 2019; Innes et al. 20I%)e focus of dentistry is increasingly on prevention
and minimum intervention to allow patients to benefit from the enhanced quality of life

thatarisSa T NRY TediyT@ (fek (Rvilsbntanddills 2020)

Patient demographics and deand have shifted. People are living longer and retaitivegy
dentition (Harper et al. 2013Different generations will have received different types of
dental care ad will have different care demands and use of dental seriGdsson 2003)
Improvements in global dental health and reductions in the rates of caries and periodontal
diseasgBrocklehurst and Macey025)mean children and adults may require minimal
intervention but an increasing population of older patients may have complex treatment
needs(Bullock and Firmstone 201Toenhance patient welbeing and reduce treatment
burden, prevention is an essential part of all general dental ser¢Rietards 2013; Witton
and Moles 2015)Preventive care is defined as6 SKI GA 2dzNE G KF G GAf €
life or practices that otherwise lessen the effects of infectious disease, chronic illness, or
RSoOoAT Al G Nayanhti and BuMSNPIB Jpé6)ral disease shares risk fart with

other chronic diseases, suels excessive alcohol consumption, tobacco use, and dietary
behaviour(Yusuf et al. 2015; World Health Organization 20&8yoral health is

increasingly being viewed as part of overall hedlitvine and Stillmahowe 2014;

Chemirade 2017)Changng lifestyle choiceare viewed as a way to improve the quality of

LIS 2 LI S Qa wéldding(ECHemihadeR017)

Between2006 and 201%2-53% of theadult Welsh population received NHS dental care

each yearThis percentage has remained relatively stablepopulation that has increased

9
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greatly. In the period 201819the percentage represented 1,622,635 examinatiasgart
of a course of treatmentan increase of 2.5% from the previous yeard an increase of
26.2% since 200§Welsh Governmer2019)5 Sy G | f onfofhg cvrtadt with healthy
patients means that dental teams are in an ideal position to mormtdient risk factorsand
provide preventiveadvice to patients who may not as regularly access tpeieral medical

practitionersor pharmacistyYonel 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

Eachdental professionaf i@@sponsibility for OHEs defined inPreparing for PracticéSeneral

Dental Council 20153 document outlinngthe requirednecessary competencies of each

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

and treatment planning decisions for patients receiving NHS dental care. During routine
SEIFIYAYlLdA2ya RSyGArAaGa SELX 2NB YR Y2t Al 2N LI
identify early opportunities for personalised oral health advice and to provide ongoing

support and monitoringWatt 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.

DentalLINE F SA & A2y I { & (Generd Dédfal CauRcl 2OMEhtS that, véh
regards to health promotion, dentists, derfita K& 3ASyAadaz +FyR RSydalt 0
should enable themto be abletot NE A RS LI GASyda gAGK O2YLINBK
preventive education and instruction in a manner which encouragesaselfand

Y 2 ( A O kpé6). Additionally, all three pregsional groups should be traineddo! 4 & S & a

0KS NBadzZ Ga 2F GNBFGYSY(d |yR LINP&détker | TGSNDOI
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G9 DI f dzl ( St HREYNMGES aORSYy Gt KeaaSyAradakRSyal
diet, drugs and substance m&e, and substances such as tobacco and alcohol on oral and

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

2yt eu | y(Rs6&s8ayDieigaNdirses should also be trained to be able to provide

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

health (General DentaCouncil 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, aational Governmental reform of NHS dentistnyderscored the importance

of prevention as key to improving population oral hedlifepartment of Health 2002)nd

followedthis with a policy document highlighting prevention as a priority for general dental
practices(Department of Health 2005)n 2007, Public Health Englarrdcognised this drive

towards greater use of preventive support apdblishedd 5 St A GSNAyYy 3 . SGGSNJI h
evidenced & SR (2 2 f 1 A,ilecommavding)bNigiehébysediirteyéntions for

preventive selcare. The guidelies in a soon to be published fourth editipimclude simple

instructions for optimum daily cleaning routines for patients of all agkgh members of

the dental team can explain to patientSmoking and alcohol consumption are also

addressedPublic Health England 2017)

Welsh Governmerdilsorecogni®d the need foreorienting the dental services towards
preventionwith a series of policie§.ogether for Health: A National Oral Health Plan for

Wales 201318 (Welsh Government 2013yaking Oral Health Improvement and Dental
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Services Forward in Wales. A Framework outlining priorities faistlgrand a future work
programme(Welsh Government 2017dandA Healthier Walesour Plan for Health and

Social Care. Thwal healthand dentalservicesesponsgWelsh Government 2018b)

Practical measures to improve preventive dental care were taken with Public Health S & Q &
Welsh Dental Pilots Programn@ublic Health Wales 2013Jhis included th®esigned to
Smileprogramme(Welsh Government 2017@hich uses adam approach to providing

targeted prevention work to children in community dental practices and a sebaséd
toothbrushing scheme. Promising successes in reducing tooth decay in children have been
reported and orgoing evaluation has led to a+ffecussng of the programme on treating

children up to fiveyearsold and increasing engagement with the General Dental Service

(Welsh Government 2017c)

The way that general dental practices are funded has also been addressed in policpto try
improve the business case for prevention. General dental practicesai¢gionally
independentlyowned businesses run by one or more principal dentists but there are also an
increasing number of corporatelyor groupowned practices which introduce aml@itional

tier of management to practicgStagnell et al. 2017 the UK, dental practices typically

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

or a combination of both NHS and private cé@sikar et al. 2009)

Some private practices are stldunded through direct patient payment or through
patient-held insurance reimbursemenin Wales, the majority ajeneral dental practices
hold a contract with the NH® provide dental caréWelsh Government 2013although

they may also carry out a proportion of private cadmnderNHScare all nonexempt

12



patients pay a fee towards their caamd the extracosts arepaid by the NHSo the practice.
In England andalesthe remuneration is pai@er course of treatment rather thaby
individualactivity, with a number ofunits of dental activity (UDAS) allocatadcordingto
the type ofcare providedUDASs are calculated by the complexity of tweirse of
treatment, organised into foubands The patientincurred costs are also determined the
banding of thecourse oftreatment carried outTable 11 provides a summary of the NHS

dental bandings and patieabhcurred costs.

Tablel.1: NHS England and Wales dental UDA bandings

UDA Patient

Band Treatment
value charge

Clinical examination, radiographs, scaling and polishing, and preventive

dental work, such as OHE or application of fluoride sealants 1 £23.80

Simple treatment, such as fillings, root canal treatment, extractions, surg

procedures, denture additions, and periodontal (severe gum disease) wc 3 £65.20

Complex treatment that includes a laboratory element, such as bridgewc
3 crowns,dentures, and veneers (if a clinical need), and orthodontic treatm 12 £282.80
(e.g., braces).
Emergency dental treatment including examination, radiographs, dressir
repair of bridgework, crowns, or reinsertion of displaced or damaged too
up to two extractions, one filling, draining abscesses, and post trauma
related treatment.

(Watson 2010; National Health Service 2021)

1.2 £23.80

UDAs are managed by thecal Health Boas{LHBs)n Walesand theClinical

Commissioning Groups (CCadingland Each dental practice is contractemlcomplete a

certain number of UDAs per yedt is usually the dental practice owrsar the corprate

owners who are registered contractofalso known as NH8oviderg with the General

Dental Service (GDSYhile all dental team membersuch as associate dentists or dental
therapistsOlF y O2 y i NA 6 dzi S G 2, withih $heil SbbpediipfaQiS@enerdl 5! G 2 (

Dental Council 2015)he total remains the responility of the contractorPractices are
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expected toachieved5% of their allocated UDAs, if they do not meet this requirement then
they face clawback. Clawbaiskmanaged differently by the different LHBs ad@Gsvith
approachesuch agarrying a setpercentageforward into the next yeaor repayingthe

cost of the underspen@wen et al. 209). The need to meet their contracted number of
UDAs places pressure on dental practices as busauessincluding $aff salarycostsare
paidout of the UDA allowanc®\HS funding has been said to disincentivise lower banded
work (Owen et al. 20199uchas OHE and preventidiVatt et al. 2004; Dyer and Robinson
2006; Chestnutt et al. 2009; Sbaraini et al. 2013; Yusuf et al. ZD&§pite increasing their
scope of practicensufficient attention hadalsobeen given to funding to support and
encouragehe employment of dental hygienists anémtal therapistyGallagher and Wilson
2009) NHS general dental practices have béamnd to use a variety of different payment
systems to pay dental team members, with some incorpgag percentage oprivate

work to increase revenuand help support the employment ghlaried 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 Wélasng 2011

2016, the firstQuality and Otcome Pilotin Walegtrialled the removal ofthe UDA payment

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

rather a traditionalinterventionistrestorative approach to general dental practice. It aimed

to allow dertal professionals to use riskssessment and clinical judgement based on their

LI GASYyGaQ 0Said AyGaSNBadGao tNIOGAGAZ2YSNE Ay

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

oral health education (OHE) activity in inspecti@Pgblic Health Wales 2012; KilBride 2015)

An amended contract reform pilot was raisedTiaking Oral Health Improvement and Dental
Service$orward in Wale§Welsh Government 2017dJhe current programme continues

piloting ways of incentivising needisd care, prevention, and enhancitepmworkvia

amended UDA management method$ie amended pilot uses UDA flexibility witkine

current contract to offer opportunities for greater patiesentred evidencebased

preventive careThe importance of encouraging patient commitment@anaging their

own oral hygiene was also highlighted as a key aim for practidestists must comiete

the Assessment of Clinical Oral Risks and Needs (ACORN) with patients and update it on a
NBIdzf  NJ olaAraed ¢KS F2N¥ SELX 2NBa ¢KFG YIGGSN
YSRAOIf X RSyGlftz YR a20Al friskk A a8k Evell YR A &
using a red, amber, and green system, must be communicated to patients along with the
implications for their oral health anguides theimutually-agreedcourse of treatment

(Public Health Wales 2019a; Laverty and Harris 2@2@)ption of a team approach is also

required, with at least one dental nurse per practice being trained in prevention and the
application of fluoride varnistAll members of tk dental team arelsoencouraged to

attend training sessions gorovidingbrief interventions motivatingbehaviourchange, and

improving teamworking(Public HealtiWales 2019h)While the programme was halted

during the Covidl9 restrictions on general dental practice operations, guidance @ssue

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

wherever possibleluring the bre& (Welsh Government 2021)
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An implicit aspect of the drive towards prevention is increasing patient responsibility and
selfmanagement of their own oral health. As well as improving health, increasing patient
sdf-management has been promoted as a way to improve the efficiency and quality of
health servicegSixtysixth World Health Assembly 2018y reducing the strain currently
faced by healthcare systenfKendall et al. 2011; Sadler et al. 2Q14)England, the
documentFive Year Forward Vigwwvomoted an NHS commitment to helping patients to
manage their own healttNHS England 2014» Wales, the Welsh Government Prudent
Healthcarg(Allen 2014; NHS Wales/Wales Government 2@ppyroach alsemphasizs the
role of the patient in the provision gfatient-centred care which acknowledges the role of
selfcare and working in a eproductive manner with patient@Dineen 2014)Patient

centred care shifts the focus of dental examinations from destidtand symptorrbased to

a holistic view of the patierds person, incorporating exploration of thé&nhowledge,
motivations, and wider social context when planning a mutuagiyeed course of treatment
(The Health Foundation 2014)he Prudent Healthcare approach underpinned the strategy
document,A Healthier Wales: Our plan for Health and Social (edsh Government
2018a)which advocated for supporting patient sefanagement to aid service

transformation

1.5 Oral health educatiocontent and delivey

The lifestylerelated nature of oral health risk factors have led to educational interventions
of differing levels aiming to provide knowledge, and change attitudes and behavi¢ays
and Locker 1996ral 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& LI 2NB Ol dzal 6 A @3S T O 2 NHoothbylshiingkos lifektpleli A Sy (i & Q
(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 daagime, or

ways to reduce their sugar intake) for the patient to follflvevine and Stillmahowe 2014)

Prevention advice within general dental practices typically addresses common oral health

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

toothbrushing(with fluoride toothpasteMarinho et al. 2003jo reduce plaque buildip

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

disease. Reducing sugar in the diet or managing consumptiacidit beverages to

minimise acid attackéSheiham and James 2014t can respectively causmvities or

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

and periodontal diseaseOpportunitiesfor what Holliday et al. (2021eferredto as

dteachable moments Yl & | NA &S RdzNAYy3I (GKS RSydGlt SEI YA
tooth staining or tooth loss which provide an opportunity to discuss smoking cessation.
Encouraging regular dental examinations provides opportunity for monitoring and early
intervention (StillmanLowe and Levine 2007; Levine and Stillrhawe 2014)These views

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

appointment. In practice, implementation égten shaped and constrained layrange of

factors

1.6 The study
Given increasing demands on dentistry, semwonomic differences in oral health, growing
emphasis on preventioand patient sekcare together with recognition of the importance

of oral healthfor wider patient weHlbeing, there is a need to research how members of the
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dental team can best support selarewSa S NOK A& YSSRSR 2y RSydll €

understanding of preventiofFox 20103a)their willingness to engage in OEensen et al.
2014) and how its delivery is influenced by personal and professional beliefs regarding

patientwell-being(Kay et al. 2003)

Acknowledging the influence of wider social determinants on loealth and the resulting
importance on working towards reducing health inequastre keyto improving

population oral healti{Watt 2002) Levne and Stillmas_owe (2014hote that health
promotion measures may include-mgientation of health services and creating public
policies that support health, developing heaklipportingenvironments and community
action. However, in attempts to impve population oral health, it is important that the role

of the patient is not lost within a movement focused on these social determin@&ithards

w»

and Filipponi2011p A a Y 6 OKSa 06S(6SSy LI GASyGaQ FyR R

P

care,(Lahtietal. 19960) YR 0 SUG 4SSy SydaradaqQ FyR LI GASY

roles(Lahti et al. 1996akveal the importance of negotiation in healthcare delivery.

Thisresearchfocuseson the provision and experience of oral health educationddult
patients, currentlyan under-explored population. Rere is a largeolumeof literature on
oral health education measures with children and teenagers., Aldewair et al2011;
Garbin et al. 2013; Xiang et al. 202@dincreasing attention being paid to the oral health
care ofcared forolder people(Howells et al. 2020)nterventions with young people are
vital for enhancing oral healtbeltcareroutines that will @arry on into adulthoodGriffin et
al. 2012)and an increasing number of people retaining dentition for longer and with

complex treatment neds(Bullock and Firmstone 201agcessitatesesearch to ensure
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their needs are being addressethere has been little idepth exploration of the factors
influencing provision fooral health education as part of routine care to adult patients
attending general dental practicéseggett et al. 2021 Additionally, he views and
experiences of appointmerdttending adults who may not have benefitted from recent
earlyyears intervention and who are noéceivingolder-adult targeted measures a@so
currently relatively unheard. This is the population that nb@most affected by any
variations in delivery of provision of a preventive approach encouragingaedf in the
absence of other interventionsooking to the futurethis population area group that are
possibly raising childreim turn shaping their oral halthcarebehaviour Theywill also,in
time, become part othe expanding older generation with complex care needgeds

influenced by their current selfare practice

1.7 Aim and Obijectives
The aim of thisesearchis to explore how oral health educatias conceptualised and
delivered within a preventive and health promoting approach which encourages patient

self-care.

The objectives of this study are to explore:

1 How dental professionals working in general dental practices view their role in the
provigon of oral health education (OHE)
1 How patients vievihe dental professionaand patient relationshipn oral health

education

T 2KIFIG AyTFtdzsSyoOoSa RSydalt LINRPFSaarAzzylftaqQ
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T 12¢ RSYyGlf LINBTSaaA2ysibility for@niigaming tkel ownd G A Sy {
oral health care and their perceptions of what limits patients from following
recommended advice

T t I { ArBasansifé) not following recommended advice

The following chapter explosg¢he literature underpinning theeresearch questions in

more detail:oral health education effectivenesR Sy G f LINRPFSaaArz2ylfaQ LIS
health education as part of preventive care and its delivery, and patient perceptions of oral

health education and its fit within the dentplofessional roleThis is followed bZhapter 3:
Methodologywhich explansthe conceptual frameworkoundation ofthe study, including

0 KS NB aé&pehboe S poSitionalityrhe chapter continues with a discussion of the

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

the study was conductednd amended in light of CowiB. A description of thepproach to

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

In both Chapter 4Findings from thénterviewswith RSy (1 | £  LINGdCSaptars2 y | £ & Q
Findings from interviews with patient/publice findings are presented usinglascriptive
summaryof approachessiews of OHE topis, followed by a summary of the thematic

analysis of the interview data, presented both in table and narrative f@hapter 6

Application of the theoretical frameworksesents the findings further analysed using the

COMB (Michie et al. 2011and TDKCane et al. 201Zyameworks.The report concludes

with Chapter 7 Discussianith a discussion of the findings light of the literature the
methodological reflectionsn the design and conduct of the studynda summay ofthe

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 literaturexiglore 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 patiéits. narrative review
method was chosen over a systematic review asaigl analysis of a broader range of
papers(e.g., topics addressed, methods used, and country of stadlggr thanis typical in

the more narrowly defined set of eligibility criteria typical of systematic reviews. This review
aimed to exploraghe range ofavailable literature on OHEomeaspectof which have not

been as exhaustively addressed as other agegsdentalLINR F S & gefséhall Vidws dand

dzy RSNE Gl yYRAY 3 2ékpehiehc@sofGHR LJ G ASy (aQ

The search was carried out using database&goyg 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:

1 dentist*OR dental

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

1 smoking cessation or dietary advice or sugar or lifestyle interventions or behaviour
change

1 general practice or primary care

1 patient adherence or patient views/opinions

The full search strategy is detailed in AppentliSee Figure 2.1 for an overview of the

literature search and selection process.

21



The key words/terms were searched to elicit papers in English, published since 1998. This

date was chosen as one reflectinghtemporary contexts of generaentistry,andwhich

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

and OHE in general dental practice.

Records identified through

Additional records identified

Duplicates excluded
(n=491)

Records excluded
(n=4900

( ) database searchirtg through other sources
_5 (n=5554) (n=222)
<
Q
=
3 v

— Records retrieved

(n=5776

.

o

=

§ Records screened
=} (n=5285

n

~—

'R ‘y
2 Fulktext articles assessed for
5 eligibility?
= (n=385)

L

—

.\ v
3 Studies included in
5 qualitative synthesis
g (n=159)

~—

Fulltext articles excluded:
1 Language other than English.
9 OHEprovided outside practice

(e.g., care homes, schools,
etc.)

9 Focussed on children, other

dental activity.

q Dental education unrelated to

oral health/public health.

9 Generalised oral health

promotion activities.

9 News article/research

reporting/product reportirg.

2|nclusioncriteria:

oral health/health behaviour.

Post1998; English language; Adult patients; Oral health educatibeory, research, best practice, patient
perception, professional perception; OHE delivered in dental practices; Patetted oral health care; The
importance of oral healtland prevention; Models/theories of health behaviour/adherence; Social influences

Figure2.1: Literature search process
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Following each keyword search, teearchresults were exported to the reference

management programme, EndNote K%he EndNote Tea 2013) When all searches were
completed, duplicateeferencess S NBE NI Y 2 @ SAd Dwplisayes TdeSOWA 2y A Y
EndNotefollowed bya manuakcanof all remaining titleso check forduplicatecitations

with slightly different formatting thatvas not picked up during the automated searEbr
examplethere were instances where authors middle names or initials were added or

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

therefore were not recognised asmatch

Following completion of theluplicate removakteps,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 mesudtsedby

the researcheand excluded as necessabhyitial screeningf the remainingpaperswas

conducted by readingach reference tité 5 SLISY RAYy 3 2y (i &tBer LI LIS NBE Q
removed if clearly outside the scope of the search critézig.,was not clearly related to

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

added to a broad topic group created in EndNfutelater further examination The papers

within each groupveretheninturnNB F R Ay Y2NB RSGIFAf X NBFRAY3
and deciding its relevance to the revieWhe researcher adopted a broad approach in

deciding potential relevance at this statgeavoid rejectingpapers based on initial

assumptions about the topic.

Full versions of papetbat had passed through the initial scanning proessgere sourced

andread to check for final relevanc@/hen sourcindull papers from the database search,
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papers citing the target paper (citation trackjngr suggestions of siilar papers (where
offered by databases) were also gathemglerethey 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 explorand reflect onthe topics covered inthe literature and as a wagpf
maintaining a manageable recordtble sourced papershe first batch of papersead
(approximately 80 papersyere imported toNVivo(QSR International Pty Ltd 2018)hile
reading, the papers wereoded using broad thematic codasidentify and maprecurring
topicsand areas of discussiamthin the literature This method alsprovided a wayo
organisethe large amount of dateOncethe general topic areas covered within the
literature were established hie coding washen exported into Word documents into which
relevant notes fromall subsequent papers were addefis 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 papeltdiglied following the initial searches,
email alerts for each search were established, where availéblg,, Ovid and EBSCDH
content alerts from relevant journal®.g., British Dental Journal, BDJ Open, European
Journal of Dental Education, CommuyniRentistry and Oral Epidemiology, and Sociology of
Health and llinessYhis alerted the researcher to new relevant papers througladustages

of the study.
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While comprehensive, the search strategy was not as clearly defined as in systematic
reviews ad 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 codimfgpaper selection and later readinghe
researcheracknowledgsthat 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 studieddowever, the review did include commentary on the rratof 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 stpayerson the
effectiveness of OHE wereviewed Several systematic reviews have explored the
effectiveness of OH@Brown 1994; Kay and Locker 1996; Sprod et al. 1996; Kay and Locker
1998; Yevlaova and Satur 2009; Kay et al. 2016; Menegaz et al. 2018; Soldani et al. 2018)
Studies using plague index as a measure to assess oral hygiene improvements resulted in a
small rediction in plague accumulation (30% decrease in plaque index compared with
controlg and studies using percent of tooth surface to measure plaque found patients
expected to have 10% fewer affected tooth surfaces following (&dl and Locker 1996)
OSubstantiad (Watt and Marinho 20052 NdramaticE (Kay and Locker 1998hort-term
reductions in plaque levels were reported with adultslan children when educating

parents. Again, the lonterm implications of theseffects were unsuréWatt 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 ratesco@icated by the

inclusion of fluoride as part of the intervention. As it was possible to separate the
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STFFSOha 2F SAGKSNI AYUSNBSyuAz2ys (KS& RAR y2i
effects on caries in their metanalysigKay et al. 2016)n their later review, they found

that small but norsignificant effects on caries reported in trendomised control trials

(RCTxthey reviewed but more positive effects on caries levels in the axgierimental

studies involving brushing with fluoride toothpagt€ay and Locker 1998)lenegaz 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. B&®8h (1994kxplained that

they did nd find much evidence of lonterm improvements in knowledge or attitudes

towards dental health despite seeing some shHerm gainsln a review of the effectiveness

of smoking cessation studigdplliday et al. (2021fpund low-certainty evidence of

increased cessation rates after the pision of behavioural support and moderatertainty
evidence of effectiveness when behaviolsapport was coupled with pharmacotherapy.
However, only 16 of the 20 studies reviews explored smoking cessation in dental clinics
while the remaining four wereonducted in school or college settings and there was
AYadzZFFAOASY(l SOARSYOS gKSGKSNI GKS AyUSNBSydAa

oral health.

Overall, the reviews mainly concluded that the various types of OHE interventions can lead
to shortterm changes in knowledge and oral health promoting oral hygiene behaviour. But

the authors were uncertain whether these represented longggm improvements and
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their wider public health impact. The cost effectiveness of such interventions was also
guestioned(Brown 1994; Watt and Marinho 20Q3)lethodological and reporting issues
constrained theNBS @ A SabilByNdd@w conclusionsn effectiveness identifieth 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) Thereviewersreported insufficient descriptions of the interventions being
explored and the measures used to assess them in the papers they reviewed. Shor follow
up periods also limited confidence in the longerm 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 interventiBrown (1994 noted that
those that did inclué theories of hedh behaviour change often showed better outcomes.
Sprod et al. (1996)oncluded that interventions that included patienéntred approaches
based on more holistic models of health behaviour which &d®ount ofsocial, cultural,

and personal factors showed more promise for achieving lostgen 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 aémpting a causeand-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
fluoridatedtoothpaste, 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.1R&#3ntrelated factors are also

overlooked in the evaluation®&rown (B94)noted thattraditional types of OHE do not take
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account of how the patient will filter the information according to their own understanding
2T KSIfGK FyR 2Nl f KSFHfdK®d ¢KS RSydGl-f LINRPTFSA

building impactedy LJ 6 ASy G4 Q Y2 iA@aykethaR2016Yi2 F2ff 26 | R(

While general oral health levels are improving, inequalities continue despite attempts to
address then{Kay and Locker 1996; Watt and Sheiham 1999; Watt and Marinho 2005;
Harris et al. 2012)n theory, the most deprived populations have most to benefit from
primary care preventioifWelsh Government 2013 practice, wile oral health education
may improve oral health, it has been found to increase inequaliéstt 2007)as

behaviour change has been shown to be meffective with affluent participants than with
deprived participantgSchou and Wight 1994Jhis reflects the importance @fxploring

patient, and social influence on OHE outcomes.

23 5SSyl f LINRPFTSaarzylfaQ dzyRSNERGI YRAY 3
health education within general dental practices

ThissectionA y @Sa G A3 §Sa GKS T @FAtrofS fAGSNI Gddz2NB 2

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

their team. Italsoexplo@ G KS Ay Ff dzSyO0Sa 2y RSyidlFf LINRFSa

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

STFAOLO8 2F 2N}t KSIfGK AYyiSNIXrOGAzya yR (KS

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

and their role in oral health education is then discussed. Finally, praetieeant factors
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such as the financial barriers atite appointmenttime implications of proiding oral health

education are outlined.

