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The Importance of Communication in Dentistry

Abstract
Good communication between patient and dentist is associated with increased efficiency and more
accurate diagnosis, improved patient outcomes and satisfaction and less likelihood of complaints or
litigation. Communication is also a complex (and clinical) skill but, interestingly, its importance is not
always accepted or valued either by students or those with more experience.
The aim of this paper is to review the evidence about communication within the context of the
dental setting. I consider the need for good communication generally, its role in managing anxious
patients and in avoiding misunderstanding and ways in which communication skills can be assessed
and updated.

Clinical relevance
Dentists who spend time communicating effectively with their patients and colleagues are likely to
have better interpersonal relationships and a more satisfying working life. This in turn is likely to
make consultations more efficient and improve patient outcomes.

Objective
To review the psychological and healthcare literature concerned with communication in a dental
context.
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Background
“The single biggest problem in communication is the illusion that it has taken place” (misattributed
to George Bernard Shaw but probably originating from William H Whyte (Quote Investigator)
(1)(1)(1))
One comment that I often receive in feedback from dental students is “why do we have to learn
about communication – what does it have to do with dentistry?” Attempts to convince students that
communication is a clinical skill and one that is well worth developing, can fall on deaf ears; similarly,
evidence that a considerable part of dental litigation is concerned with miscommunication and
misunderstandings rather than clinical malpractice (2, 3) may be met with scepticism.
In order to answer criticisms such as these, one ought to consider communication theory and the
literature on communication in healthcare as well as, perhaps, personal experience. If we stop, for a
moment, to think about whether communication events are always successful and whether the
intended message is always received or that misunderstandings are “never” events then the need
for modification or improvement of communication skills may become apparent.

Why do we have to learn about communication?
With respect to the literature, scholars report that communication within a health care setting is
both a clinical and complex skill: (4, 5) that is, one that pertains] to a clinic, direct patient care, or
materials used in the direct care of patients” (6) comprising “a set of constituent skills” (7). In
dentistry, those constituent skills are likely to include (among other things) the ability to listen
carefully, explain clearly using plain, easily understood language (i.e. not jargon or clinical terms),
provide reassurance to anxious or upset patients as well as delivering effective persuasive messages
to promote positive changes in health behaviour. Without doubt, dental care can take place without
these interpersonal skills, but life for both dentist and patient will surely be more satisfactory if they
are part of the dentist’s tool kit.
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Communication can be verbal (spoken, sung, whispered) and modified by paralanguage (tone and
pace of speech; er, um and ah etc), written (letters, social media, advertisements, journal articles,
clinical information leaflets, prescriptions) or non-verbal (drawings, models and body language) (see
Figure 1).
[Figure 1 about here]
In order to communicate effectively, both a sender and receiver are necessary: someone needs to
send a message and, just as importantly (but frequently forgotten), someone else needs to receive
the same message. Communication comprises more than simply providing information - if a message
isn’t received as it was intended, then the communication process hasn’t been completed (see
Figure 2).
[Figure 2 about here]
As shown in Figure 2, the receiver may not decode the sent message in the way it was intended; for
that reason, a critical aspect of communication in the healthcare setting is to ensure that the
message that has been sent (from patient to dentist or dentist to nurse and any other possible
permutation) is the same message that has been received. This can be done by recapping to check
that the receiver (patient) has heard correctly or by asking the receiver themselves (the patient) to
recap what you (the dentist) have discussed, to ensure that they have understood what has been
said. In order to emphasise this point with my students, I often use the following example:
Message 1: “Thelecturersaidthestudentisafool”
Message 2: “The lecturer” said the student “is a fool”
Message 3: The lecturer said “the student is a fool”
In each case, the physical content of the messages is the same – the stimuli are almost identical, give
or take some speech marks. However, once punctuation and spaces have been added, each message
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means completely different things despite their similarity – no wonder that misunderstandings
happen so often!
There is considerable evidence illustrating the importance of good communication skills in dentistry
(8-11). Once a person has decided to seek health care, good and effective communication is
associated with patient-centred care (12): patients are more likely to comply with treatment plans,
their health outcomes will be better and they are more likely to report higher levels of satisfaction
with the care that they receive (13-15); similarly, dentists with effective communication skills are
likely to be more accurate in their diagnosis and their practice will be more efficient (16). When
treating children, an understanding of the benefits of supportive communication can facilitate
effective behaviour management - one study has shown that a letter to a child reminding them of
how “good” their last dental visit was (i.e. a photo of them smiling after treatment) and a comment
to the parents about how good the child has been, can have a positive impact on the subsequent
dental visit: blind assessment by others show that the child’s behaviour improves and self-reports
from the children themselves indicate that the amount of perceived fear is reduced (17).
Many patients will have an extensive “knowledge” of dentists even if they have never stepped over
the threshold of a dental surgery: dentists are represented in fictitious media such as “Marathon
Man” (18)(18)(18) and the TV programme “My Family” (19)(19)(19) and they are sometimes
represented with more or less accuracy in the national print or television media. Children receive
communication about dentists and dental experiences from their parents, siblings and friends and
adults communicate both positive and negative messages about their “dental careers” to anyone
who listens. All of these messages may contain perceived information about the dentists themselves
or about dental procedures and they are subject to interpretation by others e.g. are dentists kind
and understanding? Do they take the time to put their patients at ease? (20) Are they professional?
Are specific procedures painful, lengthy or expensive? Through communications such as these,
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dental patients will have sent and received messages about dentists long before they sit in a dental
chair and will have their own perception about what dentists “are like”.

