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OBJECTIVE: This study investigated how exposure to challenging patient encounters influenced participants’ self-reported quality
of life, and how participants’ mentalization capabilities affected the perceptions of challenging patients encounters among
Norwegian dentists and dental students.
MATERIALS AND METHODS: Data was collected with an online questionnaire, and a total of 165 dentists (n= 126) and dental
students (n= 39) responded.
RESULTS: Participants who reported higher total exposure of challenging encounters reported lower quality of life (QoL).
Mentalization tendencies affected the perception of challenging encounters with specific types of patients; critical and anxious; as
well as the estimation of the total exposure to challenging patient encounters. Participants that were overconfident with regards to
the mental states of others found these patient types less challenging and they reported less overall exposure to challenging
patients than underconfident participants. Also, overconfident participants reported higher QoL than underconfident participants.
CONCLUSIONS: Mentalization capabilities of dental practitioners interact with the perception of challenging encounters in dental
practice, and how practitioners respond to these challenges. Measures should be undertaken to increase the awareness of
metacognitive skills in dentistry with the dual goal of improving patient care as well as the quality of life of dental practitioners.
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INTRODUCTION
In general, healthcare settings are sometimes the scene for
challenging or «difficult» interactions between health profes-
sionals and patients [1], which accentuates the importance of
interpersonal skills. Central to these types of situations are the
existence of some form of conflict [2] between the patients’ needs
and understanding of the situation and the health professionals’
needs and interpretation of the patients’ situation. From a historic
perspective it has been common practice within many healthcare
professions to refer to such conflicting encounters as encounters
with «difficult patients» [3]. Studies show that the “difficult patient”
is also discussed frequently in relation to the dental healthcare
setting [4, 5], and it appears that certain types of patients, or
patient scenarios, are perceived as more stress inducing than
others. For instance, when dentists were asked to rank the most
intense stressors in their dental practice, anxious patients were
ranked fifth among eleven possible, and fear of causing patients
pain or unpleasantness was ranked second after time pressure [6].
Outside of the dental setting, patients classified as “difficult” in a
medical encounter had over two times higher odds of having
mental disorders [7]. Not surprisingly then, in order to handle such
challenges, studies have pointed to the need for clinicians to
utilize patient-centric, emphatic skill sets [8], and to engage in
introspection and metacognitive activities in order to identify all
contributing factors [9].

Key among the metacognitive abilities suggested by former
studies is the ability to perceive and understand the mental states
of patients (or others) and reflecting carefully about one’s own
mental states, as they should relate closely to both motivation and
overt behavior. In order to do so however the oral health
practitioner needs to possess the ability to perform such tasks,
which are commonly referred to as mentalization or reflective
functioning [10, 11]. In sum, mentalization skills should be
important to all healthcare encounters, as having “a mentalizing
stance” is described as promoting a patient centered and “not-
knowing” approach to patients’ mental states [12], which lends
itself ideally to exploring the patients’ unique perspectives and
experiences.
As could be expected, how people mentalize varies, and

measuring this process is heavily reliant upon self-report, i.e., how
people perceive or describe their own mentalization capabilities.
While there are many theoretical approaches to understanding
mentalization, research into the field of reflective functioning has
suggested three distinct broader modes of mentalization: Genuine
mentalization, hypermentalization, and hypomentalization. The
primary distinction of these modes is the degree of certainty with
which people make inferences about mental states [10, 13], and
the confidence associated with these inferences. Genuine
mentalization occurs when an individual acknowledges the
inherent opaqueness of mental states, which implies that people
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have limited, but not nonexistent, insight into their own mental
states as well as those of others. In terms of certainty, this state
represents a midpoint between absolute certainty and uncer-
tainty. It follows that deviations from this midpoint, in either
direction, constitutes different impairments of mentalization.
When individuals express extreme certainty related to mental
states, this is referred to as hypermentalization. This state is
characterized by individuals overinterpreting mental states [14]
and feeling very confident about their own mentalization
capabilities, thus resembling what is referred to as “overconfi-
dence” in social cognition and social interaction [15, 16]. In
contrast, extreme uncertainty about mental states, also referred to
as hypomentalization, is associated with unclear reflection and
thoughts around one’s own and others’ emotions and behaviors.
For instance, individuals prone to hypomentalize may fall back on
limited and simplistic explanations of behaviour, rather than take
into account more complex and realistic explanatory models [13].
Thus, this represents distinct “underconfidence” with regards to
social cognition and social interaction [17]. Note that the
confidence term as used here does not attempt to indicate
whether the mentalization tendencies lead to accurate social
inferences, but rather how individuals experience being either
certain or uncertain about the mental states of oneself or others.
When it comes to confidence as an estimate of accuracy in social
interactions, this is sometimes regarded more as a metacognitive
skill that is independent of mentalization itself [18].
In the context of the current study overconfidence and

underconfidence as expressed through hypermentalization and
hypomentalization will be explored in the context of the
encounter between patients and dental practitioners. The ques-
tion then becomes what impact, if any, does these tendencies
have on this specific arena of professional social interaction? The
recent interest in the clinical therapeutic relationship in dental
practice highlights the importance of the social interaction
between patient and practitioner [19, 20]. In this light, it is key
from a professional perspective to make sense of the mental
states of the patient (i.e., motives, needs, emotions, etc.), as well as
being able to reflect about one’s own mental state. For instance, it
has been found that dentists claim to possess the ability to discern
emotional reactions in their patients, for instance patients
experiencing dental anxiety [6], and that claiming to identify these
emotional states appeared to protect them against stress and
burnout [21]. However, evidence from clinical practice questions the
accuracy of dentists’ identifications of emotional states. For
instance, when comparing dentists’ estimations against patients’
ratings, dentists do significantly worse when estimating anxiety and
distress compared to estimations of pain [22], which suggest that
complex mental or emotional states are harder to discern than
acute pain that stems from specific dental procedures. Nevertheless,
it is possible to hypothesize that successful utilization of mentaliza-
tion abilities in the clinical encounter will have both intrapersonal
and interpersonal beneficial effects, and that the opposite should
be true for unsuccessful mentalization. For instance, for anxious
patients beneficial effects of identifying patients’ anxiety and
corresponding motivations and needs, will perhaps be most easily
envisioned as stress reduction in the clinician (intrapersonal) and
the professional steps taken by the dentist to address patients’
anxiety problems (interpersonal). Correspondingly, failure to
successfully identify patients’ anxiety could lead to a breakdown
of the therapeutic relationship. Indeed, several studies point to
stressful and challenging encounters in dental healthcare as the
main arena for when mentalization or similar skill sets play a role
[4, 21, 23], and that the outcomes of the challenging encounters
could vary based on how the health professionals choose to
approach these encounters [4, 23].
Since mentalization is such a fundamental human endeavor and

