What factors influence the
provision of preventive care by
general dental practitioners?

A. Sbaraini’

IN BRIEF

® To inform the reader of the factors that
influence a general dental practitioner to
offer preventive care to patients.

® To provide a model of how dental
practices come to be oriented towards
either preventive or restorative care.

® To highlight the resources that dentists
require for providing leadership towards
preventive care.

Background What factors influence a general dental practitioner to offer preventive care to patients? A potential answer
to this question is presented based on the findings of a qualitative study recently undertaken in general dental practice

in Australia. Method A model of how practices come to be oriented towards preventive or restorative care is described,
condensing all of the findings of the study into a single framework. Eight practices were studied and highlighted the in-
teraction between two factors: leadership in practice and prioritisation of cultural, social and economic resources. Results
In this model, dentists' leadership to reorient the prioritisation of resources towards preventive care was crucial. Ideally a
whole practice changed to preventive philosophy, but change was also possible in a single dentist within a practice. Prior-
itisation of resources was also key and interacted with dentist leadership. Prioritisation could be seen in the reorganisation
of space, routines and fee schedules. During this process, one key support factor for dentists was their external networks
of trusted peers and respected practicing dentists. These peers were crucial for transferring preventive knowledge within
small networks of dentists who trusted one another; their influence was reportedly more important than centrally pro-
duced guidelines or academic advice. In order to help dentists change their practices towards preventive care, the findings
from our study suggest that it is important to intervene in these local networks by identifying local dental opinion leaders.
During this study, the key conditions needed for practices to reorient to preventive care included the presence of a com-
mitted leader with a prevention-supportive peer network, and the reorientation of space, routines and fee schedules to

support preventive practice.

INTRODUCTION

This study was built on a previous ran-
domised controlled trial (RCT) under-
taken in private general dental practices
in New South Wales (NSW), Australia.!
Intervention practices in the RCT were

provided with evidence-based preventive
protocols to offer a less invasive approach
to the treatment of dental caries.? The pro-
tocols advised dentists to systematically
apply preventive techniques to prevent new
dental caries and to arrest the early stages
of dental caries, thereby reducing the need
for restorative care. The protocols focused
on primary prevention of new dental caries
(via tooth brushing with high concentration
fluoride toothpaste and dietary advice) and
intensive secondary prevention through
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professional treatment to arrest dental car-
ies progress (applying fluoride varnish and
monitoring the success of tooth brushing
by recording the levels of dental plaque on
the teeth).? Dentists, members of the den-
tal team and patients from the practices
involved in the RCT were invited to par-
ticipate in this qualitative study.

The context of this study: general
dental practices in Australia

This study was conducted in Australia
where more than 80% of dentists work in
private general dental practices.® General
dentists provide the majority of care and
dental hygienists are employed in only a
minority of practices.”* The majority of
dentists are independent self-employed
practitioners; they own their practices and
lead their dental team.

The problem: dentists'
management of dental caries

The restorative approach to dealing with
all forms of dental caries is common

practice for general dental practition-
ers worldwide, despite the plethora of
evidence that a non-operative preven-
tive approach should be the first clinical
option when dealing with early carious
lesions.>”'® The scale of the information
gap between science and practice can be
demonstrated by the findings from surveys
in different countries. Evidence from sur-
veys of dentists in Australia and overseas
suggests that restorative care has been the
dominant approach used to manage the
initial stages of dental caries, which could
have been controlled with preventive
non-operative care."-'

What does preventive
dental care mean to dentists?

A recent review in the British Dental
Journal (BDJ) concluded that ‘there is a
lack of evidence relating to dentists’ per-
ceptions of prevention and its applica-
tion in practice’.'” The author suggested
that qualitative research was needed to
explore the ‘meaning of prevention’ and
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its ‘application’ in dental practice.” This
article responds to this suggestion by
consolidating the findings of a grounded
theory study completed in general dental
practices in Australia.'®'” All grounded
theory studies aim to produce an over-
all explanation that brings all of the
analysis together.

This paper presents that overall expla-
nation; which is more abstract than the
other empirical papers published out of
this study because it brings the entire
context together into a single explanatory
framework. A model is presented explain-
ing how practices came to be oriented
towards either preventive or restorative
care. This model demonstrates an interac-
tion between two key factors:

1. Dentists’ leadership

2. Prioritisation of the cultural, social
and economic resources available
within practices towards prevention.

Suggestions are made of some condi-
tions that are necessary for dentists to
provide leadership toward preventive care.