Am I allowed to ask about that – won’t it make things worse?
Patient-dentist communication often takes place around sensitive issues: it may be that an individual
seeking dental care is anxious, fearful or even phobic or that they have a chronic condition that they
are concerned about disclosing (21). They may be embarrassed or ashamed e.g by the state of their
teeth / because they haven’t attended for a long time / because they are anxious and scared and
worried about being perceived as troublesome – such perceptions can perpetuate an avoidance of
dentists and treatment (22, 23) (see Figure 3):
[Figure 3 about here]
The shame and guilt felt by a patient may promote anxiety about going to the dentist which, in turn
means that the individual is less likely to attend; consequently their dental health is likely to
deteriorate causing their shame and embarrassment increase, taking them back to the beginning of
the cycle (22, 24) . Anxious patients may perceive that dentists are efficient and in a hurry or that
s/he won’t listen to them or take them seriously (25); around 47% of patients also feel that they
have no control over what happens to them once they are in the dental chair (26): these feelings are
also likely increase the individual’s anxiety of dental situations and, as in Figure 3, result in dental
avoidance.
Increasingly, there is evidence that patients want to be asked how they feel about being at the
dentist: they want their dentist to know that they are anxious and worried (27). This can be done
with simple and straight-forward questions asking the patient whether s/he attends frequently and
how s/he feels about coming to the dentist. If the patient admits to being anxious then care should
be taken to find out why: is the anxiety due to hearsay, a difficult experience or shame or
embarrassment?
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Sensitive questions about tobacco, alcohol and recreational drug use, pregnancy and sexually
transmitted infection are likely to be asked at some point during a dental consultation, risks of
treatment options may need to be communicated or bad news may need to be broken. In each of
these specific contexts, different types of communication skills will be required: e.g. explanation,
reiteration and recapping to check understanding; permission seeking to either ask sensitive
questions during a social or medical history or to give details of bad news or planned treatments;
reassurance that enables patients to ask questions and feel involved in decision making about their
treatment; negotiation about behaviour change and treatment options (28), and so on. While good
communication in such sensitive situations is a priority for dental patients it can also benefit the
dentist too: patients with HIV or diabetes have reported that they are more likely to disclose
important details from their medical histories if they are comfortable with and trust their dentist
(21), a relationship status that is achieved with good communication and the development of
rapport. Such rapport relies on the dentist believing that s/he is justified in asking questions about
sensitive topics and having the confidence to broach them: this means that s/he needs a clear
understanding of why this sensitive information is relevant to patient centred dental care in order to
provide a clear explanation for the patient.