a key for optimal psychological functioning [16], deficiencies of

mentalization have been reliably related to a host of problems and
issues [13, 14]. The impact of being underconfident with regards
to mentalization have been assessed in the general population,
where individuals with hypomentalization tendencies have
reported lower quality of life than individuals with genuine
certainty levels [13]. While the reason for the association between
hypomentalization and lowered quality of life should be regarded
as multifactorial, it would be reasonable to assume that living with
chronic uncertainty about the mental states of others will be
emotionally unpleasant and stressful [24], and a potential source
of social discomfort, conflict and misunderstandings. Since both
overconfidence and underconfidence are equally erroneous with
regards to optimal mentalization, it could be expected that similar
negative consequences exist for hypermentalization. However,
studies have shown the opposite for experiences of over-
confidence in many realms of social life, where overconfident
individuals appear to be happier [25] and enjoy advantages on the
dating market [26] among other things. The bulk of evidence of
detrimental effects of overconfidence predominantly appear to be
related to cognitive processing and task performance, with over-
confident individuals performing worse on performance oriented
tasks than underconfident individuals [27, 28]. Also, there is a
possibility that overconfident individuals could make unrealistic and
unwarranted inferences in social situations due to being too
confident about the intentions of others [29]. In a dental care setting
this would constitute criticizing a patient that fail to follow
preventative measures based on the idea that the patient “does
not want to” follow the instructions, while failing to acknowledge
that there might be many alternative reasons for the patient’s non-
compliance. However, since few overconfident individuals will have
insight into the underlying mentalization failure due to its implicit
and automatic nature [30], and because high certainty and
overconfidence in social situations ultimately feels good [25] and
oftentimes are interpreted positively by the outside world [26], it
can be hypothesized that living with chronic overconfidence will be
less stressful in comparison to underconfidence. Finally, looking
beyond mentalization failures and imbalances, the benefits of
genuine mentalization would not only be minimizing the likelihood
of experiencing stressful and challenging patient encounters, but
also to allow for more successful coping with stress if it occurs. For
instance, studies have shown that awareness of mental states is
associated with resilience to stress among health care workers [31]
and it has been proposed that mentalization should be regarded as
a distinct coping resource when facing adverse life events [32].
In sum, there appears to be good reason to propose a link

between mentalization capabilities, perceptions or experiences of
challenging patient encounters, and quality of life for the dental
health professional. Ultimately, the consequences of challenging
patient encounters, and how these are perceived, addressed, and
resolved, can have severe impact on both job-related factors,
including burnout and job satisfaction, as well as constitute
impairments of the life and health of dental practitioners [4, 21].
In light of this, the following hypotheses were formulated:

1. Mentalization tendencies influence dental practitioners’
perception of patients: Underconfidence about mental
states is associated with increased perceived challenges in
patient encounters, while overconfidence about mental
states is associated with decreased perceived challenges in
patient encounters.

2. Mentalization tendencies impact dental practitioners’ qual-
ity of life predictably, whereby overconfidence with regards
to mental states is related to higher reported quality of life
compared to underconfidence.

3. Increased exposure to challenging patients is associated
with decreased perceived quality of life for dental
practitioners.
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MATERIALS AND METHODS
Design and procedure
An invitation to participate in an anonymous online cross-sectional study
was sent out to dentists working in public dental clinics in Norway
(specifically clinics serving as practice clinics for students from UiT The
Arctic University of Norway) and dental students in their 5th year of study
from three Norwegian universities (the University of Bergen, the University
of Oslo, and UiT The Arctic University of Norway). The invitation was
distributed by e-mail by the heads of the dental clinics and administrative
personnel at the participating universities, and consisted of information
about the study and a link through which the questionnaire could be
accessed, and only a single invitation was sent (no reminders). Data was
collected anonymously using an electronic questionnaire hosted by the
Nettskjema.no data collection service [33]. It is estimated that approxi-
mately 500 dentists and dental students were invited to participate in the
study. Data was collected between October 2019 and January 2020.

Measurements
The questionnaire asked about background characteristics, i.e., gender
(male or female), age in years, occupation (dental student or dentist), and
number of years of experience. Also, it contained two Norwegian language
versions of validated psychometric scales used to measure the participants’
quality of life and capabilities for mentalization. Quality of life (QoL) was
measured using the Satisfaction with Life Scale (SWLS) [34, 35], which
consists of five statements regarding satisfaction with life. Participants
were asked to respond to whether they agree or disagree with the
statements on a Likert scale from 1 to 7. The sum score of the five
statements were used to provide a measure of the participants quality of
life, where high scores indicate a high degree of satisfaction with life in
general. Mentalization was measured by the Reflective Functioning
Questionnaire (RFQ) [10]. This scale consists of 8 statements about mental
states that are scored on a Likert scale from 1 to 7 (strongly disagree to
strongly agree). RFQ consists of two subscales indicating either certainty
(RFQ_C) or uncertainty (RFQ_U) about mental states. High scores on RFQ_C
indicate tendencies towards hypermentalizing (e.g., overconfidence
regarding own and others’ feelings and mental state) and high mean
scores on RFQ_U indicate tendencies towards hypomentalizing (e.g., lack
of knowledge and underconfidence regarding the feelings and mental
states of others). Calculation of mean scores for the RFQ_C and RFQ_U
were made based on scoring instructions described in detail elsewhere
[36]. Since the RFQ_C and RFQ_U scores were not normally distributed
they were recoded into dichotomous variables based on median scores
which provided two dichotomous variables indicating hypermentalizing
versus optimal certainty levels (RFQ_C) and hypomentalizing versus
optimal uncertainty levels (RFQ_U). Furthermore, in order to enable direct
comparisons between hypermentalization and hypomentalization, a
compound three-level variable was designed from the dichotomized
variable to reflect participants’ primary mentalization tendencies. Partici-
pants were deemed to be primarily hypermentalizing, and overconfident, if
they scored above median on RFQ_C (hypermentalizing) and below
median on RFQ_U (normal uncertainty), while the opposite would be true
for primarily hypomentalizing, and underconfident, participants ( > median
RFQ_U; < median RFQ_C). Participants that scored below median on both
RFQ_C and RFQ_U were designated as expressing “optimal confidence”,
i.e., genuine mentalizing, and assigned as a midway point between
overconfidence and underconfidence. Participants that expressed both

