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1. Background

In modern health care it has become more 
important to involve the patient in his treatment 
decisions. There are many arguments to support 
this statement. With the increasing influence 
of the media, access to medical information is 
constantly increasing. It has been observed that 
patients increasingly demand more information 
and want to be involved in the decision-making 
process, which is, according to the World Medical 
Association Declaration of Lisbon on the Rights of 
the Patient, their inalienable right.1-3

In recent years, there has been a lot of research 
on the relationship between dentists and patients, 
on the factors that cause the patient to follow a 
treatment and be loyal to his dentist. The aim of 
those studies is to define the role of verbal and 
non-verbal communication used during the dental 
treatment.

The aim of the following research is to make a 
review of the literature related to communication 
in the dental practice.

2. Data collection

The articles reported in this literature review 
were searched on the PubMed database 
considering only scientific journals written in 
English and German. The keywords selected 
were “communication skills”, “dental practice”, 
“dentist-patient relationship”.

3. Outcomes

Creating trust between a doctor and a patient plays 
a major role in the success of a therapy. To build this 
trust, before starting treatment, the dentist should 
inform his patient about: diagnosis and prognosis 
of the disease; upcoming tests; potential risks 
they carry and the subsequent therapy; treatment 
options. The approach, of course, must be strictly 
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individual, to enable the patient to understand 
what is the forthcoming treatment and whether/ 
how it will change the quality of his life. This kind 
of approach strengthens the relationship between 
doctor and patient and makes the patient trust 
the doctor and strictly follow the recommended 
treatment.4

A major role in understanding the information 
presented to the patient is the way in which 
communication is carried out. According to 
some authors, 65% of information is transmitted 
nonverbally and only 35% verbally.5 It has 
been shown that when those two methods of 
communication complement each other, the 
information given can be accepted as a complete 
message.
To be successful, the dentist should be familiar 
with the various methods and techniques of 
communication, because it is a part of good 
medical and dental practice.
Ethics describes the different models of behavior 
between doctor - patient. 
The most popular and implemented ones are:
  - Paternalistic model;
  - Autonomous model;
  - Partnership model.
In the paternalistic model the doctor chooses the 
treatment based on his medical experience and 
knowledge, provides information to the patient, 
so that he is able to conduct his therapy. This type 
of treatment is based on medical evidence. The 
responsibility for the decisions lies with the doctor.
The autonomous model is based on obtaining 
an informed consent.  The information is also 
transmitted by the physician to the patient, but 
it contains details that are important for the 
treatment from the patient´s point of view. So, 
after being fully informed, the patient understands 
the information and is involved in the decision to 
conduct the therapy.
In a partnership model, the information flows 
in both directions. Making a decision is being 
influenced by: important medical details; the value 
system of the patient; his lifestyle and his needs; 
his everyday life. All aspects of the treatment are 
discussed with the patient and he participates in 
the medical decision-making process, bearing 
part of the responsibility. Initially the model of 
partnership was introduced in the treatment of 
chronic diseases and of diseases with different 
alternatives for treatment, all evidence-based.6 
The goal is that both individuals become actively 
involved in the decision-making process, based 
not only on medical information, but also tailored 
to the individual characteristics of the patient. 
The roles of the doctor and the patient in the 
partnership model are determined by their mutual 
work and the parity of both parties. In the English 
literature, this is called “equipoise”7 or “balanced 
solution”. On the one hand, this balance relates to 
the different but equal treatments of a disease. 
On the other hand, equipoise means that the 
physician and the patient have the same influence 

on the medical decision-making process.8 

Knowing the different patterns of behavior, 
dentists can choose the most suitable method of 
communication with the patient, which affects the 
quality of service. The quality of the health service 
depends on how well it meets the individual 
needs of the patient. In the complex system of 
modern health insurance the best way to achieve 
high-quality care is to use a patient-centered 
approach. This includes respect for the dignity 
and uniqueness of the individual, based on the 
ethical and moral standards of health care.9 Thus 
the patient is granted his right to receive quality 
health care.3 There is evidence that if patients 
take an active role in their own health care, this 
leads to more accurate decisions, improved 
treatment outcomes, higher patient and physician 
satisfaction and more efficient use of resources in 
the health care system.10

Harter suggests a sequence of steps for the 
patients’ involvement in the process of making 
decisions regarding subsequent health care.6 
With this approach of including the patient in 
the decision-making process, conversation has a 
strictly defined structure and elements:

1.  Informing the patient about the necessity of
decision-making;

2. Show equivalence in conversation;
3. Inform about the different choices;
4.  Consider the patient’s expectations and

questions, understanding the problem;
5. Define the patient´s desires;
6. Discuss the variety of options;
7. Carry out a decision;
8. Define ways to implement the decision.