Surely they know what I mean.....
A search of the literature suggests that misunderstandings in communication can and do occur. A
sizeable proportion of complaints and litigation occur not because there has been a technical or
clinical error but because patients did not understand, were not listened to or were not treated with
respect (2, 3). These aspects of communication skill are often rated as “least good” in surveys about
patient satisfaction (29, 30). The communication of risk is one area where there is room for
improvement. The risks of treatment not going as expected at best, or going wrong at worst are a
sensitive topic. People undergoing dental treatment want their treatment to go well but, in order to
provide informed consent, they need to understand both benefits and risks as well as alternatives.
The importance of communication of this type is considered in detail in a synthesis of the literature
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by Asimakopoulou and colleagues (31) who conclude that the communication of risk may be
undermined because dentists may not communicate risk information clearly and consequently that
patients may not, therefore, understand the risks they may be exposed to. Similarly, there can be
misunderstandings in the professional communication between dentists and dental and health care
professionals (DCPs, HCPs): e.g. within referral letters and prescriptions that convey messages
between general and specialty dental practitioners and between dentists and technicians (32, 33).
Such miscommunication can result in unsatisfactory outcomes, not only for patients, but also for
dentists and DCPs (34, 35). Misunderstandings are not the only adverse outcome as far as written
communication is concerned: a poorly written letter may prompt misunderstanding of the written
content and, subsequently, inappropriate follow-up and investigations at worst or time-consuming
re-investigation at best. Patients expect to be sent a copy of any letters concerning them and so
letters ought to be understandable to people with no dental knowledge. In the unfortunate event
that something goes wrong or a complaint is made, lawyers and insurance companies may also ask
for evidence of communication between dentist and patient or DCPs and HCPs. For this reason,
communication and documentation (referral letters and clinical documentation) should be
comprehensive, thorough and unambiguous (36).
Gender also has an impact on communication. Women and men communicate differently (37):
women express more non-verbal warmth and emotions with higher levels of self-disclosure whereas
men are more direct (38). Differences in dentists’ communication and interaction style as a function
of their gender (39)(39)(38) may impact on the working relationship between dentist and nurse: in
the findings from several studies dental nurses report that male dentists are more likely to have a
business-like and gender-influenced communication style whereas female dentists are more likely to
practice a personal attention and friendly-relation communication style (40). Such differences can
impact on job satisfaction and staff turnover as well as levels of stress within the working
environment and so time spent on checking that everybody is receiving the same “messages” is
likely to be time well spent. Similarly, there are also reported interactions between the gender of the
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clinician and that of the patient: in one study of medics, female patient satisfaction was highest
when female clinicians were rated as caring rather than non-caring whereas male clinicians were
rated more highly if they displayed moderate rather than lots of patient-centred communication.
Ratings of satisfaction by male patients do not seem to be a function of communication style by
either male or female clinicians (41).

How can I improve?
So far, this paper has comprised a summary of the communication literature in dentistry. Given the
considerable evidence that there are issues with the effective and appropriate transfer of
information from one person to another in a variety of dental contexts, what steps can be taken to
refresh or improve one’s communication skills?
The Calgary-Cambridge communication guide (4) provides a structure for effective and appropriate
communication with patients and family members. It breaks the consultation process into a series of
stages - initiating the consultation, gathering information, understanding the patient perspective,
providing structure to the consultation, building the relationship and closing the consultation - with
well-defined actions at each stage, many of which are generalizable to a variety of situations e.g.
posture, eye contact, expressions of sympathy / empathy / emotions, listening and negotiation skills.
Motivational interviewing (42) is a method often practiced by healthcare practitioners in different
disciplines. It guides individuals in motivating themselves to change their behaviours and / or to
better adhere to treatment plans. People exposed to motivational interviewing are more likely to
begin, remain within and to complete treatment plans e.g. flossing, changing diet, cutting down or
stopping smoking and drinking alcohol.
Other tools relevant to more specific communication contexts include the SPIKES protocol (designed
to help clinicians break bad news clearly, honestly and sensitively) (43) and an academic discussion
about the different ways in which risk can be communicated (e.g. is one’s risk of caries possible or
probable) (44). Twelve tips for good written communication are provided by Keely, 2002 and
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Davenport, 2000 considers the importance of good communication between dentist and technician
(34, 36).
For those who would like to assess their own personal skills, a variety of measures exist (the
Communication Assessment Tool (CAT) to acquire feedback from patients (45), the Communication
and Working Styles Questionnaire (CWSQ) for feedback from dental nurses (40))

Conclusion
Soft skills, including communication skills, are important in dental practice as they reflect dental care
professionals’ personal values and interpersonal skills and they also contribute to the successful
provision of health care (46). For this reason it is important that dentists and other dental care
professionals consider the way in which they communicate with others – patients and colleagues either wittingly or unwittingly, in spoken or written form. Communication is a clinical skill that needs
to be learnt well, practised, reflected upon and updated on a regular basis if miscommunication and
misinterpretation are to be avoided. This will entail taking the time to think about and improve one’s
communication skills: focussing on patients (and colleagues) as individuals, listening to them as they
give their perspective of their teeth and their oral health (or professional issues and concerns),
providing opportunities to ask and answer questions as they arise and, ultimately, making sure that
any communication that takes place is “real” and complete (9). Concerns that good or patientcentred communication takes time are unfounded: research suggests that the time taken for a
patient-centred consultation is, at worst, the same as for a biomedical (disease focussed)
consultation and at best, is reduced because the main point of the consultation is accessed more
quickly (47).
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Figure 1: The relative importance of different communication modalities
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Figure 2: The roles of sender and receiver in the communication process
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Figure 3: Berggren’s model of dental anxiety (22)
Shame, guilt,
embarrassment

