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The aim of this paper is to review models of patient—
provider communication, to evaluate the models with
special concern for the dental context, to discuss the
differences between medical and dental communica-
tion, and to finally suggest a new analytical framework
for study of communication in dentistry.

Analytical models of patient—provider
encounter

The initial meeting between a patient and a dentist is
the beginning of a relationship that occurs within a
framework determined by external factors (for example,
laws, regulations) and odontologic tradition. Within this
framework there is room for the development of
interpersonal relations between parties not only con-
sisting of a dentist and a patient but also between other
members of the staff of a clinic. The characters of these
relations are all important, as they determine the
patient’s overall potential for effective communication
and the dentist’s potential to understand the situation
for effective treatment and care in the end (1, 2).
Anything dentists and other members of the staff do or
say influences the patients and thereby affects the
information shared by the patients. Actions by the
patients will consequently influence the dentists, includ-
ing the informaton relayed by the dentists. The
encounter will therefore start and continue as an
interactive process (3), requiring input and response
from several parties.

The complex reality of a clinical encounter and its
compound image of incidents impinging on each other
inhibits the prospects of adequate scientific modeling.
Still, there are theoretical models of such encounters.

They focus on interactions between humans in different
contexts. The complexity of reality is simplified in these
models, to make it possible to describe and understand
it scientifically. The models give possibilities, however,
to interpret clinical situations, to evaluate outcomes,
and to search for obstacles to quality of care.

There are, however, few theoretical models specifi-
cally aimed at describing the communicative encounters
between dentists and patients, dental nurses and
patients, dental hygienists and patients, and so on.
The focus of research has instead been on the encounter
between physicians and patients. An ideal theoretical
model for clinical interaction ought to be broad enough
to include all clinical activities and yet have sufficient
depth for specific problems and applicability to different
populations and societies (4). It should therefore be
possible to extrapolate the medical models to the dental
context, despite possible differences between the two
types of clinical relationships.

On this background, there are two questions: a) What
different types of doctor/dentist-patient relationships
are described? b) What external factors are said to
influence these relationships? As to the second question,
the main focus was to analyze the dentist-patient
communication. The analysis was used to suggest a new
model of dentist—patient communication.

Materials and methods

A literature survey was conducted at the Medical
Library, Orebro County Council Hospital, Orebro,
Sweden, by applying the Medline systems, Psychological
Abstracts, and Sociological Abstracts. The survey
covered the period from January 1990 to March
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Table 1. Empirical models aimed at exploring and describing, not evaluating, the factors at play in the clinical situation

Medical context Type Author/year/reference no.
The Reciprocity Theory Sociologic Gouldner 1960 (100)
The Locus of Control Therapy General human interaction Rotter 1972 (101)
The Model of Self Efficacy Psychologic Bandura 1973 (102)
The Relational Communication Theory General human interaction Rogers et al. 1975 (103), O’Hair 1989 (104)
Social Exchange Theory Sociologic Emerson 1976 (100}

The Explanatory Model

Model of the Provider—Patient Communication Process
Nutrition Communication Model

Integrative Model

The Expectancy Theory

The Semiotic Model

The Systems Model of Clinical Preventive Care

The Power/Interaction Model of Interpersonal Influence
The Integrative Model for Medical Consultation

Dental context

Doctor-patient/sociologic
Physician—patient
Physician—patient
Psychologic
Physician—patient
Physician—patient
Physician—patient
Sociologic
Physician—patient

Kleinman 1980 (105)

Pendelton 1983 (6), Inui & Carter 1985 (70)
Gillespie 1987 (106)

Rossmanith 1990 (107)

Burgoon et al. 1991 (5)

Priel et al. 1991 (108)

Walsh & McPhee 1992 (4)

Raven 1992 (109)

Fredrikson 1993 (7)

The Locus of Control Theory Psychologic Rotter 1975 (110), Odman et al. 1984 (18)
The Health Belief Model Psychologic Rosenstock 1979 (119)

Ajzen Fishbein’s theory of reasoned action Psychologic Hoogstraten et al. 1985 (15)

Self-Efficacy Theory Psychologic O’Leary 1985 (19), Wolfe er al. 1991 (20)

1994. The survey was computerized. The search words
were provider—patient relation, doctor-patient relation,
dentist—patient relation, dentist-patient interaction,
dentist—patient communication, and patient satisfaction.
The articles found were scrutinized for models of
communication in the dental and the medical contexts.
The reference lists of the selected articles were reviewed,
and work dealing with this subject and published before
1990 was selected. References dealing with the same
subject, published after 1990, are included in the list of
references as they were noticed in the literature during
writing.

The definitions of the concepts of interaction, commu-
nication, and outcome, as we use them in this text, are as
follows: Interaction is a situation in which humans act on
each other. An act towards someone is followed by an
act/answer of any kind from someone receiving.
Communication means exchange of information for some
purpose(s), in a verbal or a non-verbal way. Outcome
means the effect of any action during provider—patient
sessions as assessed by the patients and providers.

Results

Models of patient—provider encounter

The review of the literature showed that there are
two types of models, including definite values or not.
The substance of the value-laden models is either
prescription of a means of communication or criticism
of presumedly negative modes of relationships. Conse-
quently, a simple analytical division of the reviewed
models is suggested, in which models can be considered
either normative or empirical. Empirical models aim at

exploring and describing, not at valuation, of factors at
play in the clinical situation. These models do not
usually have an application objective. Their goal is to
understand the causal webs of the communicative
situation of an encounter.

Emprrical models of patient—provder encounter. In empirical
models (Table 1), several features of providers and
patients have been found which are proposed t affect the
process of encounters. They are as follows: 1) Patient’s prior
experience of care. 2) Patient’s objectives of visit. 3)
Patient’s expectations. 4) Type of problem. 5) Number
of patient’s concerns. 6) Provider’s expectations. 7)
Provider’s prior knowledge of patient’s concern. 8)
Characteristics of provider’s practice setting. 9) Patient
and provider personality.

