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Over the past 10 years, the three authors of this book have taught patient-provider 
communication skills to the dental students at the University of Iowa College of Den-
tistry. In addition to our academic training, each of us has different real-world experi-
ence, ranging from clinical dentistry (O’Toole) to health insurance (Wolf) to business 
marketing (Young). We therefore recognize the value of basing practical decisions on 
sound research. Recent years have seen tremendous growth in research on commu-
nication between dental professionals and their patients. Individually and collectively, 
however, we have been frustrated by the lack of a single resource presenting the most 
reliable and recent evidence to suggest how dental providers should interact with 
their patients.

In developing and refining our curricula at the university, we located four books 
published within the previous 30 years that address communication in the dental set-
ting.1–4 Although each text has its strengths, they all lack recent, evidence-based find-
ings to support the communication practices they recommend. The communication 
patterns and expectations of patients have changed over time, so research conducted 
in the 1970s and 1980s may be less reliable than research conducted more recently. 
Further, demographic changes have resulted in patient diversity unknown to previous 
generations of oral health professionals. Diversity challenges current dental providers 
to develop flexible communication skills; scripted communication will not work.

The lack of a dental communication textbook left us scouring research journals for 
information we believed our students should know before they began practicing on 
patients. Having received positive feedback on the curricula we developed, we wrote 
this manual so that other dental professionals may benefit from our work.

Because we exclusively teach future dentists, our focus in writing has been patient- 
dentist communication. We can think of few instances, however, in which the evidence- 
based communication skills described in this book do not also apply to dental aux-
iliaries, including dental hygienists, dental therapists, and dental assistants. We are 
familiar with one text addressing communication for dental auxiliaries,3 but it was 
published 30 years ago and is long out of print. Until another such book is published, 
we feel comfortable recommending our manual for dental auxiliaries who want to im-
prove their skills in communicating with patients. Throughout this manual, we typically 
refer to dental or oral health providers and professionals, implying every member of 
the dental team but particularly the dentist.

Preface
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Preface

The dental students we teach have completed an undergraduate degree, so most of 
them have taken at least one course in communication studies. Similarly, dental auxil-
iaries may have taken a communication course during or after high school. Therefore, 
this manual is written for readers with a basic understanding of communication theory 
and skills. We assume, for instance, that a reader advised to “make eye contact” does 
not need to be told how many seconds of eye contact are appropriate. We encourage 
readers who need more basic instruction in culturally appropriate communication to 
take an introductory course in communication.

Research into dental provider–patient communication is growing rapidly, yet it still 
lags behind research into physician-patient communication. The two contexts share 
many similarities, yet we are aware that they are not identical. In seeking research to 
support the skills we advocate for dental professionals, we attempted to locate recent 
articles using dentists or dental hygienists as participants. When such research has not 
been conducted, we relied on communication research using other medical profes-
sionals (eg, physicians or nurses). All such research is cited. In areas where research 
has not been conducted or is inconclusive, recommendations are based on clinical 
experience, observation, and feedback from dentists, professors, and students. Such 
recommendations are experience based and have no citation.

All three authors have completed extensive coursework in public health and highly 
value the behavioral change theories in which so much patient-provider communi-
cation research is grounded. We have introduced our students to the more popular 
theoretical models (eg, the transtheoretical model, the health belief model, and the 
parallel processing model). Results were mixed. Although students appreciate that 
these models provide a valid conceptual framework for encouraging patients toward 
healthy dental behaviors, they prefer that limited class time be devoted to specific 
recommendations for interacting with patients. 

Given the considerable demands on the time of the dental students and profes-
sionals to whom this book is targeted, we have opted to write it as a practical manual 
instead of a comprehensive textbook. We therefore focus on specific communication 
skills and strategies rather than on the theory underlying them. The research cited 
throughout the book includes material that will appeal to those interested in explor-
ing theories on health behavior.

Research suggests that much patient-provider communication training is not 
grounded in evidence.5 We wrote this book as a practical manual introducing dental 
students and professionals to evidence-based suggestions for effective patient com-
munication. Readers vary in their communication skill level, and dental colleges vary 
in their instructional emphasis, so we have written each chapter to be comprehensible 
even if the other chapters are not read. 

The manual consists of four parts. Part I presents fundamental communication skills 
for dental professionals. Part II presents those skills as they are applied in specific 
types of patient interactions. Part III presents chairside strategies to facilitate commu-
nication with patients during each stage of a regular appointment. Part IV presents 
situations that sometimes challenge dental professionals and offers communication 
strategies for managing such challenges.
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This book reviews broad skills and presents specific strategies for optimal patient- 
provider communication. To enhance comprehension and retention of the material, 
each chapter includes activities such as exercises, discussion topics, and self-tests. 
In addition, because patient communication involves professional ethics, common 
ethical dilemmas are included throughout the text in a feature called “Question of 
ethics.” This feature fosters ethical behavior by enabling readers to consider how to 
respond to ethical dilemmas before they happen. Finally, checklists are now the state 
of the art in health care, so in lieu of chapter summaries we have included a checklist 
near the end of each chapter to provide a quick summary of the recommended com-
munication strategies.6,7 
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Part I