Fear of dental
objects /
situations

Deteriorating
dental health

Avoidance of
dental situations

References

11

1.
Quote Investigator - exploring the origins of quotations: Word Press; [Available from:
Henderson, 201http://quoteinvestigator.com/2014/08/31/illusion/.
2.
Krause H, Bremerich A, Rustemeyer J. Reasons for patients' discontent and litigation. Journal
of Cranio-Maxillofacial Surgery. 2001;29:181-3.
3.
Henderson J, Redshaw M. Midwifery factors associated with successful breastfeeding. Child
Care Health and Development. 2011;37(5):744-53.
4.
Kurtz S, J. S, J. D. Teaching and learning communication skills in medicine. . Abingdon, Oxon,
UK Radcliffe Medical Press; 1998.
5.
Michels MEJ, Evans DE, Blok GA. What is a clinical skill? Searching for order in chaos through
a modified Delphi process. Medical Teacher. 2012;34(8):E573-E81.
6.
Mosby Elsevier. Mosby's Dental Dictionary, 2nd edition. . 2 ed. St. Louis, Missouri: Elsevier,
Inc.; 2008.
7.
Van Merrienboer J. Training complex cognitive skills: a four component instructional design
model for technical training. . Englewood Cliffs, New Jersey Educational Technology Publications,
Inc.; 1997.
8.
Newton JT. Dentist/patient communication: a review. Dental update. 1995;22(3):118-22.
9.
Yamalik N. Dentist-patient relationship and quality care 3. Communication. International
Dental Journal. 2005;55(4):254-6.
10.
Frankel RM, Sherman HB. The secret of the care of the patient is in knowing and applying the
evidence about effective clinical communication. Oral diseases. 2015;21(8):919-26.
11.
Chandu A. COMMUNICATION AND DENTISTRY - AN IMPORTANT PART OF THE DENTISTPATIENT RELATIONSHIP. Australian Dental Journal. 2011;56(2):240-1.
12.
Makoul G. Improving communication with all patients. Medical Education.
2008;42(11):1050-2.
13.
Lefer L, Pleasure MA, Rosenthal L. A psychiatric approach to the denture patient. Journal of
psychosomatic research. 1962;6:199-207.
14.
Kaplan SH, Greenfield S, Ware JE. Assessing the effects of physician-patient interactions on
the outcomes of chronic disease. Medical Care. 1989;27(S110).
15.
Hall J, Roter D, Blanch D, Frankel R. Non-verbal sensitivity in medical students: implications
for clinical interactions. Submitted. 2009.
16.
Levinson W, Gorawara-Bhat R, Lamb J. A study of patient clues and physician responses in
primary care and surgical settings. Jama-Journal of the American Medical Association.
2000;284(8):1021-7.
17.
Pickrell J, Heima M, Weinstein P, Coolidge T, Coldwell S, Skaret E, et al. Using memory
restructuring strategy to enhance dental behaviour. International Journal of Paediatric Dentistry.
2007;17:439-48.
18.
Schlesinger J. Marathon Man. Paramount Pictures; 1976.
19.
My Family. DLT Entertainment Ltd.& Rude Boy Productions 2000.
20.
Tickle M, Malley LO, Brocklehurst P, Glenny AM, Walsh T, Campbellabout S. A national
survey of the public's views on quality in dental care. British Dental Journal. 2015;219(3):1-7.
21.
Edwards J, Palmer G, Osbourne N, Scambler S. Why individuals with HIV or diabetes do not
disclose their medical history to the dentist: a qualitative analysis. British Dental Journal.
2013;215(6).
22.
Berggren U, Meynert G. Dental Fear and Avoidance - Causes, Symptoms, and Consequences.
Journal of the American Dental Association. 1984;109(2):247-51.