Several outcomes of the provider—patient encounter
have also been suggested in these models and are
usually linked to the communication process. They are
1) Patient knowledge. 2) Provider—patient congruence
on problems, recommendations. 3) Patient satisfaction
(with care, with treatment, with particular provider). 4)
Patient compliance/adherence. 5) Resolution of patient
concerns or symptoms.

For example, with a language-based theory of
persuasion, called the expectancy theory, Burgoon et
al. (5) show that when physicians deviate from expected
strategies during an encounter, patient compliance
increases.

Pendelton (6) considers both patient and provider
characteristics in his model of communication and states
that patient and provider processes are cyclic, reitera-
tive, and interact only at the encounter (Fig. 1).

Frederikson (7) states that both physician and patient
have a responsibility to make the consultation work. He
expresses the doctor—patient relationship as a system of
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Fig. 1. Pendelion’s empirical model of provider-patient communication (6). Provider and patient acting in a social and organizational context,
bringing information and expectations to the encounter and emerging from this event to separately experience outcomes of the process.

mutual information exchange and shows the duality of
the process of consultation in his model (Fig. 2).

In conclusion, the empirical models try to describe
and analyze the relations between provider and patient
as completely as possible. They do not evaluate the
various components, nor do they produce any recom-
mendations. That is rather the self-imposed task of
normative models.

Normative models of patient—provider encounter. Normative
models can be divided into two subcategories, bio-
medical models and biopsychosocial models (Table 2).

1. The biomedical model. With a reductionistic approach
to health and disease the biomedical model examines
health and disease only in terms of biologic etiology or
in terms of deviations from what is considered normal
(8). The provider plays a dominant role, whereas the
patient is passive. Consequently, the view of commu-
nication built into the biomedical model will only be in
the form of directions and information given to the
patient by the doctor and very litde the other way
around. Patient compliance is the prominent problem.

This model has few defenders in the literature today,
but it is a favorite adversary and contrast for most of the
normative models. In their criticism of this general
biomedical model, Szasz & Hollender (1) as early as in
1956 presented an array of models of doctor-patient
interaction, describing encounters in which decisions
and treatments are made without any active participa-
tion from the patient. The patient’s autonomy is likely
to become compromised, and a powerful critique
against the biomedical model is reflected.

In four models presented by Roter & Hall (9) the
doctor—patient relationship is described as a function of
the control of the encounter (Table 3). The interactions
of the models are described as four different archetypic
doctor—patient relationships. The communication pat-
terns between doctor and patient during these relation-
ships differ to the extent of what the talk contains and
how it is said. The models cover the biomedical model
and the biopsychosocial model in four different ways:
the paternalistic relationship, the consumeristic rela-
tionship, the mutual relationship, and the default
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Table 2. Normative models evaluating the various components of the relationship, thus producing recommendations for the clinical

encounters

Medical context

Type

Author/year/reference no.

The biomedical model
Model of Guidance-Cooperation
The Mutual Trust Model
Guild Model
The Paternalistic Model
The Informative Model
The Instrumental Model
The Paternalistic Relationship

The biopsychosocial model
Model of Activity and Passivity
Model of Participation
Commercial Model
The Interactive Model
Social Interaction Model
The PRECEDE Model
Diffusion and Adoption Model
The Friendship Model
The Feminist Health Care Model
Model of Participative Decision Making
Model of Emphatic Understanding
The Integrated Model of Patient Education
The Interpretive Model
The Deliberative Model
The Relationship of Mutuality
The Verbal Exchange Theory
Commercial Model
The Relationship of Consumerism

Dental context

Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Psychologic

Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician—patient
Physician-patient
Physician—patient
Physician—patient
Physician-patient

Szasz & Hollender 1956 (1)
Szasz & Hollender 1956 (1)
Szasz & Hollender 1956 (1), Smith & Pettergrew 1984 (8)
Ogzar 1984 (12)

Emanuel & Emanuel 1992 (111)
Emanuel & Emanuel 1992 (111)
Emanuel & Emanuel 1992 (111)
Roter & Hall 1992 (9)

Engel 1980 (11)

Szasz & Hollender 1956 (1)
Szasz & Hollender 1956 (1)
Ozar 1984 (12)

Ozar 1984 (12)

Ben-Sira 1976 (112)

Green 1987 (4)

Orlandi 1987 (113)

Qlingworth 1988 (114)

Foster 1989 (115)
Ballard-Reisch 1990 (116}
Squier 1990 (32)

Grueninger et al. 1990 (117)
Emanuel & Emanuel 1992 (111)
Emanuel & Emanuel 1992 (111)
Roter & Hall 1992 (9)

Stiles & Putnam 1992 (118)
Ozar 1984 (12)

Roter & Hall 1992 (9)

The biomedical model
Dentist-Initiated Continuing Treatment
Third-Party-Initiated Consultations

The biopsychosocial model
The Integrated Model of Preventive Health Behavior
Dentist-Initiated Check-up Consultations
Patient-Initiated Consultations
The latrosedative Model
Model of Patient Compliance

Dentist—patient
Dentist—patient

Psychologic

Dentist—patient
Dentist-patient
Dentist-patient
Dentist—patient

Coleman & Burton 1985 (21)
Coleman & Burton 1985 (21)

Antonovsky & Kats 1970 (14)

Coleman & Burton 1985 (21)

Coleman & Burton 1985 (21), Lissau et al. 1989 (16)
Friedman et al. 1988 (24)

Corah et al. 1988 (23)

relationship. The paternalistic relationship depicted by
Roter & Hall, with a high level of doctor control and a
low level of patient control, can be regarded as a
variant of the biomedical model, also here with a
critical stance.