overconfidence and underconfidence simultaneously were excluded from
the analysis since this state lacks theoretical meaningfulness and might be
an expression of measurement error or a lack of resolution in the
compound variable.
Challenging patient encounters were measured by having the

participants consider six proposed patient types inspired by former
research (see Table 1 for an overview) [21]. Participants would rate how
challenging they found each patient type to be on a scale from 1–3, where
3 indicated “very challenging” and 1 indicated “not challenging”. In
addition, participants were asked to report the frequency of challenging
encounters with different patients. This was measured from 1–4, where 1
indicated “daily encounters” and 4 “less than once a month”. Finally,
participants were asked to estimate the percentage (0–100%) of their “total
exposure” to challenging encounters in comparison to all clinical patient
encounters.

Ethics
The study was submitted to the Regional Committee for Medical and
Health Research Ethics (REK), which concluded that the project was not
health research (reference number 30714/REK nord). All participants were
presented with written information about the study as they accessed the
electronic questionnaire and had to consent actively to participation
before responding to the questionnaire.

Statistical analysis
The results were analyzed using SPSS version 28 and JASP version 0.16.4.0.
Due to the lack of normal distribution for the independent variables the
hypotheses were investigated by non-parametric Mann-Whitney U-tests,
Kruskal-Wallis H tests, and Spearman rank order correlation.

RESULTS
Out of the estimated 500 individuals that received the ques-
tionnaire, 165 responded, which gave an estimated 33% response
rate. Of these 117 were women and 48 men, and there were 39
students and 126 dentists. Participants on average had 11.2 years
of experience. See Table 2 for a descriptive summary of the data.
The analysis shows no difference between men and women with
regards to quality-of-life score (SWLS) or in the perceived
frequency of challenging encounters. With regards to dentists
versus dental students, the analysis showed no differences
between the participating dentists and dental students regarding
the extent of perceived challenges in meetings with most patient
types. However, a difference was found for aggressive patients,
with dental students experiencing these patients as more
challenging (n= 39; Mdn= 3.00, mean rank= 95.79) than dentists
(n= 126; Mdn= 2.00, mean rank= 79.04; U= 1958.00, z=−2.12,
p < 0.05).
The compound mentalization variable constructed from the

median scores on the RFQ_C and RFQ_U showed that 38% of
participants were “overconfident” with regards to the mental
states of other, 37% were “underconfident”, and 14% would be
considered having optimal confidence levels (a certain amount of

Table 1. Descriptions of proposed patient types.

Patient type Description

Critical Patients who are critical of the therapist, or treatment, and express this by body language or speech. E.g.: Patient asks probing
questions regarding treatment and performance

Anxious Patients who express/are perceived as anxious, scared, or nervous before, during or after treatment. E.g.: Patient appears anxious,
trembles, sweats.

Aggressive Patients who express anger or aggression through body language or speech. E.g.: Patient raises voice, acts out.

Happy Patients who express that they are satisfied with the therapist or treatment in the form of body language or speech. E.g.: Patient
smiles, expresses gratitude.

Trustful Patients who express that they trust the therapist and the choice of treatment. Can also be characterized as uncritical. E.g.: Patient
appears to rely fully on practitioner, behaves uncritically.

Indifferent Patients who do not express neither satisfaction nor dissatisfaction, and who may also be disinterested. E.g.: Patient responds
poorly, little facial expressiveness.
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both certainty and uncertainty with regards to the mental states of
others). While not included in further analysis due to the
theoretical difficulties in interpreting data, 11% of participants
would fit within both overconfident and underconfident
categories.
The most challenging encounter reported was with regards to

aggressive patients, where 90.3% of the participants perceived
these patients as challenging or very challenging. The second
most challenging patient trait were critical patients, where 87.2%
of the participants reported these as either challenging or very

challenging. For anxious patients the majority reported these
patients as challenging or very challenging (63.6%), but 36.4%
reported them as not challenging. The same goes for indifferent
patients (60.7%) where over half of the participants found these
patients challenging or very challenging. Only a minority of the
participants found trustful patients (7.9%) and happy patients
(4.8%) challenging or very challenging (See Fig. 1).
The most common everyday encounter in the clinic was happy

and trustful patients, with respectively 81.2% for happy patients,
and 80% for trustful patients. It seems like anxious patients is
commonly recognized at the clinic, with almost 30% reporting
daily encounters, and nearly half of the participants reporting
weekly encounters. Most participants (75.2%) reported critical
patients as a rare occurrence, with encounters once a month or
less often, while aggressive patients were reported as the rarest
occurrence at the clinic, with 97% claiming to interact with
aggressive patients monthly or less often (See Table 3).

Hypothesis 1: Mentalization and perception of challenging
patients
The first hypothesis proposed that mentalization tendencies
would influence the perception of patients, with underconfident
dental personnel experiencing more challenges related to both
hypothetical patient traits and reporting more “total exposure” to

Table 2. Descriptives; means, standard deviations (SD), medians, and interquartile range (IQR) for study variables.

