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23–25%.2 Friedlander et al3 stated that dentists should be concerned
with the identification of patients with depression due to its extensive
association with dental disease. Studies have found that dental fear
may represent an underlying phobia or trait anxiety.4,5 Stress associ-
ated with financial strain that manifests as depression are significant
risk indicators for more severe periodontal disease.6 Of patients with
facial pain syndromes, 57% have a mental illness.7,8 ‘Burning mouth
syndrome’ (BMS) is also thought to have mental health disorders as
one of its origins,9-12 and the sensation of oral dryness might be a
psychophysiological expression of depression.13,14 It has been sug-
gested that psychiatric distress may be as common in general dental
practice as in general medical practice.15 To date, little is known
about the presence of anxiety and depression amongst primary den-
tal care patients. Although reports have shown that dentists are able
to recognise mental health problems in their patients,16,17 there is an
apparent lack of training in helping dentists to assist their patients
with mental health problems.
The aim of the study was to determine: 
1. To what extent do general dental practitioners (GDPs) encounter
dental patients with mental health problems?
2. What procedure do GDPs currently adopt with such dental
patients?
3. Do GDPs regard themselves as having a role in identifying dental
patients with mental health problems? 

Method
Figure 1 summarises the profile of the sample. Telephone interviews
were conducted with, and postal questionnaires sent to, a random
sample (n=94) of all GDPs on the health authority lists within the
Mersey region. In total 54 GDPs agreed to a telephone interview
thus resulting in a response rate of 57%. A key reason given for not
being able to participate in a telephone interview was lack of time.
In an attempt to gain the opinion of these GDPs (n=40), a semi-
structured postal questionnaire, based upon the questions included
in the telephone interview, was sent with a reply paid envelope. This
approach resulted in the return of 30 questionnaires, representing a
75% response rate. The overall response from the eligible sample of
94 GDPs was 89%. 

The data derived from the telephone interviews was superior to
the questionnaire responses due to the ability to explore the GDPs
replies. Nonetheless, the questionnaire allowed the provision of
additional opinions which otherwise would have been missed, and
enabled verification of the telephone interview data.

All telephone interviews with GDPs were audiotaped and each
individual interview was transcribed. Each individual transcript
was scrutinised to identify key issues, concepts and themes, which
were coded and then categorised accordingly. These categories were
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expanded with new transcripts and refined as new themes emerged.
The data was examined for both similarities and differences within
themes. The context of the interview and characteristics of the inter-
viewees were retained, thus helping to understand, interpret and
explain the findings. 

All demographic data and the quantitative data obtained via the
questionnaires returned by GDPs were analysed by SPSS for Win-
dows V10. Frequencies and cross-tabulations were performed.   

The reliability of the qualitative data analysis was enhanced by the
independent investigation of a cross-section of the transcripts, by
the ‘dental project team’. The team comprised 2 GDPs, 1 sociologist,
1 dental care specialist, 1 medical care specialist and 1 clinical psy-
chologist. From this, level of agreement was assessed. The validity of
the findings was ensured by adopting the ‘triangulation’ approach
to data collection.18 Furthermore, ‘negative’ and ‘deviant’ cases are
reported in the findings, thereby ensuring a thorough interpreta-
tion of the obtained data.

Appropriate ethical committee approval was obtained. 

Results
Table 1 summarises the gender profile and years in practice for the
GDPs who participated in the telephone interview or responded to
the questionnaire. The gender ratio of the study represents that of
the general GDP population. A cross-section of GDPs, in terms of
time in practice, was also attained. The majority of respondents had
been practising GDPs for at least 11 years.

It was found that GDPs encounter dental patients with mental
health problems. These encounters range from dental anxiety/fear
to severe mental illness. In between these two points, there are
patients with anxiety and depression due to life events, dental
somatisation disorders (i.e. the patient presents with dental pain,
but the GDP can find no physical cause), patients with behaviour
suggesting a psychological disorder, and patients with diagnosed
psychological problems. The relevant findings are summarised in
Table 2.

Questionnaire respondents reported fewer encounters than tele-
phone interviewees. This is possibly due to the different data collec-
tion technique employed. Whereas the elaboration and explanation
of the question posed was possible with the telephone interviews, no
such opportunity existed with the questionnaire. This may have
resulted in the under-reporting of encounters by questionnaire
respondents.

Just over half of the questionnaire respondents (57%) claimed to
have encountered patients with symptoms they suspected were
caused by mental health problems. Their responses indicated that
the majority of encounters were with patients who had a ‘dental
somatisation disorder’ (53%) evidenced by such comments as: 

The patient was convinced that all his teeth needed extracting in
order to cure his headaches.