2. The bigpsychosocial model. Instead of the biomedical
model there is the biopsychosocial model (10, 11). This
model is often presented as better than the biomedical
model. The role of the patient during this biopsycho-
social encounter is an active one. The communication is
an interaction and not only an action performed solely
by the doctor. The patient’s social context is explicitly
included. The prominent problem becomes patient
satisfaction with care, rather than patient compliance.

The differences between these two types of models
can be understood as a shift from ‘paternalism in care’
to ‘shared decision-making’. The doctors and patients
are general equals in the decision-making process and
regard themselves also as being equals in the commu-
nication process, as described in Model of Participation

(1), Mutual Trust Model (8), Interactive Model (12) and
Relationship of Mutuality (9).

In Relationship of Consumerism (9) and in the
Commercial Model (12) the patient’s autonomy is only
partly compromised. The medical care is in these
models regarded as a simple commodity for sale. The
doctor is the producer of something the patient wants to
consume. The encounter becomes the marketplace for
negotiations about the entity for exchange and the price
set in that entity. The doctor and patient will both
compete to make the best bargain. Patient need will
only play an indirect role as a determinant for the
medical care offered. The patient’s autonomy may
therefore only partly be preserved, replaced by
negotiation skill and purchasing power.

In the model The Relationship of Default (9) there is
a total lack of control by both the doctor and the
patient. This model is therefore characterized as neither
biopsychosocial nor biomedical. It is a relationship of
failed expectations and frustrated goals. It reflects a
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Fig. 2. Integrative Model for medical consultation (7). The doctor-patient relationship is expressed as a system of mutual information
exchange. Essential is the feature of the balance between the doctor and the patient in terms of mutual influence and responsibility for the

success of the process.

stagnant situation in which changed circumstances are
not likely to be assimilated by the relauonship. The
patient might subsequently drop out of care and vanish.
Most often the doctor will be unaware of the reasons for
the Joss of the patient.

The dental context

The significance of the dental context. Models focusing on
the dental context are rare in the literature, and studies
surveying the patient—dentist relationship mostly lack a
theoretical framework. Comparability and interpret-
ability of the studies are therefore limited (13). Some
models have tested the prediction and understanding of
dental attendance behavior (14-17). The results show
that patient variables like sex, social conditions, pain
tolerance, oral conditions, dental anxiety, long waiting
time, type of appointment, and perceived economic
barriers have a significant effect on dental attendance
behavior. Other models have tested variables that
influence preventive dental health care behaviors (18-
20), such as the patient’s judgment of his coping
capabilities and the patient’s personality scored by a
locus of control scale. A few models attempt to describe
the actual dentist-patient relationship, the variables

Table 3. Models of doctor-patient relationships described as
expressions of control and dynamics of negotiation (9)

Physician control

Low High
Patient control
Low Default Paternalism
High Consumerism Mutuality

affecting its characteristics, and eventually its impact on
different outcome measures, such as satisfaction,
compliance, knowledge, quality of care, dental health
status, recall, and fear/anxiety reduction (16, 21-24).
The patient—provider relationships in dentistry and in
medicine are embedded in a context of social and
economic factors (25, 26). Clinical settings in dentistry
vary both within the same country and between
countries, because of different dental care systems.
The manner in which institutions are organized in these
systems, and the actions of dentists and other members
of the staff within institutions, should therefore be
incorporated in models of dental clinical encounters.
It is now widely accepted that the provider—patient
relationship, especially the psychosocial aspect, is a
powerful factor affecting the overall outcome of an
encounter (9, 27-34). Communication, one important
aspect of this relationship, can help to elucidate the
psychosocial interplay between dentist and patient
during visits. Unfortunately, the role of communication
during the encounter in determining the success of
outcome in any form at different levels of the process of
care-giving is not generally recognized. For example,
the excellent quality of dental technology procedures is
not always followed by high patient satisfaction with
care (35-40). An explanation of this could be that both
background variables and process variables are impor-
tant for outcome (34, 38, 41). Patients might have
difficulties in separating adequate from inadequate
technical treatment. The patients’ perception of rela-
tionships might impinge on outcome, without concern-
ing high technical quality of treatment. Thus it is
becoming generally acknowledged that there is no single
‘outcome’ of treatment. For every treatment encounter
there are various outcomes, each of which may be
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considered from several perspectives important to one
or more of the participants in the encounter (42).

It has been suggested (43) that perceptions of the
quality of a relationship are essentially perceptions
about the quality of communication between relational
partners. Even though the provider—patient relationship
1s, in part, a relation between humans in non-equal
positions (44—46), it has been shown that medical and
dental patients want information in a non-dominant
manner (47). Patients also want to give information
about themselves (6, 23, 30, 48-54). This is one of the
central aspects of patient assessment of the quality of
care delivered to them (55, 56).

There are, however important differences between
the dental and the medical consultation. The functions
of a medical consultation are, for example, to interview,
to Investigate, to present a diagnosis, to prescribe
treatment, to review progress, and to give advice. It is,
however, seldom a treatment session. The dental
consultation, on the other hand, has all the above
functions in addition to being the occasion when dental
treatment actually is delivered. This makes a difference,
both on the part of the dentist, who is under stress to
perform an efficient treatment, and on the part of the
patient, often expecting an unpleasant event.