Variable Category N (%)

Sex (n= 165) Female 117 (71)

Male 48 (29)

Occupation (n= 165) Student 39 (24)

Dentist 126 (76)

Variable Mean (SD) Median (IQR)

Age 36.90 (12.43) 34.00 (16.00)

Years of practice (n= 163) 11.17 (12.20) 8.00 (13.50)

Satisfaction with Life Scale (n= 165) 26.35 (5.78) 27.00 (7.00)

Frequency of challenging encounters (n= 165) 2.31 (0.44) 2.33 (0.50)

Total exposure (%) to challenging encounters (n= 162) 18.77 (17.10) 15.00 (15.00)

Reflective Functioning RFQ_C RFQ_U

Mean (SD) Median (IQR) Mean (SD) Median (IQR)

1.36 (0.72) 1.33 (1.00) 0.33 (0.38) 0.17 (0.50)

Fig. 1 Perception of challenging patient encounters by hypothetical patient traits.

Table 3. Frequencies of challenging patient encounters by
hypothetical patient traits.

Patient traits Daily n
(%)

Weekly n
(%)

Monthly or less
often n (%)

Critical 8 (4.8) 33 (20.0) 124 (75.2)

Anxious 46 (27.9) 77 (46.7) 42 (25.5)

Aggressive 0 (0.0) 5 (3.0) 160 (97.0)

Happy 134 (81.2) 27 (16.4) 4 (2.4)

Trustful 132 (80.0) 28 (17.0) 5 (3.0)

Indifferent 24 (14.5) 71 (43.0) 70 (42.4)

J.-A.K. Johnsen et al.
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challenging patient encounters. The recoded compound variable
indicating primary mentalization tendencies (hypermentalization/
overconfidence vs genuine mentalization / optimal confidence vs
hypomentalization/underconfidence) were used as an indepen-
dent, group variable in a Kruskal-Wallis H test, with the perception
of challenging patient types and the overall percentage estima-
tion of challenging patient encounters as dependent variables
(N= 147).
The Kruskal-Wallis H test showed that there was a main effect of

mentalization tendencies on ratings of perceived challenge
related to Critical (H(2)= 9.26, p= 0.010) and Anxious patients
(H(2)= 7.32, p= 0.026), as well as the Percent Estimation of
Challenging Patient Encounters (H(2)= 7.01, p= 0.030). Mean
ranks are provided in Table 4 with higher ranks indicating higher
perceived challenge. In order to answer Hypothesis 1, Dunn’s post-
hoc comparisons with Bonferroni correction of the mean rank of
ratings were made between the three levels of mentalization
tendencies to investigate the specific nature of the differences.
Interestingly, a similar pattern was identified for all the
comparisons made, where overconfident participants rated
patient types and total exposure to challenging patients as less
challenging than underconfident participants. Concerning the
ratings of Critical patients, a significant difference in mean ranks
was found between overconfident (mean rank= 64.46) and
underconfident (mean rank= 80.88) participants (z=−2.77,
p= 0.017). Similarly, for ratings of Anxious patients, a significant
difference was found between overconfident (mean rank= 64.98)
and underconfident (mean rank= 83.63) participants (z=−2.70,
p < 0.021). Finally, for the Percent Estimation of Challenging
Patients a significant difference was found between overconfident
(mean rank= 62.30) and underconfident (mean rank= 81.58)
participants (z=−2.57, p= 0.031). No other differences were
identified through the pairwise comparisons. The analysis gave
partial support for Hypothesis 1.

Hypothesis 2 Mentalization and quality of life
It was expected that overconfidence with regards to mental states
would be associated with higher QoL-scores compared to
underconfidence. In order to investigate this hypothesis, a
Kruskal-Wallis H test was performed with primary mentalization
tendencies (hypermentalization/overconfidence vs genuine men-
talization / optimal confidence vs hypomentalization/underconfi-
dence) used as an independent, group variable in a Kruskal-Wallis
H test, with the SWLS sum score (QoL) as the dependent variable
(N= 147). The analysis showed that there was a statistically
significant main effect of mentalization tendencies on QoL
(H(2)= 13.59, p= 0.001; Table 4), and Dunn’s post-hoc compar-
isons with Bonferroni correction of the mean ranks of QoL were
made between the three levels of mentalization tendencies in

order to investigate the specific nature of the differences. A
significant difference for QoL was found, with overconfident
participants reporting higher QoL (mean rank= 88.17) than
underconfident participants (mean rank= 60.08; t= 3.68,
p < 0.001). No other significant differences were found.

Hypothesis 3: Perception of challenging patients and quality
of life
The third hypothesis stated that increased exposure to challen-
ging patients would be associated with decreased perceived QoL
for dental practitioners. In order to test the hypothesis a one-sided
Spearman rank-order correlation was performed to test the
association between SWLS scores and the Percent Estimation of
Challenging Patient Encounters (“total exposure”). As predicted
and in support of Hypothesis 3, the analysis showed a significant
negative relationship between the estimated total exposure to
challenging encounters and QoL; r(160)=−0.15, p= 0.026.

DISCUSSION
The results show that the mentalization capabilities of dental
practitioners are associated with perceptions of both challenging
patients and quality of life. Also, a link is identified between
challenging encounters and quality of life, where higher scores for
quality of life is linked to lower percentages of challenging
encounters. Previous studies have supported this association by
highlighting the influence of challenging encounters and emo-
tionally demanding patients on stress development and burnout
[6, 21, 37], which may be an indicator, or at least an influencing
factor, on quality of life. An earlier study reported that 25% of
dental patients were perceived as challenging [21], while the
results presented in the current study shows that dental
practitioners perceive approximately 19% - one in five - of their
patients as challenging. Also, the current results provide additional
insight about which patient types are perceived by dental
practitioners as most challenging. In accordance with former
research [21], aggressive patients were found to be the most
challenging of the patient types; but also the least often
encountered; with nine out of ten participants reporting this
patient trait as challenging or very challenging.
In terms of how challenging the study participants perceive

critical and anxious patients, there is a difference between
participants who hypermentalize and those who hypomentalize,
where hypermentalization is associated with lower perceived
challenges and hypomentalization higher perceived challenges. In
general, people who hypermentalize have a higher-than-normal
evaluation of their capacity to identify their own and other
people’s mental states and the origins of people’s behavior. This
implies that one explanation for the perception of fewer

Table 4. Means, standard deviations, and mean ranks of ratings of how challenging different patient types are perceived, and the estimated
percentage total exposure to challenging patients; ordered by mentalization tendencies.