METHODS

A previous paper has described the sam-
pling, data collection, analysis and inter-

pretation in detail.'® During the study,
Charmaz’s grounded theory methodology'®
was employed to examine the social pro-
cess of adopting preventive dental care in
dental practices. Charmaz’s methodology
suggests a systematic set of procedures
to study and understand social processes,
actions and interactions between individu-
als.'® Accordingly, this study was interested
in what it meant to dentists to practice
preventive dentistry; how it felt to adopt
new routines; what happened during the
process and how people interacted while
adopting preventive care.

Research questions

Grounded theory studies begin with open
questions: researchers begin by assum-
ing that they may know little about the
meanings that drive the actions of their
participants.’® Accordingly, research
questions asked were open and focused
on social processes. The initial research
questions were:
e What was the process of implementing
(or not-implementing) the preventive
protocols (from the perspective of

dentists, members of the dental team,
and patients)?
e How did this process vary?

Sampling strategy

All qualitative research starts with purpo-
sive sampling: sampling the participants
best placed to answer the research ques-
tions. In grounded theory this is followed
by theoretical sampling, in which con-
stant analysis of the data guides further
sampling decisions.'® Participants in the
previous RCT were invited, by letter, to
participate in this qualitative study. Eight
dental practices agreed to participate
(Table 1).

Sample of dentists
and practice staff

During the previous RCT, the numbers of
decayed, missing and filled teeth (DMFT)
were monitored over time. Interviews
began with participants from Dental
Practice 1, where substantial DMFT reduc-
tions were achieved in the RCT, providing
the best possible access to the process of
successfully implementing the protocols.'®
After the analysis of the initial interviews,
participants from Dental Practice 2 were
theoretically sampled. In this practice the
uptake of the preventive protocols had
been very limited according to data from
the RCT trial.'® This strategy allowed com-
parisons between two practices in which
outcomes had been different and con-
sidered to be a proxy for the degree to
which the preventive protocols had been
implemented. After analysing interviews
from Dental Practice 2, participants from
another six practices were recruited. This
included two intervention practices that
had achieved moderate DMFT reductions,
for comparison with Dental Practices
1 and 2. It soon became apparent that
some practices had followed, or continued
to follow, other preventive protocols. In
these practices, the interviewees compared
their experiences in implementing the pre-
ventive protocols provided during the RCT
with those of other protocols. Thus, profes-
sionals from four control practices in the
RCT were sampled to examine the process
of adopting preventive methods in general.

Sample of patients

Two dental practices (Dental Practice 1
and 2), which had offered the preventive

care program during the previous RCT,
consented to send letters of invita-
tion to participate in this study to their
patients. These participants were purpo-
sively selected based on their clinically
measured risk of developing dental car-
ies: some whose risk status had decreased,
some whose risk status had increased and
some whose risk status had stayed the
same over the previous RCT study were
selected. This purposive sampling allowed
comparisons between dental care experi-
ences of participants with different clinical
outcomes. After analysing the first round
of interview data from Dental Practice 1,
participants from Dental Practice 2 were
interviewed. This allowed comparisons
between patients in a practice where the
preventive protocols were successfully
implemented and those who were treated
in a practice where the program had been
less successful.

Interviews

All participants were interviewed for
approximately one hour in locations con-
venient to them such as dental practices,
community centres or homes. Some pre-
ferred to be interviewed over the phone,
when the same format was used as for
face-to-face interviews. Sturges and
Hanrahan have reported that telephone
interviews give the same in-depth data as
face-to-face interviews.' Semi-structured
interviews based on the research ques-
tions were digitally recorded and profes-
sionally transcribed in detail. Transcripts
were checked against the recordings.
The interview process was designed to
gain an in-depth understanding of each
dentist and practice staff’s experience of
adopting prevention in their practices.
Participants were encouraged to talk at
length, to tell their story of using proto-
cols or of learning to work preventively
and to explain what this process meant to
them. For example, all interviews started
with an invitation to describe a ‘typical
day’ in the practice and then progressed
with specific questions about participants’
experiences of implementing protocols
such as:
1. ‘How easily were you able to
implement preventive protocols
in this practice?’
2. ‘What did this implementation
process entail?’'®
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Table 1 Characteristics of participants (n = 40)