The consultation procedures sometimes take place in
a separate consulting room, as in the medical context,
but more often the dental consultation takes place with
the patient seated in the very chair where treatment is
performed. This is a chair surrounded by the machinery
and equipment usually used for treatment. Further-
more, the treatment is obviously exercised in the mouth,
which not only is needed for verbal expressions but also
is an area of the body that is extremely sensitive and
highly charged with emotional significance (57). Only a
minor part of the dentist’s work is done outside the
patient’s mouth. While performing treatment in the
mouth, the dentist focuses on the success of completing
her immediately pressing work and not on maintaining
verbal interactions with the patient (21), except for
information-gaining purposes that will affect the
immediate treatment procedures. These circumstances,
in spite of slight differences between countries, are

clearly obstacles for the communication process. At:

times, as in prosthetic oral rehabilitation, there are
numerous long appointments for the same dentist—
patient dyad, which might favor a communicative
relationship. Thus, there is plenty of time to get to know
one another. _ _ ‘

Dentist—patient communication. Three purposes of com-
munication during encounters in the medical context
were identified in a recent review of the doctor—patient
communication literature (34): the purpose of creating a
good interpersonal relationship, the purpose of ex-
changing information, and the purpose of making
treatment-related decisions. These three purposes could
well be extrapolated to communication processes in the
dental context.
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1. The purpose of creating a good interpersonal relationship.
Words are the basis of the communicative processes,
and communication is said to be necessary to achieve a

‘ satisfactory dentist—patient relationship (9, 30, 58, 59).

It is, however, not at all clear what is meant by a
satisfactory dentist—patient relationship. Some authors
define it as a non-anxious relationship (51, 60, 61).
Without a non-anxious relationship, neither satsfaction
nor any treatment cooperation or compliance will occur
(49, 62-67). Corah et al. (51) formulated a model of the
dentist—patient relationship stating that satisfaction with
a dentist can facilitate stress reduction, and stress
reduction in turn promotes satisfaction. This mutual
facilitation leads to greater compliance by patients. The
dentist behaviors that were strongly associated with
satisfaction pertained to good information—commu-
nication, for example, explained procedures, calm
manner, encouraging questions, and dentist’s empathy.

This type of relationship is somewhat similar to what

"Roter & Hall (9) describe as the relationship of

mutuality in the context of medicine. A model similar
to Roter’s Model of Mutuality is the Model of
Iatrosedation described by Friedman et al. (24). In this
model of communication in the dental context, the
sedative behavior and communication performed by the
dentist makes the patient calm and trustful and more
apt to feel satisfied with the treatment performed.

Providers’ behaviors encourage patients to partici-
pate in the communication process. About half of the
dentists surveyed in Florida, USA, reported patient
losses due to poor interpersonal relations (68). There
may be a mutual selection process at work during
dentist—patient interactions. Dentists and patients tend
to seek each other out as a practice develops. Dentists
feel more comfortable with patients supporting their
professional style, and patients may feel more comfor-
table with dentists who view patients as holistic persons.
Under such circumstances a mutual reinforcement of
existing habits occurs (50, 69). A satisfactory inter-
personal relationship may develop. This could be a
plausible development of a relationship in prosthetic
dentistry, in which there are numerous encounters with
the same participants. An unsatisfactory interpersonal
relationship, on the other hand, may also develop. If this
happens during an extensive rehabilitation, as often in
prosthetic dentistry, with almost no possibilities for the
patient ending -the relationship, it might seriously
impinge on outcome.

2. The purpose of exchanging information. The purpose of
exchanging information in a patient-provider relation
(70; 71) is to explore each other mentally, making it
possible to establish diagnosis and treatment plans and
to motivate behaviors that increase health. Dentists
need information from the patients (72) to find
differences in expectations and preferences for the type
of relationship the two are about to enter. These
differences, if they remain, can negatively affect
outcome (56). The patients need to understand and to
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be understood (73). It is recognized that ‘authoritarian’
dentists have a fixed notion about the best treatment
and do not seem interested in the patient’s perception of
his or her dental problem (74).

For example, esthetic issues in dentistry, abundant in
prosthodontics, are very complex and frequently
confounded by considerations related to health, func-
tion, materials, and techniques. While comfort and
function are achieved with relative ease, the problem of
making restorations to harmonize with adjacent teeth
has to be thoroughly discussed with regard to patient
expectations and preferences. All actions that facilitate
communication processes in such situations should be of
importance for outcome (42, 75).

3. The purpose of making treatment-related decisions. To
reach a mutual understanding of the nature of the
problem and its solutions, a dynamic communication
during dental visits should take place. The drift toward
shared decision-making, as mentioned above, is meant
to improve outcomes like sausfaction, cooperation, and
compliance.

The principles of shared decision-making are, in fact,
stipulated in Swedish social and health law (76). A
paragraph of this law stipulates that care and treatment
shall, as far as possible, be designed and performed in
cooperation with the padent. The extent to which
shared decision-making is practiced by Swedish dentists
today is not really known. Half of the complaints put
forward by patients during 1947-83 to the Swedish
Official Malpractice Committee (77) were clearly due to
shortcomings in the decision-making process between
dentists and patents. These complaints were errors of
management/performance of treatment, deficiencies of
technical and esthetic quality, and diagnosis errors.

In summary, there are at least three different
purposes of patient—provider communication also in
dentistry: the purposes of creating a good interpersonal
relationship, of exchanging information, and of making
weatment-related decisions. The process to attain these
should be further discussed. This is done in the
following section.

Analysis of dentist—patient communication

There are few systematc analyses of patient and
dentist features that affect communication behavior in a
dental context (53, 67, 78, 79). In a study using
audiotaped recordings of orthodontic consulting prac-
tices it was found that patient communication differed
with the personality of the dentist,

There are some reports of different types of dentist—
patient relationships and their features (21, 79).
Research has also dealt with patients’ evaluation of
the dentists’ characteristics (50, 80-82) such as the
denusts’ technical competence, communication, and
interpersonal skills (23), especially with regard to
reducing patient anxiety (69), and how this affects
outcome measures like satisfaction, cooperation, and
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compliance (49, 60, 62, 64-67). Some work has focused
on the congruence of patients’ and dentists’ perception
of the relationship and its implication for patient
sadsfaction (56).