Variables Hypermentalization Genuine mentalization Hypomentalization P

M SD M-rank M SD M-rank M SD M-rank

Critical 1.86 0.50 64.46 2.13 0.55 81.89 2.10 0.48 80.88 0.010

Anxious 1.62 0.68 64.98 1.74 0.62 73.15 1.91 0.63 83.63 0.026

Aggressive 2.27 0.65 68.52 2.43 0.59 77.78 2.43 0.65 78.23 0.324

Happy 1.08 0.33 75.19 1.00 0.00 70.50 1.05 0.22 74.09 0.471

Trustful 1.06 0.25 72.67 1.04 0.21 71.20 1.12 0.33 76.43 0.448

Indifferent 1.75 0.76 72.42 1.83 0.72 77.67 1.76 0.66 74.25 0.857

%Exposure 16.01 18.67 62.30 20.00 17.19 77.54 20.27 15.34 81.58 0.030

QoL 28.16 5.18 88.17 26.09 5.58 72.11 24.46 5.91 60.08 0.001

Tests of main effects were made using Kruskal-Wallis H-Tests. Significant differences in italics.
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challenges among these participants might be that they have
readily available explanatory models for patients’ behavior, and
that they are less likely to question the patient’s mental state
because they already believe they got the answer or fully
understand the situation. This “overconfident attitude” might
thus make the situation more comfortable and less prone to cause
aversive feelings due to uncertainty, unlike for dental practitioners
who hypomentalize. Since this state refers to an individual’s lower-
than-normal evaluation of skill and capacity to identify their own
and other people’s mental states and behavior, this might lead to
an “underconfident attitude” towards patients. In the current
study, this state appears to lead to the experience of critical and
anxious patients as more difficult to interact with. It might be
suggested that hypomentalizing practitioners might feel insecure
about how to approach patients, what questions to ask, and might
feel unsure on how to react in different situations. The concept of
uncertainty has been studied quite extensively in the healthcare
setting as a quite common experience irrespective of practice field
[38]. Interestingly, when faced with uncertainty in social situations
people tend to fall back on automatic and simplified cooperative
behaviours, so called social heuristics [17]. This approach are partly
aimed at reducing the aversive feelings associated with social
unpredictability rather than attempting to solve the uncertainty
itself [17, 24]. Thus, it makes sense that dental practitioners who
tend to regard social interactions in light of uncertainty might be
more interested in reducing the aversive feelings apparent in the
situation rather than attempt more effortful modes of social
processing (such as perspective taking) [24], which could end up
exacerbating the conflict and ultimately worsening the feelings of
uncertainty.
Importantly, neither hypermentalization (overconfidence) or

hypomentalization (underconfidence) reflect optimal patient
handling or accurate assessment of mental states, and both
tendencies might lend themselves to criticism and dissatisfaction
from patients although possibly for different reasons. Where
underconfident and uncertain dentists might be perceived as
insecure in their professional role, overconfident and highly
certain dentists might be perceived as non-attentive or uninter-
ested in the patient. In contrast, dental practitioners with optimal
confidence levels would perhaps be more likely to shift between
different modes of social inference in response to the interaction
with patients in real time, and perhaps also be more flexible in
their response to challenging encounters and how to cope with
stressful professional events.
Research has shown that emotional competence to some

degree protect against occupational stress [39, 40], correlates
positively to subjective well-being and life satisfaction [41, 42], and
correlates positively with the ability to handle distress and
negative events [43]. Seen in relation to the current results, it is
natural to propose that metacognitive skills, such as mentalization
and emotional competence, could play important roles in shaping
the ability of the dental practitioner to cope with stress and
challenging situations, and consequently impact the dentist-
patient relationship. For instance, emotional dysregulation has
been identified as an important aspect related to occupational
burnout among both dental practitioners and dental students [44]
and mentalization capabilities appear to increase resilience to
stress among healthcare professionals [31]. Also, studies have
reported that emotional intelligence among dental students was
linked to among other things, life satisfaction [45], which is in line
with the results of this study. In line with this, several studies have
emphasized the importance of incorporating emotional compe-
tence in the curriculum for dental students [45, 46], as well as
focusing on continuing professional development packages or
initiatives for coping with stress and building personal resilience
[47, 48].
Although we believe this is the only study investigating this

specific combination of variables, there are analogue findings

available. For instance, research on sensory processing sensitivity
has shown that dental health professionals’ sensitivity to both
internal and external stimuli predict reactions to patients’ stress
and trauma, and impact work satisfaction [49]. In the current
context it might seem that underconfident dental practitioners
similarly appear to be sensitive to vicariously acquiring stress and
discomfort from their patients, perhaps due to a lack of overt
explanations for the stress and discomfort. While the current study
did not include measurements of work satisfaction as such, the
total exposure estimation of challenging encounters could be an
indirect indication of this. However, mentalization is not a skill
limited to the clinical setting, and it could be assumed that the
mentalization tendencies present in the current data also relate to
the participants’ social functioning more generally, which could
explain the effects related to overall life satisfaction.
Finally, while the current results suggest that how dental

practitioners approach mentalization might impact both their
clinical and private life, the practitioners’ own understanding of
the impact and importance of mentalization, as well as how they
perceive the phenomenon, is still unknown. It is reasonable, for
instance, to assume that dental practitioners that are aware of
their own mentalization tendencies, perhaps through inherent
interests in behavioral or psychological aspects of dentistry, might
be more protected against the pitfalls related to mentalization
imbalances in either direction. As suggested by other authors
however the insight into what are often implicit processes might
vary [30]. Future studies might benefit from investigating
specifically how dental practitioners perceive and understand
mentalization skills in a clinical setting, which would call for the
use of qualitative methods.

Limitations
The response rate for the study is a rough estimate, since the
distribution method did not provide us with information about
the exact number of people who received the invitation to
participate in the study. Also, the study design made it likely that
some selection bias exists by which the study population would
mostly include those with a specific interest in the topic under
study. Furthermore, care should be taken in interpreting that there
are no differences between dental students and dentists with
regards to the topics investigated in this study, however the
current sample were not able to produce evidence for such
differences. Since 11% of participants were categorized as both
underconfident and overconfident, it may imply that there is
measurement error associated with the RFQ, which has come under
criticism for not measuring hypermentalization and hypomentaliza-
tion to the same degree [50]. Also, recoding RFQ subscales from two
ordinal scales to one compound categorical variable would
decrease the resolution of the measured concepts, and as a result,
increase the chances of mis-categorizations. Finally, care should be
taken in interpreting the reported associations between quality of
life, mentalization tendencies, and experiences of challenging
patient encounters as anything other than associations, as quality
of life is a complex and multifaceted concept.