Dental Practice 1 1 dentist, 2 dental hygienists

intervention

5 dental assistants, 1 practice manager, 12 patients

Dental Practice 2 3 dentists

intervention

4 dental assistants, 1 practice manager, 5 patients

Dental Practice 3 1 dentist control
Dental Practice 4 1 dentist control
Dental Practice 5 1 dentist control
Dental Practice 6 1 dentist control
Dental Practice 7 1 dentist intervention
Dental Practice 8 1 dentist intervention

Participants from the control practices
were asked similar questions about pre-
ventive protocols or guidelines they had
applied. Patients were asked about their
experience of dental care, what dental care
and preventive care meant to them in gen-
eral, how and why they did or did not adopt
the prescribed preventive care and how this
was influenced by their social context.’® As
the study progressed, the understanding
about how protocols were adopted began
to consolidate and a theoretical framework
was developed to explain the process. New
interview questions were added to further
investigate insights developed during the
analysis of transcripts from earlier inter-
views.'® All dentists were interviewed more
than once which contributed to the refine-
ment of theoretical concepts.

Data analysis

Coding and the constant comparative
method instead of comparison method

Charmaz’s iteration'® of the constant com-

take the form of gerunds (verbs ending in
‘ing’) which emphasises actions and pro-
cesses. In focused coding, a selected set of
central codes were pursued throughout the
entire dataset and the study. This required
decisions about which initial codes were
most prevalent or important and which
contributed most to the analysis. In theo-
retical coding, the final categories were
refined and related to one another.'®

Memo-writing

The primary analyst wrote extensive
memos, which documented the develop-
ment of the codes, what they meant, how
they varied, and how they related to the
raw data (transcripts). Two types of memos
were written: case-based and conceptual
memos.'® Case-based memos were writ-
ten after each interview, containing the
interviewer’s impressions about the par-
ticipants’ experiences and the interviewer’s
reactions. Memos were also used systemat-
ically to question some of our pre-existing
ideas in relation to what had been said in

Consolidating and
interpreting all findings

After the writing of previous papers
had ceased, I went back and I reviewed
interviews, memos, field notes and dia-
grams used during data analysis. It was
clear that there were important elements
within dental practices that interacted to
allow the adaptation to preventive care to
occur. Those elements provided an overall
explanation about the factors that influ-
ence the provision of preventive care by
general dental practitioners. Dentists and
dental team members described two key
elements shaping adaptation to evidence-
based preventive care: leadership in prac-
tices, and prioritisation of a practice’s
cultural, social and economic resources.
The distinction between cultural, eco-
nomic and social resources was drawn
from Bourdieu.”

Sample size and saturation

Sample size in qualitative studies is deter-
mined by reaching a complete understand-
ing of the problem being studied - referred
to as saturation - and not by statistical
power considerations.'®?' Saturation is
determined by the data analyst. When
new interviews became repetitive with
prior interviews and central concepts were
fully understood, the analyst determined
that saturation was reached.” In this study,
data from the last three participants inter-
viewed (three dentists) confirmed find-
ings rather than adding new concepts.
Therefore data collection ceased. In total,
40 participants, ranging in age from 18 to
65-years-old, participated in the interview
process (Table 1).

Ethics approval for the study was
obtained from the Human Research Ethics
Committee at the University of Sydney.

parative method was used during the data  the interview. Conceptual memos, on the

FINDINGS

In their interviews, dentists and the dental

analysis. This involved coding of inter-  other hand, were a form of:

view transcripts, detailed memo-writing 1. Making sense of initial codes
and drawing diagrams. The transcripts 2.
were analysed as soon as possible after 3.

each round of interviews in each dental

Examining participants’ meanings
Understanding processes, including
when they occurred and changed and
what their consequences were.

teams talked about adapting to evidence-
based preventive care in the complex social
environments of general dental practices.
practice. Coding was conducted primarily Patients reported different experiences of
by the author, supported by team meet- dental care in different practices. During

ings and discussions when researchers In these memos, data were compared data collection and analysis, differences
in order to find similarities and differ-
ences. Ideas were systematically indexed
in memos. This process raised new ques-

tions, which were investigated in continu-

compared their interpretations.

Coding occurred in stages. In initial
coding, as many ideas as possible were
generated inductively from early data. In

between dental practices were observed.
Some practices had a structured preventive
approach in place (either the preventive
protocols from the RCT or other protocols)
while others had not.