2.3.1 The available research literature

Thereisl &Yl €t ydzYoSNJ 2F LJzof A&AKSR LI} LISNBE I RRNE:
understanding of oral health educatige.g., Humphreys et al. 2010; Metz et al. 2Q015)
the@ASsaQ 2F 20KSNI KSIf G§KOFNB madystafedyaSterly | f 4 Q
and Wharton 2011; Buxcey et al. 2012hd medical professionals.g., Wardh et al. 2003;

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

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

(Jensen et al. 2014)

Methodologically, alongside systematic revie{@8siga et al. 2014; Kay et al. 204 few
studies published to daterere surveys (of various size and response rates)
(Warnakulasuriya and Johnson 1999; Anderson et al. 2002)itative intervievg, focus
groups, or mixed method studidsf varying sizeéqShepherd et al. 2010; Andersson et al.
2012; Filipponi et al. 2018; Franklin et al. 201 %iv)review papers/research

summaries/commentary papef§ox 2010a; Bedos et al. 2018)

While there is a range of literature on toothbrushitiigere was very little published
exploratonofR Sy i I f  LIN@iTd& and expeliencas®f discussing toothbrushing
with adult patients. Instead, theoothbrushingliterature exploreSOHE with children and
their parents(Threlfall et al. 2007; Yuan et al. 201&)d OHE interventions outside the

dental practice (e.g., mobile apps or workboofesy., Schlueter et al. 2010)he relevant
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OHE on smoking cessation and alcohol consumption, and to a tedset, sugar
consumption(Chestnutt and Binnie 1995; Watt et al. 2004; Stacey.€2QG06; Ahmed et al.

2018) or alcohol consumptiorfWarnakulasuriya and Johnson 1999; Shepherd et al. 2010)

InNF RRAGAZ2Y S | @I NApeiektion? Hraldeaiéducatioff Df dERR y @ a
health promotiod | NB 2FiGSy dzaSR Ay UGSNOKFIy3aSItofte Ay
implicitly embedded within explorations of wider preventive cédyer and Robinson 2006;

Tomlinson and Treasure 2006; Fox 2010a; Leggett et al..2b2dn so, the conclusis of

8dz0K a0GdzRASA 4dz3384ad OINAFGAZ2Y Ay RSydAadaQ

(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 Y orksisesl

dentists using qualitative interviews and questionnaires, Dyer and Rob{8606)found

GKFd RSYydAaaltaQ OASga NBTIgo@licdRas tisedsadserd NHzY =
to as a health issue. Healtbcussed datists 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 m@idEand providing wider

health interventions such asmoking cessation or dietary advice. Disesrised dentists

reflecteda 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

enjoymentfrom any preventive workP ¢ KSNBE A& y 20 YdzOK LJ SI &dzNB

Ke@3aAaASyS AyaidaNHzOGA2Yy Ay Yé SELISNASYyOS oodd L

Ay U SNIS Yy (b4 )yDyed andl Bobifisbn@@0a)hile this study feusses on the
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provision of general healthJNR Y 2 A 2 y(2D14)WRlyigittasORE was only perceived
as necessary when patients showed evidence of caries, rather than discussing oral health

with everyone, reflects how #@se differencesan 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 Netherlandt.eggett ¢ al. 2021) Participants includedental teams, policy

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

dentistry was increasingly focussing on prevention anelcognitionof the need for
preventionprovision, some dental professional participants (mainly dentists) still viewed

prevention as less interesting than treatment. Participants identified that an interest in
GNBFAOGYSyYyd a I NBFazy FT2N SyYyGSNRAyiaé REY (A aidNR
Gsex¢ I yR f k@S R2 T KISNRIF G YSy G 2 KAfS RAAOdzaaAy 3
placing fissure sealants and fluoride varnish alongside providing OHE, the findings suggest

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

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

provision of OHE.

Two studiesboth carried out within a similar time frame, explored the views of dentists and
dental professionals in Wales. Arrden, Treasure and Spr@¢dnderson et al. 2002)

explored views of oral health promotion via a saimpletion survey sent to dentists and a
number of dental professionals registered witite Wales Deanery. Eighsight 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 activigpent on managing or preventing dental caries and
gum diseaseTomlinson and Treasure (20086 A A A 1 SR RSYGA &G4 Q LINE OA
work, including OHE, across Wales using a quantitative postal questionnaire sent to a
random selection of practising dentists coupheih analysis of all th®ental Practice Board
(DPB) claims for remuneration over am®nth period, ending in October 2002he

dentists surveyed strongly agreed with delivering OHE (95%) and with providing advice
against sugary and erosive foods (85Pigwever, 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 asmPyked

and North Wales submitted 2@mes more claims, by more dentists, than urban areas such
as CardiffHowever, it igpossible participantsnay have beeengaging with OHE but not
claiming for it owing to its low remuneration leveWhatever the reasoyboth studies

indicate a mismatchetween a positive view of OHE aedidence ofts actual provision.

A more recentstudyexploredthe reasoning behind some of these viewpoitds/ards
provision of OHEWitton and Moles (20153onducted a Q sort study with 26 NHS dentists,
exploring how theDelivering Better Oral Heal{Public Health England 201gl)idelines are
being implemented, and the barriers to its implementation in practice. Factor analysis
revealed three profes 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.

Table2.1: Three dentist "types" identified by Witton and Moles (2015)

Most agreed with

Most disagreed with

TLT L ¢ PRdidkrBidgRbetieRoral 1
healthQ L ¢2dzZ R 0SS TAy
disadvantaged

1 There is not enough time to follow every 1

Pelivering better oralheal@ A a G |
placel look wten | have to devise a
prevention strategy for my patient

| do not believe that prevention works

Profilel bit of guidance iW'5 St A @S NR ¥y 3 q |tis not my role to deliver prevention
KSFfTOKQ
TL ¢ y{ Deerihglokiierdral ¥
healthQ Ay LIN} OGAOS oc¢
does not allow me to
1 Welivering better oral heal® A & ( | Pelivering better oral heal@ A a I
place | look when | have to devise a my clinical autonomy
prevention strategy for my patient 9 Itis not my role to deliver prevention
_ It is not worth offering preventiontoun L ySSR (2 a Skeliveriig S
Profile2 motivated patients better oral healtt) g2 NJ Ay 3 A
fL ¢ yi De®erihglbkiier@ral W before | decide if | will apply its
healthQ Ay LIN} OGAOS 0 ¢ recommendations
does not allow me to
1 There should be a patient version of 1 1 'am paid to treat disease and not to
Pelivering better oral heal® (2 A provide prevention
compliance with prevention 1 Itis not worth offering prevention to un
TW5St AQSNAYy 3 o dhafhed motivated patients
Profile3 my practice for the better 1 Itis a waste of resources to offer

1 1 want more support from the health
service in implementing the
recommendatiy & Dglifering better
oral healtiQ

prevention to all patients

The second profileepresented 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
2dzZRASYSyida 2F (§KSANI LI ( AHesftifdcdsedt KISNBFR Y d & A 2INR T
waskeen 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 aldactors

mayinfluence views on OHE provision in practice.
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Alongside dental professional viewpoints, the acceptance and provision os@hiiimes

variedbased on the subject area of the advieS S NI f &G dzZRASa KI @S SELX
on providng advice on wider health issues and the findings uncovered a range of opinions.

The provision of alcohol guidance was accepted by dentists in some sfDgiesand

Robinson 2006; Shepherd et al. 20bQj was less supported in othef¥/arnakulasuriya

and Johnson 1999; Anderson et al. 2002; Dyer and Robinson 2006; Tomlinson and Treasure
2006; Fox 2010a; Yusuf et al. 2Q1Bietary 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 healtijwarnakulasuriya and Johnson 1999; Dyer and Robinson 2006;

Yusuf et al. 2015for example providinggst-operative advice on smoking following

extractions or other procedure@Vatt et al. 2004)

Several survey stlies focused on smoking cessation provision by the dental team and
provided insight into both attitudes and provision rat€hestnutt and Binnie (1995)
surveyed 448 Scottish dental practitiongbg.7% thought smoking cessation counselling
was part ofthe dentist role with only 21.2% regting that it was outside their remit.
wS3IIFNRfSaa 2F FGGAGdzZRSE ypdcess AYRAOFGSR GKI G
200l arz2ylffeédaod | Nbpasdhentdsty SirvéyedireNdit&ldiscAssing! { !
smoking cessation at every appointni€@5.5%). However, only half of those had a specific
approach that they used with patien{albert et al. 2002)Ina Welshstudy, Tomlinson and
Treasure (2006pund that their dentist participants were slightly more accepting of
offeringsmoking cessation advice (59%) than of dietary advice beyond oral healtk issue
(51%) Stacey et al. (2006gported 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, thepercentages dropped greatly when reporting actual provision (dentists:
63%; dental hygienist§5%; and dental nurse21%).A similar pattern of attitudes and
reported rates of provision was also shown in an electronic survey study exploring the
smoking essation views of dentists (n=725) and dental hygienists (n=701) in California
(Chaffee et al. 2019 hemajority of dentsts (73%) and dental hygienists (80%) reported
asking about and recording patients smoking status, but far feeorted regularly

offering cessation advice (dentists: 184% and hygienists: 2%%0%).Despite a relatively
small sample oflental professionals in the north of Englamdurveybasedon astudy by
Ahmed et al. (2018pdicates 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 smokj cessation advice during appointments
(Ahmed et al. 2018)hese studies did not offer any suggestidosthe gap between

positive opinion of OHE and actual provision which raises questions albafiprevents or

discourages provision

2.3.3 A delegated task?

CKS GIFINRAFGA2Y 0S06SSY RAewbiSdNdtihad abosgtaceyft G S Y
et al. 2006; Ahmed et al. 2018jay rdlect aviewthat it is the responsibility of other dental

team members rather than a part of their own rol&hile Templeton et al. (2016pund

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

YSYo SNEQ dNBieshaveepditdd 8eNtists viewing OHE as better suiteddental

care professionals (DCPs). Theirreasons R&QUR | L2 AaA 0 A OS @Dyeband 2 F 5/ t

Robinson 2006; Jensenetal. 2B4)5/ t aQ 06 S G G SNJ NBE@Watileha2 y & KA LJA 4
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2004) or more pragmatic reasons suchlasger appointment times or passing on
unrewarding (personally or financially) tagk¥er and Robinson 2006; Jensen et al. 2014;

Leggett et al2021)

Dyer and Robinso2006)NE LJ2 NIi SR 2y RSy i A atéamn@rkgppréagha 2y (0 K
to general health promotion, gathered via a combination of qualiwatiterviews and

guantitative 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, athall or dietary intake.

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

monitoring. There were queriesn whether dentists would have more influence over

patients, whomaytake the information less seriously from DCPs. @heported DCPs to

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

general healtifocussed preventive work either because of positive views of Q(bHisies

@¢KS 2Nt Ke@3aASyS Ay Yeé Lllhe Bygiensts ratverdhdh S R Sy
02 Y4B) ahers because they perceived DCPs to have more time during appointments

0 To be honest they will take more time than | might because they have got much more time

0 2 21 SR dare prammabicdnotivations wereigen by others; health interventions were
O2yaARSNBR | LJ222NJ dzaS 2F RSydAadaQlossA YS 0 dzi
leader® 2 NJ FNRY I UYRISyaNENDasKdZrhgllin@@dinurgbgr of DCPs

available in practices was discussecawnside to their involvement in health

improvementd ¢ KSNBE I NB FSg Sy2dza3K 2F (GKSYX gKe& ¢2d

Fgl & TFNRY (KSpas). owadvdryt &aes natetl thdt theinkajority of discussion
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revolved around the use of denttilerapists and hygienists, with oral health educators

(OHEdSs) discussed only occasionally and dental nursesftess

Three studies explored perceptions of which dental professionalwakthe most

appropriateto provide smoking cessation and results varittt et al. (2004)nterviewed
dentists, dental ntses and one dental hygienistbout providing smoking cessation OHE
andfoundYl y& 2F GKS AYyUiSNWBASSHESR | INB&RpositieE: § RSy
to provide smoking cessation advice/support. This was mirrore8tagey et al. (200&yho
reported that around 90% of thoseisveyed 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% eafdt).et al. (2004gxplained

how the views werdased orLJ: NJi A @elatidhsyipi witpatientsWhile ®mefelt that

as dentists were held inigher esteem by patientthat they should be responsible for OHE
othershad the view that as patients were more at ease vibtHsthan with dentists, they

were in a better position to have potentially sensitive discussions with patiStasey et al.
(2006)noted thatonly 4% of dentisthadreceived smoking cessation training as an
undergraduate and 26% as a postgraduate compared to a total 45% of dentalibigyien

reporting trainingbut did not go as far as suggesting that timayhave shapd their views.

In a more recent studyAhmed et al. (2018&pund that overall, their respondents favoured
the dentist as the preferred role for offering smoking cessation advice (96%), compared to
dental hygienistaind 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

37



profession&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 dentist$. (50%
The higher acceptance rates are encouradpagagainno information was provided as to
whethertraining or other factorsvere the reason for the discrepancy betwe@erceived

role and actual provision.

2.3.4 Influences on views and approaches to OHE

2.3.4.1 Professionakducation andocialisation

AnearlyinfluenceA y G KS &KIFLAY3 2F RSydAadaQ LINPFSaar
undergraduate trainingThe way that OHE was taught (content, by whom) during
undergraduate education was said to shape views and later peer group opiA®®s.
surgical profession, large proportion of training focusses on the clinical paradigm of
treating disease, and the technical and technological aspects of théSolevendicke and
Giannobile 2020)However, this is often at the expense of the social deteamts of health
care and pregntive dentistry(Metz et al. 2015)vhere coverage may be minimal.
Marginalizing these topics has been suggested to lead to the perception that prevention
education is not part of everyday practice activit{€alderon et al. 2007; Autidoldand
Tomar 2008; Pakdaman et al. 2010; Garcia and Sohn 2012; Morgan et alo2i313)
something that meets a requirement but is not valued as an actjiziéggett et al. 2021)
Morgan et al. (20133urveyed 98 fourthand fifth-yearUKdental undergraduates and
dental hygiene and dental hygiettieerapy 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 confideriegels 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 thauthors 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 202taihingfocussed on treatment wasdicatedto be behind

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

Hungary, and the Netherlandkeggett et al. 2021)

Neglecting to teach prevention in favour of restoration was suggested to reprasen
shortcoming of educational obligatiorisletz et al. 2015)Existing researciupports a need

to present a holistic view of health in the undergraduate curriculum to foster a culture of
prevention(Dyer and Robinson 20Q@ncouraging students to reflect on their own
assumptions of the social influences on oral health and how to address(fBedos et al.
2018) Efforts to integrate prevention and motivational methods are being made in the UK
and the USAAnderson et al. 2002; Bedos et al. 2018; Tiwari 2088)utlined irChapter 1:
Introduction the GeneralDental Council(GDChow require dentists and all other members
of the dental team to be proficient in various aspects of oral health promdtizeneral

Dental Council 2015Yhis move is seen to be supported by studéRimdlisbacher et al.
2017) In theirBrazilian/Americameview, Suga et al. (2014pncluded that dentists who

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

the changinglemands of the role and are more willing to provide OHE and prevention.
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As well as providing knowledge, dental trainingasds thgourneyfrom lay person to
dentalprofessionalFreeman 1999a)rhese changes have been said to occur through a

process of socialisatioEExposure to the attitudes and behaviours of thi@aimily isan

A Y R A OfivsRdzlrcedd igiluence (primary socialisation). Thisaowed bylearning
throughinteraction with friends and peers during childhood and adolescéseeondary
socialisation)Baric 1977; Freeman 19990he third form of influence (tertiary

socialisation) is from ider social groups and institution®ne form oftertiary socialisation

is theinfluenceof dental education on the dental professional iden{ibyocker 1989)

Termed the hidden curriculum, these unintendadd unofficiaimessagesire key in

understinding the development of a professional iden{iiyaffertyand Franks 2004;

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

health professionals and be shapedthgir social normstheir attitudes and behaviour.

SociaNBE O23ayAlGAz2zy 2F (GKS Apéisk @ihfevazithée faiessioyal 6 f SR3I S
identity and affordghe individuald: LJ2 4 SNJ 62 Ay Ff dzZSyO0S 2G§KSNDa |
behaviourgLocker 1989; Freeman 1999jirough these informal processes, the culture of

0§KS AYRA DA R dzFifflaeacesPb8tlywhat ft meiaristo be/aAdghil professional

and their approaches to dental practice.

2.3.4.2 Psychosocial influences

CKS a20Alf ySig2Nla 2F RSyidArada KIFI@GS faz2 oS
professional role identity. In an Australigualitative study, peer and social networks were
NBELI2ZNISR (G2 LINPGARS Y2NB AyTFfEdzZSyOS 2y LI NIAC
evidence or guidelines and having prevenifgeused practice leadership influenced

practice (Sbaraini 2012)in another study by the same authodgntists who identified
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themselvesas having a preventivé 2 Odza 8 SR I LILINR I OK NBrmddtNIi SR (K|
dentist¢ ¢ SNB & dzLJLJ2 NI A @ Sbhafahi etadZ0K3Pokitife patlehtINE | O K
outcomes following OHE wereddtified as a source of personal satisfaction for dental
LINEFSaaAz2ylfta 26Ay3 G2 inter&Ss YuovBréldfso F raokivatar K S A NJ L
as a way to demonstrate their skills and good practice to their collea@eesen et al.

2014)

A Londorbased study alsceportedthat dentists with positive views of providing

preventive advice also perceived that their colleagues were as equally involved in provision
(Yusuf efal. 2015) A Dutch study concluded thaental professionals who perceived

support from their dental team members, peers, aheé dental organisations reported

more engagement with smoking cessatmdvice(Rosseett al. 2009)Working in a practice
where smoking cessatig\ndersson et al. 2012y OHE for periodontal disease prevention
(Stenman et al. 201@yas supported by management was atszservedas a facilitatorfor

DHs in two Swedish studi€Stenman et al. 2010; Andersson et al. 20R2)Ksystematic

review concluded that lone practitioners and those who perceived a lack of support from
their practice team identified more barriers tiffering OHELala et al. 2017A mixed

methods study explored caries prevemimeasures, including OHE alongside actions such
as determining and planning care according to patient risk, and the application of fissure
sealants and fluoride varisi 2 dzy R G KIF G RSy Gl €t GSFya G§SYRSR
about prevention. Pretices performing low levels of preventive work were more likely to
report fewbenefitsto prevention, toidentify greaterbarriers such as lack of time and

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

(Templeton et al. 2016 he learning and adoption of knowledge and opinions from dental
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practice cultures and social networks maypekplain some of the variation in views and

practice of oral health education and prevention.

Studies have shown that denti§kswn beliefs and experiences influence their OHE
messageg¢Tomlinson and Treasure 2006; Threlfall et al. 2007; Holmes 2016; Kay et al. 2016;
Aziz et al. 2019)or example, in a survey of New Zealand dentists, Azi{26818)found

GKFG hl 9 RSEAGSNBR AYy FLIRAYyOGYSyida sl a Ay¥Fid
care patterns. While most respondents reported providing toothbrushing advice (modified
Bass techniguejyecommendations fothe use of fluoridated toothpste, daily flossingr

use of interproximal cleaning aigsnd the use of mouthwash were all higher in those that
alsoreportedregularlyincludingsuch actions in their own daily routin@ver half of the
respondents agreed that their own oral healttagis influenced patient adherence to

advice and over onhird agreed that dentists were important models in oral healthla et

al. (2017¥ound that dental professionals who smoked were less likely to reporngatbe

topic of smoking cessation with patients than remoking participantsConversely,

Chestnutt and Binnie (1998¢counted how dentisparticipants who were former smokers

were more likely to engage in smoking cessation advibese findings are supported by
previous research that suggested that dentists give namhéiceandadopt apositive

approach when it allies with their persoredtitudes and belief§Chestnutt and Binnie 1995;

Holmes 2016)

2.3.4.3 Practitionerconfidence in their abilities

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

interventions have beenoncludedto increase the frequency of offering Olkay et al.
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2016) for example smoking cessation adviédbert et al.2002) Nearly 60% dfVatt et al.

(2004)survey participants reported [ F O1 2F O2y FARSYOS Ay FoAf Al
OSaal dAzy | Ol A O Adsaagier foyrovilingsthokiaigizessation AdRige A £

Lack of training in smoking cessation supg@testnutt and Binnie 1995; Warnakulasuriya

and Johnson 1999; Stacey et al. 2006; Andersson et al. 2012; Ahmed et a2 I8PHE

in general(Kay et al. 2016as identifed 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

confidencein their OHE skills. High levels of confidence in delivering preventive advice was
reported byYusuf et al. (20153 espite identifying a lack of some core preventive

knowledge. Similarly, most of the dentidgdyer and Robinson (200@terviewed spoke of

feeling inadequately trained to lead health interveni® particularly training in their
communication skills. However, fewer questionnaire respondents in the same study

indicated this as a barrier to undertakihgalth interventionsAs part of a 12-fjuestion

seltO2 YL SGA2Y & dzNIISe 2nial plactice REBRh§ éndirananénts Andl y S NJ-
activities,Burke et al. (209)included two questions about oral health education and

preventive dentistry. When askednly just over half §5% of the 388 respondenteeported

that they possessedthé | y2 ¢f SRIS T yR aiAtft G2 FLILXe&e oSKI
0SKI @A2dzNT £ OKI yCBriversely94% rapdubedl thalt thel g i & &

knowledge and skill to meet th@eventive dentistry needs and expectations of the older

LJ- & A \Whiditéis difficult to draw conclusions from just two questions from an extensive
guestionnairecovering many topigdower feelings of preparedness for general behavioural

change may rééct the variation in attitudes towards the different topics of OHE as noted
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earlier in this chapter. For examplehile the majority of the 15 participants who completed
Y & §2ab03)sdlfedenpletion survey believed that they were able to influence effective
brushing techniques and fluoride toothpastise, they were less confident in the role of diet

counsellingKay et al. 2003)

Se\eral 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 pryingWatt et al. 2004; Dyer and Robinson 2Q08)e literature

KAIKE AGKGSR LINI OQGAGA2YSNEQYDIE RNB WF BILIKoF A dzii K § A
being intrusive in their questioningf their oral hygiene habit€lensen et al. 2014y

lifestyle, and uncertainty regarding the boundaries of the dental (datt et al. 2004; Dyer

and Robinson 2006 his was a concern for dental nurses and dentists when discussing
aY21Ay3 OSaal GA2@R00A)FK2 I T8E & notkEiDdshesisdiRE o

LI NI A Odzf F N @ |a GKS A yie§gNg® SHredchireyy Ratirdas OK | NI O
patients about behaviour change. Dentists reported similar reluctance in Dyer and

w20 AY@EPEILAEAISNI 2y LINPDGARAY3I | fO02K2f O2yadzyLIiA.
of insight into the relevance of such questionadgputtheir oral health was thought to

potentially alienate patientsdt ¢ KS& YA IKG GKAYy]l Al 61 & LINEBAYS3
that is anything to do with their mouth and teetfwhich is what they expect a dentist to be

a1 Ay 3 (pks). Fhame findings were echoedRlyepherd et al. (201@)ho also

reportedlow dentist confidence in providing alcohol consumption advice arising from

concerns about disrupting their relationship with tpatient orcausing them

embarrassment or offence which may have knockfinancial implications for the practice

e.g., throudp loss of patients
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7 A

hLIAYyAz2ya NBIFNRAYy3I (K STFFTAOIO& 2F LINBGSy(Az
oral health educationLeggett et al. (202Xpund that some dentist partipants did not see
LINE@SYGA2yY Fa LINI 2F GKSANI NRES> az2YSiKAy3
set rather than the systems that they worked within as the participants were from six

different countriesLeggett et al. (20213lso notal that those who did not see prevention

Fa LI NG 2F GKSANI NRES |fa2 RAR y2i 0StASGS A
becoming demotivated followingxperiences of patients nobllowing their adviceOthers

noted a lack of measures to monitor whether prevention had been effective for patients left

them with little incentive to provide it. Whilegsticipants had previously spoken about

prevention as lacking kudos and not being,filmese negative experiencesd lack of clear

outcomesmay 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

evidencebut rather on personal experience or shared anecdotes amongst paesrvey

based study exploring the implementation of prevention guidance in general dental

practices found that participant opinion was split on whether patients followed their advice

(Witton and Moles 2013)Three stdies(Dyer and Robinson 2006; Sbaraini 2012; Sbaraini et

al. 2013Y¥eported that decisions on the impact of prevention and oral health education

were based on anecdotal information rather than evidencehwrofessionals valuing

results observed in their own patients in their practice over academic research:
GL LINPOolofé (NHaAaG Yé 26y Ot AyAOlf SELISNRSY
keep doing something that is not working, you are goingttp, aren't you? My own

Ot AYAOLFt SELISNASYOS A& ¢KI Ghatanid®MPya G GKS gl
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Limited reflection on thi delivery of interventions and theiider influences on the patient
outcomes that they were intending to elicit may lead to disappointment and scepticism
aboutfuture attempts if patiens do not follow advicéRichards and Filipponi 2011,

Weinstein et al 2004 cited in Gao et al. 20M/att et al. (2004jound that participants

reported mainly negative views on smoking cessation and of wider oral health prevention
activties, most strongly identified by dental nurses, as a result of frustration from lack of
behaviour changeAndersson et al2012)explained howfrustration and negative feelings
a2YSUAYSA AYLI OGSR 2y a2YS 2F GKSANI 51 LJ NI A
positive when promoting smoking cessation while others reported trying out different
approaches at the next appdiment with the patients As well as impeding satisfaction with
their work, perceivedpoor efficacy and enjoyment of OHE was identified as a barrier to the
effectiveness of future OHE effortiKay et al. 2016)Unlike restorative care, behavioural
preventive tianges may be difficult to measure or only be achieved by a small percentage of
patients; dental professionals are recommended to adopt a widertfg@or public health
definition of success than solely on an individual case lf@sisstnutt 2010; Richards and

Filipponi 2011)

2.3.4.5 Perceptions of their patients

As oral health education and preventive dentistry are by nature interachivw the dentist

views the patient and their responsibility for their oral health care are factotisarway

that they conceptualise prevention education. For example, while some dental professionals
enjoyed working with challenging patient®ensen et al. 2014dhere are several studies on
RSYGA&aGaAaQ O02YYdzyAOF A2y 6A 0K LI @peXyahtiet y R LIN

al. 1996a; Brennan and Spencer 2006; Dharamsi et al. 204Im) et al. (1996akported
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0 K Iménagéa A oAl iae Q1 KS OKI NI OGSNR & GA O idedlpalienR@ &2 OA |
In a survey of English dental surgea¥gllor and Milgrom (1995found that lack of

communication, patient nostompliance and patient control were the causes of frustrating

aspects of appointments. Manageability and compliance of patients were also iampdot

dentists in other studiegRouse and Hamilton 1991; Brennan and Spencer 2006)

5SaLIAGS NBLR2NIAY3I KFEGAy3a GKS LI GASYyGaQ o6Sai
SELX 2NAYy3 RSyiGlf LINRPTSaaAz2yltaQ OASsa 2y 27F7
judgements and interaction with the patient during the appointment influeshtieeir OHE
activity(Jensen etal. 2014) C2 NJ SE I Y LI S = firtekeSt inlthe dppoiyhéna f SO S
or poor chemistry between dental professional and patient also impact on OHE efforts.