CONCLUSIONS
The encounter between dental practitioners and patients is a
social arena with the potential for solving health challenges but
also for conflict and emotional distress. The current study
indicates an interesting interplay between the mentalization
tendencies of dental practitioners, their perceptions of challen-
ging patient encounters, and ultimately how dental practitioners
experience quality of life outside of their dental practice. These
results highlight the need for increased focus on how dental
practitioners handle social and emotional challenges in order to
benefit the dental profession and promote positive patient
experiences.

J.-A.K. Johnsen et al.

6

BDJ Open            (2023) 9:27 



DATA AVAILABILITY
Due to the terms of consent to participation, data will not be made available for other
studies.

REFERENCES
1. Mota P, Selby K, Gouveia A, Tzartzas K, Staeger P, Marion-Veyron R, et al. Difficult

patient-doctor encounters in a Swiss university outpatient clinic: cross-sectional
study. BMJ Open. 2019;9:e025569. https://doi.org/10.1136/bmjopen-2018-025569

2. Tanoubi I, Cruz-Panesso L, Drolet P. The patient, the physician, or the relationship:
Who or what is "difficult", exactly? An appraoch for managing conflicts between
patients and physicians. Int J Environ Res Public Health. 2021;18:12517. https://
doi.org/10.3390/ijerph182312517

3. Baum N. Dealing with difficult patients. J Med Pr Manag. 2009;25:33–6.
4. Alvenfors A, Velic M, Marklund B, Kylén S, Lingström P, Bernson J. "Difficult"

dental patients: a grounded theory study of dental staff’s experiences. BDJ Open.
2022;8:24. https://doi.org/10.1038/s41405-022-00115-7

5. Myers HL, Myers LB. ‘It’s difficult being a dentist’: stress and health in the general
dental practitioner. Brit Dent J. 2004;197:89–93. https://doi.org/10.1038/
sj.bdj.4811476

6. Moore R, Brødsgaard I. Dentists’ perceived stress and its relation to perceptions
about anxious patients. Community Dent Oral Epidemiol. 2001;29:73–80. https://
doi.org/10.1034/j.1600-0528.2001.00011.x

7. Jackson JL, Kroenke K. Difficult patient encounters in the ambulatory clinic:
Clinical predictors and outcomes. Arch Intern Med. 1999;159:1069–75. https://
doi.org/10.1001/archinte.159.10.1069

8. Tamura H, Shikino K, Sogai D, Yokokawa D, Uchida S, Li Y, et al. Association
between physician empathy and difficult patient encounters: A cross-sectional
study. J Gen Intern Med. 2022. https://doi.org/10.1007/s11606-022-07936-0

9. Lorenzetti RC, Jacques CHM, Donovan C, Cottrell S, Buck J. Managing difficult
encounters: Understanding physician, patient, and situational factors. Am Fam
Physician. 2013;87:419–25.

10. Fonagy P, Luyten P, Moulton-Perkins A, Lee YW, Warren F, Howard S, et al.
Development and validation of a self-report measure of mentalizing: The
reflective functioning Questionnaire. PLoS One. 2016;11:e0158678. https://
doi.org/10.1371/journal.pone.0158678

11. Slade A. Parental reflective functioning: An introduction. Attach Hum Dev.
2005;7:269–81. https://doi.org/10.1080/14616730500245906

12. Bateman A, Fonagy P. Mentalization-based treatment. Psychoanal Inq.
2013;33:595–613. https://doi.org/10.1080/07351690.2013.835170

13. Müller S, Wendt LP, Zimmermann J. Development and Validation of the Certainty
About Mental States Questionnaire (CAMSQ): A Self-Report Measure of Menta-
lizing Oneself and Others. Assessment. 2021;0: https://doi.org/10.1177/
10731911211061280

14. Sharp C, Vanwoerden S. Hypermentalizing in borderline personality disorder: A
model and data. J Infant Child Adolesc Psychother. 2015;14:33–45. https://
doi.org/10.1080/15289168.2015.1004890

15. Dunning D, Griffin DW, Milojkovic JD, Ross L. The overconfidence effect in social
prediction. J Pers Soc Psychol. 1990;58:568–81. https://doi.org/10.1037/0022-
3514.58.4.568

16. Epley N, Eyal T. Chapter Two - Through a looking glass, darkly: Using mechanisms
of mind perception to identify accuracy, overconfidence, and underappreciated
means for improvement. Adv Exp Soc Psychol. 2019;60:65–120. https://doi.org/
10.1016/bs.aesp.2019.04.002

17. van der Berg P, Wenseleers T. Uncertainty about social interactions leads to the
evolution of social heuristics. Nat Commun. 2018;9. https://doi.org/10.1038/
s41467-018-04493-1

18. Wu H, Liu X, Hagan CC, Mobbs D. Mentalizing during social InterAction: A four
component model. Cortex. 2020;126:242–52. https://doi.org/10.1016/
j.cortex.2019.12.031

19. Muirhead VE, Marcences W, Wright D. Do health provider-patient relationships
matter? Exploring dentist-patient relationships and oral health-related quality of
life in older people. Age Ageing. 2014;43:399–405. https://doi.org/10.1093/
ageing/aft183

20. Ustrell-Torrent J-M, Buxarrais-Estrada M-R, Ustrell-TorrentRiutord-Sbert P. Ethical
relationship in the dentist-patient interaction. J Clin Exp Dent. 2021;13:e61–e6.
https://doi.org/10.4317/jced.57597

21. Goetz K, Schuldei R, Steinhauser J. Working conditions, job satisfaction and
challenging encounters in dentistry: a cross-sectional study. Int Dent J.
2019;69:44–9. https://doi.org/10.1111/idj.12414