The majority of GDPs interviewed (78%) stated they had encoun-
tered patients who had been diagnosed, or were possibly suffering
from mental health problems (undiagnosed). Of the 12 GDPs who
stated they were unaware of such patients, eight conceded this was
due to a lack of knowledge/skills to identify such patients. The fol-
lowing comment was typical:

I’m sure I do encounter patients with psychological problems — but I
wouldn’t say I was an expert at spotting them. 

Table 3 summarises the current procedure adopted by GDPs.
Nearly half of all GDPs interviewed (46%) do not refer patients they
suspect of having mental health problems. Even when GDPs do refer
their patients to dental specialists, it tends to be regarding a physical
manifestation as opposed to a psychological one. 

In circumstances where the GDPs do not refer dental patients with
mental health problems, some suggested they allocate extra time to
treat the patient. 

Two GDPs admitted to administering unnecessary dental treat-
ment in order to satisfy patients’ unusual requests. In a similar man-
ner, another GDP stated that he would ‘pretend’ to administer
treatment as well as administering unnecessary treatment:

I actually have a patient at the moment where there doesn’t seem to
be any cause for his problem, but he always comes in saying ‘I’ve got
pain in this area. What I do is lengthen my appointments with him and
I give him the impression that I am treating him…In extreme cases, I
might take out a filling and replace it if a patient really is adamant… 

Random sample = 94 

Telephone interview response rate = 54/94 (57%)

Non-responders = 40 (sent postal questionnaire)

Questionnaire response rate = 30/40 (75%)

Total response rate = 89%

Figure 1. Profile of random sample of general dental practitioners

Table 1. Gender profile and years in practice for random sample of GDPs

Telephone Interview Postal Questionnaire Profile of
Respondents(%) Respondents (%) Non-Responders(%)

Gender
Male 42 (78) 24 (80) 10 (91)
Female 12 (22) 6 (20) 1 (9)

Years of Practice
Over 20 years 25 (46) 14 (47) 4 (36)
11-20 years 19 (35) 16 (53) 5 (45)
less than 10 years 10 (19) – 2 (19)

Total 54 30 11

Table 2. Categorisation of GDP encounters with patients with possible
mental health problems 

Encounters*
Nature of mental Telephone Interview Questionnaire
health problem Respondents Respondents

n = 42 (78%) n = 17 (57%)

Dental anxiety/fear 21% 18%

Anxiety/depression due 36% 12%
to life events

Dental somatisation 62% 53%
disorders

Behaviour suggesting a 33% -
psychological disorder

Diagnosed psychological 48% -
problems
Severe mental illness 12% 6%

* Some GDPs mentioned more than one encounter.

Table 3. Categorisation of GDPs' current procedure with patients with
possible mental health problems

Current procedure Number of interviewees (%)

GDP adapts treatment accordingly 25 (46)
Referral to dental specialists 17 (32)
Referral to GMP 5 (9)
No such patients encountered 7 (13)
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This suggests that the true aetiology of the patients’ problems may
not always be addressed. At best, the procedure being adopted by
the GDPs is an inefficient use of their time, and at worst, the patients
are receiving inappropriate intervention.

All the GDPs who perceived the patient to have poor mental
health focused on managing the physical symptoms of the dental
condition. Although some GDPs (9%) indicated that they ‘talk’ to
their patients about their problem, they stop short of addressing the
underlying problems. 

GDPs adopted one of two approaches when referring a patient to
a dental specialist. A small number of GDPs (29%) stated they
would provide some basic treatment and then refer the patient. The
remaining GDPs (71%) indicated they would refer such patients to
a dental specialist without attempting to administer treatment.

Only five GDPs (9%) stated that they referred dental patients with
possible mental health problems to their general medical practi-
tioner (GMP). In general, GDPs appeared cautious of GMPs’ reac-
tion to the idea of identifying dental patients with possible mental
health problems. 

Seven GDPs (13%) stated that they did not encounter patients
with mental health problems. However, the comments made by
these GDPs indicate they do not look for, or necessarily recognise
the symptoms and signs of psychological difficulties. 

The responses received from the questionnaire responders served
as verification of the findings from the interviews with GDPs. Of the
57% of questionnaire responders who encountered patients with
possible mental health problems, 29% of GDPs stated that they did
not refer patients, with 12% of GDPs stating they spent time ‘listen-
ing’ to the patients. The majority (65%) refer their patients to
another health professional. However the referrals are, in the major-
ity of cases, in relation to the physical dental problems, as opposed
to the potential underlying mental health problems. Only 12% of
GDPs stated a referral would be to the patient’s GMP.