{2YS LINIGAOALIYy(Ga Ifaz2z NBLR2NIOISR GKFG F LI GAS

dzOF GA 2y X GKSANI LISN

SLIA2y 2F GKS LI GASYydQa

(0p))

AYGSNI OGA2y 2N FFFSOG GUKS @UiNEFHaawByl taqQ 02y

Perception of adckof patient interesthasbeencited as a barrier to OHRedford andsift

1997; Campbell et al. 1999; Andersson et al. 2012; Jensen et al. 2014; Ahmed et al. 2018;
Leggett et al. 2021)n a paper on providing smoking cessatifatt et al. (2004jound 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 interestednd gregnant women were considered the most

difficult groups withwhich to initiate such conversatiorisr fear of causing offence&Ssome
participants were concerned that approaching it at the wrong point or if handled incorrectly

would alienate patientsd { 2 pe8ple take offence if you start talking about giving up
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AaY21Ay3: e2dz (y26> GKSe& &l &(pa92Longhadings K2 R2 @
patients, with whom the professionals had already developed a relationship were

considered the most appropriat@f initiating smoking cessation discussioAsdersson et

al. (2012)lso noted that having a good respectful relationshifh patients made

discussing smoking cessation easier.

Witton and Moleg2015)Q method study, discussed earlier in this chaf&ze Tabl2.2),

suggested a typof dentist who vasmotivated to deliver prevention education but who

had ideas about the type of patient who should receive it. Patients whahadously

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 reportedtie delivery of oral
KSFfdK FROAOS (2 OKAf RNB A FhicBAREAE. PADHNAO2 Y 4 A RS

~ A

Ay GNBIGYSyl SOA&AZ2Y YI {AY DN ek 6 & OASH S
wider range of treatment options and general interactigedford and Gift 1997)

Converselyt dzy’ N5 fatiehtdwih&viere judged not to take responsibility for their own

oral health were seen as frustrating and unlikely to benefit from prevention, with a

restorative approal 0 SAy 3 GKS 2yf e @@viz2 FmRiNGAYy23/ SSSIND S A
patients(Sbaraini 2012Patients from socially disadvantaged backgrounds were viewed by
dentistparticipants from six European countries to give low priority to oral heplissess

lower oral health knowledgedp be more likely to engage in heaktisk behaviour andto be

concerned with the cost implications of preventifireggett et al. 2021)
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Perceived patient willingness to pay for OHE/prevention svaslarlya factor in the

Tomlinson and Treasure (200)rveyin 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 patartsen

etal. (2014pgainNB L2 NIiSR (GKSANJ { 6SRA&AK LI NIAOALI yGaAQ
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.

| 2 ¢Sttt RSyGlf LINRTS ARlat@tytheir pasientsdhaRasolieénz2 2 R |y
highlighted as either a barrier or facilitator to OHE effectiver{§sy et al. 2016)

Perceptions of the persai responsibility of patients for their lifestyle and health care

behaviours has been little exploré@orah et al. 1982; Albertsen 2012¢nsen eal. (2014)

found that their participantS YLIKIF a AT SR GKS AYLERZNIIFyOS 2F LI i
own oral health but also spoke of their own responsibility for providing information and the
outcome. A internationalsystematic review metsummay by Suga et gR2014)on caries
preventionidentifiedcommonS E LJ | yI GA2y & GKIFG RSyGA&d LI NIA
of adherence to preventive measurdack of understanding of the benefits of preventive

measures was the most frequently associated factor, followed by lack of motivation to make
changesthen participant age having small children (i.adult patients with limited free

time from child carg Fear, embarrassment, and treatment costs were identified at lower

levels of frequency. Parental motivation was the most frequently identified refmon

patient adherence. fiis review had a broad inclusion remit which inclu@edide range of
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topics around the area of caries preventiaidies with both children and adultand
studies carried out in a range of settindggowever, the results reflesimilar issues raised in

OHEspecific 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 studie@Vatt et al. 2004; Tomlinson and Treasure 2006; Sbaraini et al.

2013; Yusuf et al. 2015)hese barriers included inadequate remuneration for the task

(Watt et al. 2004; Dyer and Robinson 2006; Csikar et al. 2009; Sbaraini et al. 2018t Yusuf

al. 2015) practice time demand@Vatt et al. 2004; Sharaini et al. 2013; Yusuf et al. 2015)
practice space and faciliti€gVatt et al. 2004; Sbaraini et al. 2013nd patient factorgWatt

et al. 2004; Yusuf et al. 2019hese factorare explained in more detail.

Possibly the most frequently reported barrier to providing OHE is the potential financial
impact owing to remuneratiosystemgWatt et al. 2004; Dyer and Robinson 2006; Stacey
et al. 2006; Sbaraini et al. 2013; Yusuf et al. 2015; Leggett et al.. R@2k)of remuneration
by the UK systerwas highlighted byvicCann et al. (2000Vatt et al. (2004)andAhmed et
al. (2018)s a key barrier to providing smoking cessation, particularlyelyists compared
to DCPgAhmed et al. 2018Pyer and Robinson (2008hd Tomlinson and Treasure (2006)
both found that NHS feper-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 withasitive view of OHE/prevention, these

activities were limited in order to enable them to meet business responsibilitids:i Q &
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ol flyOS 6KSNB @2dz R2y Qi 4yl (2 fOgeBandh i SLI (G KS

Robinson 2006, p.48)

In a questionnaire study of 386 dental practitioners in West YorksGsikar et al. (2009)

explored differences in smoking cessation and health promotion provision between
privately-orientated practices (POPs) and Nétf#ntated practices (NHSOPSs). They found

no significant difference bateen the two practice types regarding reported levels of

smoking cessation advice provision (POP: 42%, NHSOP 37%jicR&fst providing

significantly more advice on diet and nutrition (POP: 67%, NHSOP,:rédétjling this

F OGAGAGE A yandieférrih@patiertson tg @niNE S smoking cessation service.

thta Ffa2 NBLR2NISR TSHSNI oF NNASNE (o LINE OA aA

incentive & | @1 2 ¥ SIEYRS NIDNaEitna2t H NI D aW I Of Sa o

In an Australian groundd theory interview study of 23 dentists and one dental hygienist
(Sbaraini etl. 2013) some participants highlighted that dental professionals have an ethical
and moral resposibility to provide preventive care, even if they are not being reimbursed
for the time.
Ghy GKS gK2fS> Y2aid RSyGraada FNB O02yaOASyl
you must practice preventively. At the end of the day, we probably gain monetary wise
from perbbrming restorations and more complex treatments, rather than preventively,
because we are not paid for the time that we spend doing prevention. But, ethically and
Y2NI tfte> ¢S KI @S G@M5FyR Y2ald RSyGAaAada R2o
Agreeing that insufficient remunerationf@revention provided little incentivehe UK

system structure was also noted as a barrier to time for preverpDentists from the UK
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and IrelandLeggett et al. 2021Policy makers were also dab be uninterested in putting

money into prevention, even though, as Irish participants highlighted, it would lead to cost
savingsinthe future. SNOSLIIA2ya 2F WG 3dzSQ IFdzARSE Ay Sa |
WGNBIF RYATEQ 2¢AYy3 ingansipgoiied Ny NBIS gentdldodriissionery R FS S
were also reported by UK dentists. The authors obsgthiat an interplay of varyingystem

barriers weredetailed by participants from all sparticipatingcountries suggesting that

there was no one system that facilitated prevention successfu#ggett et al. 2021)

Another practical impact of providing OHE is the potential impact on appointment timings
(Watt et al. 2004; Sbaraini et al. 2018Jatt et alQ @004)participants were concerned that
starting a discussion with their patients about theirakimg 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 #EQChestnutt and Binnie

1995; Jensen et al. 2014; Kay et al. 2016; Lala et al. 2017; Ahmed et alS28d8)y et al.
(2006)found thatthis was more frequently reported by dental hygienists, than by the
dentist or the dental nurses in their stud@urrently, dental hygienists and dental therapists
are not employed in all practices and those employed {iane might mean that access is
limited to one or two hours a weglomlinson and Treasure 2008he SwedisDHsin

I Y RS NE& a £2¢12)Suidy thlkeddai being flexible in their approach, and adapting

each patient. They managed the tight appointment timeframes by wigthe smoking
cessation advice as an ongoing interaction, initial sessions may ju2 ¢ O KvBh a SSRE

opportunity to follow up at later appointments.
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Alongside concerns around pamit compliancgYusuf et al. 2015)he issue of the dental

practice environment and disrupting patientgectations 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 prédtatest

al. 2004; Sbaraini et al. 2013)Vatt et al. (2004putlined 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:

Gt S2LX S (KSe& 2dzal vdewtheir tie@medtzionSandigrt ot k& RSy (i

A

R22NE G(GKSeé ¢glyd (2 aLISyR Fa tAGGES GAYS |

Qx

lectures on smoking and everything else, they just want to get in and gét(p@9)

2.3.5 Summary

Althoughthere isarelak @St & avlff aStSOGAzy 2F LI LISNB | O
views on their role in delivering OHE ahdt which is availables often discussed via

specific health interventions such as smoking cessation or as part of a wider preventive

approach tooral health care, several key messagan be identifiedrom 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,
guestions remain regarding the complexity and detail of how dental professionals view all

aspects of OHE within their professional role.

The way that OHE wasught (content, by whom) during undergraduate education was said

02 aKlkLS @GASga yR fFGSNI LISSNI INRPdzL) 2LIAYA2Y &
53



successes and failures) and their own oral health habits and beliefs continue to have an

impact in their vorking life. However, that variation in the content and idiosyncratic delivery
methods may not be reflected upon when evaluating anecdotal evidence and observed
effectiveness isaconcemdzRISYSyGa 2F STFFAOFOes IyR 2F LI
for change may be made without considering the different factors that may have influenced

the OHE interaction and its outcomes for the patiehdiditionally, dental professionals may

not adopt a practice/population view of any behavioural interventions amy m

underestimate the impact of minor, individual changes.

Wider health OHE interventiorsaich as smoking cessation, alcohol consumption, and

weight managementeceived mixed opinions. In addition to the influencing factors for oral
maintenance OHE, widé&ealth interventions raised uncertainty regarding the boundaries

2F 0KS RSyGlFf NRBESY gKSNBX R2Sa&a 2NrXf KSIftGK C
ability to manage behavioural change were accompanied by concerns about alienating

patients owingo W2 @S NE& (i S LILIAoyl@inglinkSikeNTherdxtatd t®which concern
NBEIIFNRAY3I LI GASYd NBFOGA2y NBfFGSa (2 GKS RS

role are unexplored.

Furthermore, views on patient preference aaditability for OHEsuch as a perceived lack

2T LI GASyGaQ AyuSNBad Ay hl 9 2 Mer@rsidedas LINE OA RA
barriers to use. Practical practitased issues also affected the importance that dental

professionals attached to pwiding 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 operates businesses as well as healthcare providessk of, or
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insufficient remureration for OHE tasks impact on their use within the NHS. -piregsured
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 anmethod of overcoming some of the discussed problems. However, this

model is still affected by NHS governance and remuneration issues and requires innovation

Ay gl e&a 2F g2NJAy3a (2 YIT1S Al Wg2Nl1 Q FT2NJ 0KS
ContractReform programme is piloting an adapted NHS dental contractahgthasize

teamworking to deliver, and appropriately remunerate, preventive oakelsh

Government2017d}A FX 2NJ K243 (GKAa Y2RSt I TFSOGa RSy

understanding of OHEequires more consideration.

2.4 Patient perceptions of oral health education

Thissectionaddresses the literature otne acceptability of interventions and importance of

the professionapatient relationship. It exploreK 2 ¢ LI GASF iRy Gt LINRPFSa
role and their own role in oral health setfre, theprovision of oral health education. This

includes expectations of the dental appointment, characteristics of the dental professional

providing the advice, and the acceptatyilof 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 searchainly smalktudies,

guantitative measures with little detadr exploration of the findings, and studies exploring

OHE within a broader frame of prevention or as a mpant of an RCT or process
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evaluation of an interventioriThe literature focusgon studies dspecific health

interventions such as smoking cessation, alcohol consumption, and weight management
usuallydeliveredby the dentist Again papers reporting subjective experience or
understanding of other OHE topics such as toothbrushing and didaekangfrom the body

of knowledge on OHEFor example, aial of atoothbrushing interventiorthat

acknowledgd the importance of patient factors iI@HEoutcomes butdid not explore them

in any detaile.g., Feil et al. 2002 smallnumd SNJ 2 F ljdz ft AGF GA GBS addzRA S
views on adapting to preventiviocussed dental care, which includes GHIEis not
specifically the focusand their reflections on efforts to follow preventive care protocols.
Papers exploring general dentalgfessionalcommunication and what is important in the
providerpatient relationship werencludedwhere theyprovided insight to othefindings

from relevant studies.

2.4.2 Expectations of dentistry and the acceptability of oral health education

t I A S ydivad@cceg@idility of oral health education is situated within the context of

how they perceive wider dental provision. Newt@015)exgf Ay SR G KIF G LI GASyd
PSNOSLIiA2ya 2F | OOSLIiloAatAatGe 2F OINB SEGSYRA
and reflect their ideal, predicted, and normatie&pectations of carégathered from

friends, family, or societal norms). Dyer e{2016)highlighted that acceptability is

influenced by whether the gperience matched previgss encounters of similar care
OWSELISNASYGALE OOSLIIlIoAtAGEQL YR 6KSGKSNI A

NE3dzE  GA2ya 6Wa20ALf | OOSLIilIoAftAlE@QL®
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A key expectation of dental care, i©@reas patients visiting a doctor other health care

professional may expect to receive an examinatfolpwed by eitheradvice or a drug

prescription, dental patients expect tangible clinical intervention from dental professionals
following diagnosis of oral diseag&simakopoulou and Daly 2009; Sbaraini et al. 200t#%

expectation may shape other judgements on what the patients views as acceptable care

during the dental appointmenin C 2 E20E0b)review, the author highlights the nuances in

attitudes towards preventive expectations and dental attendance reportaterFinch et

al. (1988 ldzReé ® 2 KAt S &a2YS LI GASyda YIre &aSS | LILRA
L2t AORQ |3IFAyad LIR2N 2Nrf KSFHfGKX 20KSNE Yl &
oral health and/or out of concern about potentia¢gative effects of unchecked oral

diseas®@ {2YS LI GASyda YIre FTGGSYR 2dzi 2F KFoAG 2
attitude Finch et al. (1988pund participantsaf Sy I a a2 OA § BRWYB A LK NWKA I
KAIKSNR OflaaSade ¢KSaS FTAYRAYy3IaA NBTFESOG G NA
compared to other types of health care and their own passive, active, or habitual role. These
viewpoints may, in turn, influence the acceptability and recaptf oral health education

within general dental appointments for patients.

TwoAmericanpapers explored attitudes towards dental care using the longitudinal Florida
Dental Care StudiGilbert et al. 2000; Rileyt al. 2006) Gilbert et al. (2000)poked at the
differences between regular and prabwh-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 healproblems. The probleronly attenders also reported
more negative dental attitudesyere more likely to be smokers, and had more oral disease

Riley et al. (20069xamined the data of 873 participants fraime Florida Dental Studgnd
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reported four attitudes towards professional dentaind selfcare(See Table 2.2Yhose

with $avourable attitudes about dentalca®® KIF R G KS KAIKSald f S@gSta 2
the most frequent attenders for preventive and restorative care. Conversely, those with

\Hegative attitudes and cost concefds 6 SNE | 432 OAl (1 SR p@evedtte (G KS f 2
care and the poorest oral health, with cost being a barrier to seeking treatment. The other

0 62 3 NBtddeifibeli®vers in dental cade | pgsBimiskic about personal and

professional oralca® RA &LJ I @ SR Y2 NB y §aareiiwhit$he A Ssa 27
Hessimisti 3INR dzLJ KIFIR (GKS LI22NBaid FiadSyRFyOS FyR
OFNB 6SNB y2i o0l asSR 2y fintBEedbdicdse SEKIS N&ISRr OS d
experienced instances of unreliable dental work. Despite ltagood access to oral health

OFNB YR LRAAGADS GASsa 2F LINBOSYyiAdS OF NB:
to wait until any oral disease had become severe before seeking treatment. Some groups

showed some correlation with certain socioe@N A O @I NRA | 6 f S Ja¥ourab®eNJ SEI Y
attitudesQ INR dzLJ 6SNBE Y2NB fA1Sfte G2 0S 6KAGS | yR
g KAt Begatitettityde INR dzLJ 6 SNB YvYzadfte .fF01X K2f RA
and be in rural areas. Howevehe other two groups shared similar demographics with the
Yavourable attitude® 3 NREegzbild). (206)also highlight that differences withigroup

were often greater than between the groups emphasising the need to understand each

LI GASYyGaQ LI GOGSNY 2F GdGAGdzZRSa yR az2O0Alf Ay
sociodemographic informatiomhesetwo studies(Gilbert et al. 2000; Riley et al. 20G6%

focussed on general attitudes towards dental cet@chincludesthe reception ofclinical
interventionand so may reflect very different opinioritkan would be reported towards

OHE. They are also UB&sed, which has a differedental and wider healthcare system

than the United Kingdom and sbe viewpoints expressedre framed within a different

58



context.Howeverwhile they may not transfer to the systeim place in England and Wales,
OHE directlythey have been included as they provide example othe relationship
betweenopinions and beliefs and oral health care engagemantagnostopoulos et al.
(2011)found that the more seriously their participants viewed oral dse, the greater they
rated the benefits of toothbrushing and identifiéewer barriers to regular toothbrushing.
They concluded that health beliefs were multidimensional and incorporated beliefs about

the condition and perceived sedffficacy in managing the conditions.

Table2.2: Patient attitudes towards dental care (Riley et al., 2006)

Attitude Characteristics

_ 9 Positive ratings of recent dental care,
Favourable attitudes about dental ¢ pental care is important in maintaining oral health,
care 1 Cost had not delayed dental treatment.

_ _ 1 Moderately cynical about dentists,
Frustrated believers in dental care ¢ Believe that dental care is important to maintain oral heal

1 Rated the quality of recent dental care as poor,
Negativeattitudes and cost 1 Holding negative attitudes about dentists,
concerns 1 Costs have delayed dental care,

9 A belief that oral decline is inevitable.

o {1 Believe ersonal and dental care is not effective in
Pessimistic about personal and maintaining oral health

professional oral care 1 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 AustréiRéard et al. 2003Northern Ireland

(Terrades et al. 2009and Inda (Sood et al. 2014 All three found that the majority of
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LI 6ASyGa SELISOGSR RSyidaada G2 GI 1S (Rikgid A y i SNEB

et al. 2003) 82%(Terrades et al. 2009Y8%(Sood et al. 2014nd to discuss the impact of
smoking on oral health with them during appointmen61%Rikard et al. 2003B83%
(Terrades et al. 200995%(Sood et al. 2014)When sorted by smoking stag of

respondents, theauthors found that smokers reported more negative views on smoking
cessation provision; these findings were only significant in one gRitkard etal. 2003)
Generally, smokenszere less in favour of dentists providing smoking cessation advice, had
lower expectations and lower evaluations of the practical advice on quittingvhatgiven.
When asked if they would try to quit if their dentist recommended it the results varied
across the three studies, from 30% feikad et al. (2003)to 69% forTerrades et al. (2009)

to 88% forSood et al. (2014)These findinggise 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 paperRikard et al. (2003yhich was based on datgathered between
19992000 andSood et al. (2014tudy based on data frorR011. In two papers, around one
third of all respondents were unsure whether their dentisichthe skills to encourage
patients to stop smoking: 34¥Rikard et al. 2003R9%(Terrades et al. 2009)his was not
addressed in theSood et al. (2014)aper). These papers suggest that smoking cessation
provision by dentists is generally acceptable to patients hate are mediating contextual

factors that need to be further explored.

A Canadian telephone interviewrseey of 3,088 patientéCampbell et al. 1999pund no
difference in responses between smokers and+samokers. Instead, they found that male

and yaunger 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 @I%). 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 smoko®ssation advice and noted it as

a barrier to provision.

Ford et al. (20163urveyed 726 Australian dental patients attending clinicsatigersity

dental clinic and four private dental practices and found more pas#ittitudes towards
smoking cessation provision. In their study, the majority of patients surveyed, regardless of
aY21Ay3 aGrGdzas 6SNBE Ay Tl @2dz2NJ 2F RSyidAada S
and that dentists were qualified to offer advicea smoking cessation (96%). Seveaiyht

per cent of smokeparticipants 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 smokéralicated 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 verenoted in some studie@Brink et al. 1994; Rikard et al. 200Bpr example, one

study fourd that only 7% of their smoker participants reported receiving smoking cessation
advice in their dental visits, while 41% of dentists indicated thay th@vised smokers to

quit (Brink et al. 1994)
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A more negative view was reported Byndersson and Johannsen (20%6)o found that

only 16%of their 167 smoker participants from specialist dental care clinics in Sweden
wanted smoking cessation support from their dental tegmeferring to do it by
themselvesAndersson and Johannsen (20h6}e that this might result from a lack of
awareness of the suppothe dental team can offetyut this was not explored with their
participants in this studySood et al. (2014)oted that some participants reported shame

and embarrasment about their smoking which may contribute to this disparity and the low
acceptance rates reported iyampbell 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 walkmergency dental clinic

based on a University campus in South Carolina, USA (n=408) views on the accepability of
dental teams discussing altol consumptionMiller et al. 2006) Over 75% of respondents
agreed that dentists should ask patts about their alcohol consumption and should

provide advice on reducing their drinking if it was veated. Over 90% of participants also

indicated that if asked about their mhking habits, they would give an honest answer. There

GSNE y2 RATFSNBYOSa 0SGsSSy 0UKS LI GASyGaQ Oa

consumption rates. However, it must be questioned whether the results from the study
setting (a walkn emergency linic on a University campus) would tisher 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 andndicated honesty would be affected by the different relationship.

62



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. (20193urveyed patients attending four private dental clinics in Londwsh a
Hampshire and found that the majority were favourable to receivirigrmation 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. Tétady 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 NFifaded general dental practice contexts

in other areas of the Kl

While highlidpting 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 viewaasrass the studis

between smokers and nesmokers, and regarding whether the dentiststibe skills to

motivate them to stop smokin¢Rikard et al. 2003; Terrades et al. 2008wsome and

Wright (2000F 2 dzy R 0 KIF G LI GASyGaQ S@Ffda GAzy 2F RSy
perceptions of the dental professional and their prior expectations and beliefs regafiing t

dental role. This suggests that there are more complex factors influencing both acceptability

and motivation to quit smokingand in OHE in generdéihan appraisal of the role and OHE

skills of dentists. The quantitative data in these papers has unedv&me factors that

FLILISE NI G2 AyFEdzSyOS (GKS LI GASytaQ @OASgsga 27F h
smoking status and the possible feelings of embarassement associated with this status may

also explain lower acceptability ratings for smokingse¢isn OHE. These findings, coupled
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with the different expectations and attitudes towards oral health care andsk that
patients were said to displa§rinch etal. 1988; Gilbert et al. 2000; Riley et al. 2006;
Anagnostopoulos et al. 201hjghlight the interplay of context factors in patient
judgements of OHHt should be notedagainthat the literature so far has mainly focussed
on the acceptability of dentisdffered OHE and has not discussed patient views towards

provision by other members of the dental team in any depth.