In an experimental study of the dentist-patient
relatonship (49) there was a special focus on the
communicative interaction and its implications for
patient satisfaction. Patients rated the dentists’ behavior
on a rating scale. Dentists who interacted with the
patients rated higher than dentists who did not. The
scale used in that study was especially developed for the
study and described in an earlier article (83). The tume
the dentist spent with the patient was about the same for
the interactive and non-interactive conditions. The
interactive and satisfactory relationship resulted in more
positive feelings about the dentist by the patient. Table
4 shows the content of an interactive consultation as
described in that study (49).

There are studies concerning dentists’ view of their
patents (81, 82) with regard to patient compliance,
tractability, and interpersonal responsiveness (47). The
dentists preferred compliant and tractable patients. It
has also been found that dentsts’ perceptions of their
patients were markedly similar to each other and to the
perceptions other professional helpers have of their
patents (84, 85). It was concluded that this concurrence
of perceptions reflects similar concerns about patients,
in particular likability, manageability, and prognosis.

All this has, however, not clarified the picture of the
dentist-patient relationship as an interactive relation-
ship created by dynamic communication behaviors of
patients and dentists. The literature has dealt mostly
with patient features influencing outcome and very little
with dentist features. Because of the reciprocal nature of
communication in the context, attributes of dentists are
probably as important for the development of commu-
nication as patients’ attributes.

Denust factors found in the literature of relevance for
communication with patients are primarily competence
(measured as years in active profession) (86) and
personality (51, 81, 82). Patient features found to be
relevant for the communication process are gender (87),
age (88-90), previous dental experience (62), and
personality (36, 47, 81, 91-94). If extrapolated from
the literature concerning medical encounters, provider
factors like gender (72, 89, 95) and sociodemographic

Table 4. The Interactive Consultation (50)

Dentist welcomes patient and introduces self

Dentist asks patient to sit in the dental chair

Dentist chats about a non-dental topic

Dentist informs patent about the treatment

Dentist puts on mask, washes hands, and gives injection while having
general conversation

During treatment dentist continually asks how patient feels

After meatment a short neutral conversation takes place

Dentist says good-bye to the patient
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Fig. 3. A model for encounters in dentistry.

characteristics (6, 25, 96, 97) should also be important
factors for the communicative relationship.

However, it is generally unknown how, and to what
extent, these factors and features are causative in the
development of a good dentist—patient relationship,
because there is no systematic analysis considering
methods of identification, categorization, and quantifi-
cation of the factors.

Suggestion for a new model

A theory of communication is lacking in the dental
context, making it difficult to formulate an empirical
model of the complex dentist—patient relationship to
predict and prevent bad outcome. There is not much
evidence of causal relationships in the dental context

*

concerning patient or dentist features that affect the
cormmunication process or about process characteristics
or outcome. Extrapolating from the medical context, it
is possible to sketch a model for encounters in dentistry
overlooking the differences between contexts (Fig. 3).
The model states that what is said and what is done
during dental encounters will have an impact on
outcome. Dentist and patient contribute equally to the
ongoing process and to outcome. It is not possible yet to
determine the relative weight of the two partners in the
process. The purposes of communication during the
encounter are defined throughout ongoing treatment
sessions. This is the main difference from the medical
context. The overall outcome can be characterized as
treatment quality of dental care and can be divided into
several subgroups.
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Discussion and conclusion

The most important goal must be to establish a
systematic theory of dentist-patient communication.
Such a theory should relate background, process, and
outcome variables and lead to hypotheses about these
relations.

To study process variables in the medical context
(34), communication researchers have used several
different interactional analysis systems that are of high
reliability (33). The choice and characteristics of an
interactional analysis system are critical to future
research findings (6, 70). The lack of an appropriate
interaction analysis system of communication is appar-
ent in dentistry.

One of the interactional analysis systems used both in
medical contexts and in other contexts is the Roter
Interactional Analysis Systern (RIAS). This method is
extremely well documented and has the largest existing
comparative material. It captures both the affective and
the instrumental content of the communication and,
therefore, makes it suitable for assessing the commu-
nication process as an intervening variable for outcome
measures. '

The technical treatment outcome of dentistry can be
analyzed with well-validated methods (98, 99). The
process itself and the patients’ view of the treatment
outcome cannot as yet be determined. Still, the two
outcomes comprise two different aspects of the quality
of dental treatment.

The lack of measurement instruments for the process
and the subjective treatment outcome makes it
imperative that the first step will be to develop a
reliable and valid interactional analysis system for the
dentist-patient relationship. This would make it possible
to analyze the intervening communication process to
understand more of the complex implications of the
quality of dental treatment.

Acknowledgements.—The authors thank Professor P.-O. Glantz for
many valuable discussions during the writing of this paper. The
project has been funded by the Research Delegation, Orebro County
Council. and the Faculty of Odontology, Lund University.

References

1. Szasz TS, Hollender MH. A contribution to the philosophy of
medicine: the basic models of the doctor-patient relationship.
Arch Intern Med 1956;97:585-92. :

2. Mishler EG. The discourse of medicine: dialectics of medical
interviews. NorWood (N]): Ablex, 1984.

3. Street RL. Jr. Book reviews: communication in medical
consultations: a review essay. Q J Speech 1990;76:315-57.

4. Walsh JME, McPhee §]. A systems model of clinical preventive
care: an analysis of factors influencing patient and physician.
Health Educ Q 1992;19:157-75.

5. Burgoon M, Birk TS, Hall JR. Compliance and satisfaction
with physician—patient communication. An expectancy theory
interpretation of gender differences. Hum Comm Res 1991;
18:177-208.

6. Pendelton D. Doctor-patient communication: a review. In:

7.

—

17.

18.

19.

21

22.

23.

24,

25.

26.
27.

28.

29.

30.

3

—

32.