Charmaz’s form of grounded theory, codes  ing interviews.
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At the ‘structured preventive practices’
dentists performed caries risk assessment
for all patients, following some kind of
preventive protocol and offering a mix of
preventive products to patients. A preven-
tive philosophy of care was the basis of
the practice and a restoration was rarely
placed if patients had bleeding gums or
active caries lesions. On the other hand,
at the ‘restorative practices’ dentists did
not perform caries risk assessment and
there were not preventive protocols in
place. Preventive care was offered by
chance without systematically consider-
ing patients’ real need for it. Patients with
irregular patterns of attendance, who might
have benefited from preventive care, were
offered restorations. Regular patients were
offered applications of topical fluoride at
every visit because they were used to it.

How can we explain the orientation
towards preventive or restorative
care in different dental practices?

When dentists and their teams changed
their practices in line with the preven-
tive protocols from the RCT or another
preventive protocol, they did not follow
protocols slavishly. Rather, they adapted
protocols to incorporate them into their
established practice management sys-
tems. Dentists and the dental teams
described two key elements shaping
adaptation to evidence-based preventive
care: leadership in practices and prioriti-
sation of a practice’s cultural, social and
economic resources.

The first key element was the dentists’
leadership of other members of the den-
tal team. In the beginning of this study, I
had no preconceived idea about the role of
leadership in the provision of preventive
dental care. However, practice staff and
patients talked about dentists’ leadership
a lot during interviews. Dental assistants,
practice managers, dental hygienists and
patients described a dentist who was the
leader of their practice: the dentist-in-
charge. This dentist was seen by all as ‘the
bonding agent’: someone who was crucial
for the practice to remain the great place
it was, someone who inspired practice staff
and patients and deserved their respect.

‘I think my dentist is a pretty good man-
ager who gets things sorted out very well
in here. My dentist is someone you truly
learn to respect. From what I have seen

in this practice I think that my dentist
was born to lead these people.” — Patient,
Dental Practice 1.

To lead a practice, dentists had to be
highly skilled clinicians, respected and
trusted by their dental team. Leading a
dental practice involved communicating
ideas in an effective and precise manner
to all staff, building relationships with
all staff members and providing solu-
tions for daily practical problems as they
arose. Some dentists excelled in building
relationships of trust and respect, which
produced fruitful interactions with staff
and patients.

‘The dentist-in-charge of this practice
is very good to take new things on board
and we do what we are told. We are all
comfortable to tell the dentist-in-charge if
we think it is not working [sic].” - Dental
assistant, Dental Practice 1.

‘To me it is a constant thing of trying to
do it better; to deliver a better treatment for
the patient and to make it a better environ-
ment for the staff. And my belief is that
the day you do not want to make it better
for the staff and you do not want to make
it better for patients is the day you stop
working as a dentist.” - Dentist-in-charge,
Dental Practice 1.

However, dentists also had to have effec-
tive leadership in terms of prioritising the
allocation of different kinds of resources
within practices. Intuitively, one might
imagine that practices with more resources
might be better able to change to imple-
ment preventive care. However, in this
study all of the participating practices
were well resourced. The most significant
issue was not the possession of resources,
but their prioritisation towards prevention.
Prioritising resources towards prevention
was not a simple task as it involved cul-
tural, social and economic elements.?

Cultural resources were those elements
that defined the dentists” identities within
a social setting: who they were, what they
did, what they trusted and what credentials
they had. In this study, dentists defined who
they were by describing their long-standing
behaviours, attitudes, beliefs and disposi-
tions. For example, many saw themselves
as being ‘dental surgeons’ and ‘performing
surgery’, that is intervening mechanically to
repair and restore oral function. For ‘per-
forming surgery’, dentists needed to possess
particular goods which were present in all

practices — namely state-of-the-art instru-
ments, materials and equipment for provid-
ing the best possible dental care.

All dentists shared common training or
credentials and this was for the most part
focused on restorative care. This meant
that they lacked established systems for
practicing evidence-based preventive
care. Two implicit ‘rules’ were also shared
by all dentists and underpinned contin-
ued restorative treatment. They believed
that some patients were too ‘unreliable’
to benefit from prevention and only
tangible restorative treatment offered
‘value for money’, which would satisfy
their patients.'®

‘We just do not make the appointment
anymore for those patients who just do
not care; we just leave it up to them. We
stress why it is important but they just
do not even turn up to the appointment
so we are not going to waste our time on
unreliable people. So they come in when
they need treatment, which is usually
restorative.” - Dentist-in-charge, Dental
Practice 8.