As shown in Table 4, the majority of interviewees (55%) expressed
a ‘positive’ response to the development of a referral role for patients
with possible mental health problems. It should not be ignored how-
ever that a sizeable minority (n = 16, 30%) were uncertain about
developing such a role. Although there was a positive outlook
towards such a procedure, some GDPs still had reservations con-
cerning the practicalities of its development and implementation.

The majority of questionnaire responders (n = 14/17, 82%) indi-
cated they would refer patients if suitable services were available.
Of the five GDPs who did not currently refer patients, four stated
they would refer such patients if ‘appropriate locations were avail-
able’ (i.e. clinics, possibly based at a general practice; cognitive
behaviour therapy; psychosocial counselling). They felt that such
facilities/appropriate referral locations were not currently available
to them. Of the remaining nine GDPs, five indicated the need for
an identified clinic/unit with a counsellor/psychiatrist. Neverthe-
less, some concern was raised regarding dental patients’ response to
such a referral. It was thought that the stigma of mental health
problems may cause reluctance to accept such a referral. A sugges-
tion for overcoming this problem was to improve GDPs skills to
broach the issue.

The majority of interviewed GDPs (70%) felt the patient’s GMP
was a good place for initial referral. Their comments echo the

observations made earlier that GMPs are in a position to make a
qualified assessment of a patient’s mental health, based upon the
GDP’s opinion. 

However, collaboration between GDPs and GMPs was not cur-
rently prevalent, with 30% of GDPs commenting that there was def-
inite need for improvement in the way GDPs and GMPs
communicate. As one GDP put it:

‘We’re all in our own little boxes and we don’t really communicate
with one another, it’s probably historical barriers. I think it is an edu-
cational thing, if we were taught to communicate more, at university
maybe, things would be better.’ 

Barriers to communication included the vicinity of dental prac-
tices to general medical practices, a lack of appreciation of profes-
sional roles, and not being able to speak directly to GMPs.

Overall, GDPs who wished to develop their role in the identifica-
tion and referral of patients with mental health problems, seemed
most willing to do so with GMPs. 

The reasons for GDPs expressing uncertainty or negativity
towards identifying and referring dental patients with mental health
problems was due to their scepticism of GMPs accepting them in
this role and the reaction of dental patients.

Concerns about the patient’s reaction to raising the issue of being
referred for mental health problems were expressed by half of the
GDPs (n=8/16, 50%). The following response was typical:

‘It sounds wonderful, yes, but I must admit I would be a bit unsure
how to broach it with a patient. There is still this stigma isn’t there.’

However, as implied by one of the GDPs who welcomed the idea
of developing a referral role, the important factor is the manner
adopted with the dental patient. It requires a degree of skill upon the
part of the GDP and trust on the part of the patient. As the GDP put
it:

‘You have to put it in a careful and caring way and ensure the rela-
tionship is good. You’ve got to do it very carefully and build up a rela-
tionship first and then, may be after a few appointments, you could say,
‘hey you know, I know someone else who was like you and they became
much happier once they saw so and so’. I don’t think you could do it
with a new patient....’

The remaining 50% of GDPs expressed concern about how GMPs
would react to them adopting such a role. As previously observed,
there is currently, from the viewpoint of GDPs at least, a distinct lack
of communication between themselves and GMPs. GDPs feel that
they are regarded by GMPs as being only concerned with oral
health.

Of the eight GDPs who gave a negative response to developing a
referral role, seven of them stated that this was due to their reluc-
tance to refer to GMPs. This reluctance was due to previous experi-
ences where GDPs had attempted to enlist the help of a GMP
regarding dental practice patients who appeared to be experiencing
mental health problems.

Discussion 
It would appear that the majority of GDPs consider having a role in
identifying patients with possible mental health problems. More
specifically, the GDPs role might include:
(1) being able to identify people whose mental health problems
have so far been undiagnosed.
(2) being aware of the dental conditions which may be caused by
or associated with mental health problems.

Many GDPs are able to recall patients that have presented with
symptoms which are either perceived as unsuitable for treatment or
are suspected as being psychological in origin, but in the majority of
cases GDPs do not refer. Although some GDPs attempt to adapt
their approach and treatment according to the nature of the mental
health problem with which they are presented, this appears to inad-
equately address the needs of these dental patients. They tend to
treat the physical condition and ignore the underlying problem

Table 4. GDPs’ response to the future referral of patients with mental
health problems

GDPs’ response Number of interviewees (%)

Positive 30 (55)
Uncertain 16 (30)
Negative 8 (15)

Total 54 (100)
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even though they admit that this may not be the best course of
action. In many instances this was due to not knowing where to
refer the patient or how to broach the subject of referral with the
patient. 