ACTA ODONTOL SCAND 55 (1997)

Pendelton D, Hasler ], editors. Doctor—patient communication.
London: Academic Press Inc. Ltd, 1983:5-53.

Frederikson LG. Development of an integrative model for
medical consultation. Health Comm 1993;5:225-37.

. Smith DH, Pettergrew LS. Mutual persuasion as a model for

doctor—patient communication. Theoret Med 1986,7:127—46.

. Roter D, Hall JA. Doctors talking with patients patients talking

with doctors: improving communications in medical visits.
Westport (CT): Auburn House, 1992.

. Engel GL. The need for 2 new medical model: a challenge for

biomedicine. Science 1977;196:129-96.

. Engel GL. The clinical application of the biopsychosocial

model. Am J Psychiatry 1980;137:535-44.

. Ozar DT. Patient’s autonomy: three models of the professional-

lay relationship in medicine. Theoret Med 1984;5:61-8.

. ter Horst G, de Wit CA. Review of behavioural research in

dentistry 1987-1992: dental anxiety, dentist—patient relation-
ship, compliance and dental attendance. Int Dent J 1993;43:
265-78.

. Antonovsky A, Kats R. The model dental patient: an empirical

study of preventive health behavior. Soc Sci Med 1970;4:367~
80

. Hc;ogstraten J, ter Horst G, deHaan W. Stimulating the

demand for dental care: an application of Ajzen and Fishbein
theory of reasoned action. Eur J Soc Psychol 1985;15:401-14.

. Lissau I, Holst D, Friis-Hasche E. Use of dental services among

Danish youths: role of the social environment, the individual,
and the delivery system. Community Dent Oral Epidemiol
1989;17:109-16.

Reisine S, Litt M. Social psychological theories and their use for
dental practice. Int Dent J 1993;43:279-87.

Odman P, Lange A, Bakdash B. Utlization of locus of control
in prediction of patients’ oral hygiene performance. J Clin
Periodontol 1984;11:367-72.

O’Leary A. Self-efficacy and health. Behav Res Ter 1985;23:
437-51.

. Wolfe G, Stewart J, Hartz G. Relationship of dental coping

beliefs and oral hygiene. Community Dent Oral Epidemiol
1991;19:112-5.

Coleman H, Burton J. Aspects of control in the dentist—patient
relationship. Int J Soc Lang 1985;51:75~104.

Corah NL. Denta! anxiety: assessment, reduction, and increas-
ing patient satisfaction. Dent Clin North Am 1988;32:779-90.
Corah NL, O’Shea RM, Bissell GD, Thines TJ, Mendola P.
The dentist-patient relationship: perceived dentist behaviors
that reduce patient anxiety and increase satisfaction. J Am Dent
Ass 1988;116:73-6.

Friedman N, Landesman HM, Wexler M. The influences of
fear, anxiety, and depression on the patients’ adaptive responses
to complete dentures. III. J Prosthet Dent 1988;59:169-73.
Waitzkin H. The politics of medical encounters: how patients
and doctors deal with social problems. New Haven (CT): Yale
University Press, 1991.

Geist P, Dreyer J. The demise of dialogue: a critique of medical
encounter ideology. West ] Comm 1993;57:23346.

Carter WB, Inui TS, Kukull WA, Haigh VH. Outcome-based
doctor—patient interaction analysis. II. Identifying effective
provider and patient behavior. Med Care 1982;20:550-66.
Inui TS, Carter WB, Kukull WA, Haigh VH. Outcome-based
doctor—patient interaction analysis: comparison of techniques.
Med Care 1982;20:535-49.

Merkel WT. Physician perception of patient satisfaction. Do
doctors know which patients are satisfied? Med Care 1984;22:
453-9.

Buller MK, Buller DB. Physicians communication style and
padent satisfaction. J Health Soc Behav 1987;28:375-88.

. Kaplan SH, Greenfield S, Ware JE. Assessing the effects of

physician-patient interactions on the outcomes of chronic
disease. Med Care 1989;27:110-27.
Squier RW. A model of empathic understanding and adherence



ACTA ODONTOL SCAND 55 (1997)

33.

34.

35.

36.

3%.

38.

39.

40.
41.

42,

43.

45.

46.

47.

48.

49.

50.

51

52.

53.

54.

55.

56.

to treatment regimens in practitioner—patient relationships. Soc
Sci Med 1990;30:325-39.

Bensing JM. Doctor-patient communication and the quality of
care. Soc Sci Med 1991;32:1301-10.

Ong LML, deHaes JGJM, Hoos AM, Lammes FB. Doctor—
patient communication: a review of the literature. Soc Sci Med
1995;40:903-18.

Langer A, Michmann J, Seifert I. Factors influencing satisfac-
tion with complete dentures in geriatric patients. ] Prosthet Dent
1961;11:3019-31.

Seifert I, Langer A, Michmann J. Evaluation of psychologic
factors in geriatric denture patients. J Prosthet Dent 1962;12:
516-23.

Bergman B, Carlsson GE. Review of 54 complete denture
wearers. Patients’ opinions 1 year after treatment. Acta Odontol
Scand 1972;30:399-414.

Smith M. Measurements of personality traits and their relation
to patient satisfaction with complete dentures. J Prosthet Dent
1976;35:492-503.

Magnusson T. Clinical judgement and patients’ evaluation of
complete dentures five years after treatment. A follow-up study.
Swed Dent J 1986;10:29--35.

Dolan TA. Rescarch issues related to optimal oral health
outcomes. Med Care 1995;33:106-22.

Berg E. Acceptance of full dentures. Int Dent J 1993;43:299-
306.

Bader JD, Shugars DA. Variation, treatment outcomes, and
practice guidelines in dental practice. J Dent Educ 1995;59:61-
95.

Patterson ML. Nonverbal behavior: a functional perspective.
New York: Springer Verlag, 1983,

Nairn R, Brunello DL. The relationship of denture complaints
and level of neuroticism. Dent Pract 1971;156-8.