In the dental practice the dentist should 
comprehend and use the art of communication in 
order to implement these steps successfully. The 
results of a study conducted by Gerbert show that, 
according to the patients, the most important skills 
of the ideal dentist are: professional competence - 
86%; 71% are for the use of universal precautions; 
63% stress the continuous training of the physician; 
54% want painless treatment; 47% expect the 
dentist to soothe the patient and 47% - to be 
polite with the patient,11 i.e. the majority of the 
responses are related to the ability of dentists to 
communicate properly.
The above-mentioned issue is the topic of a survey 
by Sahm, Bartsch and Witt at University “Julius 
Magnus” in Würzburg, Germany. The first study 
showed that 42% of those treated are anxious to 
speak about personal subjects, while this desire 
decreases with the increasing age of the patients.12 
Witt and Bartsch expanded the study in 1993, using 
video equipment, followed by questioning the 
patients to examine the impact of the information 
and communication during the initial orthodontic 
conversation. The conclusion was that due to the 
use of multiple medical terms, patients understood 
only a third of the information. The authors assume 
that the amount of information that patients have 
understood is related to the satisfaction with the 
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subsequent treatment.13 This requires improving 
the methods and the amount of information that 
dentists share with the patient. But, to do that, the 
physician must be trained.
The results of their third survey entitled “Optimized 
orthodontist - patient communication” came 
out in 1996. They show that asking questions, 
providing explanations, engaging in careful 
listening and encouragement are important for 
successful communication. The authors come to 
the conclusion that the dentists’ communication 
skills of dentists should not be taken for granted, 
but be integrated in their university training.14

Patients are increasingly willing to participate 
in the decision-making process and expect 
more information from their dentists to make an 
informed choice. They want to ask questions and 
talk about their oral health and at the same time 
they expect more concern. The dentist should ask 
the right questions, listen carefully and provide 
clear information without medical terms.15 This 
was confirmed in a study conducted by Gürdal et 
al.; according to him, the factors that determine 
patient satisfaction are: personal relationships, 
good organization, the skills and knowledge of the 
treating dentist.16

The patients’ desire to become informed 
regarding the duration and type of treatment, 
their expectation of compassion from the dentist, 
who refers to their fear, indicates the presence 
of a strong emotional component in the process 
of communication between the dentist and 
the patient. According to Enkling et al. patients 
assess the quality of the dentist mostly according 
to his interpersonal skills.17 This is because 
during treatment, the patient cannot realize what 
professional skills the dentist has. This will come 
up later – for example durability of the completed 
restoration or denture. During treatment the 
patient evaluates the dentist according to his pain 
and how he communicates.
In dental practice, pain is associated with anxiety, 
fear and dental phobia. Studies show that about 
70% of the population experiences certain 
discomfort before visiting a dentist, 20% are very 
anxious, and 5% avoid such visits.18 The most 
common reason for dental phobia is a previous 
traumatic experience in the dental office, followed 
by dissatisfaction and lack of trust.19 Anxiety, fear 
and dental phobia are experiences that require 
specific knowledge demonstrated by the dentist 
to determine the right approach to such patients.
The assessment of the patient´s condition 
stays before setting the correct approach.19 A 
special scale has been developed to assess such 
conditions. To assess the mental condition of the 
patient before treatment, one can use the scale 
created by Corah, Gale and Illig - Dental Anxiety 
Scale (DAS). 
It consists of 4 questions that measure the anxiety 
of the dental treatment.20 Another similar tool is 
the Dental Fear Survey (DFS). With it, the authors 
measure the level of fear of the treatment.21