22. Baron RS, Logan H, Kao CF. Some variables affecting dentists' assessment of
patients' distress. Health Psychol. 1990;9:143–53. https://doi.org/10.1037//0278-
6133.9.2.143

23. Larsen M, Holde GE, Johnsen J-AK. Challenging encounters in clinical dentistry: a
qualitative study investigating online reviews of patient satisfaction with

Norwegian dentists. Acta Odontol Scand. 2021;80:328–37. https://doi.org/
10.1080/00016357.2021.2009909

24. FeldmanHall O, Shenhav A. Resolving uncertainty in a social world. Nat Hum
Behav. 2019;3:426–35. https://doi.org/10.1038/s41562-019-0590-x

25. Sidi Y, Ackerman R, Erez A. Feeling happy and (over)confident: the role of positive
affect in metacognitive processes. Cognition Emot. 2017;32:876–84. https://
doi.org/10.1080/02699931.2017.1346501

26. Murphy SC, von Hippel W, Dubbs SL, Angilletta MJ Jr, Wilson RS, Barlow FK. The
role of overconfidence in romantic desirability and competition. Pers Soc Psychol
Bull. 2015;41:1036–52. https://doi.org/10.1177/0146167215588754

27. Prinz A, Bergmann V, Wittwer J. Happy but overconfident: positive affect leads to
inaccurate metacomprehension. Cognition Emot. 2018;33:606–15. https://
doi.org/10.1080/02699931.2018.1472553

28. Leman J, Kurinec C, Rowatt W. Overconfident and unaware: Intellectual humility
and the calibration of metacognition. J Posit Psychol. 2021. https://doi.org/
10.1080/17439760.2021.1975155

29. Horváth Z, Demetrovics O, Paksi B, Unoka Z, Demetrovics Z. The Reflective
Functioning Questionnaire–Revised– 7 (RFQ-R-7): A new measurement model
assessing hypomentalization. PLoS One. 2023;18:e0282000. https://doi.org/
10.1371/journal.pone.0282000

30. Jensen TW, Høgenhaug SS, Kjølbye M, Bloch MS. Mentalizing bodies: Explicit
mentalizing without words in psychotherapy. Front Psychol. 2021;12:577702.
https://doi.org/10.3389/fpsyg.2021.577702

31. Alıcı YH, Hasanli J, Saygılı G, Koçak OM. The importance of mentalization, coping
mechanisms, and perceived stress in the prediction of resilience of healthcare
workers. Psychol Health Med. 2022. https://doi.org/10.1080/
13548506.2022.2131855

32. Schwarzer N-H, Nolte T, Fonagy P, Gingelmaier S. Self-rated mentalizing mediates
the relationship between stress and coping in a non-clinical sample. Psychol Rep.
2021;125:742–62. https://doi.org/10.1177/0033294121994846

33. University of Oslo. Nettskjema Oslo, Norway: University of Oslo; 2022 [Available
from: https://nettskjema.no/?lang=en.

34. Diener E, Emmons RA, Larsen RJ, Griffin S. The Satisfaction With Life Scale. J Pers
Assess. 1985;49:71–5. https://doi.org/10.1207/s15327752jpa4901_13

35. Clench-Aas J, Nes RB, Dalgard OS, Aarø LE. Dimensionality and measurement
invariance in the Satisfaction with Life Scale in Norway. Qual Life Res.
2011;20:1307–17. https://doi.org/10.1007/s11136-011-9859-x

36. Cucchi A, Hampton JA, Moulton-Perkins A. Using the validated Reflective Func-
tioning Questionnaire to investigate mentalizing in individuals presenting with
eating disorders with and without self-harm. PeerJ. 2018;6:e5756. https://doi.org/
10.7717/peerj.5756

37. Hakanen JJ, Peeters MCW, Schaufeli WB. Different types of employee well-being
across time and their relationships with job crafting. J Occup Health Psychol.
2018;23:289–301. https://doi.org/10.1037/ocp0000081

38. Strout TD, Hillen M, Gutheil C, Anderson E, Hutchinson R, Ward H, et al. Tol-
erance of uncertainty: A systematic review of health and healthcare-related
outcomes. Patient Educ Couns. 2018;101:1518–37. https://doi.org/10.1016/
j.pec.2018.03.030

39. Ciarrochi J, Deane FP, Anderson S. Emotional intelligence moderates the rela-
tionship between stress and mental health. Pers Individ Dif. 2002;32:197–209.
https://doi.org/10.1016/S0191-8869(01)00012-5

40. Mikolajczak M, Menil C, Luminet O. Explaining the protective effect of trait emo-
tional intelligence regarding occupational stress: Exploration of emotional labour
processes. J Res Pers. 2007;41:1107–17. https://doi.org/10.1016/j.jrp.2007.01.003

41. Schutte NS, Malouff JM, Simunek M, McKenley J, Hollander S. Characteristic
emotional intelligence and emotional well-being. Cognition Emot.
2002;16:769–85. https://doi.org/10.1080/02699930143000482

42. Ciarrochi J, Scott G. The link between emotional competence and well-being: a
longitudinal study. Brit J Guid Couns. 2006;34:231–43. https://doi.org/10.1080/
03069880600583287

43. Armstrong AR, Galligan RF, Critchley CR. Emotional intelligence and psychological
resilience to negative life events. Pers Individ Dif. 2011;51:331–6. https://doi.org/
10.1016/j.paid.2011.03.025

44. Nangle MR, Henry JD, von Hippel C, Kjelsaas K. An empirical study of how emotion
dysregulation and social cognition relate to occupational burnout in dentistry. Brit
Dent J. 2019;227:285–90. https://doi.org/10.1038/s41415-019-0620-0

45. Pau AK, Croucher R. Emotional intelligence and perceived stress in dental
undergraduates. J Dent Educ. 2003;67:1023.

46. Johnsen J-AK, Borit M, Stangvaltaite-Mouhat L. Using storytelling in under-
graduate dental education: Students' experiences of emotional competence
training. Eur J Dent Educ. 2022;00:1–9. https://doi.org/10.1111/eje.12868

47. Chapman HR, Chipchase SY, Bretherton R. The evaluation of a continuing pro-
fessional development package for primary care dentists designed to reduce
stress, build resilience and improve clinical decision-making. Brit Dent J.
2017;223:261–71. https://doi.org/10.1038/sj.bdj.2017.712

J.-A.K. Johnsen et al.

