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DEVELOPMENT AND IMPLEMENTATION OF A CURRICULUM FOR

TEACHING RELATIONAL COMMUNICATION SKILLS IN DENTISTRY

ABSTRACT

Dental students should realise early in their careers - in dental school - the importance of
developing and mastering sound relational communication skills with patients. As a
result, the aim of this study was to develop and implement a curriculum in relational

communication skills for third year dental students.

The methodology employed in the study comprised the following three phases:
Phase I: (i) Evidence from the literature.

(it) Macro analysis of the South African dental market.

Phase 1lI: (i) Identification of specific and sub-outcomes essential for the dentist to be
competitive in the emerging South African dental market.
(i) Develop a curriculum according to the South African Qualifications

Authority format (Purpose, Embedded knowledge, Assessment criteria).

Phase I11: (i) Implementation of the curriculum.

Implementation of the curriculum involved a pilot study followed by a pre- and post
training cycle. The subjects were 67 third year dental students. The following instruments
were employed: A study guide; a case study; an assessment rubric; two questionnaires,

namely “Patient’s” feedback and “Dentist’s” feedback; a standardised patient.



Quantitative and qualitative results were obtained.

M Quantitative results: The class as a whole scored significantly higher during
training cycle 2 compared to training cycle 1 (p < 0.0001). Both male and
female students rated the importance of the respective topics addressed in the
curriculum, as rather important - average scores for male and female students
were 4.27 and 4.25, respectively.

(i) Qualitative results: The important roles of trust, empathy and active listening
in establishing a meaningful relationship with a patient, which was conveyed

by means of the curriculum, were emphasised by the majority of students.

Key words: Communication skills teaching; curriculum development; customer

relationship management; dentist-patient relationship; standardised patient.



INTRODUCTION

The point of departure for this study is the contention that a warm, personal and
understanding dentist is the primary prerequisite in a patient’s appreciation of, and
demand for, comprehensive dentistry (1). Comprehensive dentistry comprises all the
clinical disciplines of dentistry, namely prosthodontics and implantology, aesthetic
(cosmetic) dentistry, preventive dentistry, orthodontics, periodontics and surgery. A
private dental practice, in order to be viable, requires patients who are loyal, dentally
educated, and as a result prepared to invest in comprehensive dentistry (2; JG White,
personal communication). However, a vital, yet often underestimated prerequisite for
creating a loyal, dentally educated patient who is prepared to invest in comprehensive
dentistry is the dentist’s ability to communicate effectively with a patient. The result of

effective communication is threefold:

o Firstly, effective communication conveys warmth, interest, respect, empathy and
sensitivity towards the patient through a patient-centered approach. As a result of
this patient-centered approach, a loyal patient is created through a trusting and
safe relationship.

o Secondly, effective communication enables the dentist to deal with patients’
expectations, emotions, anxieties and to recognise significant psychosocial
factors, leading to more accurate diagnosis and treatment processes, thereby
increasing patient satisfaction and -retention and, as a result, the dentist’s job

satisfaction (3).



o Finally, with education effective communication creates a patient with an
understanding of, or appreciation for, comprehensive dentistry. A patient with an
understanding of comprehensive dentistry will demand such and comply with

proposed treatment.

In view of the emerging, competitive South African dental market which is characterised

by:

Q) patients’ need for comprehensive dentistry that is not reflected in their demand for
such,

(i) arapid decline in the funding of oral care, and

(iii)  the cost structure of the average dental practice,

the dentist-patient relationship is a crucial factor that has an influence on the viability of

the average dental practice in South Africa (SA).

Dental students should be taught in dental school the importance of developing and
mastering sound relational communication skills with patients. If students are not taught
proper communication skills in dental school, they may develop incorrect habits and pay
for their experiences later in their professional careers (4). Dental schools should create
competitive dentists - perceived by patients to be different and unique in their
relationships with patients and as a result enabled to retain patients. As a result,
curricular outcomes must integrate business principles such as customer relationship
management (CRM), competitiveness and differentiation with the traditional clinically-

and technique-orientated dental curriculum.



Until recently, little or no emphasis was placed on the development of interpersonal
communication skills because dental students’ cognitive and clinical development have
always been emphasised. Time restraints and lack of faculty interest also played a part (5;
6). However, an increasing number of proponents of communications skills teaching
argue that communication is a core clinical skill rather than an optional extra and should
be part of the undergraduate dental curriculum. A recent review done by Aspergren for
the Association for Medical Education in Europe concludes that there is overwhelming
support for the fact that communication can be taught and learned (7). This, however,
requires the development of a relevant, outcomes-based curriculum in relational

communication skills.