‘Some patients may not want preventive
when you mention using fluoride, duraphat
varnish. It all takes time, and they may not
want that if they are not getting anything
back from their health fund.’ - Dentist-in-
charge, Dental Practice 2.

Dentists also shared cultural norms
and values about evidence. In particular,
they valued results seen in their patients’
mouths as important evidence and trusted
this more than academic research.'”

‘A lot of my evidence is based on my
clinical experience and on what I have seen
in my patients’ mouths and feel will work
on that particular patient. — Dentist-in-
charge, Dental Practice 1.

‘I probably trust my own clinical experi-
ence more than anything, because, after
all you keep doing something that is not
working, you are going to stop, aren’t you?
My own clinical experience is what I trust
the vast majority of the time. - Dentist-in-
charge, Dental Practice 7.

Social resources were defined as a net-
work of individuals whom dentists trusted
and connected with. Dentists invested time
and effort in establishing these relation-
ships. There were networks inside and
outside of dental practices. The internal
network of a dental practice was made up
of members of the dental team, clinical and
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non-clinical working staff. External net-
works, in contrast, were a social resource
for the individual dentist, not directly inte-
grated with daily practice activities and the
dental team. Dentists who were members
of a professional society or association
benefited from networking and exchang-
ing valuable information with other mem-
bers during meetings and social events.
They also participated in less formal activi-
ties to establish networks and exchange
information with peers, such as internet
forums about dental products and tech-
niques, study groups, and continuing edu-
cation courses. For example, all individual
dentists had a personal network of trusted
peers and key opinion leaders. Members
of these networks were practicing dentists.
The dentists in this study said that non-
clinical dental academics were not legiti-
mate social resources, as they did not share
their clinical experiences or understand the
challenges of general practice."”

‘I and six other dentists meet and talk
about patients’ cases and I get to see what
clearly has worked or not worked in my
patients and what other dentists have
done. And that all becomes part of my
evidence base or my inherent knowledge
of what I will do in practice! — Dentist-in-
charge, Dental Practice 1.

Economic resources were defined as
dental services exchanged for money. In
the privatised landscape of Australian
dentistry, dentists felt they were under
constant pressure to remain financially
viable - a predictable income and patient
flow were critical resources to be protected.

‘A problem has been having to spend
more time talking about disease preven-
tion, I think, because traditionally we have
seen that as non-productive time and I
tend not to charge for that. - Dentist-in-
charge, Dental Practice 4.

How did leadership and resources
interact to explain adaptation
to preventive care?

The interaction of leadership and resources
was investigated by building a four quad-
rant model based on the contrasting cir-
cumstances that were observed across
the eight practices participating in the
study (Fig. 1).

The model shows four scenarios, which
will be explained further below. First, it
was observed that all participating dentists

Quadrant 2: Leadership and prioritization
of resources toward restorative care

Unique aspects of practices (n=3)
® Leader toward restorative care: a dentist (owner)
© Absence of dental hygienist
© Same auxiliary staff for more than 10 years
® Whole dental team being encouraged to 'sell’
restorative care.

More leadership

Quadrant 1: Leadership and prioritization of
resources toward preventative care

Unique aspects of practice (n=1)
 Leader toward preventative care: a dentist (owner)
© Additional team member: 1 dental hygienist
© Same auxiliary staff for 20 years
* Training sessions: frequent knowledge sharing
© Re-organisation of physical space and routines
* Amendment of fee schedule
* Whole dental team working together.

Similarities among practices

Leading to Team members: 1 dentist (owner); 2 or more Leading to
restorative dentists (employees); 3 or more dental assistants; preventative
care 1 dental hygienist; 1 receptionist; 1 practice manager. care

Physical space: 2 or more fully equipped surgeries,
reception area, sterilization are and staff resting area

Quadrant 3: Absence of leadership perpetuating
automated restorative care routines

Unique aspects of practice (n=1)
© Absense of leadership
* Additional team member: 1 dental hygienist
© High mobility and frequent change of auxiliary staff
* Whole practice organised as an automatic
‘production line' for restoratice care.