About two-thirds of dentists believe that treating 
patients experiencing fear is a major challenge.22 
Choosing the right approach stimulates the patient´s 
trust and satisfaction. Janke and other writers 
conducted a study with their own questionnaire and 
with a standardized questionnaire - (STAI and DFS).23 
The results show that 36% of patients describe 
themselves as very fearful, while only 23% of them are 
identified as such by the dentist. The main reasons for 
their fears that patients point out are the uncertainty 
of what will happen and bad memories of previous 
visits to the dentist.24 A number of authors have 
shown that fear elimination is an important success 
factor for dental treatment and must be taken into 
consideration. If the dentist is calm and friendly, if he 
provides moral support to the patient, if the patient 
does not feel pain during the treatment, fear can be 
overcome.23, 24, 25, 26 Only if the patient does not feel 
fear, can there be satisfaction with the treatment.
Corah et al. have developed an assessment 
tool for the cognitive, emotional and behavioral 
patient satisfaction - Dental Visit Satisfaction 
Scale.27 According to them, the patients evaluated 
the professional skills of the dentist based on 
their satisfaction with interpersonal factors such 
as communication and concern. This once again 
confirms the importance of the dentist having 
good communication skills.
The need of good communication in the medical 
practice has led to the development of a manual 
for teaching communication and social skills in 
medical universities in the German-speaking 
countries entitled “Basel Consensus Statement”.28 
Its aim is to help teachers improve the educational 
programs in the field of communication and 
social skills. The main competences, which every 
graduate student in medicine and dentistry must 
possess, are:28

  - Respect for the patient;
  - Recognizing the own strengths and weaknesses;
  - Recognizing the needs of the patient;
  -  Catching the non-verbal aspects of 

communication (gestures, facial expressions, 
posture, etc.).

  -  Respect the individuality of the patient and his 
personal views;

  - Stick to their own values and norms of behavior;
  - Intent to work in a team.
In addition to the better outcome and the 
satisfaction with the treat ment, communication is 
also important for the patient’s motivation. Sgan-
Cohen explains that any health intervention, 
including oral hygiene instruction, should be 
based on scientific evidence and contains two 
components - inform about the risks and motivate 
the patient.29 To motivate someone is to make him 
do something or change his behavior. According 
to Geisler the following statements are valid in 
medicine and dentistry:
  -  Successful treatment without motivation is 

unthinkable;
  - Work with patients is based on motivation;
  -  Conversation is the number one tool while 
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motivating the patient.30

To motivate the patient in order to take care of 
his oral health is not enough to constantly remind 
him of the reasons for his illness or show him how 
to protect himself. It is important to pay attention 
to the way this happens. If we make the process 
enjoyable for the patient he would be willing to 
change his oral hygiene habits.31 This means that a 
successful relationship between dentist and patient 
is based on dialogue, which is the basis of the term 
“compliance”.30 Motivation does not mean the 
patient following blindly any advice of his dentist, 
but rather suggests an interaction between the two 
for an ideal treatment, which includes not missing 
appointments; following the instructions for oral 
hygiene; taking certain methods of treatment 
and others. A well-motivated patient has a better 
compliance, is presumably in good health due to 
better treatment outcome; patient and dentist are 
satisfied with the treatment; loyalty to the dentist 
increases.
Although there are various studies about 
communication skills, what they have in common 
is that all highlighted as a key competence of the 
dentists their ability to express themselves clearly 
and accurately, using comprehensive language, 
to listen to the patients and involve them in taking 

decisions about their treatment.32 According 
to some authors understanding the criteria for 
successful communication is easy, but using these 
skills in a real clinical setting can be a challenging 
task. Therefore, the aim in the daily practice of the 
dentist should be - building a patient - centered 
psycho - social model that serves the ailing person, 
not the disease, creates trust and pro motes a 
holistic approach in the treatment of the dental 
patient.

4. Conclusion

The review of the literature shows considerable 
interest to the problems of the communication in 
the dental practice. 
The conclusion is that dentists should be trained 
and they should apply in their job adequate 
communication methods tailored to the individual 
characteristics of each patient. This is the only way 
trust can be built and at the end of the treatment 
both patient and dentist be satisfied with the 
outcome.
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What is the rate of the nonverbally transmitted information during dentist-patient 
conversation?
q a. 35%;
q b. 50%;
q c. 65%;
q d. 75%.

“Equipoise” in medical practice is part of the decision-making process and is based 
on…
q a. The paternalistic behavior model;
q b. The partnership behavior model;
q c. The categorizing behavior model;
q d. The autonomous behavior model.

Which quality of the dentist is mostly appreciated during treatment?
q a. Good organization;
q b. Professional skills;
q c. Interpersonal skills;
q d. Durability of restoration.

Which is the most common reason for dental phobia?
q a. Dissatisfaction with the treatment;
q b. Previous traumatic experience;
q c. Lack of trust;
q d. The smell of the dental practice.
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