7

BDJ Open            (2023) 9:27 

https://doi.org/10.1136/bmjopen-2018-025569
https://doi.org/10.3390/ijerph182312517
https://doi.org/10.3390/ijerph182312517
https://doi.org/10.1038/s41405-022-00115-7
https://doi.org/10.1038/sj.bdj.4811476
https://doi.org/10.1038/sj.bdj.4811476
https://doi.org/10.1034/j.1600-0528.2001.00011.x
https://doi.org/10.1034/j.1600-0528.2001.00011.x
https://doi.org/10.1001/archinte.159.10.1069
https://doi.org/10.1001/archinte.159.10.1069
https://doi.org/10.1007/s11606-022-07936-0
https://doi.org/10.1371/journal.pone.0158678
https://doi.org/10.1371/journal.pone.0158678
https://doi.org/10.1080/14616730500245906
https://doi.org/10.1080/07351690.2013.835170
https://doi.org/10.1177/10731911211061280
https://doi.org/10.1177/10731911211061280
https://doi.org/10.1080/15289168.2015.1004890
https://doi.org/10.1080/15289168.2015.1004890
https://doi.org/10.1037/0022-3514.58.4.568
https://doi.org/10.1037/0022-3514.58.4.568
https://doi.org/10.1016/bs.aesp.2019.04.002
https://doi.org/10.1016/bs.aesp.2019.04.002
https://doi.org/10.1038/s41467-018-04493-1
https://doi.org/10.1038/s41467-018-04493-1
https://doi.org/10.1016/j.cortex.2019.12.031
https://doi.org/10.1016/j.cortex.2019.12.031
https://doi.org/10.1093/ageing/aft183
https://doi.org/10.1093/ageing/aft183
https://doi.org/10.4317/jced.57597
https://doi.org/10.1111/idj.12414
https://doi.org/10.1037//0278-6133.9.2.143
https://doi.org/10.1037//0278-6133.9.2.143
https://doi.org/10.1080/00016357.2021.2009909
https://doi.org/10.1080/00016357.2021.2009909
https://doi.org/10.1038/s41562-019-0590-x
https://doi.org/10.1080/02699931.2017.1346501
https://doi.org/10.1080/02699931.2017.1346501
https://doi.org/10.1177/0146167215588754
https://doi.org/10.1080/02699931.2018.1472553
https://doi.org/10.1080/02699931.2018.1472553
https://doi.org/10.1080/17439760.2021.1975155
https://doi.org/10.1080/17439760.2021.1975155
https://doi.org/10.1371/journal.pone.0282000
https://doi.org/10.1371/journal.pone.0282000
https://doi.org/10.3389/fpsyg.2021.577702
https://doi.org/10.1080/13548506.2022.2131855
https://doi.org/10.1080/13548506.2022.2131855
https://doi.org/10.1177/0033294121994846
https://nettskjema.no/?lang=en
https://doi.org/10.1207/s15327752jpa4901_13
https://doi.org/10.1007/s11136-011-9859-x
https://doi.org/10.7717/peerj.5756
https://doi.org/10.7717/peerj.5756
https://doi.org/10.1037/ocp0000081
https://doi.org/10.1016/j.pec.2018.03.030
https://doi.org/10.1016/j.pec.2018.03.030
https://doi.org/10.1016/S0191-8869(01)00012-5
https://doi.org/10.1016/j.jrp.2007.01.003
https://doi.org/10.1080/02699930143000482
https://doi.org/10.1080/03069880600583287
https://doi.org/10.1080/03069880600583287
https://doi.org/10.1016/j.paid.2011.03.025
https://doi.org/10.1016/j.paid.2011.03.025
https://doi.org/10.1038/s41415-019-0620-0
https://doi.org/10.1111/eje.12868
https://doi.org/10.1038/sj.bdj.2017.712


48. Gallagher JE, Colonio-Salazar FB, White S. Supporting dentists' health and well-
being - a qualitative study of coping strategies in 'normal times’. Brit Dent J.
2021;1–9. https://doi.org/10.1038/s41415-021-3205-7

49. Meyerson J, Gelkopf M, Eli I, Uziel N. Burnout and professional quality of life
among Israeli dentists: the role of sensory processing sensitivity. Int Dent J.
2020;70:29–37. https://doi.org/10.1111/idj.12523

50. Müller S, Wendt LP, Spitzer C, Masuhr O, Back SN, Zimmermann J. A critical
evaluation of the Reflective Functioning Questionnaire (RFQ). J Pers Assess.
2021;104:1–15. https://doi.org/10.1080/00223891.2021.1981346

AUTHOR CONTRIBUTIONS
JAKJ, SBH, and SJK developed and designed this study. JAKJ, SBH, and SKJ wrote the
first draft of the manuscript, and JAKJ, ML, and GEH reworked the first draft into the
submitted manuscript. JAKJ, SBH, and SKJ did the initial data analyses, and ML and
GEH contributed to the additional data analyses. JAKJ supervised the project. Finally,
all authors reviewed the manuscript and approved the final version.

FUNDING
Open access funding provided by UiT The Arctic University of Norway (incl University
Hospital of North Norway).

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to Jan-Are K.
Johnsen.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://
creativecommons.org/licenses/by/4.0/.

J.-A.K. Johnsen et al.

8

BDJ Open            (2023) 9:27 

https://doi.org/10.1038/s41415-021-3205-7
https://doi.org/10.1111/idj.12523
https://doi.org/10.1080/00223891.2021.1981346
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	Quality of life, mentalization, and perception of challenging patient encounters in dentistry: A cross-sectional study
	Introduction
	Materials and Methods
	Design and procedure
	Measurements
	Ethics
	Statistical analysis

	Results
	Hypothesis 1: Mentalization and perception of challenging patients
	Hypothesis 2 Mentalization and quality of life
	Hypothesis 3: Perception of challenging patients and quality of life

	Discussion
	Limitations

	Conclusions
	References
	Author contributions
	Funding
	Competing interests
	ADDITIONAL INFORMATION