Communication
Fundamentals

This first section introduces key concepts that are fundamental to effective 
chairside communication with patients. Individuals who develop communi-
cation skills without first understanding communication or their audience 
may express themselves in a way that sounds insincere or even aggres-
sive. Effective communicators understand how communication functions 
and can anticipate how it might function with a specific patient in context. 
This section provides an overview of health communication and its im-
portance to patient-centered care (chapter 1), describes patients’ percep-
tions of dentistry (chapter 2), and discusses cultural influences that shape 
patients’ communication patterns (chapter 3).
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Understanding  
Communication

1

Why Communication Matters
This initial chapter provides a rationale for studying patient-provider communi-
cation. However, this manual is focused on skill acquisition, so we feel it is best 
to present the rationale as a competence to master instead of simply listing the 
reasons why you should read our book. The rationale-as-skill concept becomes 
clearer to us the longer we teach dental students. Let us explain.
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Understanding Communication

When people ask what we do, we reply that we teach patient-provider communi-
cation skills to future dentists. Usually, the responses fall into one of two categories. 
Some people are completely baffled and ask to know what we mean. Others make a 
lame attempt at humor: “It should be pretty easy to communicate with dental patients 
because they can’t talk back!” We have heard many variations of this theme and try 
to smile every time.

In truth, the fact that dental patients are often restricted in their verbal expression 
makes instruction in communication more important, not less so. Communication is far 
more than rattling off the latest sports scores while manipulating dental instruments in 
a patient’s mouth. The quality of patient-provider communication determines a wide 
range of outcomes, including satisfaction, treatment adherence, information compre-
hension and recall, and ultimately oral health.1 For this reason, we have developed 
a skill of explaining and illustrating the importance of effective communication with 
dental patients. Those who work in a dental office—as a dentist, hygienist, assistant, 
or receptionist—should master this skill so that all of the practice’s employees will 
better understand the value of effective patient communication.

The fundamental communication lesson professionals must learn is that they 
cannot assume that everyone understands a message in the same way. To apply 
this lesson to the task at hand, we will explain and explore four key concepts: (1) com-
munication, (2) health communication, (3) patient-provider communication, and (4) 
patient-provider communication in dentistry. For each concept, we will define the key 
term and analyze its implications and associated goals.

What Communication Is

Definition of communication 
People from varying disciplines have defined communication in vastly different ways, 
from the mechanical definition that relates communication to audiology and broad-
cast transmission, to the philosophic definition that ties it to ontology and episte-
mology.2,3 Between mechanics and philosophy is a social science discipline, which 
acknowledges both the concrete realities of message transmission and the varied 
ways humans interpret the meaning of messages. A good working definition has been 
provided by Stoner et al4: “Communication can be defined as the process by which 
people share ideas, experiences, knowledge and feelings through the transmission 
of symbolic messages.” Four aspects of this definition are particularly important for 
dental professionals to keep in mind: (1) communication is a process, (2) communica-
tion is multifunctional, (3) communication is multichanneled, and (4) communication is 
not always intentional.
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What Communication Is

Communication is a process 
Often, communication is understood as individual expression. However, when people 
view communication as a singular act of self-expression, they risk treating other indi-
viduals as mere witnesses or audience members, rather than people with whom they 
are building a relationship. The working definition on page 4 clarifies that communi-
cation occurs only when two or more people are mutually involved in a process of 
sharing. Dental professionals must remember that effective communicators cannot 
rely on a script to build relationships.

Communication is multifunctional  
The messages shared when providers and patients communicate perform many func-
tions, often simultaneously5 (Table 1-1). Because communication is a process, achiev-
ing those functions depends on both the way a message is sent and the way it is 
received. Dental professionals must remain aware of their communication goals and 
listen to patients for indications that the goals are being achieved.

Table 1-1  Functions of communication

Function Example

Psychologic Establishing your professional role in patient  
introductions

Social Cultivating patient trust through conversation

Informational Explaining to patients the condition of their oral health

Influential Urging patients to stop smoking
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Understanding Communication

Communication is multichanneled 
Too often, people think that communication is synonymous with speech, but messag-
es are transmitted through multiple channels, both verbal (speech and writing) and 
nonverbal (appearance, gesture, and facial expression, among others). Those chan-
nels usually operate simultaneously. Dental professionals must remember that some 
channels are better suited to certain messages than others and that messages sent 
through one channel should not contradict messages sent through another.

Communication is not always intentional 
Another misconception is that communication is restricted to messages we intend 
to send. While it is true that intentional communication is valuable, any behavior 
can transmit a message, regardless of intent. Even complete passivity—the refusal 
to act—communicates, leading some to argue that humans cannot help but com-
municate. Further, the definition suggested by Stoner et al4 acknowledges that we 
communicate with others through symbols (such as words or gestures), and symbolic 
messages are effective only insofar as they hold similar meaning for both sender and 
receiver. This is perhaps the hardest lesson: Dental professionals are constantly com-
municating, and they have limited control over how messages are received. However, 
the chance that patients will receive the intended message can be improved if den-
tists enhance their skills of expression and patient monitoring.