Fig. 1 The four quadrant model

Less leadership

Quadrant 4: A single dentist
pursuing prventative care

Unique aspects of practices (n=3)

® Leader toward preventative care:
a dentist (employee)

* Absense of dental hygienist

© Same auxiliary staff for more than 15 years

© Asingle dentist and dental assistant devising
efficent routines to accommodate preventative
activities for their patients within a practice still
oriented toward restoratice care.

talked about themselves as ‘being preven-
tively-oriented’ as they ‘put patients first’
and educated them about their mouths,
the role of saliva, life style (diet, smoking,
alcohol consumption and exercise), oral
hygiene and the use of preventive prod-
ucts. Avoiding the unnecessary removal
of tooth structure during a restorative
procedure was also part of their con-
ceptualisation of a preventively-oriented
dentist. However, although most partici-
pants talked about themselves as being
‘preventively-oriented’, actual practice
varied widely. This variation is reflected
in the differences identified for each of the
four case-scenarios presented in Figure 1.

Explaining differences
between dental practices

Figure 1 shows four hybrid hypothetical
practices which were created from elements
of the eight practices in this study and used
to explain the differences observed across
all eight practices. The model illustrates:
1. How social, cultural and economic
resources worked in practice
2. The way that dentist’s leadership
changed the use of resources, that is,
the way resources were prioritised
towards or away from preventive care
because of the leadership of the dentist.

The best case scenario for prevention
(Quadrant 1) happened when a dentist
(practice owner) was the leader for pre-
vention and prioritised the resources of
the whole practice towards preventive
care. Conversely, the worst case scenario
(Quadrant 3) happened when there was
absence of leadership, which perpetu-
ated habitual, reactive restorative care
throughout a practice. Quadrant 2 shows
a situation where dentists (practice own-
ers) were leaders for restorative care and
prioritised resources in that direction,
leading to the uniform practice of res-
toration. In Quadrant 4, practice owners
allowed a single employee to prioritise
preventive care; the practice remained
oriented to restorative care, but one small
section of the practice systematically
implemented prevention.

Quadrant 1: leadership and
prioritisation of resources
towards preventive care

Only one practice fell into Quadrant 1.
This practice was deliberately selected as
an extreme case to illustrate what could
be achieved. It was led by a single den-
tist who owned the practice. All team
members were extremely loyal to their
employer and most staff had been in the
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practice for more than 20 years. There
was a strong tradition of internal continu-
ing education and collegiality among all
members of the dental team. This inter-
nal network of people shared knowledge,
that is, cultural resources. For example,
there were team meetings to discuss pub-
lished case reports, educational courses
(such as first aid) delivered at the dental
practice, dental industry practical work-
shops about new products and practice
management courses.

‘We do a lot of training here. So, they
[practice staff] are always growing and
learning. We have meetings every week or
so when we discuss a paper in a magazine,
or we might have someone to give us a
talk about patient resuscitation or some-
one from a dental company who comes
here and tells us what they have that is
new for our practice.” - Dentist-in-charge,
Dental Practice 1.

These opportunities to meet and discuss
various topics benefited all members of the
dental team in two ways. Firstly it was a
way of acquiring the cultural resource of
new knowledge and secondly it strength-
ened their relationships, that is, internal
social resources. The quality of the rela-
tionships among members of the dental
team was important for achieving stability
and cohesion during daily activities.

When the earlier RCT project’ began,
the lead dentist took actions to completely
reorient the routines of the practice in the
direction of preventive care, including
but not limited to implementation of the
RCT protocols.'® The dentist hired a dental
hygienist to deliver oral hygiene instruc-
tion and run maintenance visits; reorgan-
ised the physical environment and routines
of the practice to accommodate preven-
tive activities, such as coaching of tooth
brushing and flossing; and changed the
fee schedule to cover the delivery of pre-
ventive services to protect the income of
the practice.'

‘I had to decide how to do it and to work
out what we were doing with the protocols.
To start with I kept looking at the protocols
and thinking, ‘God, what do you have to
do?’ Then, I would train the staff, and I
used to constantly refer to the home fluo-
ride measures and then after a while you
just know them. So, then it became easy.
I had the duraphat here. I had the high
concentration fluoride toothpaste here. I

had the stuff you need for saliva testing.
I had the computer system. I had digital
imaging. So, it was not a hard thing to do.
It was more the mental thing and think-
ing, ‘this is what I am doing’ and I had
to sell it to my staff and then I was sell-
ing it to my patients.” - Dentist-in-charge,
Dental Practice 1.