2.4.3 Patientprovider communication and view of individual professional

TISNBE 6SNB F¥Sg¢ LI LISNE NBLRNIAY3I LI GAIMSE AQ DA S

LI LISNAR 2y (GKS G(G2LAO SAGKSNI NBLINBaSyiGdSR RSyl

LISNB LISOGA GBS 2NJ I RRNES SR LI GASyGaQth@gasSsa 2y

ax
ax

dental professionals in general. For example, while the study did not address OHE
communication specificalZhenery and Treasure (20X&ported that most patients (93
97%) indicated that they were given explanations for treatment guedr questions were
answered in a way that they understoodhat their dentist treated them with dignity and
respect, and that they had confidence and trust in their denfsttients have previously
identified toothbrushing and cleaning as the most imjaoit action for caries prevention;
while few participants had received handa demonstration of cleaning techniques many
perceived that it would be benefici@lempleton et & 2016) Patients from six European
countries welcomed more advice on prevention as they did not feeliwklimed about
how to take care of their oral health. Dentists were said to be not interested inggikiis
advice or provided mixed messages or advice that contradicted health promotion

advertisementgLeggett et al. 2021)
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¢s2 aiGdzRASAa SELIX 2NBR LI (A Syl §WardhE2DINA Sy 05 a 2
Sbaraini et al. 2012nd the influence of providegpatient communication on oral health

status(Fico and Lagoe 2018oth studies concluded that the experience of the dental
professionalpatient interaction was the factor with greatest influendeterested in

explod y3 LI GASYyG&aQ SELSNASYOS 2F RSyidlf OF NB:=
dental patients from two dental practices that had participated in a previous randomised

controlled trial (RCT) of a preventive care intervention (toothbrushing with Hhighide
G220KLI&AGS YR RASG IROAOSOD® hyS LI LISNI SELX 2
experiences of implementing the RCT protod&lsaraini 2012)and the other on 17

LI GASydaQ SELISNASYOSE 2 fShdramiewal3oicpad@ietReSy Gt C
LI GASYyGaQ RAFTFSNBYyG Of AyAOrf 2dzi02YSa FT2ftf20
experiences for each group on attending practices with and without a preventive focus, the
barriersand enablers for preention, and the importance of the dental professiopaitient
relationship(Sbaraini et al. 2012Participants reported the contrast betwedmeir

experiences ttheir current, preventivefocused, practice and previous experiences at what

0KS LI NIAOALIYy(ia RSaONRKOSR (SbarainM2012;Bbatidifét2 2 f Q=
al. 2012) Participats described such practices as engaging in little communication or

offering preventive options instead preferring to offer fillings or other restorations.

' §GSYRAY3 (GKSAS LINF OGAO0Sa fSR U2NFORFSt MBI UX
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.

t I NODAOALI yia NBLR2NISR ¢glydAay3a G2 W{SSLI G§KSAN
repeated interventios and losing motivation with their oral hygiene. In contrast, after
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engaging with preventivdocused practices participants reflected reinforcement from oral
health improvements made them feel more in control over their oral health and understood
that longterm 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 @bkA study,

Maupomé et al. (20043Iso found that oral health that was perceived more poorly was

associated with great use of restorave services compared with preventive options.

C2 NJ { o6 | NEROLparticants,Imbkidd the transition to a preventive model of oral

care involved overcoming three main barriers. Patient participants reported initial

uncettainty 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 peacti

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 authoemphasizeéhat the context ofthe 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
seltcare behaviour and such interactions led to participants viewheg dentists as

WOI NAY3IQ YR WiNBIFGAYy3a GKSY tA1S || LISNE2YQO®
were working with them, listening to their concerns, reassuring them, and avoiding
conveying blame for their oral health stat(Sbaraini et al. 2012However, it worth noting

that Sbaraini et al. (2012pund similar accounts from participants regardless of their oral

health status so while the factors identified greatly ifpp S R G KS LI GASydaQ NB
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the dental professional and attitude towards their oral health, there are still factors outside
GKS LINF OGA0SaqQ O2y G NRt K lsich ds yhadirfmatrsaticd ®r G K S A NJ

selfcare and contextual faors which either facilitate or inhibit attempts at change

In a paper exploring how dental professiomatient communication influences oral health

outcomes, Fico and Lag(2018)noted that little is known about how subtle differences in

the message content or delivery may influence oral health outcomes. Using an online
adzNISées GKSe SELX 2NBR HcT loposkive &ntl hdpayivié & Q LIS NI
communicatiom with dentists and dental hygienists. Participants who reported having a

regular dental provider were recruited from across th& Uhe authors found that

participants valued attempts to manage their anxiety or phgistomfort during the

encounter, having treatment options and procedures described clearly with anticipated

outcomes or potential sideffects accurately explained. Nd@reatment related aspects of
communication such as engaging in rapport building withphatient and validating the

LI GASYyGaQ FaaGgSyLiia G2 OFNB F2NJ GKSANI 2NIF f KS
causing embarrassment or shame) for any adverse conditions were also valued. Negative
SyO02dzy i SNE Ay Of dzZRSR Rnfodt diBng the\ilRera€tidrNar thiek S LJ- G A Sy

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, condesceRA Yy 3> 2 NJ WLINBI OKe QX FyR 2dzRISYSyilt O
oral conditions or devaluing attempts made. While talking about dental professpaiant

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
smokerg(Rikard et al. 2003; Terrades et al. 2009; Sood et al. 28hd)by women smokers
(Campbell et al. 1999ard to the lower acceptance of weight management advice from
overweight or obese participan(®Vijey 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 thdental interaction. While only reported by a small number of
participants, this findindpighlights the complexity of the dental professioipaitient

interaction; relaxed friendly conversation was noted to be valued by patients in other
studies(Finch et al. 1988; Sbaraini 2012; Sbaraini et al. 2002po much, or talking about

'y WA NNEB fcaiddisy lie affpuitidg (Fic®and Lagoe 2018)

These findings are consisteitA 1 K 2 § KSNJ NEaASHNOK 2y LI GASYy(dac
with dental professionals. Confidence and patient satisfadtiavealso been reported to be

more to do with the characteristics of the dentist than their technical competdRragch et

al. 1988; Sondell and Sdderfeldt 1997; Newsome and Wright 1999; Newsome and Wright

2000) The importance of characteristics such as kindness, avoiding patamning for

conditions, and practitioners who take time to explain procedures in a pafantssed way

have beemoted to inspire confidencé~inch et al. 1988; Lahti et al. 1996b; Newsome and

Wright 1999; Fox 2010b; Dyer et al. 201R¢search in other areas of denfatient

communication concluded that poor communication may lead to patient mistrusteof th

dental professiona(Riley et al. 2002whichmayK Sy f SI R (2 LI GASydiaQ o.
important informationaboutrisk factors irtheir lifestyles(Robinson et al. 1994Brennan

and Spence(2006)found that patients interacted more with dentists who were perceived

more favourably for their examination style and ability to relate to patiemtsese findings
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cooperative in the context of such positive peesionalpatient relationshipgSbaraini et al.

2012)

Fico and Lagoe (2018Is0 noted that communication forms varied by dental provider.

While both dentists and dental hygienists were highlyoagsted with positively managing

anxiety and physical discomfort, dental hygiegigtere most frequently identified in

descriptions of judgemental language or behaviour and dentists with experiences where

LI GASYyG&aQ SELIND&A&SROMSSE (RogSad gaflidtBepoked #hatS 3 NR S R
overall participants recalled more positive responses towards dental hygienists than

dentists, apart from in situations which may elicit feelings of seamguilt such as

discwssing oral hygiene efforts, smoking, and other lifestyle factors. &llesk situations

FNB 1Se FawsSoda 2F GKS RSy (il f MceaAdLsgie a (i 4 Q LIN
(2018)also posited explanations for these findings, noting that dentists are generally

perceived as having the highest authority in the dental team and that therefong ey be

more readily realled or viewed as more important than messapgesvidedby those in

other dental roles. They also suggested that while patients may attend appointments with

more than one dental hygienigherapist in the practice, they are more likely to see the

same datist at each appointment potentially leading to a better developed relationship.

In a Finnish interview and surwiasedstudy of 4076 patientsRaittio et al. (2018jpound
that the majority of participants reported receiving adequate information on their oral
health and options, that they felt listened to, atitht they had influence over their

treatment decisions. Variations nesponses were identified by patient characteristics.
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Satisfaction with their ability to influence treatment decisions was lowest among

participants age®9 to45, and 75 and over. Thoaged between 2915 years were the

most likely to report feeling that they were not listened to. Single participants, those who
hadtomaket O2 Yy aA RSNI 6t S 02 Y LINE) dr th&a wha sfruggledyvihdzY LIG A 2
their income were less satisfied withe 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 puld dentist.

Patients with a high sefferceived 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. Ratigho 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 @HE these findings highlight hotie patient@
situationinfluences their perceptions of dental professiopatient interactions. These
findingsalsoemphasizdi KS Yy SSR FT2NJ dzy RSNARGFYRAYy3 GKS LI @
lifestyle, and socioeconomfactors) 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
Thissectionoutlined how patienh Q dzy RSNE G yYRAY 3 2F RSy GAadNE

FLILRAYGYSyda RAFTFSND LYLRNIOFIyGftes K2g LI GASY
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appointments vary. These different viewpoints and patient needs highlight the importance

of dental professionals woikg to ensure thapatients feel listened to and valued.

Addressing the differing needs requires a different skill set than was necessary in

Wi NF RAGA 2y 6 IQSS R yRISNIASHY (IINE2dY 2 KSYy GKS YIFAYy T2
tackling oral disease witlittle preventive options then their clinical skills are at the

forefront. While thisapproachtackles 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 encoigagfeared

approach to improving their oral health.

Communication skills have been notedkay in the preventive professiorphtient

relationship. Patients reported valuing being informed about care options. Communicating
information about sekcare without implying judgement or blame for poor oral health was

found to be vital to avoid alienaty 3 LJ- G ASy dad ¢KS LI dASydiQa KSI
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 theibility to recall the information provided. This highlights the

need for personalised communication with patients rather than rdétivered information

GKAOK Yl & 0S YAAAYUSNILINBGISR® ¢KS AYyUSNI OGAz2Yy
needs to bdurther explored to fully understand some of the findings, for example the

contradictory findings that patients value friendly conversation émgalso put off by too

much talk from providers.
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Variation in acceptability and recall of advice was explanettie research regarding
smoking cessation and weight management advice. While the studies suggested that advice
on these topics wsgenerally acceptable actiyifor the dental team, there was a lack of

evidence on other types of oral health educatiartk as routine oral hygiene advice

2.5 Summary of the literature and the ain$the study

The themes from the literaturexplored inChapter 1 and the preceding two sections of this
chapter (2.2 and 2.3)ere 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 paricipant sample decisions, and informed later data gathering instruménts.
description of the conceptual model and the narrative review of outcomes were drafted and

published in Community Dentistry and Oral Epidemiol@grnes et al. 2021)

While acknowledging the methodological limitations of some of the literature rexikihe

findings highlighted how factors influence the OHE process before, during and after the
educational mteraction. Factors that were identified related to the wider social and policy

context (macro), communitievel factors (meso), the individual practitioner and patient

(micro), factors that influenced the nature of OHE interaction and any resulting lmehavi

change, and how the outcomes of the process influence future OHE interactions for both

LI NOASad ¢KSaS FFOU2NBR FSSR Ayid2 hl9x gA0GK S
interactions during the appointment and afterwards impacting on outcomes.résgtant

O2yOS8LIidd t Y2RSt 1 O0ly26tSRISA GKS AyFtdSyos
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interpersonal and individual influences which should be taken into consideration when

developing OHE interventioriBarnes et al. 2021)

Macro
context
factors

Meso
community
factors

Individual
micro
factors

Impact of
interaction
outcome

Policy drivers
*Social policy
*Public health drives/initiatives
*Funding, governance and regulation

Social factors
*Social-cultural/economic factors

Societal influences
* Changing patient oral health demographics
+ Psychosocial/cultural factors

-
- ~

4 \,

s Dental professionals

i *Changes to dental professional roles

i+ Dental education:

! *Surgical or healthcare balance

| *Inclusion of:

i * public health education

i « oral health education (OHE) theory

i * communication skills for behaviour change
i ePractical practice and governance restraints
‘\:Practice and peer culture y

Dental professionals
* Knowledge of OHE and
communication skills for
change
+ Personal health beliefs and

behaviours \ *Characteristics of the professional /|
* View of professional role and ', *Howthe message is conveyed /
responsibility for OHE %, *Patient interaction level /
* View of patient role and N e e e /!

responsibility

J The OHE interaction s
7 *The message content LY

/ +Patient expectations of appointment ‘\‘

Patients

* Health literacy

* Personal health beliefs and
behaviours

* Views of own/dental roles and
responsibility

* Oral health status (symptomatic
or asymptomatic)

* Oral health/care related affects
(e.g. shame, anxiety)

A

Impact of interaction outcomes

* Impact of outcome on both parties’ future
interactions

Figure2.2: Interaction of influencing factors in the OHE process
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core of scientific knowledge (biology, surgical treatment knowledge), cultural professional

beliefs also influence role identity, and the organisation, delivery arah€ing of dental

care(Davis 1980; Sbharaini 201Zhese cultural traits are influenced by broader social,

economic, and political factors (for exatapremuneraion, working environment).

The ageof many of the papers reviewed means that they may reflect views typical of
dentistry and society at the time andaynot reflect the views of dental professionals
today.Some of the papers were from the yadays 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 recentlsained dental professional#longside the age of some of
the papers, they also cover a rangecofuntries with different dental care systentsven

small regulatory and financialystemdifferencesmay be enough tinfluence dental

LINE FS & aA 2 leperiénced éf SHEA By fogussing on the Welsh comitéistudy
will source knowledge on contemporaviews and experiences of OMigich will reflectthe

current policy and educational context

The review also highlighted that little is known abowothdental professionals define

prevention and how it is applied in practice. The literature provides some understanding of
RSYyGlrf LINPFSaarAz2ylfaQ OASéa 2y LINPGARAY3I hl9
alcohol consumption) or interventionsublittle on their views on basic oral hygiene advice

such as toothbrushingshich would appear to be a basic cornerstone of an oral hygiene
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routine. To dental professionals this work may $@routine and tacitas so to go

unguestionedout as someone without dental trainiraut this will be explored in this study

There is also little ohow OHE is incorporated into everyday practitbe barriers and

enablers ofOHE are identified in the literature but there is little explanatiomoiv dental

professionals manage twvercome or accommodate these barriers to engage in OHE during
appointments¢ KA & &iddzRé 6Aff SELI 2NB RSyidGlf LINRTFSE:
OHE and how it is incorporated into everyday work. The intervielslso provide insight

into the perceived value of providing OHE in practice for patients, and the barriers and

facilitators to its provision.

Thereisalsof AGGf S SPHARSYOS 2y RSydGlf LINRPFSaarAzyl f:
within the curent NHS dental services contrg¥itton and Moles 2015Understanding

K2g GKS O2yGSEG 2F RSyidlf KSIFIfGdK OFNB AYLI O
their role and motivation to provide oral health education is key inrmging efforts to

promote patient selfcare and avoiding widening inequaliti@dational Institute for Health

and Care Excellence (NICE) 20T%)is study will explore how dental professionals working

in general dental practices view their role in the providiohoral health education (OHE),

K2g RSYyi(lFf LINRPFSaarzylfa OASg GKS LI GASYGQa

Ly GKA& NBLRNIZ (GSN¥ya adOK a a2FFSNBRéES GRSt ADSNBRE
LINEFSaarzyltaQ Sy3aHIRy IyNBE GSMIAS Rel 9 yIROThasEREO®RSae A 2 Yy € F 2 N,
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 prasisidarmation to a listening

LI GASyiGz GKS AYyGSNIOGAz2y Ay@2t @Sa 2dzRISYSyida |yR I Red
perceived or real.
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health, their perceptions of what limiggatients from following recommended advice, and

GKIFEG AYyTfdzZSyO0Sa R Signiof GHE talm@ivid&abpatietsy | £ 4 Q LINE JA &

Sectiol23l f a2 02y Of dzZRSR GKI G ftAGGES Aa (y26y | 02
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. Asewsome and Wright (20002 A y i 2dzi = LI GA Sy
evaluation of dentists is multifactoral, and includes perceptions and expectations of the

dental professional, and beliefs regarding the dental role. Patientgmons of dental and

seltcare were also found to be influenced by ttlencial approach taken by the professional

(Sbaraini 2012; Sbaraini et al. 2082 personal attributes of the dental professal such

as their communication skil{§inch et al. 1988; Sondell and Sdderfeldt 1997; Newsome and

Wright 1999; Newsome and V@it 20000 | Y RSNAEGF YRAY 3 gKIF G Ay T dzS
experiences of dental care is vit8imilarly to the dental professional literature

literature is older andnaynot reflect contemporary context of dentistry and whether

patient expectations have also shiftadd alsaeports on patient views of dental care in

countries other tharEngland and Wales

A more recent study, while still focussed on a general pmgve approach rather than OHE
specifically, painted a more favourable view of OHE and prevention than reported in older
A0dzRASE Ay GKAA NBOASEG GKAOK Yl & LROUGSYGAlLTfTf e
adapted over timeThe literature provided amsight intowhat patientsconsider acceptable

in terms of OHE but the findings tended to be quantitative ratings of acceptability with little

exploration or discussion of theasons for their responseQualitative descriptions were
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drawn from studieghat focussed on general views patient ¢ dentalteam communicatia

2NJ 0KS LINI OGAOCSaQ LINBOSYiIA@dS F20dza NI 0KSNJ (K

The multilevel interaction of factorgindividual, social, and interactional) that influence

LI GASYyG&aQ SELISNASYOS ySSR& G2 68 FdzaNIKSNI SEL
and understanding of OHE and oral health-salfe. This studyinvestigatespl G A Sy i & Q
perceptions dthe accetability of different OHE topics and thakpectationsof OHE

provision This studyalsoexploresLJl G A Sy G 4 Q dzy R fahdatd destaRteana a 2 F (0 K
relationshipmoving beyond communication styles poovide insight into how patients view

boththedeni I £ LINRFSaaArz2yl tf & QhoMBey Hewihgirovd 9 LINR OA & A 2

responsibility for their oral health and their reasons for not following recommended advice.
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3 Methodology

This chapter describes the study methodolagyit was originally conceived and how it was
altered owing to the impact of CowtR. Firstly the study design is described, atite

concept of case studies and qualitative interviewing is introdwed/ell as the conceptual
framework underpinning thatudy. Nextthe chapterdescribes the data gathering

processes, detailinthe samplesand how participants for the study were identified and
recruited. This is followed by a section outlining the data gathering and analytical processes.

The chapter concluss with a discussion of the ethical issues raised in the study.

3.1 Design

Thisis a qualitative study, which adogd case study design incorporating eteeone sem
structured interviews: facéo-faceand remotewith members of the dental team and via
telephone with patientsThe 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 practicdsater data gathering encompassed semi
structured telephone interviews withemotely recruiteddental professionals (dentists, DTs,
and DHs) and patients.

AsKA & aiGdzRe 61 & O2yOSNYySR 6A0GK GKS SELX 2NF GA
understandingof the role of OHE&Ndtheir livedexpeiences of OHE interactions, qualitative
approaches were considered the most appropriate method for data gatheQuogntitative
research is most typically associated with a positapgiroach, employing characteristics of

the scientific method such adimination of biasquantifying or measuring phenomena,

78



statistical analysis, and generalisable findifigenzin and Lincoln 2000; Thomas 2006)
contrast, esearchers 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 orlans of action(Richie and Spencer 19949f particular interest
to qualitative researchers is the exploration of phenomena in their natural settings and
understanding them on the basis of th®ibjectivemeanings people hold about them

(Denzin and Lincoln 20Q0)

Qualitative research nthods were appropriate to address the research questions ag the

allow exploration of LJS 2 Lihe&nings, their thoughts, attitudes and perceptions, to ask

Gwhy¢ ljdzSadAz2yaz yR (G2 LINPOARS NAOK RSA&ONRLIA
(Hollway and Jefferson 208tewart et al. 2008; Lichtman 201@Qualitative researt can

also provide explanations for quantitatii@dings(Grypdonck 2006)or example, this

study aims tgrovidegreaterinsightinto the quantitatively expressed views and opinions

reported in the literature reviews in the previous two chapters.

While qualitative research originates from a different theoretjpasition than quantitative

research, the adoption ofriteria that resonats with quantitativeapproachesan help

convey trustworthinessf qualitative evidencéPope and Mays 2004)o ensure

transparency anaid credibility, theaccount of the methodologwas informed by the
ConsolidatedXiteria for Reporting Qualitative Research (COREQ)ong et al. 2007)

checklist. The checklist outlines 32 items of information that are deemeeessary for the
comprehensive reporting of qualitative research, acritsse domains: 1Research team

and reflexivity 2. Study designand 3.Analysis and findingsee Appendi® for the full

checklisj. Details oft KS NXB & S ND K S Nhad underStandingi: deyeipbredd | A £ &
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in the next sectior{3.1.1 Conceptual underpinnigad how her decisionshapedthe
delivery of the study areeportedthroughout thedescription of thedata gathering
processes The study desigrincluding the approach to analysssietailed later in this
chapter. The findings of the analysis, including participant quat@spriseChapters 4, 5,

and®6.

3.1.1 Conceptualinderpinnings

3111 ¢ KS NBA&ASIHNOKSNDa ol O13INRdzyR YR Ay¥FfdsSyOoS
The study was designethd conductedas a piece of work fdhe researche@da 52 OU 2 NJ 2 F

Philosophystudentship.With a background irsociology andpsychologyed byan interest in
both individual and socigirocessesthe researchecompleted an MSc in Qualitative
Research Methods. Theaurse inspired an interest using qualitative methods to bring
togetheran array oicomplex experienceand storiesto explore how people understand

their world and how their accounts reflect differeaspects of thér) wider social world.
Following the MSdhe researcheembarked on a research carestudyingareas ofealth

and social cargfocussing omexploringexperiences of carprovisionandperceivedcare
needsfrom the perspectives oboth the professionals and the clientalongside

patient/client interviews,often with potentially vulnerable participantthe researcher
conducted interviews with healthcare professionals and healthcare commissioners of high
status.The® studiesNB A Yy F 2 NOS R VigwpoiniiBaieSch peIS¢EINNES® f A 18 Q A &
constructedslightly differentlydepending on theiprevious experiencesinderstandings,

and beliefdGall et al. 1996)
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At the time of the studythe researchehad overter® S| NEQ S E LIS NIndg OS5
field ofdentistry and hd explored different aspects dhe education andvork of dental
professionalsfor examplecontinuingprofessionakeducation workplaceactivities, skilkmix,
andteamwork andhadspentconsiderabldime indental practices Despite not having a
dental background, dental practices atiee work of dental professionalwere therefore

not new experience$o the researcher butvere also nosofamiliarthat the processes had
become tacitor unquestionedoutines.Insight into howsomepractices worked allowed
observation of differences and similarities across dental practasstal 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 Reashrch and
Development departmentasho would later kindly agree tact as company partners for her

KESS PhD studentship.

It was during a period spent recruiting patients in demtactice waiting rooms for a survey

study(Barnes et al. 2018hat the researchepbserved that several patients across

2T N

RAFFSNBY UG LINI OG A OS dobetdldoER slKISIYT (IKISSE goNES O T

appointment While there were many patients who disclosed that they did not like seeing
the dentist, these jokey comments were also madeghtients who had previously
commented that they had been with #tdentistfor many years and spoke highly of them
This led her to question how dental professionals and patients both understood the OHE
interaction during the appointmentor exampledo patients reallwiew OHE as being told
off and if so, what about the interaction aale them feel thatvay? Or was this another

negative stereotype of dentistrhat was used i lighthearted way in an informal chat
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Similarly, the researcheuestionedhow dental professionalsiewed their OHE attempts

and how they understood their own OHE provision.

The researcher adopted social constructionist approath the study. Tie research
questions derived from a review of the literatur@jign with thel LILINE dm@Has® an
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 adooun
their reality and their implications for experience and social pragti@ergen 1985; Willig
2013) Within qualitative research, when participants describe their experieandgsheir
understandings, they are demonstrating ways of talking about the world and how they
position themselves within the worlWillig 2013) Potter(1996)S E LJ F Ay & G K I {
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 dentgirofessional but also reveals something of their vajuesv they

wish to be viewedandtheir sense of their place in the world.

Berger and Luckmal991)argued that knowledge and meaning formation is an
interpersonal, rather than intrapersonal process. They contend that people create models of
the social varld and how it works, and that language is essential to establishing these
models of reality. According ®erger and Luckmaf1991) cultural products (values,

beliefs, norms) are created through interaction and are externalised beyond those who

create them. These products become independent from those evbated 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 researcherecogniseshatwK A £ S 2062S 004> LIKSyawdold, | yR
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 wqidlley 2001)These knowledges are

shaped historically, culturally, and linguistically and therefore different observers may have
different understandings of their worl{Cojocaru et al. 2012; Willig 2013; Galbin 20T4)s

study adopted what Willig2013)terY S R mbderété @GSNEA2Y 2F &2 OA L f

aFl

02

the interest was in the effects of the sociocultural context @ntl 2 O f A So8How NB I £ A ( &

participants understand OHE and oral health care behaviours. For exahwtesearcher

wasinterested in howthed R2 YAY | yi RA&O02dzNESa | NRPdzyR KSI £

LJS 2 L(@#.gS Bealth beliefs and the perceived role of dental practiaes)the influence of
Gaz20AlfX OdzZ GdzNF £ =5 SO2y2YAO YR YIFGSNAIf
wef £ a SO2y2YAO IsycR asthe stucfu@ ArdgdlatiddBafict cllturg v a ¢

of dentistry(Willig 2013)

This study also drew upon the so@oological model of behaviogiMcLeroy et al. 1988;
Berben et al. 2012; Golden and Earp 20TRjs frameworkis useful for exploring health
behaviour as it addressed both intlual and social environmental influenc@gcLeroy 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)rhe levels include the wider social and policy context (macro),

83

ad N



community and healthcare interventiottevel factors (meso), and the indival

intrapersonal and interactional factors (micr®erben et al. 2012 he socieecological
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 heakl behaviourgSabbah et al. 2007; Watt 2007; Golden and Earp 2012)

See figure8.1for an illustration of the different levels and their influences.