METHODOLOGY
The aim of this study was to develop and implement a curriculum in relational

communication skills for third year dental students. It comprised three phases.

Phase |

During Phase | of the development of an outcomes-based curriculum in relational
communication skills, evidence from the literature was combined with a macro-analysis
of the South African dental market to identify those specific outcomes and sub-outcomes

essential for the dentist to be competitive in the emerging South African dental market.

Phase 11

Identification of outcomes

Given the close relationship between dentistry and medicine, the similar nature of the
doctor-patient and dentist-patient interactions, as well as the integration of medical and
dental science in the undergraduate dental curriculum at the University of Pretoria, it was
decided to explore the literature in terms of currently used doctor-patient communication

models in medicine and determine whether such models could be applied in dentistry.

The five currently used models of doctor-patient communication (8; 9; 10; 11; 12) were
combined in the Kalamazoo Consensus Statement (13) which represents the essential
elements of physician-patient communication. However, the Kalamazoo Consensus
Statement was further developed in this study by combining it with the Competency

Keys: Actualizing the Gold Standards of Communication Skills (14). Furthermore, as a



result of the first author’s 25 years’ personal experience as dentist of the South African

dental market, a few “dentistry-specific” adjustments were made to the combined model.

This developmental process resulted in those required specific outcomes and sub-
outcomes essential for the dentist to be competitive in the emerging South African dental

market in terms of relational communication skills (Table 1, below).



Table 1 Outcomes and sub-outcomes essential for the dentist to be competitive in the

emerging South African dental market

Specific outcomes

Sub-outcomes

Opening the interview
(Create safe environment)

Greets patient

Obtains patient’s name

Introduces self

Attends to patient’s physical comfort (here and throughout interview)

Identifies and confirms patient’s chief complaint

Gathering information: Structuring the interview
(Explain interview process)

Negotiates an agenda for consultation

Attends to timing

Gathering information: Exploration of problems
(Determine chief complaint)

Encourages patient to give history of chief complaint

Uses open guestioning technique(s)

Uses closed questioning technique(s)

Listens attentively (no interruptions; allow time for patient to think
before answering)

Facilitates patient’s responses (use of encouragement, silence,
repetition, paraphrasing, interpretation)

Clarifies patient’s statements which are vague and need amplification
Summarises at end of a specific line of inquiry to verify own
interpretation of what patient has said to ensure no important data was

omitted

Understanding the patient’s perspective
(Determine expectations, psychosocial issues & emotions)

Determines patient’s expectations regarding each problem

Picks up verbal cues (patient’s need to contribute information/ask
questions; information overload; distress)

Picks up non-verbal cues (patient’s need to contribute information/ask
questions; information overload; distress)

Encourages expressions of feelings

Encourages patient to contribute ideas/suggestions/preferences/beliefs

Accepts legitimacy of patient’s views/beliefs (non-judgmental)

Sharing information
(Treatment plan presentation)

Discusses treatment options

Discusses consequences of not proceeding with treatment plan (in non-
threatening manner)

Provides information about procedures, processes, benefits &
advantages, value & purpose)

Uses easily understood language (avoids or adequately explains
technical terminology)

Shares own thoughts & ideas
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Reaching an agreement on treatment plan(s)
(Treatment plan acceptance)

Obtains patient’s view of need for action (perceived benefits)
Negotiates mutually acceptable treatment plan (encourages patient to
make choices; address concerns)

Elicits patient’s understanding about treatment plan(s)

Takes patient’s lifestyle, beliefs, cultural background and abilities into
consideration

Encourages patient to be involved in implementing treatment plan (to
take responsibility and be self-reliant)

Asks about patient’s support network for decision-making

Close the interview

Summarises session briefly

Contracts with patient regarding next step(s) for patient and
dentist

Explains possible unexpected outcomes and safety-nets

appropriately

Nurture the relationship
(Employ relationship building blocks)

Demonstrates interest

Demonstrates respect

Communicates warmth

Demonstrates appropriate non-verbal behaviour (for example eye
contact, posture & position, movement, facial expression, use of voice)
Reading, writing, use of computer do not interfere with
dialogue/rapport