This set a new direction for the whole
practice, through their reputation for pre-
vention they gained new patient referrals
and experienced increased sales of preven-
tive products. The lead dentist felt stronger
medico-legally as a consequence of prior-
itising resources towards preventive care.
Participants also talked about practicing
prevention as offering the best care for
each patient.’®

‘Prevention is a huge and now subcon-
scious part of how I practice. My staff
and I believe that we are doing the best
thing for the patients and that is posi-
tive. I believe that we are doing it better
than we used to do. - Dentist-in-charge,
Dental Practice 1.

Quadrant 2: leadership and
prioritisation of resources
towards restorative care

Three practices were assigned to Quadrant
2. The lead dentists, who owned the
practices, retained a strong commitment
to restoration and were opposed to
change. Members of the dental team
were encouraged to ‘sell’ restorative care
to every patient. Preventive activities
were seen as ‘unproductive time’ and the
focus was on restorative care including
crowns, implants and aesthetic dentistry,
particularly tooth whitening and veneers.

‘I just could not really see that a formal
risk assessment was going to materially
alter the outcomes for my patients. The
patients come to us and they are expecting
to be treated the way they have always been
treated and have a check up, some x-rays
and a filling and come back after one year
for the same again.” - Dentist-in-charge,
Dental Practice 3.

Quadrant 3: absence of leadership
perpetuating automated
restorative care routines

As in Quadrant 1, only one practice was
allocated to this quadrant and the case
had been selected as an extreme case (of
poor outcomes in the RCT) to allow for

the full range of possibilities. It was dis-
covered that in this practice, the absence
of a team leader meant resources could
not be prioritised towards preventive care.
The owner and the employees practiced
dentistry in a ‘default mode’, simply react-
ing to whatever clinical problem presented,
but with a focus on predominately pro-
viding restorative care. Members of the
dental team were either not interested or
unaware of the potential value of preven-
tive care. Dentistry was practiced as an
assembly line perpetuating the automated
routines of ‘drilling and filling’ There was
a sense of alienation as team members did
not feel empowered in any way to help
patients to improve their oral health. The
dental assistants and dentists performed
predictable, set tasks and the patients were
passive participants.

‘I see 20 patients a day and it is mainly
restorative work. I do not feel I can control
any of the other people that work here in
terms of what kind of care they provide.” -
Dentist-in-charge, Dental Practice 2.

‘We were a bit too busy to implement
the protocols. I did not have time to teach
the staff about them. The other thing was
that our practice manager left and then
we had a different one, but things are
still a bit messy.” - Dentist-in-charge,
Dental Practice 2.

Quadrant 4: a single dentist
pursuing preventive care

There were three different practices in
Quadrant 4, with only one dentist in each
practice with an interest in prevention. The
practice owner and leader of the whole
practice was not involved in the process,
but allowed one employee to prioritise
limited resources towards preventive care.
The ‘preventive dentist’ shared knowledge
with a dental assistant in the practice,
who developed an interest in preventive
care. As a result, preventive activities were
included as part of the usual routines of
that dentist and the dental assistant.
However, there were practical differences
from the scenario in Quadrant 1, as pre-
ventive activities were part of the usual
recall appointment fee, so ‘prevention’
was not financially valued and the rest
of the practice was still oriented towards
restorative care.

‘I suppose if I did not have support from
my practice management I could not work
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the way I do. Not having this support is a big
issue these days because lots of people are just
working for big practices that are running as
businesses. I think charging for prevention is
the hardest thing. Getting it accepted by other
dentists is difficult too because they might be
filling in everything.’ - Dentist employed at
Dental Practice 6.

Implications for patients

Patients had different experiences in dif-
ferent practices. During the study patients
were recruited from two dental practices.
These practices were allocated in Quadrants
1 and 3 (Fig. 1). Patients who visited the
practice in Quadrant 1 reported that their
visit was friendly and mutually respectful.
They were offered preventive options and
were educated about self-care at home.
As a result, patients talked about having
‘strong teeth’ and ‘being in control’ of their
oral health. Conversely, those patients who
visited the practice located in Quadrant 3
described their relationship with dentists as
dictatorial because dentists had a ‘mandate
for doing fillings. The patients felt they
were not made aware of preventive options
and their teeth were ‘degenerating’ This
group of patients characterised dentists as
either ‘old-school dentists’ (Quadrant 3) or
‘new-school dentists’ (Quadrant 1) based
on the treatment options provided and the
clinical relationship offered.'®

‘I wonder whether old-school dentists
have got a mandate on what they do
or whether that is easier or they make
more money from continually filling
teeth...’ - Patient, Quadrant 3.