Macro: Societal or systemic
(Policy, law & regulations, systems, national cultures)

Meso: Intermediate groups or communities
(Workplaces, the dental professinal
community, local communities, schools)

Micro: Intra- or interpersonalindividual
members of the dental teanpatients,
immediate family, relationships)

Figure3.1. Macro, meso, and micro levels of social influence

These levelsfluenced the development of the conceptual diagréffigure2.2in Chapter2)
(Barnes et al. 2021yhichvisuallyillustrates how theedifferent levelsinfluenceOHE for

both the dental professional and patient

3.1.1.2 The COM and TDF frameworks

As this studyaimed to provide rich descriptioof participant views and experiencebge
study also adopted the Capabil@pportunity-Motivation-Behaviour Model (COM)

framework(Michie et al. 2011)and the Theoretical Domains Framework (T{@@&ne et al.
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2012)to provide a clearer view of the resuliBhese frameworks hayaeviouslybeen used

in studies of oral health interventior(e.g., Templeton et al. 2016; Gallagher et al. 2020;
Buchanan et al. 202Bnd has been suggested to be useful in exploring healthcare
professionals engagement in opportunigdhiehaviour change interventior{&eyworth et al.
2020) COMB hasalsobeen used in the recently published editiontbé Delivering Better
Oral Healthtoolkit (Public Halth England 2021p explainthe differentfactorsthat impede
or facilitate patientboehaviour changé the recommendedntervention adviceUse of the
COMB and the TDF also allows influences on behaviour to be classified in a consistent
manner, that link interventions to both individual and poHeyel influences across different
research settings and designs, and allows for identificatiae@ommendations for

improvement(Michie et al. 2011; Templetoet al. 2016; Buchanan et al. 2021)

COM. NBFSNE (G2 | WoSKI @A 2 dzNantfaetarsitiatyadsead AsY LINRA & A
essential to generate behaviour: Capability (C), Opportunity (O), and MotivatiofMikhie

et al. 2011; Michie et al. 2014n other words, individuals need to be sufficiently capable to
perform the behaviour, have suitable opportunity as well as the motivation to do titel
COMB model, ach component is broken down into two elements, withpabilityincluding
Psychologicadspects such gsossession of the necessary knowledgel the ability to
understanding its applicatiomnd Physicabspects such as trekills to carry out the

intended changgMichie et al. 2011; Templeton et al. 2016; Buchanaal €2021)

Motivation comprisefReflectivgprocesses such gganning andyoal setting, and\utomaitc
processes such as the influence of habits and emotibhshie et al. 2011; Templeton et al.
2016; Buchanan et al. 2020 pportunityfactors are external to th individual and include

Physicafactors which are environmentauch as access to resources and materials, or
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Sociafactors which are social norms or behaviours that support or inaib&mpts at he

behaviour changéMichie et al. 2011; Templeton et al. 2016; Buchanan et al. 202&)

COM. &aeaidsSy Aa heRaibuChaSde wbd Ad/.3/ 20 Y aSS CAIdz2NB
shares some similarities with the micro, meso, and macro influences on behaviour depicted

in Figure 3.1.

- Sources of behaviour
- Intervention functions

Policy categories

Training

Service provisio®

Figure3.2: The COMB behaviour change whe@lichie 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 interventiodsimakopoulou and Newton (2015)
SELXIAY K2¢ hl9 YIé& F20dza 2 yyidargtherlJhAy 3 GKS

knowledge and manual skills bdoes 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 CONB model ishe Theoretical Domains Framework (T@Fgne et al. 2012;

Atkins et al. 2017)The TDWas designed by a team of psychologists and health service
researchersto further inform implementation interventionand identify influences on

KSFfGK LINRPFSaairzyl tf amnthestéslomnbreetzNants tokfhS T NI Y S g 2
behaviour change theories into a series of 14 domains and 84 component congCacis

et al. 2012; Atkins et al. 2017; Buchanan et al. 208 1)l list and description of each of the

fourteen TDF domains can be seen in AppeBdbhesedomains and constructs broadly

map onto the three CONB domaingSee Table 3.1)

C2NJ SEFYLX SE GKS R2YIFAya WYy26f SRISQT W{1Aff
t NPOSaasSaqQ It - Tdpdbiitg s R&AKAYYDPKS2Khaya adzOK | a
FYR WOYGANRYYSyidlt O2yGSEGQI ¥ RRNBDERIZADOBDQYR
Opportunity, respectively. The TDF domains can be used alongside théBClOMains to

explore influences on behaviour in more def@itkins and Michie 2015)

The socieecological modeh Yy F 2 Nya (KS aididzReQa SELX 2Nl A2y =z
proximity of potential influen§ & 2y LI NHAOALI yiaQ @GASéa | yR 0
COMB and TDF frameworks encouraged the researcher to maintain a broad view of the

LI NGAOALN yiaQ PGASsa YR SELISNASYOS&asT | g2ARAY
one sphere of influenc& he 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 GB8Ihodel was chosen for this study to

frame the design of quéisns and a secondary analysis of the data as, like the socio

ecological model it L I OS&a y2 LINA2NAGE 2y |y AYRXKOARdzZ f
inra-LJA@ OKAO FyR SEGSNYIt TFIFOG2NAR | f{(MchiKketdS Slj dzl
al. 2011) While the TDF is a framework of behaviour change it is synthesised from

theoretical constructs releant to implementation and behaviour change providing

theoretical lens through which to view the cognitive, affective, social and environmental

AY Tt dzSy OSa (Mkiis eddb ROLEPA 2 dzNE

Table3.1: The COMB and TDF domains

COMB TDF domains
Knowledge
Psychological Skills
Capability Memory, Attention and Decision Processes
. Behavioural regulation
Physical Skills
_ Social Social influence
Opportunity - i
Physical Environmental context and resources
Social/Professional role and Identity
Beliefs about capability
Reflective Opt_lmlsm
Beliefs about consequences
o Intentions
Motivation Goals
Social/Professional role and Identity
Automatic Op_tlmlsm
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, gneric content is praised for its completeness, it has also been
noted to lead to an inaccurate perception of simplicity of the framewd@@gden 2016yvith
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some studies focussing only on a specific selection of the domains that they considered

relevant for theirphenomenon(Buchanan et al. 2021pespite drawing on behaviour

change theories, both COB and TDF, like other behaviour change taxonomies, are

descriptive frameworksather than theoriesand do not explainthe mechanismgperating

between domaingherefore it is not possible to conclude testable hypotheses of behaviour

(Francis et al. 2009Dgden (2016points outthatl KS W3 LJAQ Ay &dzOK F NI Y.

account for patient variability and flexiliiii Ogden (2016¢xphkins thatspecifying that

certain interventions are most appropriafer certain behaviours ignores:
GGKS ySSR T2N) ¥t SEAOAfAGET OFNRIOAfAGE YR
the type of intervention or even the type of patient but how that individual patient
KFELIISya G2 FSStsx GKAYy1Z 221 Z(pM8KI IS 2N NB

Recognising these limitationEeixeira (2016)ecommends studie@efforts to synthesise

and integrate information must be balanced with preserving depth, detail and divéfsity

271)

Asthestud@ &2dza3KG (2 SELX 2NB RSO Af SRthedrtBanONRM LIG A 2
create testable hypotheseshe two frameworks were selected to complement the
complexity of the thematic analysis and assist with distilling the findings into more readily

acessible 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 indepth, multiperspective information to expler, describe or explain a complex

event, behaviour,or interaction in everyday, redife contexts(Anthony and Jack 2009; Yin
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2009; Crowe et al. 2011 hey have been used in studies of the Hdalpractice in health

care and dentistrySbaraini et al. 2011; Brogan et al. 20I®)edesign emphasizes the role

of interaction in generating knowledge (within and between cases, and between participant
and researcher{Lincoln et al. 2011; Harrison et al. 20i&% S O i A {y AO&Sets of W

W LILJ2 NJirdihe CONMBMichie et al. 2011; Michie et al. 2014)y R SodaSinfl4enc@
domain in the TDECane et al. 2012; Atkins et al. 201Case studgesign has muki

disciplinary origingHarrison et al. 2014nd as suchsinot intrinsically allied with any

specific research paradig(huck et al. 2006)r method.

Case study methods have been characterised as threadtypes intrinsic, instrumental,
and multiple/collective casstudies(Stake 2005; Creswell et al. 200Afrinsic case studies
are an indepth explorationand understandingfoa single caseThe case could be an
individual person or an organisation event,but it is considered of interest in and of itself
rather than because it represents any theoreticabeneralisablainderstanding.
Instrumental case studies on the other hand may ingdhe study of a single case but it is
undertaken with the intention ofinderstanding a broader issue or phenomenon. Multiple
or collective case studies, as the name suggestisilsexploration ofseveralcases to
investigate an issue or phenomenon franultiple perspectivesExploring the particularities
of multiple caseso add depth of understanding ta phenomenon of interesfStake 2005;
Creswell et al. 2007Thissometimespresents the challenge afefining precisely whasthe
QO aSQ 0 $dgsigns whictzRvblgeRltiple layersof areas of interestOne
example of suclifficulty arenested case studiesherethere may be cases being explored
within a wider casefor example individual cases workingthin an organisatiorwhich is

also of interest as a case.
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This study most closely aligns with the multiplecolectivecase study as émployed a
comparative procesful and Hak 2008gxploring muliple individual (micro) cases within
their differing meso (practice level) and macro (seerironmental) contextso explore
understandings oOHE Practicelevel cases provided information on the meswel context
within which the individual cases oped. This mesdevel contextgivesinsight into the
immediate peer influence and practice cultui@baraini 2012; Sbaraini et al. 20¥3(suf et

al. 2015) and practical governance/regulatory issy@gatt et al. 2004; Dyer and Robinson
2006; Sbaraini et al. 2013; Yusuf et al. 2045Bich werereported as influenceen dental
professional behaviour ithe literature. While macro and meslkevel contexts are vilao
understanding phenomena, the micgb2 OA I £ LINRPOS&aasSa o0& oKAOK
interpret them also need to be explord®take 1995; Gerson and Horowitz 2002)
Interviewing ndividual aéental 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 casstudy practices. Furthermore, sefsiiructured oneto-one interviews with

all team members and a number of patients within each case practice ensured that the data

reflectedd y 2 0 2dzad GKS @2A0S FyR LISNBLSOGpsOS 27

Ay

l.:.l

2F I OG2NER FyR (GKS AMcAnSB aOdiVkagng 208550 74)S Sy (G KS Y€

The selection of cases that will provide rich data that will enable the researcher to answer
their research questionis anexampleof rigor in qualitative methodéPatton 1999)
Converselyselectionof participants may be hangwed by a study that is not clear iis
focusand therefore here is not enough information on which to base an informed

purposeful sampleln selecting case studies of dental teams, the aim was to include
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diversity (staffing profile, geography, so@oonomic areas) within mainly NH$ded

practices, rather thantsempt to provide matched cases for comparison. Additionally, the

practices selected were informatiexample2 ¥ (G KS RA T ®ypasl yiHiy RRINI2Q1G A OS
intended to represent all practices within their grouping. Like Licht(@&14) the intention
wastorecruitt A Y F2 NY I G A @S LI NI A OA Idbrgséngativell § KSNJ G KIy
LJ- NJi A O(p. LB7)Ad acalitative method, the richness of information and participants

shared, or variations in, understandings were more important theming for

generalizabilityAsPatton (1999explainsd Y SSLIA Y3 FAYRAY3I& Ay O2yiSE

of qualitative analysis.(p1198)

The use of multiple cases and different practice types allows exploration both within and
across cases and contexgtake 2006)Multiple cases permit generation of both similar and
contrasting perspectives providing insight into variation in practice and understandings
(Sbaraini et al. 2011ncluding multiple data sources also sas a form of triangulatioof
data and analysi$atton (1999nsserted that triangulation can assist with credibility of
gualitative analysis. They proposedthriangulation can be achieved through four
approaches: using different data gathering methodg.(eby using a mixed methods
approach); using different sources (e.g., analysis of data from participants with different
perspectives on a topics); @sf multiple analysts (e.g., double coding of data); and using
multiple perspectives and theori¢Batton 1999)By gathering data from multiple sets of
participants(Stake 1995)the researcher can look for consistency across the accquietis

1997)and also for competing perspgves from different contextgPatton 1999)
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Triangulation of data sources was used in this study as the researcher collected data from

both dental profesginals and from patients. Although data was gathered using-semi

structured interviews, thenodificationsin approach arising from Covi® restrictions also

provided a form of additional methetased triangulation. Differing methods of data
gatheringmayra dzt G Ay &f A3IKGf& RATTFSNEsworld OO2dzyia |
nuances (Patton 1999)These variations can increase confidence in the analysis of

individual cases by shining light on how the case is influenced by specific cdMégisand

Huberman 1994)in this studygdata was gathered both faet®-face and remotely with

dental professionals and patients were recruitesing both irperson and remote methods
whichmayhavesubtlyinfluencedthe different interview interactionghrough opportunities

for rapport building or tle availability ohon-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 wasipplemented by the thematic analysis which exptbtieeir accounts
from another perspective. Finally, the application of the theoretical frameworks provided

another perspective from which to understand the data.

SeeHgure 3.3 for an overview of the original research plan.
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Figure3.3: The original research plan

3.1.2.1 Semistructured qualitative interviews

w

Interviews arel @ LJA OF t £ @ dzASR Ay NBASI NOK Knéwledge, i KSNJ L
attitudes, andbeliefsof a specific topic or are@rielding 1994)A simplistic definition of

semistructured interviews isas@O2 Y @S NA | (i A 2 y{Buggasa F084An LJdzNILJI2 & S €
established qualitative method in dental reseb(Gill et al. 2008)semistructured

interviews are most appropriate for topics wherefitS A& 1y 26y 2NJ (2 SELJX 3

subjective perspectives and experien¢Bepe and Mays 1995; Stephens 2007; Gill et al.

2008)
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Semistructured interviews were used as there were a series of specific research questions
that the study was seeking to address. The interview guide and falfpprompts was
designed to elicit detailed responses pertinent to the research &8tephens 2007)

Although the questions direetl the course of the discussion, the sestructured nature of

the interview also allowed interviewees to introduce new directions for the discusitre
study had been taking a broader, moredapth approach to a phenomenon then an
unstructured indepth interview may have been more appropriate. Asking questions makes
it more likely that the interview provided topielevant 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 @HEand perceived roles and responsibilities), knowledge was
being ceconstructed during the interaction between the interviewaand the interviewee
(Lichtman2014p ! & LJS2 L) SQ&a dzy RSNRUGFYRAYy3 2F (KS
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 prongptan help participants make explicit their tacit

understanding andacial norms about a phenomer{&tephas 2007)

Interviews provide participant accounts of the topic, i.e. what people say about a topic
rather than necessarily objective reports about behavif@reen and Thorogood 2018
this study alongside discussion of their subjective views expkeriencesgental

professional participants were asked to report their oral fie@ducation behaviours and
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dental patients were asked to reflect on behaviour changes made follo@itg The
behaviours reported by participants abest understood aaccounts rather than objective

reporting of activity.

If the studywere exploring atial OHENteractions thenthis information could be
supplemented by observation of dental appointmer®servation of health care
interactions can be useful in gaining an understandinigeafith care practice and the

patient and professional interactiofPope and Allen 2020pbservation of interactions and
behaviourhave the potential tdypass theébiases of interviews, such gmrticipant€
portraying themselves in a positive light providing accounts based on what they think the
researcher wants to hear, @amitting information or altering their accounts based their

recall of eventgFielding 1994; Mays and Pope 1995)

However, thesimpleknowledge otheir actionsbeing observedan also lead toonscious

or uncanscious changes to participais S K @A 2 dzNB | YR NRdziAy Saszs 1Vy:
S T ¥ RodihBisberger and Dickson 1938)causeparticipants to reflect on and modify

previously tacit routines and behaviouigays and Pope 1995yor example, if observations

were conducted in this study there is the possibility tdahtal professionals may discuss

OHEmore orin a different way than they would have if the researcher wasalserving

Similarly patients mayalter theirresponseto OHE effortgo portray themselves or the

dental team member in a positive light such instances thergould have been little added

benefit from the additionainvestigation asit K SA NJ 6 SKI @A 2dzNJ ¢l a y2 Of 2
their actual practices than in their interview accourfesactical challengegurther limit the

potential use of observations as a data gathering method in this stddgervation of
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dental appointmentsvould necessitate several layers of conséinstly findingdental
practices willing to allow their appointents to be observedndthen the need to seek
consent from eacllental professional within the practice and fraachpatient. When
observing multiple appointments over a time period there is also an ethical issue of
assuming that initial consent is sufficient tbe prolonged engagement of dental
professionals who may become frustrated with being obseriehtal practices maylso
not have the space for an additional person in small desuiaderies or be small spaces

where awareness of the presence of the researcher may be even more heightened

Interviewssuited 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 normativ

expectations of professional role and/or personal responsibility for oral health care.

3.1.2.2 Telephone semstructured interviews

The interviews with patients were conducted via telephone. Telephone interviews were

considered the mosappropriateapproachfor patient interviews as they offered a

convenient way to access participants and provide a perceived level of anor(fmityy et

al. 1993; Carr and Worth 2001; Sturges and Hanrahan 2004; Oltmann 30t6)methods

KIS LINB@A2dzate 06SSy dzaSR Ay RSyiGlf NBASI NDOK
advice on smoking cessation received during their dental appointif@ainpbell et al.

1999)
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There were also practical reasons for condugtihe interviews via telephon®uring
previousexperience of recruiting patients in dental practidesy., Barnes et al. 201,8he
researcheihadobserval that patients attending a dental practice during the day are likely
to be scheduling the appointment around other activities amdtherefore unable orare
just unwilling,to remain at the practice for the time taken to be enviewed. The dental
practice mayalsonot be a suitable place to hold an interview; the practice is likely to be
busy with little available private space, or patients uneasy at attendinig épgpointment at
the dental practice may not wish to remain theefor longer than necessary. In addition,
they may feel reluctant to comment on their dental care providers whilst still on the

premisesas they do not wish to risk any influence on their future dental care

In qualitative interviews, rappolis key to @couraging relaxed interaction and stimulating
participants to speak freely and oper{termanowicz 2002; Shuy 2003he quaty of

rapport achieved is said to affect the quantity and quality of interview respo{B®eset

2002) A faceto-face encounter prior to the interview where both parti@seak the ic€by
engaging in politeness routines such as small talk or jokes are thought to aid rapport and to
ease later onversation(Shuy 2003; Gillham 2008jogl (2013hoted that differences in
responses between interviews fate-face and telephone interviewsere more likely to be
owing to the persondty 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. Importaridy,
Bieniek (2012hoted thatestablishing rapport is not guaranteed irtérviews of any

modality.
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Another criticism of qualitative telephone interviews is that their remote nature leads to a
loss of noaverbal communication such as facial expressions, gestures, or general body
languaggMiller 1995; Hermanoweiz 2002; Gillham 2005; Opdenakker 2006; Kvale and
Brinkmann 2008; Novick 2008; Oltmann 2Q1B)iring telephone interviews, interviewers

are not able to rely on visual cues to monitor whether participants are confused, frustrated,
or losing interest in the discussi@¢@happle 1999; Carr and Worth 2001; Sturges and
Hanrahan 2004)instead, interviewers have to pay more attention to what the participant is
saying in order tgudge understanding of the @stions and direct the discussion with
appropriate promptgHermanowicz 2002; Tridieniek 2012)A lack of visual cues may be

of benefit intelephoneinterview studies where interviewers can focus on actively listening
and questioningSturges and Hanrahan 2004) telephone interviews, short utterances

& dzO Kokél Fealdr 2ipliE OF Yy LISNF2NXY aAYAf N FdzyOllAz2ya

of discussiorflrvine et al. 2012)

t NF OGAOIffes GSEtSLIK2YyS AYyUuUSNDASga Ay GuzNl f Saa
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 parti¢€€happle 1999; Musselwhite et al. 200@dtentially

improving final response ratedlongside convenience, telephone interviews create an

additional feeling of privacy for participants compared toe#o-face discussiofCarr and

Worth 2001; Sturges and Hanrahan 2004; Vogl 2Bcussion of their own oral health

seltcare behaviours may be a sensitiopic for some participants and the remoteness of

the telephone conversation may make the interaction more comfortéGleapple 1999;

Sturges and Hanrahan 2004; Opdenakker 20@8)noted in previous chapters (s@eapter
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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 Couiél

Owing to the impact of Ca#i19 (coronavirus) on social contact and the associated
NEAGNRAOGAZ2ya 2y 3ASYSNIf RSydGlf LINFOGAOSaQ 2L
ceasedduring data gathering in miMarch 2020following the completion of data gathering

at two dental practice. In their place, individual telephone interviews were sought from

dental professionald-or 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 Gb9idestrictions. SeBigure 34

for the amended research plan.

3.2 Data gathering procedure

3.2.1 Sampling

3.2.1.1 Casestudies

A list of NHSegistered dentists was compiled from a pubhalailable NHS website
(National Health Service Wales 201®) Aneurin Bevan and Cwm Taf Morgannwg
University Health Boardshe company partners in the study funding). A web search of
practice websites, publicly available NHS information, and Healthcare Inspectorate Wales

(HIW) practice report§Healthcare Inspectorate Wales 20E3ablished information on the
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Figure3.4: The amended research plan

LINF OGAO0S&aQ &dzOK a OGKSANI adl FFAYy3 LINPTFALSA
reported to consist of lone practitioners, practices reported to carry out only/mainly private
work, or tho® 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 factorendified in the literature review, the

practices were sorted into four brod#/pe2small dentistonly practices; larger dentist

only practices; skiinix practices with dental hygienist(s), dental therapist(s), and/or oral

health educators; and corporatpractices. 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 practicesrepfey 1 Ay 3 S OK 2F (KS ¥F2dzNJ Wi

study fundingpartner 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 healtboardsAneurin Bevan UHBhd Cwm Taf Morgannwg UHB

This discussion sought to confirm the staffing profiles of the practices and their fit within the

F2dzNJ Wi e LiSaQ inapiRopriate ® apfprSadh ahyiof thielpractices at that time,

for any re@on e.qg., if they were currently subject to a fitness to practice review

bSaiSR gA0GKAY GKS LINFY OGAOS OF

OHE YR UGUKSAN) 26YKkRSY Gl f

LINR FSa

~

a

~

a

S addzReé aAridsSa:z

A2yl faQ NBaLRYy

promotion. Patients attending the case study practices for an appointmeth®ways that

the researcher (EB)ason 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 d&nfive seeing a dental

hygienist/hygienistherapist, 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 eepeg 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 dentistonly practices. This provided betwe® ¢ 15 interviews per practice, and 80

overall (see Tabld.2).

Table3.2: Intended case study patient sample

Practice types

I L
S.m @ grge Skilkmix Corporate
dentistonly  dentistonly
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 excludetwas

understood thatthey were likely to be experiencing pain or discomfort.

3.2.1.1.1 PostMarch2020 sampling

Drawing on the lisbf general dental practicesompiled 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 @mwpartner health
boards (Aneurin Bevan and Cwm Taf MorgankiiB3$ were approached to take part in
semistructuredtelephone interviewsThe researcher decided to targdtdse professional
roles as they lead their own appointments and therefarere mostlikely tohave the most
handson experience of OHE to discuss in the intervibental practices who had previously
been approached to take part in the case studies were excluded from the list of praefices

others on the list were contacted in turAtotal 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 Covi® restrictions was uncertain when the dental professional
modifications wee 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 reruiting faceto-face as originally planned or going through dental practices,
recruitment was conducted through HealthWise Wa(dsirt et al. 2019)a national register

of members of the public interested in participating in health care resedrich.

organisation was used in a previous dental study by one supervisor (IC) and proved to be the
better option fa public recruitment compared with other options such as social media

advertisements.

Theuse of HWW to recruit patients led to the later telephone interviews refledtieg
views ofa different sample oflental patients to the initial facéo-face casestudy recruited
participants.The HWW participantgotentiallyreflected a different demographic with the
majority being older anevith a numbervoluntarilydisclosinghat they werefrom
professional career@dditionally, they were a sample that sskkectedto participate by
responding to a widely disseminated email requi@stomparison to those who consented

when personally approached by the researcher.

While acknowledging the potential bias in the recruitment population, owing to the time

and resouces 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 compl&atients whdived
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

selfidentified as a regular attender were invited to participate in a telephionerview.

3.2.2 Recruitment and Consent

3.2.2.1 Case studiesites

Negotiating access to study sites and to research participargriticabndtime-

consumingpart of the research proceswith the researcher needing to convineenumber

2T W3l (S he&RdibBitdInd trustworthines§Devers and Frankel 20000 convey
suchcharacteristics and to provide a human element to the procE&nade the decision

to deliverin personletters inviting practices to participatdt was intended thaattendingin

person gave=Bthe opportunity toprovidepracticeswith more information on who they

would be trusting to come into their practice aatsodemonstrate her commitment to the
datagath&dA y3 LINRP OS&aas O2 YLl N alsbhapdd theteing BdleOSt S & & ¢
to demonstrate that EB was local to the areasl understood the communitieway help

foster trust compared withii KS  LINR & LISOG 2 F 0 SA WHle itwiasizZRA SR 0 @
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 maymake it more likely that the invitation to participate may be passed on to the

lead dentistIn many health care services, receptionists or practice managers act as

W3l §STSSLISNEQ yS32G4AFGAy3 6SG6SSy (GKS RSYI YR
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prioritising actions based on importanfldammond et al. 2013oit was anticipated that

research requests may be handled similarly.

During October and November 28JEBhanddelivereda letter and information sheet to

the dental practices shortlisted for recruitment and asked to speak with the lead dentist or
to the practice manageio explain the study in person and answer any questions they may
have If neither were available, theBBexplained the study to the reception staff and asked
them to pass the letter on to the appropriate person (see AppeA@ird5). This visit was
then followedup with a telephone catb discuss the studg few days laterAfter seven
attempts thisapproachproved to be too time consumings the practices were spread out
across the two UHB areasddespite severastaff members initially appearg positive

about participating iresulted in the recruitment obnly one ofthe case studieCase study
one was based in Cwiraf Morgannwg anwvas a dentistdental nurse practice that was

engaged with the contract reform pilot.

Later,contact was madevith nine practicesby a letter sent in the postfollowed by a

telephone cdla few days lateto the lead dentist or practice manager to assess potential
interest in involvementlf EB was able to make contact atie practiceindicated potential
interest, EB explained the study and its requirements in more detail and requestserat.

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 andyding information
sheets.Professional contacts of EB and ®@e of the doctorasupervisors, werapproached

(a local educational leads and a small corporate practice chain director) to recommend
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dental practices that would be likely to participafnree practices were approached with
no successlhe second case study practice was recrudedng atelephone call following
up a letter of invitation Case study two was a skilixed practice in Aneurin Bevan that was

also engaged with the contract reform pilot.