Shows empathy with patient

Deals sensitively with embarrassing and disturbing topics

Bonds with the patient
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Development of a Curriculum in Relational Communication Skills

The curriculum was developed and structured according to the format required by the
South African Quality Authority (SAQA) and compiled as a study guide. Each student
was issued with a copy of the study guide. The structure of the curriculum comprises the

following three dimensions:

0 The purpose
The purpose of a curriculum in relational communication skills was stated.
0 Embedded knowledge
It represents the supporting evidence from the literature.
0 Assessment criteria were derived from the outcomes and sub-outcomes.
The assessment criteria were compiled as an assessment rubric and employed by the
standardised patient (SP) as assessment instrument* during assessment of students’

relational communication skills.

*(The initial assessment rubric was statistically analysed to investigate and confirm its
construct validity and internal consistency. This resulted in a refined and adjusted (final)
assessment rubric. The development of this assessment rubric will be described in a

separate article to follow).
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Phase 111

Implementation of the curriculum

Implementation of the curriculum comprised the following:

A pilot study

Pre- and post-training cycles

Pilot study

A pilot study was conducted with 10 fourth-year and 10 second-year students before

commencement of the study. The purpose of this pilot study was twofold:

(0}

To evaluate the design of the research process, the SP’s use of the assessment rubric
and the appropriateness of two of the instruments, namely the “Patient’s” feedback
and the “Dentist’s” feedback.

To ensure the eventual “richness” and trustworthiness of the data collected.

The pilot study confirmed the following:

(0}

(0}

(0}

The SP experienced the assessment rubric as an appropriate and user-friendly
instrument to assess students’ relational communication skills.

The questionnaire: “Patient’s” feedback, employed as assessment instrument by the
SP, complemented the rubric as assessment instrument.

The six categories of the original questionnaire: “Dentist’s” feedback, that required
open-ended, qualitative feedback by the student acting as “dentist”, was experienced
as inadequate. In order to ensure “richness” and trustworthiness of data, students’

open-ended, qualitative feedback needed to be enhanced by a quantitative rating
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scale. As a result, a qualitative data analysis process was employed to develop a

quantitative rating scale to complement the original questionnaire.

Pre- and post training cycles

The curriculum was implemented by means of a pre-and post training cycle comprising

five steps (Table 2, below). The rationale for this design was the following:

(0]

A pre- and post-training cycle enabled the researcher to evaluate the effect of the
proposed dental educational research intervention on students’ observable relational
communication skills;

In order to enhance student-centered, problem-oriented learning, the design ensured
the exposure of students to an experiential learning strategy complemented by a
didactic teaching strategy (Steps 1 & 3). The purpose of first exposing students to
an experiential learning strategy (Step 1) was to stimulate students affectively - to
“experience the experience” - about the nature and process of conducting an
interview. As a result, students’ identification with, and realisation of the
importance of the theoretical evidence supporting communication skills teaching
were enhanced. The evidence behind communication skills teaching, the cognitive
aspects as well as the required communication skills were presented during the
didactic teaching strategy (Step 3). The experiential teaching strategy was repeated
after the didactic teaching strategy to enable students to functionalise the acquired

skills through repetitive practice (Step 4);
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0  Evaluation of students’ relational communication skills by the SP (Steps 2 & 5) by
means of the assessment rubric ensures transparent, objective, reliable and credible
assessment.

Subjects

A cohort of 67 third year dental students comprised the subjects of the study. The

demographics of the subjects were as follows: the majority (n = 42; 63%) was female.

Forty eight students (72%) were White, 12 students (18%) were African and seven

students (10%) were Asian. The average age of the group was 21.8 years (male = 22.8

years; female = 21.2 years). The cohort of 67 students was divided into 16 smaller groups

of four students each and one group of three students.