12

23.
Oosterink F, De Jongh A, Aartman I. What are people afraid of during dental treatment?
Anxiety-provoking capacity of 67 stimuli characteristics of the dental setting. European Journal of
Oral Science. 2008;116:44-51.
24.
Abrahamsson KH, Berggren U, Hallberg LRM, Carlsson SG. Ambivalence in coping with dental
fear and avoidance: A qualitative study. Journal of Health Psychology. 2002;7(6):653-64.
25.
Smith T, Milgrom P, P. W. Evaluation of treatment at a dental fears research clinic. Spec Care
Dentist. 1987;7:130-4.
26.
Moore R, Brodsgaard I, Rosenberg N. The contribution of embarrassment to phobic dental
anxiety: a qualitative research study. Bmc Psychiatry. 2004;4.
27.
Sondell K, Soderfeldt B, Palmqvist S. Dentist-patient communication and patient satisfaction
in prosthetic dentistry. International Journal of Prosthodontics. 2002;15(1):28-37.
28.
Hamzah HS, Gao XL, Yiu CKY, McGrath C, King NM. Managing Dental Fear and Anxiety in
Pediatric Patients: A Qualitative Study from the Public's Perspective. Pediatric Dentistry.
2014;36(1):29-33.
29.
Waylen A, Makoul G, Albeyatti Y. Patient-clinician communication in a dental setting: a pilot
study. British Dental Journal. 2015;218(10):585-8.
30.
Makoul G, Krupat E, Chang C-H. Measuring patient views of physician communication skills:
Development and testing of the Communication Assessment Tool. Patient Education and Counseling.
2007;67(3):333-42.
31.
Asimakopoulou K, Rhodes G, Daly B. Risk communication in the dental practice. British
Dental Journal. 2016;220(2):77-80.
32.
Lynch C, Allen F. Quality of communication between dental practitioners and dental
technicians for fixed prosthodontics in Ireland. Journal of Oral Rehabilitation. 2005;32:901-5.
33.
Bibona K, Shroff B, Best AM, Lindauer SJ. Communication practices and preferences between
orthodontists and general dentists. Angle Orthodontist. 2015;85(6):1042-50.
34.
Davenport JC, Basker RM, Heath JR, Ralph JP, Glantz PO, Hammond P. Communication
between the dentist and the dental technician. British Dental Journal. 2000;189(9):471-4.
35.
Stewart CA. An audit of dental prescriptions between clinics and dental laboratories. British
Dental Journal. 2011;211(3).
36.
Keely E, Dojeiji S, Myers K. Writing effective consultation letters: 12 tips for teachers.
Medical Teacher. 2002;24(6):585-9.
37.
Tannen D. You just don't understand: men and women in conversation. New York:
Ballantine; 1990.
38.
Hall JA. Nonverbal sex differences: communication accuracy and expressive style. Baltimore:
Johns Hopkins University Press; 1984.
39.
Schonwetter DJ, Wener ME, Mazurat N, Yakiwchuk B. Exploring the Predictive Ability of Two
New Complementary Instruments for Assessing Effective Therapeutic Communication Skills of Dental
and Dental Hygiene Students. Journal of Dental Education. 2012;76(10):1291-310.
40.
Gorter RC, Bleeker JC, Freeman R. Dental nurses on perceived gender differences in their
dentist's communication and interaction style. British Dental Journal. 2006;201(3):159-64.
41.
Schmid-Mast M, Hall J, Roter D. Disentangling physician sex and physician communication
style: their effects on patient satisfaction in a virtual medical visit. Patient Education and Counselling.
2007;68:16-22.
42.
Miller W, Rollnick S. Motivational Interviewing: Preparing people to change addictive
behavior. New York: Guilford Press; 1991.
43.
Baile W, Buckman R, Lenzi R, Glober G, Beale E, Kudelka A. SPIKES - A Six Step Protocol for
Delivering Bad News: Application to the Patient with Cancer. Oncologist. 2000;5:302-11.
44.
Zikmund-Fisher BJ. The Right Tool Is What They Need, Not What We Have: A Taxonomy of
Appropriate Levels of Precision in Patient Risk Communication. Medical Care Research and Review.
2013;70:37s-49s.

13

45.
Makoul G, Curry RH. The value of assessing and addressing communication skills. JamaJournal of the American Medical Association. 2007;298(9):1057-9.
46.
Gonzalez MAG, Abu Kasim NH, Naimie Z. Soft skills and dental education. European Journal
of Dental Education. 2013;17(2):73-82.
47.
Rao JK, Anderson LA, Inui TS, Frankel RM. Communication interventions make a difference in
conversations between physicians and patients - A systematic review of the evidence. Medical Care.
2007;45(4):340-9.

14