Owing to the slow recruitment of practices by letnd a general difficultgontacting

members of the dental team&B also attended an independent training session for dental
professionals run by Health Education and Innovation Wales (HEIW) in early 202@to
provide a short informal summary of the study, what participation would ire,cdwd 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 witheB but the Covidl9 restri¢gions were put into place the

week following the meeting.

3.2.2.2 Dental professionals

When the researcher had secured participation from a dental praatmesent was

additionally requested from each staff member prior to interview (see Appes)dix both

study sites, the lead dentist had let their teams know that the researcher was coming in to
dothe research study. When approaching each team member, EB agpliained the study

and answered any questions. The researcher was consciouththdentalprofessionals

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 experiembeswas

done partly to put the participants at ease that she was assessing their OHE skills or

compliance with the guidelinett was alsaloneli 2 KSf LJ aKIF LIS LJ NI A OA LI Y
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interview, that EB was asking the questions from a social science perspantiwwasnore
interested in their views and experiences thidne technical, dental siddn this instance,
W2 i KSNR ywakDenéfiGidl & &f participants know that she wast completely
familiar with the tacit understandings anmdutine practices of dental worland that such
things might need to be expihed and elaborated orConversely9 . Qdications of
familiarity with the toolkit andOHE schemes avoided her being sasoompletely naive

about dentistryand mayhave given some credibilitp herrole.

3.2.2.3 Patients

Patients were recruited facéo-face by the researcher in the dental practice waiting room.
The researchespent the day in the waiting room aradtempted to approach akdult
patientsattendingfor an appointmentAfter the patienthadnotified the practce
receptionist of their arrival and settled in the waiting ro@rea EB approached them and
providedboth verbal and writterinformation on the study (Appendi®), invited them to

take part in a telephone intervievand answered any questions.

When intoducing herself, EB identified herself as a student from Cardiff Univergitye

the link to auniversity may have added legitimaagd credibilityto her request for help,

GKSNBE gl a | 02y OSNY GKI G U é&#ianpavtingnesst@d2 LI | OS
participate Being visibly older than the stereotypical studdrdving a Valleys acceahd

letting participants know thashewas local to the area during théhatCwith participants

while theycompleted the consent formor were waiting to becalled for their appointment

may have mitigated some dier outsider statusAdditionally, wen explaining the study, EB

emphasised thashewas/ 2 i WOKS O Ay 3 addré@ffir@edthdipkstionliist: OG A OS
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she was a studendid not have aental backgroundandwanted to find out about the

types of OHE that dental patients may be given in appointmehtsasmadeclear

that participation was voluntaryThose patients who consented, were invited to complete a
consent form in the practice vittng room, provide their contact information and identify
the best time to contact them (Appendi}. 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 identifiedetsno 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 wasaenfirmed verbally prior to the interview.

Twentynine patient participants were recruited from the dentist and dental nuoséy
practice (CTM1) to achieve the 10 telephone intervielwgentyfive patient participants
were recruited in the mixedole practice AB1) to achieve the required 10 telephone

interviews.

See Figure 3.5 for an overview of the stages of conseritdtir dental professionals and

patients inthe case studies.
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Identified general dental practices were sent a letter.
Followedup by atelephonecall.

A

EB arranged a meeting with interested practices to expla
the study and seek consent.

l

If the lead dentist/practice manager agreed to participate in
the study, then EB requested consent and arranged a date
to commence data collection.

A

Dental Professionals Patients
EB sought consent from all EB approached patients in the dental practice
dental professionals and discuss the study with them and answer any
arranged a time to interview questions. Those agreeing to interview were
them. contacted ata participantidentified convenient
Consent reconfirmed ahead of time following their appointment to arrange a
interview. time for the interview.
Consent was verbally teonfirmed at the start
of the interview.

Figure3.5: The case study consenting procedures

3.2.2.4 PostMarch 2020 recruitment and consent

3.2.2.4.1 Dental professional recruitment

Dental professionalecruitment used a combination of convenience and snowballing
sampling methods to identify potential participanteludingpersonal contacts, social

media andtelephoning dental practice$articipants were soughby emailinghe

NB & S I ND K S NIranndci®sdqSestigi\p2rgohal recommendatisof potential
participants A message was also posted on Twitter asking for volunteer participdunth

was retweeted by the contacts and relevant dental organisatibnsm these tweets and
retweets, representatives frondental groups and pages on Facebook also posted messages

about the study following viewing the Twitter post, e British Society of Dental Hygiene &
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Therapy andtwo Elosedtental hygienist and dental therapist Facebook discussion groups
See Appendi8 for the social media advert$hese methods were supplemented by the
researcher telephoning dental practicasd asking to speak with dentists, DTs, or RHs
discuss the stily and seek potential participantall of those interviewed were also asked

to nominate additional potential participants.

Thoseidentified through personal recommendation or who responded to adverts on social
mediawere either emailed a letter and infmation sheet, followeelp 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 téhe researcher via email. Consent to participation was re
confirmed verbally prior to all interviews. SBigure 36 for an explanation of the

recruitment and consenting procedures.

EB emailegbersonal
contacts

EB placed recruitment
messages osocid media

I

EBtelephonedgeneral
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.

Participants emailed EB to
express interest. They
were sent an inforration
sheet and consent form vig
email. Participants
returned completed
consent forms to EB via
email.

Consent reconfirmed
ahead of interview.

Participants were sent an
information sheet and
consent form vieemail
Participants returned
completed consent forms
to EB via email.

Consent reconfirmed
ahead of interview.

Figure3.6: The consenting procedures
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https://www.facebook.com/BSDHT/?__cft__%5b0%5d=AZWiZTQ66RUvzuH01u5pOqoTP48mW_5MI9MBMJE4wrnk6kplSEQ9M_1vh1sVaFXbhnkb3gVtrkArZq0RM2u4-12WlicJ_nkLMcWSWm8r1w9D-xGglwj1zb4B1Xmkyzxq6m2EQdLCefZd7yHHNV8AKrIjcx_hRc5wS2-SBu17mZB4q2fHh_c74cAwXeFWzeKj9R8&__tn__=-UC%2CP-R

3.2.2.4.2 Patient recruitment

Owing to the difficulty in recruitingatients 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 MorganbiMiBs 9,141 participants in total. The
email was drafted by EB with the aid of Healtis&A\Vales graphic design team (see
Appendix9). The email gave a short study summary and invited participants who either
identified as regular dental attenders (i.e., regularly attended theor6L.2month check

ups) or those who had attended a dental appment 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 ased 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 (n9,141) Five respondents were excluded prior to intervietwo did not meet the
study criteria (one was from outside Wales, and one had received hospitalldemé&aonly),

two solely had queries about their dental care, and one had a comment/query on the study
method and research questions. Sevetttyee respondents were contacted by email to
arrange an interview time, 18 did not respond. One withdrew fromghely before

interview. Sixtyseven participants were interviewed in totdlo 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. Unpsmpted by EB, the practices tended to select dates when the majority of
team members were in practice, and then subsequently selected days whersotber
working to ensure EB was able to meet withaalas many team members as possible
during the data gthering. They also prioritised dates where they hagteaternumber of
shorter examination appointments as well as courses of treatment to imelpimisepatient

recruitment opportunities.

Case study data were collected from two dental practices prior to the &®vi@strictions
that were introduced in March 2020. One practice was classified as a dentist and dental

nurseonly practice, the other comprised a mixeale team.

A dentist anddental nurseonly practice: The dentisinly practice (CTMs1) was located in

GKS OSYiNB 2F | avlrtt wgrttsSeaQ 26y Ay [ 8Y
comprising two empty retail properties, and several bars and takeaways. There were

another three NI$ dental practices located within the town. A ptinhe 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 higimeeds patients. During the time EB was in the practice there were several

families attending together for appointments. The practice carried out mainly NHISkwo
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also offered a payment plan and additional services such as teeth whitening and dental

implants.

The practice was patrticipating in the contract reform pilot and all members of the dental
team spoke favourably of offering OHE and preventive carthd waiting room there were
posters explaining the Assessment of Clinical Oral Risks and Needs (ACORN) and the red,
amber, green risk assessment systétablic Health Wales 2019%and Designed to Smile
posters providing oratygiene advice for childrefWelsh Government 2017a)he principal
dentist held regular staff meetings with the team, one of which was used to goghrthe
Delivering Better Oral Health toolK®Public Health England 201wiijth the team. All team
members were encouragkto go on training and all dentists had attended smoking
cessation courses. Although they did not operate a miad team, the practice was in the
process of training dental nurses ittdependently run fluoride application and oral health
education sedgsns 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 dd/<December 2019, March
2020)and interviewed thee dentists: one principal, one associate, and one foundation
dentist who opted to be interviewed together; and 3 dental nurses, also interviewed
together. Twogroup interviews/focus groups were conducted at CTMs1, one with dentists
lasting58.16 minutes ad one with dental nurses lasting 42.27 minutes. A totalG$i.43

minutes of interview data was gathered.

A mixedrole team:
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The mixedrole practice (ABsl) was based in a town in Aneurin Bevan UHB area.

EB spent three and a half days in practice gatigedata(13" December 20198™, 9", and

14™ February 2020)All clinical members of the dental team were interviewed: three

dentists (two ceprincipals and one foundation), three dental therapists, four dental nurses
(interviewed together). The dental professionals interviewed reported doing little to no
privatework 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 Vadleyst 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 2013pne principal who was at the practice during the
first pilot reflected that they had seen patient improvement during their partitipgn. 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 eddes 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 diseasehvivas said to provide longéerm
opportunities for OHE with patients. In the corridor leading to some of the clinics was a
large posterwall of information on oral hygiene, dietary advice, and smoking cessation that

the team had curated.

115



The oneto-oneinterviews lasted an average of 21.82 minufgsnimum:16.34, maximum:
30.52 minutes)and the group interview/focus group lasted 13.02 minutégotal 0f143.96

minutes of interview data was gathered.

Case study data were gathered with all particigania semstructured interviews. EB was

present in each practice throughout the day recruiting patients and dental professionals. All
RSyiGlrt GSIY YSYOSNRQ A y-to-desrns gractice pichlly O2 y R dzO i
within treatment rooms or staff roms, 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 workdayf the dental professional had a free appointment period (e.g., if

a patient had failed to attend).

One practice set aside a oi@ur appointment slot for the dentists to be interviewed as a
group (OMsl). In both practices, the dental nurses were afgerviewed as a group, by

their choice While the use ofd hoccombinations of methods may negatively impact on

the trustworthiness of a studgMorse 2003) qualitative research is a flexible method with
decisions on methods sometimes being based on practical and pragmatic réhaansert

and Loiselle 2008Being interviewed as a group meant that the interview sessions were
closer to focus groups thasemtstructured interviewsor group inerviews Where group
interviews largelynvolve 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.

116



Molzahn et al. (200%3sserts 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 cagorovide rich information highligimg thesimilarities and

differences in the participanf¥iews(Lambert and Loiselle 2008he participant

interactions within focus groups create a context within which the dagenerated

(Hollander 2004, Lehoux et al. 2008jhile the contexts of some groups mtacilitate

openness amongst participants, it may have the opposite effect in otrismpede
participantwillingness to share certain information or vie@&dd and Parshall 2000;

Hollander 2004)

Leading a group discuesi also necessitatethe researcheadopting a different approach
andusingdifferent skills than when conducting a ot@-one interview.Bloor et al. (2001)
explain thatas well as facilitating the discussiand makingsureit remains ortopic, they

also need to ensure that all membédrave anequal chance to contributd=ocus groups are
not solelya consensus method, and disagreements of opinion should also be explored
(Kitzinger 1994)The moderator should also encourage different views and disagreements
to be discesedopenly and fairl{Kitzinger 1994; Bloor et al. 200¥Yhenmoderatingthe
focus groupthe researcher was mindful of including all mesrdof the group and asked

the groupwhether anyone else had any reflections or commentson topics thahad just

been raisedf it appeared that one person was leading the discussion

Patients were interviewed via the telephone at a time as soon dfteappointment as was
suggested asonvenientby the participant. The patients typically replied from thewn

homes or from their carslhe researcher conducted all telephone interviews either from
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her private office in Cardiff University, or from her own ho(f@lowingLockdown) The
interviews were conducted using a projesyiecific, Universitpwned mobile phone (iPhone

7) set to speadrphone, and a digital audio recorder.

Dentist and dental nursenly 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 eaOime participant was on a paent plan;

Fff GKS 20KSNAR AYUGSNBASHSR 6SNB bl { LI GASY(a
KSIfGK aK2¢6SR a2yYS aftAakidte yS3al pkedyS OASH L2 A
good Jineti X a ¥ AR EAZYA 1 K (G KS 20 KSN\D NGohreee Mot ®es A Y3 Al
bes¢ = 2 NJ L2 A Y (A Yy Inoyddéntuiek ® ( L i eSauia ks erededs .29
minutesandranged fromsixminutes t016.58minutes in length.A total of95 minutes of

interview data was gathered.

Mixed-role prectice (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 inAB& case study group was 67
years. There were no participants in the-25 or 3544 age groupings with 40% being 45 to
64 (4554=2, 5564=2) and 60% being 65 and older{{&&=3, 75 and over=3). The
participants were mostly female with only three males lgeinterviewed. Participants
perceived their oral health to be in a good state, or at least at an acceptable state e.g.,

dadequat€ > oRadIdPa L y1astedN.IIZ6 Siautes on averagendranged fromsix
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minutes t018.36 minutes in length A totalof 114.32minutesof interview datawas

gathered

3.2.3.2 PostMarch 2020 data collection

Theresearcher conducted all telephone interviews from her own home using the same
equipment as before (a universitywned iPhoné€’ set to spekerphone, 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 Covi® restrictions Again, the timings of thenterviews

of thoseworking in practicesvere largelyopportunistic with EB wrking through the list of

practices previously drawn up for selection of the case stuthiesighout theworkingday.

Fourteen participants were recited, three DTs andleven dentistsinterviews lasted 33.73
minutes on average (minimur9.08, maximum: 44.04 minutes). A totalld0.93 minutes

of interview data wagatheredt I NI A OA LI yiaQ LINY OGAO0Sa ¢ SNB
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 employedctipaetin

more than ore 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 workee for th
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 patient$, mist reporting

seeing NH@&xempt 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
communty 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 programés described iffable 1 these

practices were CTMI1, CTM{06, and CTMO08.

The HWWrecruited mtient participans established, via email, a mutually convenient time

for the researcher to telephone them. Patieptiblic participants were mostly interviewed

from their own homes for the interviews conducted while Wales was on a sharth N5 6 NB | | £

lockdown, and later frontheir own homes or locations of their choosing.

2 ProvidingUDA flexibility within the current contract to offer opportunities for greater patieentred,
evidencebased preventive caré. G NBF GYSyd LIty A& RS&AAIYSR ol &SR
assessed using thessessment of Clinical Oral Risks and Né&GORINform, and agreed with the patient.
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In total 67 participants were interviewethterviews lasted 18 minutes on average
(minimum= 6 minutes, maximum42 minutes)with a total of 20 hour&nd 20 minutes of
interview data gathered.

Participans 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 goup 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 myayears 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 asMeHS 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. Fhintyparticipants attended

practices in ABUHB (identified byetparticipant code ABp) and 35 attended practices in

CTMUHB (identified by the participant code CTMp).

3.2.3.3 The interviewschedules

3.2.3.3.1 The case study interview schedules

Interviewschedulesvere 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 intervieschedulesvere informed by the research

121



guestions and the outcomes of the literature review completed earlier in the study. Th
dental professionaschedulewas additionally guided by aspects of the GBNMhodel

(Michie et al. 2011)o ensure the interviews addressed issues influencing workplace
practice. Namely, dithey feel that they had the necessary skills to deliver oral health
education or selare advice (Capability), did their everyday role provide the Opportunity,
and didthey report a Motivation to deliver ifThe COMB domains were chosen rather than
the TDKCane et al. 2012)Jomains as the researcher wanted to avoid directing the
interview discussion too mudh the direction of the frameworkspreferring totake a light

touch to thethree broad COMB domaingo maintain space for open discussion.

Initial versions of theschedulesvere discussed with the study supervisors. Versions of both
schedulesvere piloted withone 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

schedulegdetailed in therelevant sections below).

Thescheduldd o6 NB I Rf & T 2 {(Z0RA)S Bype§ of idtérviel hugsiians (see

Hgure 37 below).

1. Grand Tour A general, opening question.

2. Concrete QuestionsAsking about specific events or infieation.

3. Comparison/Contrast Asking the participant to consider other times/place/events and to
draw comparison with them.

4. New Elements/TopiasCarefully introducing new topic areas.

5. Closing; Indicating a closing of the interview by asking the participants for any final
comments on the topic.

Figure3.7. AOKU Yl yQa ownmMn0 CA@GS ¢e&LlSa 2F LYUGSNBASS
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3.2.3.3.2 Dental professional interviesehedule

¢CKS LINRPFSaarazylfQa 3IdzA RS PeiBeidlRe abit dbkut your ¥ 3 NI Y
role) in order to open the interview in a way that wasfeCfor the participant while also

gathering some context information. After piloting teehedule this question was followed

up with a series of concrete context questiods K & & S+ NJ RAR @&2dz |jdz £ A1
@2dz ljdzZr t ATEKEST Gl 2¢ 2y 3 ).CondEquésttodswargd NJ SR I
considered important to gather information that mayderpin participant accounts. For

SEIFYLX S5 6KSy (KSe& 6SNB ljdzt f ATASR 3L @3S +y Ay
experience leveland where they were qualified was asked as participants who qualified

overseas may have had a different education outsidéhefWK systemihile the analysis

was not looking for differences between accounts that maynfleenced or explained by

such factors, it was considered importanttie able to provideeaders withsome
backgroundnformationon the participants andllowLJ: NJi A OA LI yoibélératedO O 2 dzy (i 3

within their individual contexts.

Other concrete questions followed; some asked them to consider specific events or
examples€.g.,d6Thinking about patients that you have seen over thevjmus week or so,

what type of preventive advice did you give to those patignts? HoRoudise to any
supporting materials to deliver OHE/se#re advice?g.g.,demonstration, leaflets,
instruments, referral to the interng)0 ® h (G K S NB& refldctiprié SndBridersinfdiigh NJ
of providing oral health education and selire adviced.g.,0What influences the content of
the OHE/seltare advice you givé? | Kok daiyyou decide whether to give OHE/salfe

advice to a patient? 0 ®
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W/ 2 YLI NN 2Y0kQOAWHF 2 NX I G A2y g & WhaddizHoki thinkd A | |j dzS :
about giving advice on: toothbrushing/sugar or diet/smoking cessation/alcéhol? Kake &

you changed how you give OHE/s&dfe advice over tim&?

The interview guide includedtwoset 2 ¥ Wy Sg St SYSydaka2LAOa | dzS
discussion on to the topic of their patients and also their views on the general barriers and
enablers of providing oral health education and s®ife adviced 2 KI & F NB GKS 06 NJ
offering OHE/seltarS | RAARIAS K4 (i ¢2dzZ R KSf L) 2-Q@UHANBINEZ Y2( S
Regarding their views on their patients, a series of concrete questions invited reflection on

LI GASYGaQ NBaLRyaaoAaAt A hatdoyodthinkpbtieNs sBodglgbe 2 NJ-
d2Ay3a G2 221 | Fiwh\datieriksSrayNdr raaihof follévSatvicd) kow i

made them feel when they didnofi(l 2¢ R2S& AG YIS @2dz FSSt 6K
seltOF NBE HDRIROEKRY® G(KSe& (K2dAKG 605 @ higkpatians OA S g S
aSS @2dzNJ NPt S | & LINBGZSy ()ATBSInte2vdsdidialal 2 NI G A OGSk A
concluded with a general closing questipdls there anything else you think we should

know about OHE/selfare advice® ®

A broadly similaschedulewas used in the nogase 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 irterview. 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 peactic

team composition and skithix, 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 questigu
YI1S I RSOA&A2Y | 02dzi 6 KAOK LI GASydrhis (2
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 till original and amendedental professional interviewchedule, see Appendill.

3.2.3.3.3 Patient interviewschedules

The patient interviews again drew upon the three broad GBBlomaingMichie et al.
2011) Questions askgwhether they felt that they had the knowledge to maintain their
oral health or whether they had any knowledge gaps (Capabi{ygstionson the reasons
that they had previously followed advice or if there were any reasons that they had not
been able to weranticipated to provide bottOpportunity and MotivatioAfocus®d

responsesUnlike the dental professional interviescheduls, the patientschedules opened

aLSy

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 thagttwere more easily able
to answer to help build rapport before moving on to move abstract quest{Bnisten 1999;
Gill et al. 2008)The questions gathered context information on their appointment:

1 What was youmappointment for? (checlip/treatment)
1 Who was your appointment with?

o0 Have you seen them before?

o How long have you been seeing them?

o How long have you been with this practice?

0 Approximately how often do you attend?
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1 Do you have your care on the NHS or privately, or is it a mixture of (Fatti@d
post-piloting)

1 How would you describe your general oral health?

The participant was then asked to indicate if they received arfycaeé advice at their most

recent appointment and whether they were able to implement any recommended changes
@¢KAYTAYT 02dzi @2dzNJ I LILRAYOGYSY(d 6AGK owh[ 9
IAQPSYy o0& O6wh[9kb! a9y 2y a23NBya2uzFiéSNBeaazNI &
Fo2dzi GKS I ROAOSKEéST &d2SNB @2dz FofS G2 OKIy3aS
o wh [ 9 k b)!lcladedirg this section were more reflective questions on why they may

or may not follow the advicet(l | @S &2 dz SYSINROBSSY HRIOGI e2dz KI €
G2 7T 2.fFollawmKguestions invited the participant to explore their response to each

guestion in more detail.

These were followed by another series of questions on instances of oral health

education/selfcare alvice focussing on previous instances of receiving oral health

education or selcare adviced{ / 'y &2dz NSYSYoSNI Fyeé ROAOS GKI
LJ- &)ivkhén participants could not recall being given advice in their most recent

appointment thesequestions 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 ofwvhy 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

schedulethen asked about their viewan the acceptability of being given advice on a range

of topics thatcomprise 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 dvad changed

their behaviour¢ | I @S @2dz S@SNJ YIRS Fye OKIy3aSa G2 6K
2N) Y2dzi K 060SOFdzaS 2F AYyF2NNIGA2Y FTNBY lye 20K
The final set of questions focussed on aspects of responsibilitpdiing after their oral

health; what activities the dental professionals were responsible for and what were the

LI GASYyGaQ NBalLRyaArAoAaftAdeod ! Of2aAiy3a [dzSadGAzy
present any information that they felt relevaiit2  KS RIs thefedziythihg®ygu o @

g2df R tANS G2 | RRKE

Following the changes to recruitment and data gathering owing to CIjidmendments

to the patient interview schedule mainly involved removal oordering of questions.
Additional quesibns asking about appointments with dental hygienists or dental therapists
were also added. One context question waslaterminewhether they had ever had an
appointment witha dental hygienist or dental therapjsind later questions to establish
whetherthey had any preferencas towhich member of the dental tearthey would like to
receive advice fronand 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 give This was no longer appropriate as their most recent appointment

may have ben up to 12 months prior to the interview. Instead, questions opened with a

Y2NB 3ISYSNIf [[jdzSaidn2y leeaddziNENESOTDASANE yf 3/ &h A adi |
KFR I ROAOS FTNRY @&2dzNJ RSYyGuAad 2N KEnaASyAaidkiK
additionalfollow-dzLJ |j dzREKiFAG2 yY 200 A @1 G SR @ 2 dz Wwas addeédioS (K2 &
0 KS | da%aselyduzyer cianged what you do after getting advice from your dentist /
hygienist/ therapist® | & + NBYAYRSNJ (i2 SELX 2NB dadyS (2 LA

been raised by the participant.

For the full original and amended patient interviseheduls, see Appendi%2.

3.2.4 Analysis
Atwo-stage processf inductivedescriptivethematic analysisandqualitativecontent
analysiausing predetermined codes @F domainsyvere the chosen methods of data

analysis.

Thematic analysis method involvésh RSY GAFe@ Ay 3 ylFfeaAay3d | yR NI
g A U KA yBraar aind Glarke 2006, p7®nalysis followed the sstep procedure
outlined by Braun and ClarkBraun and Clarke 2006; Braun and Clarke 2013; Braun and

Clarke 2019)The six steps asummarisedn Figure3.8.

Familiarisation withthe data
Generating initial codes
Generating themes
Reviewing potential themes
Defining and naming themes
Producing the report

okwnhpE

Figure3.8: The sixphase analytical process in thematic analysis
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Allaudio recordings were transcribed verbatim by a transcription company (VirtuT¥pe)
researcher checked each transcript against the original audio recording and anonymised any
potentially identifiable information. The audio checking also allowed theaieteer to
refamiliarize and immerse herself in the interview transceapt to make preliminary notes

and reflectiongprior to the formalcodingstage

After repeated reading and reeading of the transcripts, initial reflexive coding was carried

out with each transcript in turn. Initial codes were generated on Microsoft Word by adding

short descriptivecodesand commentgo sections of text within the i@rview transcripts

using theGommentsfunction. This allowed for novel codesreflectionsto 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 sublVevd QSR

International Pty Ltd 20180nce all transcripts had been coded, the codes were collated

and similar commets werec 6 AY SR YR I RRSR a QRIRAYy3I Wy2R.
International Pty Ltd 2018)he interview transcripts &re then recoded within NVivo with

codes being amended and additiomew codes being addedscoding progressednd new

insights were generatedfter reading subsequent transcripts

While mindful of being informed solely by the data in this initialingdit must be
FOly2¢6tft SRAISR (KI G GKS NBASEHNOKSNDa 69.0 dzyRS
three domains of the COM8 of Capability, Opportunity, and Motivati¢iMichie et al. 2011)

and the different levels of influence (macro, meso, and midfoj.example, the language

used when assigning codes andwriting the narrative may have reflectesdme of the
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concepts included in the frameworks (e.g., capability, motivation, etc) but was not intended

to directly relate tothese conceptsit this stage of the analysis.