‘The dentists never mentioned to me any
possibility of fluoride treatments. So I just
think that there must be an old-school
where this is the way it is done.! - Patient,
Quadrant 3

‘[ have been fairly better educated in this
practice. [ used to just go to a dentist and get
my teeth fixed and no one really ever said
what to do in between. - Patient, Quadrant 1

DISCUSSION

What is the relevance of these
findings to the future of preventive
care in general dental practices?

In this study, restorative care was the
‘default mode’ observed in the majority of
the practices. Figure 1 shows that this was
particularly the case in Quadrants 2 and

3, where strong commitments to restora-
tive care meant preventive treatments were
actively resisted or a lack of leadership
made restoration the ‘default’ option. The
dental leader in Quadrant 1 had adapted
completely to prevention, while the
employee dentists in Quadrant 4 engaged
in prevention but had little support.

The difference between Quadrants 1 and
4 was the degree of leadership offered in
the whole practice and thus the proportion
of practice resources prioritised towards
prevention. In Quadrant 4, the single den-
tist and a dental assistant created a ‘pre-
ventive oasis’ inside a dental practice still
oriented towards restorative care. In con-
trast, in Quadrant 1 the whole dental team,
guided by the lead dentist, were engaged
and established preventive care as central
to their daily practice routines.

This study suggests that leadership is
imperative if there is to be a movement
away from a ‘default’ restorative focus
towards preventive care. Such leadership
is potentially a challenging task, requir-
ing an individual dentist to persuade all
members of a dental team to make pre-
ventive care a central part of daily life
of a general dental practice. Willcocks
in his BDJ opinion article described this
form of leadership as ‘transformational
leadership’, when the lead dentist inspires
and motivates all members of the dental
team, engaging them to support change
or transformation.?? Our findings pro-
vide empirical support for this view that
an individual dentist’s leadership role
is vital for effecting change in a dental
practice. Other researchers have shown
that other factors also influence change
in dental practices: adopting a team
approach, allowing autonomy within the
dental team and being part of profes-
sional networks.” These were all present
in Quadrant 1, while having autonomy
to practice prevention was essential in
Quadrant 4.

In this study, dentists’ cultural identity,
that is, their long-standing beliefs and
dispositions, defined their daily practices
of restorative care. For example, dentists
described their daily activities as ‘perform-
ing surgery’ and this was part of what it
meant to be a dentist. While on the surface
this may seem trivial, it potentially has
a profound impact on the likelihood that
dentists will practice preventive care. If

dentists are asked to provide preventive
care, meaning that there is no need for
the customary focus on restorative care,
the move away from an interventionist
approach of care could profoundly chal-
lenge their professional identity.®%24-2¢
In addition, dentists’ deeply-held beliefs
about the motivation, values or coop-
erativeness of patients also determined
whether or not prevention was offered.
This is consistent with previous research
that shows that dentists may find it dif-
ficult to treat patients who do not value
oral health or are disinterested, pro-
viding them with a different quality of
dental care.”*

How can dentists be encouraged
to develop a preventive outlook?

This study suggests that it is critical to con-
vince practice leaders that it is possible to
sustain their income while moving towards
a preventive care focus. External networks
of trusted peers and key opinion leaders
(practicing dentists) could potentially be
mobilised to promote preventive care. For
example, a strong opinion leader (who is a
practicing dentist within a local network)
could be identified to work with dental
practices as an agent of change. Opinion
leaders could also set up study groups to
discuss clinical cases and highlight practical
strategies for practice leaders to have the
confidence to prioritise resources towards
prevention. Based on our findings, such
opinion leaders could have a strong effect
within their network of dentists. Other
authors have also suggested that knowledge
transfer relies on small networks of dentists
who trust each other.?*!

This may be a disheartening conclusion
for dental academics who hope that dental
professionals will embrace the paradigm of
evidence-based dentistry simply because
the RCT evidence is compelling. However
this study has shown that dental practice
is not purely scientific, it is also cultural,
social and economic. While we can publish
papers about the need for evidence-based
preventive care and discuss it in dental
meetings, this study suggests that until we
get access to the influential local networks
in which decisions about the practice of
dentistry are made on a daily basis, we
will not change knowledge transfer inside
practices. Future intervention research
should not only be consistent with the best
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RCT evidence, but should address practice
leadership, the prioritisation of cultural,
social and economic resources towards
practicing prevention and the need to
communicate research evidence through
trusted networks of dental professionals.
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