Instruments
e Study guide

A study guide was compiled and each student was issued with a copy.

e Case study

A case study was developed which represented a clinical scenario comprising the full
scope of biopsychosocial skills required during the dentist-patient interview. The clinical
scenario represented a patient with the following diagnosis: a carious lesion on the right
maxillary first premolar; a defective restoration on the left maxillary central incisor; a
discoloured right maxillary central incisor; gingivitis and an impacted left mandibular

wisdom tooth. Each student interviewed the SP by means of the case study.
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e Assessment rubric

The identified outcomes and sub-outcomes were converted into a logical and sensible
structure or rubric for teaching and assessing dental students’ relational communication
skills. The rubric comprised seven communication tasks. For each of the seven

communication tasks, various skills were listed, resulting in a total of 43 skills.

o “Patient’s” feedback

The questionnaire: “Patient’s” feedback was designed to focus particularly upon the
relationship between dentist and patient, patient understanding, -loyalty and -agreement.
The SP, as “patient”, rated her experiences of the “dentist’s” relational communication
skills during her interview with each student on a five-point Likert scale by means of this
questionnaire (15). Likert scales are commonly used to measure attitude, providing ‘a

range of responses to a given question or statement’ (16).

o “Dentist’s” feedback
Each student provided quantitative and qualitative feedback about his/her experience as
“dentist” during the interview with the SP on a five-point Likert scale and by answering

open-ended questions, respectively.

e Standardised patient
A professional actress was trained as SP to portray the case study (clinical scenario) in a
consistent, reproducible and measurable manner (17). To assist the SP in understanding

the nature of the dental scenario and its presenting signs and symptoms, written case
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notes were prepared for the SP to review. During training of the SP, the assessment rubric
(Table 2, below) served to educate her about the nature of the dentist-patient interaction.
The SP was provided with guided feedback as she rehearsed the desired physical and

verbal responses during her interaction with the “dentist.”



Table 2 Design of the study: Pre- and post- training cycles
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Video recordings of
Role play d
Experiential learning 3" year dental
Step 1 case study with , .
opportunity (“experience students’ base line
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Step 5

Evaluate

Evaluation of 3™
year dental
students’ newly
developed
communication

skills

Evaluation by
SP by means
of the
Assessment

rubric
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RESULTS

Quantitative Results

Both male and female students (including the class as a whole) scored significantly
higher during training cycle 2 compared to training cycle 1 (p < 0.0001). Both male and
female students rated the importance of the respective topics addressed in the curriculum,
as rather important - average scores for male and female students were 4.27 and 4.25 on a

five-point Likert scale, respectively.

Qualitative Results
Examples of students’ qualitative feedback are represented in Tables 4 - 7. Table 4
(below) indicates that by role-playing a structured interview, students’ confidence to

interact in a relaxed way with the “patient” was enhanced.

Table 4 Role-play improved students’ confidence

o “The visual aids helped to give more information to the patient. The structure given in the lecture helped me to be

more confident. | am more relaxed now compared to the first time.”
e “This practice helped us and enabled us to approach the patient and also helped us to improve our confidence and

thus be able to express ourselves.”

The important roles of trust, empathy and active listening in establishing a relationship

with a patient, were emphasised by most of the students (Table 5, below).
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Table 5 Role of trust, empathy and active listening

e “| think it is important that we are given things that establish trust. Trust is very important. As a dentist, the
patient must trust you.”
. “l have realised that listening ATTENTIVELY makes it easier for me to find out more about my patient.”

. “You have to have a patient-centered approach. LISTEN. See the PERSON behind the teeth!”

Third year dental students positively perceived the learning of relational communication

skills (Table 6, below).

Table 6 Students’ perceptions about their learning of communication skills

e “ltwas an excellent learning experience!”

o “Extremely enlightening!”

e  “The video was extremely helpful. 1 was able to realise and see my mistakes. It’s much better seeing your
mistakes than being told by an examiner.”

. “This method is definitely the best way to teach communication skills. Good to do video analysis afterwards.”

Table 7 (below) represents students’ negative comments with regard to the

communication skills teaching.
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Table 7 Students’ negative comments about their experiences

e  “Communication could be more effective with a broader background of dentistry”

. “We need more practice with different patients.”

DISCUSSION
This study describes a communication skills course that emphasises a skills-based
approach: 3" year dental students conducting an interview with a standardised patient on

the basis of a realistic clinical scenario. All the interviews were video recorded.

Previous research indicated that, for many dental schools in the United States and the
United Kingdom, communication skills training involved didactic teaching practices and
few opportunities for in-vivo practices (18; 19). However, this study confirms that skills,
attitudes and knowledge can be discussed, lectured and practised in the classroom, but

communication skills develop with practice, feedback and repetitive performance (20).