Codes can be generated at both the semantic and latent [@raun and Clarke 2006;

Braun and Clarke 2013; Braun and Clarke 2019; Byrne.282 Braun and Clarke note
GGKSYIFGAO yrfeara Oy 6S I YSUiK2R GKFG 62N
dzy NI @St (G KS &@mbdhand Slarizk 2006V plBBemantidév€l analysis

provides a @scriptive summary of recurrent patterns in thentent as relating to the

research questions while latetgvel 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 latdetel coding.

Sections of text were then collated for each code and organised into initial themes. Themes
are patternsof meanings, observations or interpretations that capture something about the
data as it relates to the research questiBraun and Clarke 2006; Joffe 2012;lig/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 irstance.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 requirild

no new insight was gained (saturation)
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Braun and Clarke note that codingiisi KS NBX &SI NOKSNRa NBEFt SOGAGBS
with their data and theirreflexsy | YR G K2 dzZ3KGFdzZ Sy3r3asSySyid oAl
(Braun and Clarke 2019, p.594s coding and theme generation is conducted through the

f Sya 2F (GKS NBaSI NOK SN ofithe BafaMBattdmptiRgity 3 ( K Sy

measure consensus between codesaot recommendedByrne 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 themadilysis. A

descriptive narrative summary was used to present the participant contextual information

FYR (2 LINRPGARS Iy | 002dzyd 2F (GKS RSyidlt LINRT
different OHE topics recommended in tBelivering Better Oral Healtoolkit: keeping the

mouth clean, diet, smoking cessation, and alcohol consumgiaiblic Health England

2017) While this does result in some repetition of detail, it allows the data to be seen in

020K GKS O2yGSEG 2F LINIAOALIYGEAQ 26y | 002 dzy

interpretive level.

Followingwrite-up of the thematic analysis, the dental professichdhd patienfi @sults
narratives were recodedin NVivoto explorehow the results mapped ontthe domains
from the TDF and COB As well as gaining additional insight by exploring tésults
through a theoretical framework, the findingg®m the mappingalsoassised with
identifying practicalrecommendationgor optimising OHETheresulting narrativeswere
codedaccording to thdourteen domains in the TDEane et al. 2012; Cane et al. 20a6)

then mapped on tdhe three COMB domaingMichie et al. 2011jseeTable 31 above)
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3.2.5 Ethical considerations

Cardiff University acted as sponsor for this study (ref: SPON-195and HRA ethical
approval was obtained (North WesGreater Manchester West Research Ethics Committee,
ref: 19/NW/0568, &' September 201P Owing tochanges to the protocol arising from
Covid19, two category C substantial amendments were submitted to the sponsor and the
two participating University Health BoardEhese amendments related the inclusion of
remote recruitment and telephone interviewing of individual dental professionals (April

2020) and patients (October 202@eeAppendix B for all ethical approvallocuments.

This studywasthoughtto not impose anysignificantpotential pain, discomfort or distress

on the participants involved. However, there was an element of inconvenience for
participants. Being a case stydientalpractices were likely tancur 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 mimised disruption to smooth running of the practic&s 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 @in 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 focussetheir sense of
responsibility for seltare 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 optiordecline 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 (participanthich dental professional group they saand
within which case study sitéf relevan) 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 conseanhd 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 telephonetiier from their office or from their own home. Although data
gathering took place in a dental practice, the practices are required to operate standard
crossinfection protection measures. The researcher posed, or was at risk of, the same
minimal level of isk as any attending patients. Cardiff University guidance for lone
researchers was followedhe researcher informed others of their whereabouts and
intended time of return. The researchers did not meet with participants in any private
locations. A mobd 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
approachin this study.The research questiondeveloped were chosen to explore the
sociallyinfluenced and individuallgonstructed perspectives of the two main participants in

an OHE interaction the dental professional and thgatient. The approach sought to not
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privilege the internal over the social worlds of the participants addpted a socio
ecological understanding of the influences on their accounts, later distilewy the COMB

(Michie et al. 2011and TDKCane et al. 2012j)ameworks.

A key aspect of this data gathering was the acknowledgement that the study would be
exploringaccounts @ 2 G K LI NIAS&Q dzy RSNABGFYRAY IS SELISNA
their perceptions of the othiJ LJI NIi A S & @itiaNdars $o explfre thds@abcounts

through case studies were shaped by the literature on the influence of peers and dental

LIN} OGAOS Odzf G§dzZNBE 2y RSyl RecruifiN@pat@risinh ditih f 4 Q O A
these casestudies would assist the researcher to understand the context ofhi&E

provisionthey may have received and allow fgreaterinsights intotheir accounts.

However, recruitment issues and the impact of Cal@dongeneral dental practices

necessitated &hange of procedure. Remote telephone interviews were instead carried out

with both patients and dental professionals fronwale range of dental practices and with

patients from potentially different demographics than originally anticipated. The intervie

schedules were designed to explore aspects of Capability, Opportunity, and Motivation

(Michie et al. 201)1for OHE and oral health behaviours

The gathered datanderwent three levels of analysi&nalysis aimed to provide a narrative
F O02dzyt 2F 020K LI NIGAOALI yi 3 NBsddpgdrnafthe OO2 dzy U &
recurring themes within their accounts, and finally an application ofttie®retical

frameworks to distil the descriptive natrges into a more accessible format.
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The following two chapterpresent the analysis of the data gathered from dental
professionals and patients ari¢hapter &details theoutcomes otthe application othe

COMB and TDF frameworks.
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4 Resultg; Findingdrom interviews with dntal professional

This chapter opens with an overview of the dental professional participants interviewed.
Their demographic information and workplace contesgummarisedThe findings of the

RSy Gl f LINRTSabdga/Nika Q ARSISONIMISGAGDS & dzY Y I NEB
of the four main OHE topics outlined in tBelivering Better Oral Healtbolkit. This is

followed by an explanation of thieve broad themes that were generated during analysis of

the interview dataOHE responsibility and capabilibeing a good clinician or being a

profitable businessdynamic ways of offering OH&nd perceptions of patiefypeQ = | Yy R

the motivating factorsand their influence on behaviowhange.

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 dentaésuasd six dental
therapists. Twentyone of the participants were female and nine were male (all dentists)
The dental professional interviews lasted betwekdto 44 minutes with an averagdength
of 30.9 minutes and atotal of 716.38 minutesof interview time. The three group interviews
lasted between 170 58 minutes with an average length d37.49 minutestotal of 11327

minutesseconds of interview time

A full summary of the participants is provided in Tahle
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Table4.1: Summary of dental professional participants

- Male Years Place NHS or Time in Independent Work in other Pilot Interview
Participant or . o Role . current | Team members or . length
qualified | qualified private practices scheme? .
Female role corporate(s) (mins)
(Co) Principal 2 dentists, 1
ABs101 M 9 England neip NHS 4 Associate, 3 | Independent No Yes 19.22
Dentist
DTs, 4 DNs
ABs102 F 23 England (cheirt'irs‘f'pa' NHS 18 a Independent No Yes 24.24
ABs103 M 9 England ASZ?]E';@ NHS | 1 month a Independent No Yes 16.34
ABs104 | F 22 Wales Dental NHS 4 R Independent 2(1 Yes 30.52
Therapist Community)
Dental .
ABs105 F 6 England . NHS 4 a Independent - Yes 23.38
Therapist
ABs106 F 12 Wales Dental NHS 12 G Independent | 2 (L otherasa v ¢ 17.24
Therapist DH)
ABs107 F 22 Wales Dental Nurse NHS 18 a Independent No Yes
ABs108 F 8 Wales Dental Nurse NHS 4 a Independent No Yes
in 7 13.02
ABs109 F . Wales Dental Nurse NHS a Independent No Yes
training months
ABs1010 F 6 Wales Dental Nurse NHS 8 a Independent No Yes
3DNs, 1
Principal, 1
CTMs101 F 2 Wales Dental Nurse NHS 3.5 Associate, 1 | Independent No Yes
Foundation
dentist 42.27
CTMs102 F trailrr:ing Wales Dental Nurse NHS 3 a Independent No Yes
CTMs103 F 1 Wales Dental Nurse NHS m;rlnh a Independent No Yes
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Principal

CTMs104 18 India . NHS 7 a Independent 2 Yes
Dentist
CTMs105 8 EU Associate NHS 5 & Independent No Yes 58.16
Dentist
CTMs106 6 months| England Fogg:t?stlton NHS 3 a Independent No Yes
Dental Mix of 6, 5, and rlivc;ttr;errggti?e 3 (1 private, 2 ves, in 2
ABiOL 10 Wales : NHS and| 2 > P Praclice,| | ngependent private, NHS 39.21
Therapist fivate 2years | 2other DTsin NHS) ractices
P NHS mixed P
NHS & — .
ABi02 10 England Denta_l some 2 1 pr|nC|_paI, 2 Independent 2 (Lin Yes 38.54
Therapist . Associates, England)
private
. Associate 4 dentists, 2
ABi03 8 Wales Dentist NHS 8 DNs, 2 DTs Independent No Yes 29.04
Senior .
ABI04 26 EU Community NHS 15 | Ldentist, 2 DNs Independent No Yes 35.4
) 1 OHEd & Community
Dentist
. Principal ay ez 2 principals, 1
ABI05 22 Wales Dentist NHS 5 Associate, 1 DT Independent No Yes 30.44
. Associate a hd D 10 .
ABi06 4 England Dentist NHS months 3 dentists Independent 3 Yes 43.05
. Associate a pdiz .
CMTi01 25 England Dentist NHS 1 7 dentists (p/t) Corporate No No 26.55
CMTi02 32 wales | (C0)Principal) o gg | Ddentists, 1DHI o endent No Yes 42.03
Dentist upskilling DNs)
2 Principals, 5 .
I ' 3 (1 Hospital,
CMTi03 30 England (Co) Pr|.nC|paI NHS 24 DNs, 3 DTs, 1 Independent 1 Teaching - 39.16
Dentist DH, 2 Dental Unit)
surgeons
CMTiO4 1 Wales Foundgtlon oyt 9 6 dentists Independent No Yes 28.09
Dentist NHS
CMTi05 7 Wales ASZ?];gte Mix 3 4 dentists Independent No Yes 19.08
. Associate Mainly .
CMTi06 6 EU Dentist NHS 3 2 dentists Corporate No No 24.26
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CMTiO7 | M 4 Wales Associate NHS 15 Principal, 2|40 bendent 2 Yes 44.04
Dentist Associates
. Dental 2 dentists, 3 2@in
CMTi08 F 8 Wales Therapist NHS DTs, 1 DH Independent Community) No 33.38

The participant codenames reflect their recruitment group and which UHB they were located within. Codes beginning with reBruiezd

from Aneurin Bevan University Health Board and those with CTM were from Cwm Taf Morgannwg University Health Bivatdsibineof

a{mé Ay GKS

outside of a case study.
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4.2 Summary of approaches OHE by topic

Participantswvere asked fotheir views and experiences on delivering the different areas of
OHE outlined in th®elivering Better Oral Healtbolkit ¢ keeping their mouth clean, diet,
smoking, and alcohoThis section providesraarrativedescription ofthe ways in which they
raised thesubjects, 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:
0So, when we talk about oral health, we talk about obviot@byhbrushing interdental
Of SIyAy3as oot az2 Ffdz2NARSE
It was pointed out that many adulige patients would not have received direct advice on
how to look after their mouth or even onoliv to brush their teeth. As a result, dental
professionals talked of working with patients with differing levels of knowledge about the
AYLRZNIEFYOS 2F 2N¥f KSFHEGK yR Yz2ad GFft]1SR 27
health care.
G Wdza i St&peliple Acyuallyvithy they need to brush their teeth because a lot of
0KSY R2y Qi NBlIffte dzyRSNRGUIFIYR (GKS NREtS 2F L
KFIgS G2 NBIFfte 32 ¢ABO) G2 ol araoda G2 adl NI
Guidance on equipment, optimal cleaning @@ues, and noting areas in need of additional
FGGSYydA2y $SNB RA&aOdzAaSR a4 AYyF2NXYIGAZ2Y OGKI G

them.
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GL AAPS LIS2LX S (220KOoNHzZ2KAY3 | ROAOSsE a2 | a
tocleantheirteeth g R G KSY AF GKSNBQa Fye a2NIl 2F (K7

AYLNROGSYSy(l O2dzZ R 6S YIRSI LQff (ABRMI) 2F 3IA

Equipment advice often included the recommendation of an electric toothbrush, the

importance of fluoide 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 inofieed

additional attention were areas of plaque, decay, or gum disease that resulted from missed

FNBFa Ay GKS LI GASYGQa OdaNNByid Of SIFyAy3a NP dzi

need to pay more attention to their brushing or brush for a longeriod, to pointing out

ALISOATFAO FINBFa Ay (GKS LI GASyGaQ Y2dziKao
G¢CKSNBQa gtea 2F R2Ay3 AdY W, 2dzQNB R2Ay3 N

AYLNROZSQ> WeKSaS FNBlFa GKFG @& 2dzcomieenid ass

When prowviling 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 deonstrated how to use them either on the patient themselves, or on a
demonstration modelSelectparticipants 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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G! adzZtte AF L RSY2YyailiNIGS AGYE 6SQOS dzadz f €
plague or made thgum bleed or something. So, they can see the benefits that they

g2dZ R KI @S FTNRBY OF NOIB#O3f3 GKFG 2dzi 0 K2YSo

When to demonstrate and when to just give oral advice also depended on the advice being

given and the equipment being used. Oral dg#awns 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.
GL GKAY]1l Yzald LIS2L}X S OngyechBiqé if they listBnitoamdaf | 6 f S
82dz a4l &3 odzi AYOGSNLINRPEAYIt OtSIyAy3a A& | 6
demonstrate, either on the patient themselves duringthecliztkd 2 NJ 6 A 0 K G KS Y

(CTMi07)

Avalilability of demonstration equipment (sample brushes, disposable electric toothbrush

heads, etc.) also impacted on how the participants provided advice. Some practices were

wellSlj dzA LILISR gAGK al YL Sa (G2 FRRNBaaveyz2aid LI GA

patients samples to take away and try at home and others gave samples to guide patients

when buying their own.
2SS 18SL) tAGGES 02ESa 2F | @FNASGe | OhGdz f ¢
0KS 2RR 02dzZLJ S I yR ( KtBege o8 yizi. Takeithegelawayd But Wg St f
@2dz Oy o0dz22 GKSY IyR GEEMIODKSYQ yR (KAYy3Ia

hiKSNJ LIN OGAO0OSa ¢6SNBX aid201SR 4AGK SljdzA LIYSy i

preferences. For example, one dental hygienist explained how the prird@pékt 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 p@me dental hygienists or dentists may not

be working in the same room all week or there may be days when all susgegeaused, and

resources are shared. In these instances, flexibility in approach and alternative methods are

used to convey their messages.
GLQY y20 y2NXIffe Ay KSNB® .dzi 2y | CNARI &
flipcharts, the oraB flipcharts) Y R A ¥ LI} GASydGa NB y2aG ljdzadS
Y2RSt dzLJ GKSNBEX 2y GKS aARS 2F (KS (220K
R2y Qi dzy RSNERGlI YR 6KSYy LQY SELXIAYAY3 6AGK

(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 tleeypunted 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 attadn 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 t@@uple 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 theyld 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

alack ofresponsél L SK IR SR G2 3IAGS 2dz2i RASGH aKSSdGaxz o
I ROGAEAS YR aleée ¢gKIFIG GKS OF dzaSa I NBSTMO$,R (i NE |

DT)

While most patients might be aware of the negative effects of sugar on oral health, the
may feel that this is offset by their oral hygiene efforts and so advice is needed to address
this. Oneparticipantexplained how they approached the topic anow patients were often
G 3 NI FoBdFldzt @ A (I a@bdut hidde®$dais and the impact treir oral health.
GvdzA GS 2FGSy G2 0SS K2ySald YvYz2ad LS2LXS tA1S

KIFEaS | 20 2F adzaAlI NK 52 é&2dz KIS (KSa&as

No

lj
YSOSN) 1K2dzAK(0 | 02dzi (KB2Q VYR B¥z RRDSII| YR

~

R2

(@

2YS 0101 YR GKSe& aleée WwWLQ@S Odzi R2gy 2
gl GSN) sAUK af A0Sa 2F tSY2y Ay Al M G L dza

02).

Because most people were thought to hawere understanding about the dangers of
sugar, some reported finding the subject easier to raise than otherhygiene topics (e.g.,
smoking or alcohol consumption). A few found the subject more difficult to raise than oral

hygiene discussions, with questis about diet potentially being perceived by patients as
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intrusive orqudgingg. Onecommentedthat simply asking about their eating habits may be

d Y2 NB and\thatifie ®atient may be less likely to discuss their diet honestly. A
participant explaind 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
guestions around the implications of diet on their teeth avoided concerns that patients may

GSSt OAy3I6 GKIG LQY 2dzRBH5LI GKSY F2N 23 KSNI NB

4.2.3 Smoking cessation advice
A selection of participantseported less confidence in delivering smoking cessation advice
than in discussing other topics.
G¢220KONHZAKAY A A&BSHTRES2 Fe DdzST WA A ZA VO diiiK 3 (i ¢

OSaal A2y | ROAOSCTWMRE OT)L &G NHzZA3AES GAGKDE

Some spoke of how training in smoking cessation interventions and participation in the
national smoking cessation audit had helped them to develop their sakilsencouraged

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 Rigemental way. Participatioim 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.
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aLiQa ljdzaAdS +ty Slae 2yS (2 oNRIFOK 06SOIldzas
YSRAOIT FT2N)¥Y @e2dz alAR GKIFG @2dzON@BB-02) aY21 SN
However, respnses 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 Covid9 lockdown included more questions on social habits and that
these were beig completed more frankly than in the usual paper medical forms filled out in

the practice.

hiKSNJ GAYSAaY GKS LI NIAOALIY(GaQ G2fR K2g aildy
smoking, or tea or coffee drinking so they raised the topic even if patiesd not noted it
on their medical history form.
LI aKz2dZ R 0SS AT (KS@QNB GStfAy3a GKS G Nz
notupto-RIF S T yR a42YSUiAYSa AGQa OSNE 200A2dza A
GKSe@ Q@S 3203 Lt 2G 1 ZFTRRBIBRRYAVYT21SK {2YSGAYS
heavyteaRNA Y1 SNJ 2 NJ HAB@D2)FFSS RNAY ] SNIE
tFGASYydiaQ LRIiSydAlrt NBFOGA2Yy G2 oSAy3a aiSR
concern for participants. Participants expressed concerh plagients sometimes become
defensive andclose ug during the examination if asked about smoking.
L R2 3ISG ySN¥2dza lFaiAy3d GKFG ljdSaagazy S@S
dzy LINERAQUOIFI6tS YR AG OFYy YIF1S GKS FLILRAYGY
y2yS 2F &82dz2NJ 6dzaAySaad ,2dz {y263> YAYR &2dzN
wanti 2 ad2L) aY21Ay3 YR AT (KSeé ate y2 (KSy

L NBO2YYSYRQ O0@RI-01) R2y Qi LlJzaK A(®d¢
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Patient resistance to attempts at smoking cessation advice were also said to arise when

smoking was an important part of tirdifestyle or identity. For some patients, smoking was

said to be a source of pleasure in their life in the absence of other risk activities.
a! t240 2F GKSY R2 aleée W2K A0Qa GKS 2yfe GK
@ 2dzONB (&KEtyfl A yA] WRAEDP LIQa RAFFAOdA G G2 GKA
GKSy L 2dzad aleéeszr WwWgStfAB08) f2y3 & &82dz (Y26

Longterm smokers were also reported to be resistant to discuss making changes and were

often unwilling to discuss cessation.
GQ2K LQ@S 6SSy R2Ay3I AlG F2N (6Sy (GTM&ESI NA ©
04).

Others used their longerm halt as a badge of honour which left little room for discussions

on cessation.
Gt S2LX S a2NI 2F aK2g 2FF yR GStf(ABSRdz K26

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 professionaland so those that were interested in stopping smoking would
have probably already sought or accepted help from another source subkiageneral
medical practitioneior acommunity pharmacist. However, they acknowledged that it was

still important thatthe 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 Waleservice as they were able to refer them using the computers in

0KS adzNASNE RdAdNAY3I d&KEBSLFANBY (§ WONK 22 K y NS BFN
Y2y dKa fFGSN I YR &KEQRILRJ dzhi K ¢ (AbsaUERnhgr§ aldé g a Y
passed on a refeal 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 PractitioneGMB if they were interested in stopping smoking.

Partiagpants alsaeported that somepatients were interested in stopping smoking but did

not feel ready yetin thesecasesthe participants reassured the patients that they were

there to help when they were ready to make the change.

Situations when they wdd 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.
G, 2dz YAIKG FAYR 2dz0 (KI ByKIdAAL yad 20 IR ySy (18K2SdkN
adopted a Polanint habit instead and they hold it in their cheeks. So, | suppose because
| see them quite regularly and | sort of know my patients | probably know in which area

02 RANBOIHCTIVMOS | ROAOS ¢
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4.2.4 Alcohol consumption atce

t I NODAOALI yiaQ NBLR2NISR FROAOS 2y fO2K2t 02y
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 serviael &y rapdtt

alcohol dependency problems, | normally signpost them toward&ME Or Alcohol abuse,

GKS 6S0aAiAidsS 2NJ I LK2yYyS ydzyo@BHEdl)oNdbece wallE |y R L
mainly given to those who reported drinking more than the recommendaitsyper week.

Participants from all professional groupsplainedhow they rarely see anyone who reports

drinking to a dangerous excess andtiat S2 L S 6K2 | NB RNAY{1AYy3I f A
322 R T ACIMDR. $Yhése cases, further advice fieced and if the patient is not

interested in furtherhelp,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 pafaltishol

consumption and to providguidance. 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 idepth discussion, they could remind them on the recommended unit

limits.
& L Q YectlyJsapd¥ to discuss that with people and like | say, | ask every patient during
'y SEIFY 6KFIG GKSANI IfO02K2t Ayidl1S Ad wddds
FfO2K2f | 6SS1Q 2NJ a2YSGKAY3a 22d00Y¥QalkgRVY
GKAYy3a YR WKI @S &82dz O2YyAARSNBR 42Nl 2F RN
really have time to do like the sort ofdiepth talk about it, but you can bring it up and
2dzald YSyGA2y A@Bsi03) LIS2LX S |G tShEadhé

149



For another group of articipants, 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 pgéent 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

professiona® role.
G! fO02K2f A& | Fdzyye 2yS (K2dZAKK&ESAR ARSI WR?
2dzad I y2NXIf LING 2F t20a 2F LIS2LX SQa (A QD

AlGQa o NEUHOR)G dzLJDé

A number ofparticipants had experiences of patients who had taken offense at their

guestions or had showresistance 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.
dGhyS LI GASY(d RAWaY @ifénded @itfi ind ehg/weilt Kut td redé@ion
FYR &aFARI @2dz 1Yy263 WsPwasiabidiféded lyxhgtandL QY |y
0K2dAKGI W2K Y@ 323KX L K2LS LQY y20G O2YAy13
g2dzZ R | f g &a discajraged 8 thdugh. | &ill @sk/eQeiyone. The patients

gK2 6SNBE 2FFSYRSR o6& (0KSY LQ@S YI#BO6)l y24S

Patient resistance to discuss their consumption level was also an issue when they knew that

they were drinking over the recommended limitt L Q@S KIF R &a2YS LIS2LJX S NXB

(0p))

0SOldzaS GKSeée (y2¢ KSEQNB RNAYy(lAy3 (G422 YdzOK

(ABI-03). Other participants highlighted how the discussion was often hampered Bnpati
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not understanding what constituted a unit of alcohol. One participant spoke of how raising
the topic oneto-one during the appointment often resulted in more honest responses than
they would give on the ACORN or medical form.

G{2YS 27F KS Yo dziNB K-2AyyS aAii SLISYyRa K2g¢g &2dz |
through the medical history. Like if | asked them myself, | think they tend to be a bit

Y2NB K2y Saido 2KSNBlFa AF (KSeé 2dzad R2 AG 2y
they are somuch,becauS a2YS{iAYSa @2dz R2 3ISi GKS fI RA
622 YdzOK® L KI @S | o02d0GtS 2F 6AyS | RI&QoD

R26Yy | {ADO2ES O6AGQO

As many participants were working in practices that were undertatkiagontract reform
pilot, they talked of the ACORN form and its influence on their discussion of alcohol
consumption with patientsda 2y G KS YSRAOFIf KAalG2NB (GKS& I aj
would tend to ask if | thought that the amount written down- & | f 2ZOTMiGSRA 3 K S NE
Butassomenotedi L QR | a1 GKS 1jdzSaidA2y > odzi(ABsl- R2y Qi 7T
01). Participants noted that they did not feel that they knew enough about the subject to
provide advice or support beyond highlighgithe 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.
G2 St frecominén8ed limit is fourteamits,6 dzi L R2y QG 1y 26 YdzOK Y
to advise people. If people are drinking wine, if they offer me that information | know
that there are units marked on the bottleSo,| tell them that, butyes,L. ¢ 2 dzf Ry Qi NI

1Y26 K2g (2XgA0K GKS avyz2{Ay3a GKSNBQa GKS |
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LIKF NXYFOA&aGa | yR (KSS® caa saf¥hieFou talked tagairLt S | NP
GMPabout it? Have you been to the pharmacist? Have you tried nicotine p&tdes

whatevet WA 1 K | f O2K2f GKSNB AayQiAbs®2).YdzOK &G dzF ¥

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.
G!adzr tfe L oAttt LINIAOdzZ NI & (GKS 2y Sa gK2
GK2aS NS GKS 2ySa GKIG L NBFrftfe GIINS |62 d
2dzaix 1AYR 2F3 YSRAdzY NR&a] 2y FfO2K2t LQff
2dzad | RGAAS (GKSY G2 {-Ndedthar re@llgaind af godnjo® L G QA&
GKS |t 02K2f FyYyR GKIFIiQa ¢KSNB néealy 3SG a2YS
F LILINBOALF GAYy 33 (CEMO7)NA &1 e GKIFGO Aaog

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 dises 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 diiffccadvise

on than other risk behaviours. This was particularly difficult with some participant groups.
a! 24 2F GKS GAYS 2t RSNJ YSYy FyR &2dz GKAY]
them to avoid the sugar in the alcohol and carbonadedks. | find that one a bit of a
Fdzyye 2yS (2 [ROAEAS 2y OABSKDYDTY.20 20SNI e Ozy
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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 patierits! K 6§ Q4 a2 YSOGKAyYy 3
2y GKS !'/hwb & ¢gSttoe {2 L FSSt GKIFIG GKIFGQa
0 K S(RBs1-04 DT). Some DTs reported only bringing up alcohol consumption regarding
GraA0t S adrAyAy3a 2y oimkiBiself) obih Snjuacic@ withS S K I y R
aY21Ay3 d LINL 2F | RAaOdzaairzy 2F 2NIf OF yC

consumption mainly focussed on issues with antibiotics prescribed by the dentist.