Fisher S, Todd AD. Doctor talk/patient taik: how treatment
decisions are negotiated in doctor-patient communication.
Washington (DC): Center for Applied Linguistics, 1983.
Lazarus ES. Theoretical considerations for the study of the
doctor—patient relationship: implications of a perinatal study.
Med Anthropol 1988;2:34-58.

Rouse RA, Hamilton MA. Dentists evaluate their patients: an
empirical investigation of preference. J Behav Med 1991;14:
637-48.

Korsch BM, Freemon B, Negrete VF. Practical implications of
doctor—patient interaction analysis for pediatric practice. Am J
Dis Child 1971;121:110-4.

Gale EN, Carlsson SG, Ericsson A, Jontel M. Effects of
dentists’ behavior on patients’ attitudes. ] Am Dent Ass 1984;
109:444-6.

Rankin JA, Harris MB. Patients’ preferences for dentists’
behaviors. ] Am Dent Ass 1985;110:323-36.

Corah NL, O’Shea RM, Bissell GD. The dentist-patient
relationship: perceptions by patients of dentist behavior in
relation to satisfaction and anxiety. ] Am Dent Ass 1985;111:
443-6.

Street RL Jr, Wiemann J. Patient’s satisfaction with physicians’
interpersonal involvement expressiveness and dominance.
Comm Yearbook 1987;10:591-612.

Street RL Jr. Patients’ satisfaction with dentists’ communicative
style. Health Comm 1989;1:137-54.

Arborelius E, Timpka T. En jaimforelse av patienters och
likares kommentarer av videoinspelade likarbesok. Allmanme-
dicin 1990;11:163-6.

Svarstad BL. Patient-practitioner relationships and compliance
with prescribed regimens. In: Aiken L, Mechanic D, editors.
Applications of social science to clinical medicine and health
policy. New Brunswick (NY): Rutgers University Press, 1986:
438-59.

Zimmerman RS. The dental appointment and the patient
behavior. Med Care 1988;26:403-14.

57.
58.
59.

60.

6

—

62.

63.
64.
65.
66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

Dentist-patient commumication 125
Borland LR. Odontophobia—inordinate fear of dental treat-
ment. Dent Clin North Am 1962:609-21.

Schabel RW. Dentist—patient communication—a major factor
in treatment prognosis. | Prosthet Dent 1969;1:3-5.

Roter D, Hall JA, Katz NR. Relations between physicians’
behaviors and analougue patients’ satisfaction, recall, and
impressions. Med Care 1987;25:437-53.

Corah NL, O’Shea RM, Ayer WA. Dentists’ management of
patients’ fear and anxiety. ] Am Dent Ass 1985;110:734~6.

. Berggren U. Reduction of fear and anxiety in adult fearful

patients. Int Dent J 1987;37:127-36.

Kleinknecht RA, Klepac RK, Alexander LD. Origins and
characteristics of fear of dentistry. ] Am Dent Ass 1973;86:842-
8.

Gale EN, Ayer WA. Treatment of dental phobias. ] Am Dent
Ass 1969;78:304-7.

Kent G. Satisfaction with dental care. Its relationship to
utilization and allegiance. Med Care 1984;22:583-5.

Corah NL. Reduction of patient stress and the patient—dentist
relationship. NY State Dent J 1984;50:478-9.

Liddel A, May B. Patients’ perception of dentists’ positive and
negative attributes. Soc Sci Med 1984;19:839-42.

Rouse RA, Hamilton MA. Dentists’ technical competence,
communication and personality as predictors of dental patient
anxiety. ] Behav Med 1990;13:307-19.

Collett HA. Influence of dentist-patient relationship on
attitudes and adjustment to dental treatment. ] Am Dent Ass
1969;79:879-84.

Ayer WA, Corah NL. Behavioural factors influencing dental
treatment. In: Cohen LK, Bryant PS, editors. Social sciences
and dentistry: a critical bibliography. London: Quintessence,
1984:267-322.

Inui TS, Carter WB. Problems and prospects for health services
research on provider—patient communication. Med Care 1985;

'23:521-38.

Roter D. Which facets of communication have strong effects on
outcome—a meta-analysis. In: Stewart M, Roter D, editors.
Communicating with medical patients. London: Sage Publica-
tions Inc., 1988:183-97.

Lockhart RL. Motivate your patients with effective commu-
nication. J Mass Dent Soc 1995;42:139-41.

Crawford PR. The patient’s need to know. Can Dent Ass 1995;
60:479.

Hirsch B, Levin B, Tiber N. Effects on dentist authoritarianism
on patient evaluation of dentures. J Prosthet Dent 1973;30:745~

Chamberlain BB, Razzoog ME, Robinson E. Quality of care:
compared perceptions of patient and prosthodontist. ] Prosthet
Dent 1984;52:744-6.

Lag om é&ligganden for personal inom hilso- och sjukvarden.
Stockholm: Fritzes Forlag, 1994. SF$94:953.

René N. Odontologiska ansvarsfragor 1947-1983. Lund: Lunds
Universitet, 1988.

Klages U, Sergl HG, Burucker I. Relations between verbal
behavior of the orthodontist and communicative cooperation of
the patient in regular visits. Am J Orthod Dentofac Orthop
1992;102:265-9.

Dunning DG, Lange BM. Directions in male and female dental
students’ interaction with patient: a confirmation of similarities.
Health Communic 1993;5:129-36.

Kelly MA, Lange B, Dunning DG, Underhill TE. Reasons
patients stay with a dentist. J Dent Pract Adm 1990;7:9-15.
Lahti S, Tuutti H, Kiiridinen R. Dentist and patient opinion
about the ideal dentist and patient-developing a compact
questionnaire. Community Dent Oral Epidemiol 1992;20:229-
34.