The reason for referral given by GDPs to the dental specialist
often related to a patient’s oral condition as opposed to possible
underlying mental health problems. It is therefore questionable
whether the referral being made was necessary or appropriate.
Firstly, if no physical problem was identified, what happened to the
patient thereafter? No GDPs reported any feedback, although many
of the GDPs speculated that such patients just became ‘lost in the
system’. If the psychological problem was not detected, it can only be
assumed that it was not treated. Secondly, is this approach an effec-
tive use of health service resources?  If the true problem were psy-
chological rather than physical, a referral direct to a patient’s general
medical practitioner (GMP) or to the appropriate mental health
services might be considered more appropriate.

Surprisingly very little communication was reported between
GDPs and GMPs considering that both professions are part of the
‘primary care team’. It was apparent from the interviews that GDPs
currently refer dental patients to GMPs on an ‘ad hoc’ basis. Three
issues emerge from this current practice. 1) There is no guarantee
that the dental patient follows the GDP’s recommendation and goes
to visit their GMP. 2) GDPs do not appear to inform GMPs of the
reason for sending the dental patient to see them, therefore the
GMP and ‘dental patient’ consultation may not relate to the prob-
lem suspected by the GDP. 3) The GDP does not receive any feed-
back from the GMP or make any follow up enquiries regarding the
outcome of the consultation. Improving methods of information
exchange between GDPs and GMPs requires further investigation,
however the benefits of increased integration have been previously
highlighted.19,20,21

In terms of the dental patient’s welfare, a referral to the GMP may
be the most appropriate option. Based upon the premise that
patients may initially be resistant to a referral, referral to the GMP
would be the easier option of dealing with a patient presenting with
mental health problems, as opposed to suggesting a referral to a
psychiatrist. GDPs and GMPs are both part of ‘primary care provi-
sion’ therefore communication and collaboration should be easily
developed and dental patients are more likely to accept a referral to
their own GMP (i.e. they are likely to be acquainted with them)
rather than an unknown health professional. A referral to a GMP
would act as confirmation or refutation of the GDPs assessment.
This would help to ensure that dental patients with mental health
problems were not referred inappropriately (i.e. to mental health
services).

Although some GDPs refer patients to a dental specialist/GMP,
currently no guidelines or agreed protocol exists which provides
GDPs with the assurance that they are identifying and referring
patients appropriately. GDPs do not appear to detail in their refer-
ral communication their suspicions concerning the possibility of a
psychological as opposed to physical origin to the dental com-
plaint. A follow up of referred patients would benefit from further
study.

Many GDPs appeared cautious about their ability to determine a
patient’s psychological condition, this was especially so in the case
of depression where it may just be short term (for example, a bad
week at work). This caution may be due to a lack of training to
identify such problems. Because of potential patient sensitivity, it
can be argued that one of the most appropriate locations for a
referral would be to the patient’s own general practitioner who
could then assess the patient’s condition and decide upon the best
course of treatment. A referral directly to a psychologist may offend
or upset the patient, and could also lead to negative consequences
for the GDP/patient relationship if no psychological problem was
found. 

It has to be appreciated that a GDP’s workload places a limit upon
the amount of time spent with each patient. However, the current
procedures adopted for dealing with such patients are ineffective
(that is referring for: ‘physical’ problems, administering unneces-
sary treatment, having them re-attend). By having set guidelines
which outline what symptoms GDPs should be aware of, and when
a patient should be referred to their GMP, will not only address the
patient’s health needs, but also result in an efficient use of time and
resources. Obviously, GDPs require a tool that will allow a relatively
quick assessment. The hospital anxiety and depression scale22 and
modified dental anxiety scale23 may be useful tools for this proce-
dure.

Conclusion
This study suggests that:
(1) GDPs are aware of encountering patients with conditions
that may not require dental treatment, due to their psychosomatic
origin.
(2) The majority of GDPs are willing to help these patients,
although currently their referral may be inappropriate due to not
having the skills/guidelines to identify the best course of action.
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developing the qualitative component of this research study. Also the authors wish
to acknowledge the NHS Executive North West Research and Development
Directorate for providing the funding to conduct this piece of research. 
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