Students rated the course in relational communication skills teaching highly in terms of
its perceived educational value, relevance and enjoyment. Such a favorable rating is
consistent with previous studies of communication skills programs in dentistry (3; 21; 22;

23; 24; 25; 26). Students’ positive evaluations may be as a result of the following:
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o The methodology followed - a skills-based, experiential teaching approach -
facilitates students’ reflection on their learning experiences during communication
skills teaching.

0 By experiencing the role of “dentist” and “patient” (Table 2, Step 3), students’
experiential learning processes were enhanced.

o0 Self-evaluation, peer evaluation (Table 2, Step 3) and evaluation by the SP (Table 2,
Steps 2 & 5), enhanced the experiential learning process and ensured positive
reinforcement of the message as well as the retention of skills.

o0 Students gained confidence and expertise as the study progressed, which will
hopefully make the transition to the clinical setting with real patients easier.

0 The use of a realistic, clinically-based case study gave students exposure to

psychosocial and lifestyle factors relevant to oral disease processes (3; 27).

Although Froelich and Bishop (28) have noted that the ability to communicate skillfully
and with purpose rarely occurs as a gift, but is learned, the reality is that the term
“communication skills” is perceived as an intrinsic part of an individual’s personality,
his/her cognitive functioning and social experience (3). Therefore, although the majority
of students realise the importance of relational communication skills’ contribution to the
dentist-patient relationship, communication skills teaching may suggest to students that
they will be learning skills that they already possess, or that which is merely common
sense or instinctively acquired. Furthermore, the fact that students are often required to
make changes to aspects of their appearance and behaviour that are of a highly personal

nature, makes communication skills teaching and training very challenging. As a result,
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initial resistance and skepticism were addressed by stressing the fact that the term
“communication skills” was referring to the dentist-patient interaction, with the aim to
create an educated, appreciative patient who will demand comprehensive dentistry and

accepts proposed treatment.

Finally, the gathering of information from the “patient” requires a shift form dentist-
centered communication to patient-centered communication (3). This was clearly
demonstrated during this research project, when before training - during training phase 1
(Table 2) - students tended to focus on the patient (disease) to the exclusion of the person
(expectations, psychosocial issues and emotions). The feedback sessions by means of the

video-feedback provided an ideal opportunity to address this tendency among students.

Strengths of the study

Among the strengths of the study are:

0 The large number of participants (n = 67).

0 The small sizes of the groups of students (16 groups of four students each and one
group of three students).

0 The standardised teaching method (rated 4.18 and 4.26 on a five-point Likert scale by
male and female students, respectively).

0 The design of the study in a pre- and post-training cycle.



24

Limitations of the study

A limitation of the study could be that the same SP, who might have had a vested interest
in the students’ improvement, assessed the students’ communication skills during both
the pre- and post-training cycles. Furthermore, that the study relied on “subjective”
ratings and responses by the SP and students. However, the design of such a project - in
order to achieve the required outcomes - is critical in view of the demanding nature of
communication skills training in terms of resources such as time and manpower. The
first author, as a result of his close involvement and experience of students’ development
during this project (as well as two similar, subsequent communication skills teaching
projects) was convinced that by far the majority of responses - both qualitative and

guantitative - were genuine and reliable ratings and responses by the SP and students.

Finally, some might question the outcomes and sub-outcomes (Table 1) as not “dentistry-
specific.” The authors attempted to proof above (Phase Il of Methodology), that the

outcomes and sub-outcomes were indeed related to dentistry.

CONCLUSION

The emerging South African dental market necessitates more effective dentist-patient
interactions that will result in improved outcomes in terms of patient- and dentist
satisfaction, patient loyalty and -retention and patients’ compliance with proposed

treatment plans.
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In view of the emerging, competitive South African dental market, South African dentists
will need to be able to increase the number of their patients who have a demand for
comprehensive dentistry in order to ensure a viable career in dentistry. Consequently, the
dentist must be equipped with relational communication skills that will create a loyal,
dentally educated patient. Furthermore, the future South African dentist must be equipped
with skills both to elicit and to listen to patients’ “stories” (for example their
expectations, psychosocial issues and emotions). Finally, the future South African dentist
must be able to effectively and clearly present comprehensive treatment plans to ensure

acceptance and compliance by the patient.

More effective dentist-patient interactions in terms of accuracy, efficiency, respect, trust,
warmth and empathy will hopefully result in collaboration and reduced conflicts and

complaints between dentist and patient.
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