4.3 Themes fronthe dental professional interviews

The findings have been broadly organisei sixthemes the responsibility and capability

of dental professionals for OHEging a good clinician or being a profitable business

dynamic ways of offering OHEJIS NOS LJG A 2 Y & 2 T ;the trodddingJaciors &y (1 Wi @
seltcare and their influence on behaviour changad acceptance of patient

unpredictability as motivation for OHE provisidiable 4.2 outlinethesethemes andhe

associatedsubthemes.

4.3.1 OHE responsibility and capability
ThissectioSELJ 2NB&a GKS LI NIAOALI yGaQ NBFt SOGA2ya
member of the dental team they view as the best placed to carry out OHE, their confidence

in providing OHE.
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Table4.2 Overview of dentgbrofessionathemes and subthemes

Theme

Subthemes

4.3.1 OHE responsibility and capability

4.3.1.1 Dentistry as encouraging patient responsibil
for their oral health

4.3.1.2The contribution of dferent 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
4.3.3.2According to patient receptivity

ndodn t

(o))

N

O
(0p)

LI A2y a

2T

4.3.4.1.1 Problenfocussed irregular attenders
4.3.4.1.2Regular attenders for monitoring and
maintenance

4.3.4.1.3Regular attenders with good intentions but
competingcircumstances or priorities
4.3.4.1.4Patients with an interest in their general
health

4.3.5 Motivating factors and their influence ol

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 a

motivation for OHE provision

4.3.6.1 Gainingleasure 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
right at the right time

4.3.1.1 Dentistry as encouragirgatient 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.

G DA @AY e todfs2ole @ble to make good choices and look after their teeth, so

K2 LJS T dzf €

C2 NJ

reorientation of dental care expediaA 2y 41 & AYyUSYRSR G2 akKATO LI

az2vYSsSz

& GKSe@

R2Y QUAES)I LINRPOE SYa Ay

GKS ¥

GKAAZ FANBROGEE Ay@2ft OSR OKFy3IAy3I LI

154

l.j



from seeing the dental practice as a service ther&itoproblems$lo encouraging patients

to take more ownership and control over their own oral care. Participants noted that they

only see the patiet once or twice a year and noted the importance of getting the message
FONRP&aa (KIG oKFEG LIFGASYGAaQ R2 G K2YS A& (Se
the need for dental service intervention.

o

GL GKAY]l @2dz K9S (20RHz8ya2YSKSFTLIKS SHB

QX

LIy

GKSY LINRPLISNI @& GKSy (K3ABswHDT)E ySOSNI dzy RSNA

Encouraging a sense of responsibility and control was explained to be important for patients

to feel a sense of se#ffficacy over their own oraldalth efforts. Participants contrasted

between patients with seléfficacy about their oral health routine and those who adopted a

what willbewillbé | GOGAGdzZRS® t | GASyda AGK F FlLalFtAad

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 sefficacy were said to have a gtea

perceived sense of control and therefore more motivation to engage with oral care.
GLG YIe@ 02YS R2gy (2 GKS gl @& GKSe OASE (KA
f SOSt 2F O2yiNRf>X (KSe& O2yiNRf U(KGWNIRGBY R
Sttt AF L OFly R2 GKAa FT2N vyeaStFz LQft R2

YFEOGGSN® 2KIFG@ABB5) £ 0SS gAff 0SQo

Patients taking control and responsibility for their own oral health also had implications for
the practice. Preention 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
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sdza G Ay adzZFFAOASY(H 2Nrf KSIftGK OFNB I FGSN (K
responsibility was also said to reduce feelings of blame towards the dental team if they
were experiencing poor oral health.

Gt F GASYyGa akzdzZ RreidsoR&hE gbing/MRonglirktheill oral ealtl, K S

AGQa y20 GEEGTMRB4GAAGQa T df i

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 becowre rommon in
all Welsh dental practices in the future if the NHS contract changes.
G¢KAY3IA NB OKFy3IAy3d IyR Fta (GKAa O2y NI O
G2 adlF NI LdzidAy3a Y2NB 2F || F20dz hedrgral2z GKS

KSFfOGKZ Fa YdzOK Fa GKSANI YSRAGOMD2) KSFf K oX

4.3.1.2 Contribution of dfferent dental professional roles to OHE
All dentalprofessional roles (i.e., dentists, DTs, DHs, DNs, and<Diflicated that OHE

and preventon wasan 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 ofparticipants questioned whether dentists had ttime in appointments to

carry out effective OHE and suggested that DCPs would be better placed t¢idwéver,

this was said to vary in practice with most DTs explaining how they sometimes felt that they

did not have enough time to give LINR LIS KBS & RNF § OK S I {(GTKIOSADTE 2 N | (0 A

A

[ A1S UK RSyGAaGaQ | O002dzyiazr 5¢a GFIft1SR 2F (¢
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patient need, what the appointment was for, and whether they were a regular patient of

theirs.

G{2YS LI GASylta L 2dzad R2 FTA{ftAy3Ia 2y | Rd

Ft2aaAay3as odzi L 62y Qi KIFI@S GKS GAYS G2 aLls

element, but for perio patients or gum disease patients, absolutetjoree, double

“

OKSOl1Ay3azx OKSOlAy3a (KS& RE@bsk0s, DHHKS ySEG GAY

One DT commented that on the first appointment with a new patient they try to spend at
least half of their twentyminute slot on OHE, regardless of whether thesr&/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, OHEdspIIDIEs), to engage in OHE with
patients were posited as being the ideal approach staduldbe used to encourage the
best outcome for patients. Dentists noted that having DCPs carrying out OHE was making
the best use of the skithix within their team. @her 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 isagk they dislike doing.

G2 KSy gSQNB aSSAy3a GKS LI GASYds ¢S YILeéeoS$S

hygienist appointment time is dedicated to oral health education, not just the actual

ONBFOYSylo {23 GKSy (KSe ibat$ts actualyksk downi KSe Q@S

YR R2 GKEMTIGN € L Ay 3 d¢
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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 rore 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
explainedhow 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 particiiad Q | Gitapdrignisielate
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 waaid 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.

Gl I @Ay 3 mBribér§ db tNeehrin able to give information we often find that we
R2 3SG Y2NB O2YLX AlFYyOS ¢KSy I LI GASYyid asSsSa
specifically cleaning. Whereas they might come and see us and then more about the

0SSGK 2NJ I o@B#ib) K2f Sa> S{iOdé

In contrast, DCPs were thought to be seen by patients as t@e/ { K SnkldN2 i A RES A NJ

f S ¢afd therefore it was easier for them to engage in conversations about their habits and
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lifestyles. Participants explained that alongside theirtdérole, 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 headteéds 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, | see it more as a setting a team to enable better care to be given, but | still carry

it out myself(ABs101)

Continuing the skiinix conceptualisation of OHE, the different roles were said to each bring
a2YSGKAY3a RAFFSNByYyG (2 (§KS LiInbw&etdikeddf &Sl NB @
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 moredgpth discusion with the patient capitalising on

their perceived preventiofiocussed 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 woble 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 resistae from patients owing to a mismatch in expectations of the

sessiong.g.,patients who are expecting more clinical treatment.
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GL R?2 KAyl A0Qa NBlIffte AYLRNIFIYyOG GKFG GKS

[N

gSQONBE J25¥F (EKOR2®622 ] WEB2dz | QKey Ae&dlo/s8y I LILI2 A
GKSNBE aKS ¢gAfft IAQPS e2dz 2N £ KSKHE UK SRdzOI @
NEFfAAaS GKFG AGQa y20G oA@dliDT) 62dzi dza Of S yA
I FGSNI GKS | LILI2 A y i VB yas Ealkel Sfyding Belpfal @ legithnB&aBdNI a G | G
reinforce the DCR¥nessages. Participants reflected that patients appreciated getting
consistent messages from the whole dental team.
G¢KSe GKAY1XZ W2K SOSNEBO2RE A yiusiined theiNI OG A OS
AGQa NRAIKGQ YR GKS@QNB jdA(GS KIFLLER GKSy i

one thing and somebody else said something érBt02)

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 wantedtthe

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.
G{2YSGAYSEa (KS FLIWLRAYylUYSyGa 2dz-p butMSy Qi f 2
theydJSOAFAOFIf & 4yl a2YSOKAYy3 R2Ay3 YR (KSE
thenotes YR #SQR YI1S &dzaNB (KI G @2dz F20dza 2y |
322R 02YYdzyAOIlI A2y o6SGsSSYy (SIY YSYOSNB | a

same thing. Patients get a bit fedzLJ {1 (KEB5£DT)
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This necessitated good team communication; one example was comments being made on
LI GASyGaQ y26Sa 2F hl9 YSaal3aSa (GKS RSydairad

the messages given in thessgon.

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 liesisk factors and

how to deliver OHE.

Most dentist participants reported doin@ |j dzA (i $f trhininf @ DHE during their

undergraduate or professional training. The DT participants indicated that alongside formal
lectures, OHE was a key competentgtthad 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 professipalhisarticipants were

members of professional oagisations or registration bodies, e.g., the General Dental

Council, British Society of Dental Hygienists and Therapists, and the British Dental

1 3a20A1GA2y®d ¢KS 2NHIFIyAaldA2yaQ ySgatSiaSNa

were all noted asources 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
G NB [haséves said to help themitlv information on which toothpaste to recommend,

and most importantly what the scientific basis was for that recommendation.
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G¢KS NBL) GKIFIGO ¢S KIFI@S aKSQa @ndMBood22RI f A
0SOldzaS 2F GKAAD JinQXd y[2KiIS Bidza (13 Aa\S) G8Ayda  (F KSR ¢

(CTMi08, DT)

A number of participants reported that they had attended GRredited training sessions

run by the large oral hygiene brands on prevention and OHE.

TheDelivering Better Oral Healtbolkit 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.

GF2NJ dz& Fa LINF OGAGA2YSNER L GKIOINHOAI KSe | NB

Other resources that were mentioned included tBgtish Periodontal Socieguidelines,
the NICEHuidelines, an&cottish Dental Clinical EffectiveneBseDesigned to Smilscheme
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 OMEL QY O 2Ry2 8 {1 IWABIH D).
Prevention and OHEpecific activities included the Welsh smoking cessation audit and its
required online smoking cessation course, a faxéace version of the smoking cessation
course, andMaking Every Contact Coumtgain, theDesigned to Smileaining also included
a required CPEccredited course. Thdaking Prevention Work in Practi®PWiP)course

run by the dental section of Health Education and Innovation Wales (HEIW) was mentioned
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by some dentists. This trainirtge-trainer course provided advice on how to train dental

nurses to deliver OHE and led the dentist to reflect on their current practice.
L RAR GKS at2At [/ 2d2NBES G2 GSIFOK Yeé RSyl
taught how to teach them to do oral healdducation. So that kind of reminded me of

GKS olara 2F Kz2g¢g (G2 3IAOS A0z Y2N8BiI0®)2 UGKIY

Participants talked of getting information from courses that were not directly addressing
OHE. For example, one participalgtailedgetting 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 wasre 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 activitiegldhat 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 pfessionals on how to deliver advice and how to
communicate effectively with patients. Examples described as helpful in the interviews
included discussions in membenly dental groups on Facebook about experiences of
working with anxious patients and wittolleagues in other professional roles within their

practice.
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L R2 0SYySTAU FTNRY OKFGdOGAy3a G2 &a2ysS 20KSNJ
quite closely with and just having a chat about what they do, for example, is helpful just

tokindofha® | O2dzLJ S (CIMW07Y S ARSI &¢

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@HE. 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 patrticipants
recognised that experience of monunicating with patients was key to gaining confidence.

G¢KS Y2NBi RS dx BNBNJ(ETMd201f CIN) NI/ d £

Some recounted how they were initially wary of engaging in OHE with patients. However,

with experience of encountering different patients thgainedd | 'y | NJ 2 dzidBise2 T (2 2
ddzOK & NBIRAf& I @LAflofSs O2yOAasS lyasSNaE
reflected how confidence was associated with OHE becoming a tacit part of the

F LILI2 A Yy G Y Sy i INPRIBIGKSYh &R ¢h Hhyyfrat camedal dzi 2 Yldi A OF f £ & ¢

G y I G didldhdmiag 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 applicatiand OHE appointments.

Some felt less confident about their abilities during thpressured 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 d&sieg 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 theP 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 ey 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.
G{2 L ¢2dA RyQid ale AdQa I f gl eomméndaiedSaa T dz
odzi L R2y QU Ffgleéa FSSt OAGTMATRSY 0 Ay (GKS L.
/| 2y OSNY 2@SN) GKS dzy LINBRAOUGFIOAfAGE 2F LI GASYD
were related by participants to their confidence in that topic. Similaskpegience of
dzy LINBRAOGFo0tS LI GASY(d 2dziO02YSa faz2z AYLI OGSR

interaction.

4.3.2 Being a good clinician or being a profitable business

This sectioropens withthe main practical contextual factors thdéental professiaal
participants identified agmfluenangthe provision of OHE in NHS dental practi¢&sctical
contextual factors such dbe NHS funding system atize knockon effect oftime

constraints within appointments are outlined.
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Funding restrictions creatka tension for participants between doing something that they
alg Fa | @GAGET LI NIo S2AF 30 K S AANDIRuNSAFTBoiGAAGRRYT FyTe ONE

time in already timdimited appointments if it was carried out.

7 A

G2 AGK GK '51a GKSNBXQa y2 FAYFYyOAlLf o0SYySTA
€2dzQNBE R2Ay3 Al F2NIoSAy3I | A22R Ot AYAOALY
(ABi03)

G¢KS Y2U0AQFGA2Y A& GKSNB® 2 SONH I yFFH2NRR @) 22

A (i(AB&5102)

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 participain 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 perda/number of
patients seen during the day necessitatghort appointments which then limited the
amount of time they could spend discussing prevention and OidEpite acknowledging
the importance of prevention, the low UDA banding of prevention work was said to be a
direct barrier to how it is implementedhipractice.

& ¢ A Wh&h is dictated by money obviousiyd the UDA system is culpable for that

because it delivers on activity, the things yolEdaB+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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got to check their name, address, medidatdry. Do the cheeldp, do the examination

00f SSRAY3 LRAYyGa0>E YR GKSy Gl
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One approach was to discuss it at the start of the appointment when checking medical
history forms, however this was characterised as more ofidn g I NBy S&han OHEA a A y 3 ¢
interaction. Other dentist participants talked of providing OHE throughout the appointment
when doing the examination or the pedontal treatment(treatment below the guntine)
or when the opportunity arose. This was sometimes followed up with a recap at the end of
the appointment.
GL GSYyR (G2 GNB YR (K&R® JfEHZANQIE AaQYORRWNY
Grfl1Ay3a G2 GKS LI GEBWE I oAl KSNB FyR GKSN
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 appointmentéeroin into the next booked

appointment slothad a knoclon effect for other patients and it was difficult to get the day

backon schedulePatients 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.

G! yF2NUdzyF 6Stes>s Ad GSyRa G2 oS GKFG GKS LIS

because they then need lots of things fixed and lots of discussion and lots of options and
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Fff 2F GKFGxX @2dz Oy SyR dzLJ | Ol dzr £ £ & LJdzh G A
LINSE@SYGA2yd 2 KSNBlFa | Otdzrfte GKSEBQNBE GKS 2
AY YR GKS@Q@S 324 y2 LINRoOfSYasr &2dz2Q@8S (KS
Al GKSe OFry 221 FTFGOISNI GKSYyasStoSa | oAl o

RAOK2G2Y®& XGTMIO7TKIF G &Sy asSé

Working in a diverse skithix 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 carteise 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 attendiliPWiPcourses some participants recalled

discussing the potential benefits oNB 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

a2YS2yS StasS g2dZd R KI@S (2 OFNNEB 2dzi G0KS 5ba
Gy20 YFye LINFOGAOSa KI @Shaver BeeSulggrranyad 2 NJ G K

YdzNES (2 §ABsIB&R2DTY 3 (KAA&E

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 pid by the number of UDAs they complete, the UDA funding system provides

no financial motivation for them to engage in ldvanded 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. selection oparticipants 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 therag only

reasonable for them to expect to be paid more. Again, this was an area not accommodated

within the current contract.
G1 SQa 3I2aG ff GKSAS ydNASAE GKFG KSQa GNI Ay
do it and the girls complained bec&is 1t KS&@ QNB y 23 3IASGdAy3a LI AR

i KS& (RBVOS, DE) @

Certainparticipants explained that their practice did adopt a prevenfiveussed way of

working which utilised the skithix of the practice team. They accepted that this resdilin

some financial impact but felt it was worth it for better patient care.
G2S FSEtG A0Qa 0KS ruidandskeed oulthielagstiahdh@giediss t A 1 S
inworkaswellSo,6 SQ@S ySOSNI NBIffe (K2dzaAKIOQBW&2dzi

2dzald LINRPolofeé OGNASR (2 (GKWOB) | 62dzi GKS ySS

The reduction in UDASs, 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 opgmed
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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.
G2 SQNB 3 At@evefyBody newd Atlink before that | mostly just gave advice
GKSY L F2dzy R LINRPOofSYad LT LIS2LX S RARYQlH KI
2OSN) AGZ o0dzi y26 LQY I.3BW3f3 SOSNRoO62Reé SOSN
Others noted an increase in teamwork kit 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 offerg OHE

4.3.3.1 According to ptient riskandperception of patient need

For participants, the first step to determining when and what OHE to provide was
information gathering and an extensive risk assessment:
G, 2dz YSSR G2 GF 1S 0(KS igdyznhdeverytBiigamdthén KA &0 2 N

advise them accordingf/(CTMs104)

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 hitekinyg

was more indepth and formalised.

.
(0p))

GoS KI @S G2 NI LI FONRSSyal aNA2&y1 ZO I kyACESKNI | NARS 1 21 ¢
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Participants used the information in the forms to do a risk assent and form a plan for
GKS LI GASyGaQ GNBIGYSYd YR LINB@GSYilAz2y ySSRa
prevention and OHE more explicit as an activity rather than an implicit part of their role.

GLGQE 0S02YS Y2NB ALISOATAHNGNYA RFIBEYOGASSON

NEO2NRAY3I Ay (GSN¥Ya 2F 6KIFG | ROALGABOS)KSE LIZ |

Participants commented that the forms sometimes uncovered surprising risk information

about patients. For example, patients with good drahlth who then report that they take

four sugars in their tea. Some also noted that the process creates a space for discussion with

LI GASyGa FyR IAFTEABIEE NHAWANP O Y FRIGAG YSEya A

of nowhere then when you stai tell patientse (ABi03)

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.
AT 6SQNBS sciatthitInighy @ godBght 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 longéasta
F2NJ LIX F1jdzS (2 o6dzAf R dzLJ Ay GKS Y2dziK | yR {d:
Y2NB O2YLINBKSyaA@dS F2NJ ySg LI GASydGa oSOl dza
SELRaSR (G2 Ay (G(KS LIFadz yR AT ANeBaxbé2dzad |

(CTMi03)
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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 partictpanight 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 keyessages.
L LINRPolIofe 3IAPS Al G2 SOSNEB2yS:z SOSy AT
visible gum disease. Things like that | would still say, you know, just avoid certain things,
blah, blah, blah. Keep brushing this and ti&,l wouldgid A G Ay S@SNE | LILR
(CTMi05)
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 refléahs led them to change their position, asserting that

there was not a situation where they would not provide OHE, even if it wategssdvice.

4.3.3.2 According to ptient receptivity
tFGASYyd NBOSLIWAGAGE NBfI G§Sa (Ezbut@oihir LI G ASY(a

capacity to attend to OHE messages during the dental appointment.

Patients who had shown lorigrm resistance to advice, defensive,o ( NJpdti#nis ¢
were also mentioned as appointments where they may not engage in prolonged OHE
discussions but would still try and convey some reflections or advice.
GL KIFIR a2YS LI GASyida K2 L KIFIR LINRofSYa gaA

everything,and they were not willing to listen to me. So obviously clearly as a
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professional | knew thahey 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 | kept going(CTMs105)

Participants explained how giving too much information at once may cause gatent i 2

& a o A U BsKhe 8ca@léFof 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
G, 2dz2Q@S 320G GKSANI FGdSydAazy F2NI I OSNIFAY
OSNIFAY LISNOSWiDg, B8 2F (GKI G dé

One participant noted that if too much is covered in one appointment patients may focus

only on one aspect of thadvice. However, this was still positive if the patient made the one

change as it created an opening for further escalation of advice.
GL GKAY]l la ¢Sttt AF L R2 3IAGS GKSY G422 YdzO
2F AU 6 KAOK Ih3natAlithey haveé takeh dnk dBing avliayi. As long as

GKSe Q@S YIRS GKFG OKIFy3aSo ¢H@BEHEIG GAYS L

Advising smaller changes over a reasonable timeframe was said to keep the advice
manageable for patientdn these caseshey 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 progressl. 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 selcare behavioursAdvice may also be spread out across appointments if the

patients are havin@ course of treatment.
GL YIFIe0S R2y Qi O2@0SN) SOSNEIOKAY3A |4 SOSNE |
thing that they can do and they do that by the next time then | find you get a bit of a

positive feedback the& (CTMi07)

Patient-centred @re 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 foifurther changes.
GL adzlizasS Al Aa LIS2LXS K2 KIF@S +fglhea R2
NEZ2fdziA2yAaSsy FyR (KSe& YAIKG aSS dGKIFaG | a
am going to try and change to a sweetener in my tea, but | ju®dan OKI| y3S Ye&
G220KLI AaGS d GKS Y2YSyYydQo | 2dz (y26x GKIQ
alezr Whiteéeo 2Stfx GKIGQa o Mftheh Hopeftlilydwe L T & 2 d:

Oy 32 TaBBYW6)IKSNBQ

These smaller changes were talkeftasd R NA LJ #d&ic® Bshayvayso OK A Llatl & | & €
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 expdaimow 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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GL ¢2dzZ R ALISYR 3Sa 2y 2N}t Ke3aASyS AyaildNI:
explain perio in great depth to people and explain stages of perio and everything they

needed to do, and | would literally spend twenty minutes on oral hygietradtisn.

¢CKSY 2@0SNJ GAYS L GoA3IF3ISR GKIFGO LI Gangyda oSN
YR GKS bl { 2dzad RARYQl KI@S (¢6Syideée YAydziS
would get the same compliance of doing five minutes as | would dotiventy

minutes, if not better, because people just glazed over. So, yes, far more succinct now

FYR €858 OtAYA@BI@) Ay G(KS 6Fe& L GFf] oé

While the messages became more concise, targeted, and staggered, participants explained
that with experience thg 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. Fsome dentists and DTs this was linked with the

participation in the contract reform pilot scheme.

4.3.4 Perceptions ofour patient ¥/pe

¢tKAAa &aSOGA2y SELX 2NB& R Stfeythidk paiichis Yhdevs@ndo SNBE Q ¢
the importance of oral health and prevention, the factors that influence those

understandings, and their understanding of the role of dental practiBased on the

analysis, these accounts were used to genefate broad'fatient type<and their

approaches to oral health.
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Variation in approaches to interaction with patients and outcomes were discussed in terms

2T UKS LI GASYyGaQ IGaAaAddzRS Whaile biNg phatierfisSveré (G K | Y R
acknowledged to be engad with prevention, a lack of understanding of the importance of

2Nl f KSIfGK gl a aSSy a dzyRSNLIAYYAy3 a2YS LI
t F NODAOALI yGaQ GFrf1 RSAONAROSR FT2dz2NJ oNRBIFR OF (S
understandirg of their own oral health, their expectations of dental care, and their

approaches to OHE.

4.3.4.1 Problemfocussed irregular attenders

The analysikighlighted accounts of patientsho attended irregularly and only when they
had a problemTooth or mouth pain \as said to be a motivator for some for attending
FLILRAYGYSYyda | yR BSSGiAYTBvas\ie Rx@aneEd Sutengof 2 NJ W
their appointment.
G, 2dz 3SG 2064 2F LIS2LXS ¢K2 2yfe FGGSYR oS
AGQa QAEMNYWSi2AND 0SOF dzaS (KSe IS4 AdadzSa GKSe

fF3dSd8) 6! . A

This was particularly true for infrequent attenders who often did not follow preventive
advice and would only attend when a problem needed fixing.
G ¢ K S @ anBtd#iave thégir teeth sorted. They just want to have no pain. Perhaps they
R2y Qi NBIfft& OFNB F62dzi AYLNRGAY3I GKSANI 2N

GKSANI 6SSGK az2NI®R yR (KIFIiQa AGdé o6/ ¢aAh
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