Lahti S, Tuuti H, Hausen H, Kiiridinen R. Opinions of
different subgroups of dentists and patients about the ideal
dentist and the ideal patient. Community Dent Oral Epidemiol
1995;23:89-94.



126 K Sondell & B. Siderfeldt

83.
84.
85.
86.

87.

88.

89.

90.

91

92.

93.

94.

95.

96.

97.

98.

99.

100.

101.

Winnberg G. Tandldkaren sedd genom den tandvardsriddes
6gon. Tandlakartidningen 1973;65:710-2.

Dunstone S. Interpersonal processes in dentistry. II. Austr Dent
J 1990;35:282-9.

Dunstone S. Interpersonal processes in dentistry. I. Austr Dent J
1990;35:152-8.

Kress GC. Patient satisfaction with dental care. Dent Clin
North Am 1988;32:791-802.

Stokes JP, Pack ARC, Spears FS. A comparison of patients’
perception of dental care offered by male or female dentists in
New Zealand. Int Dent J 1992;42:217-22.

Rost K, Roter D. Predictors of recall of medication regimens
and recommendations for lifestyle change in elderly patients.
Gerontology, 1987;27:510-5.

Roter D, Lipkin M, Korsgaard A. Sex differences in patients’
and physicians’ communication during primary care medical
visits. Med Care 1991;29:1083-93.

Wanless MB, Holloway PJ. An analysis of audio-recordings of
general dental practitioners’ consultations with adolescent
patients. Br Dent J 1994;177:94-8.

Bolender CL, Swoope CC, Smith DE. The Comell medical
index as a prognostic aid for complete denture patients. ]
Prosthet Dent 1969;22:20-9.

van Waas MAJ. The influence of psychology factors on patient
satisfaction with complete dentures. J Prosthet Dent 1990;90:
545-8.

Vervoorn JM, Duinkerke ASH, van de Poel ACM. Relative
importance of psychologic factors in denture satsfaction.
Community Dent Oral Epidemiol 1991;19:45-7.

Swoope CC. Idendfication and management of emotional
patients. J Prosthet Dent 1995;27:434-40.

Hall JA, Irish JT, Roter D, Ehrlich CM, Miller LH.
Satisfaction, gender, and communication in medical visits.
Med Care 1994;32:1216-31.

Bain DJG. Doctor-patient communication in general practice
consultations. Med Educ 1976;10:125-31.

Berg E. The influence of some anamnestic, demographic, and
clinical variables on patient acceptance of new complete
dentures. Acta Odontol Scand 1984;42:119-27.

Ryge G, Snyder M. Evaluating the clinical quality of
restorations. ] Am Dent Ass 1973;87:369-77.

Ryge G, Jendresen MD, Glantz P, Mjér 1. Standardization of
clinical investigations for studies of restorative materials. Swed
Dent J 1981;5:235-9.

Emerson RM. Social exchange theory. Ann Rev Soc 1976;
2:335-62.

Rotter JB. Applications of a social leamning theory of
personality. New York: Holt, Rinehart, Winston, 1972.

Received for publication 19 September 1996
Accepted 6 November 1996

102.
103.

104.

105.

106.

107.

108.

109.

110.

111

112,

113.
114.
115.

116,

117.

118.

119.

ACTA ODONTOL SCAND 55 (1997)

Bandura A. Social learning. theory. Englewood Cliffs (NJ):
Prentice Hall, 1977.

Rogers LE, Farace RV. Analysis of relational communication in
dyads: new measurement procedures. Hum Comm Res 1975;1:
222-39. '

O’Hair D. Dimensions of relational communication and control
during physician-patient interactions. Health Comm 1989;1:
97-115.

Kleinman A. Patents and healers in the context of culture.
Berkely (CA): University of California Press, 1980.

Gillespie AH. Communication theory as a basis for nutrition
education. ] Am Diet Ass 1987;87:44-52.

Rossmanith S. The importance and purpose of medical
psychology in the study of medicine. Psychother Psychosom
1990;53:108-14.

Priel B, Rabinowitz B, Pels R]. A semiotic perspective on
chronic pain: Implications for the interaction between patient
and physician. Br J Med Psychol 1991;64:65-71.

Raven BH. A power/interacdon model of interpersonal
influence: French and Raven thirty years later. J Soc Behav
Personal 1992;7:217-44.

Rotter JB. Some problems and misconceptions related to the
construct of internal versus external control of reinforcement. J
Consult Clin Psychol 1975;43:56-67.

Emanuel EJ, Emanuel LL. Four models of the physician—
patient relationship. ] Am Med Ass 1992;267:2221-6.
Ben-Sira Z. The function of the professional’s affective behavior
in client satisfacton: a revised approach to social interaction
theory. ] Health Soc Beh 1976;17:3-11.

Orlandi MA. Promoting health and preventing disease in health
care settings: an analysis of barriers. Prev Med 1987;16:119-30.
Ilingworth PML. The friendship model of physician—patient
relationship and patient autonomy. Bioethics () 1988;2:22-36.
Foster P. Improving the doctor—patient relationship: A feminist
perspective. ] Soc Pol 1989;18:337-61.

Ballard-Reisch DS. A model of participative decision making
for physician—patient interaction. Health Comm 1990;2:91-
104. '

Grueninger UJ, Goldstein MG, Duffy FD. A Conceptual
framework for interactive patient education in practice and
clinical settings. ] Hum Hypertens 1990;4:21-31.

Stiles WB, Putnam SM. Verbal exchanges in medical inter-
views: concepts and measurement. Soc Sci Med 1992;35:347~
55.

Rosenstock I, Kirscht JP. Why people seck health care. In:
Stone GC, Cohen F, Adler NE, editors. Health psychology: a
handbook. San Francisco (CA): Jossey-Bass, 1979:161-88.