Health Communication

Definition of health communication 
The study of communication contains numerous subfields. Some of those subfields 
are differentiated based on message context or subject matter, such as family com-
munication and environmental communication. Health communication is a subfield 
that has expanded tremendously in recent decades, as researchers and clinicians ob-
served its impact on patient health. Definitions of health communication vary widely.6 
The Centers for Disease Control and Prevention provides a useful definition: “Health 
communication is the crafting and delivery of messages and strategies, based on 
consumer research, to promote the health of individuals and communities.”7 

Health communication can be further divided based on the number of people in-
volved in the communication: mass communication, organizational communication, 
small group communication, and interpersonal communication. In this manual, we will 
address interpersonal communication in the patient-provider dyad (or pair). 
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Health Communication

Healthy People 2020 

Healthy People is a government-sponsored initiative that uses scientific research to 
identify national health needs, establish benchmarks and 10-year goals, and monitor 
progress toward those goals.8 Healthy People 2020 has identified numerous mea-
surable goals in 42 topic areas. The topic area of “health communication and health 
information technology” includes 13 goals (Box 1-1).

Box 1-1
 Health communication and health information technology goals of 
Healthy People 2020*

 •  Improve the health literacy of the population.
 •  Increase the proportion of persons who report that their health care providers have 
satisfactory communication skills.

 •  Increase the proportion of persons who report that their health care providers al-
ways involved them in decisions about their health care as much as they wanted.

 •  Increase the proportion of patients whose doctor recommends personalized health 
information resources to help them manage their health.

 •  Increase the proportion of persons who use electronic personal health management 
tools.

 • Increase individuals’ access to the Internet.
 •  Increase the proportion of adults who report having friends or family members 
whom they talk with about their health.

 • Increase the proportion of quality health-related websites.
 •  Increase the proportion of online health information seekers who report easily ac-
cessing health information.

 • Increase the proportion of medical practices that use electronic health records.
 • Increase the proportion of meaningful users of health information technology.
 •  Increase the proportion of crisis and emergency risk messages intended to protect 
the public’s health that demonstrate the use of best practices.

 • Increase social marketing in health promotion and disease prevention.

*Reprinted from the US Department of Health and Human Services.8

A
ct

iv
it

y 
1-

1 Alone or with your peers, draft a list of qualities possessed by a compe-
tent and effective dental professional. Then, briefly survey several peo-
ple who are not dental professionals and ask them what qualities they 
value in a dentist or dental auxiliary. Note where the two lists overlap 
or diverge. Pay particular attention to those qualities indicating clinical 
competence and those indicating communication competence.
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Understanding Communication

Patient-Provider Communication

Definition of patient-provider communication 
Health communication contains numerous domains, including public health cam-
paigns, social influences on health, and communication between medical profession-
als. The domain of patient-provider communication is communication between two 
people assuming the roles of patient and health care provider. Typically, it involves the 
face-to-face exchange of medical information. Recently, however, advances in com-
munication technology have challenged providers to develop communication skills 
outside of the office through media such as email, text messages, and instant mes-
sages. As cultural emphasis shifts away from formality and privacy, providers must de-
termine appropriate boundaries between professional and personal communication 
while adhering to the requirements of the federal Health Insurance Portability and 
Accountability Act of 1996 (HIPAA).9

The patient-centered health care delivery model has focused on the importance of 
patient-provider communication.10,11 Often promoted as evidence-based medicine, 
the traditional model is “diseased-centered” care, emphasizing diagnosis, symp-
toms, and treatment, rather than the patient.12,13 Three characteristics distinguish 
patient-centered care from disease-centered care.14 First, in addition to biologic in-
fluences, patient-centered care acknowledges psychologic and social influences on 
health.15 Second, patient-centered care entails decision-making that involves both 
the patient and the provider.16,17 Third, patient-centered care encourages an ongoing 
relationship between the patient and the provider.18,19 

Patients with a regular care provider rate provider relationships more positively than 
do those without consistent sources of care.20 An ongoing relationship between a pro-
vider and a patient is associated with multiple advantages for the patient, including 
enhanced satisfaction, treatment plan adherence, and trust.19,21 In turn, the health care 
provider benefits from long-term patient relationships because accurate diagnosis 
and treatment are easier to accomplish when a patient’s history and behavioral habits 
are well known. Further, loyal patients enhance a practice’s financial stability.

A
ct

iv
it

y 
1-

2 Communication requires the participation of at least two people. Discuss 
with your peers whether patients have an obligation to participate in pro-
vider encounters by disclosing information and asking questions. What lev-
el of patient participation is helpful? What level of participation becomes 
burdensome? Do providers differ in their preferences for patient participa-
tion in health care?



9

Patient-Provider Communication

American Dental Association guidelines 

Patient-centered care and evidence-based care increasingly overlap in formal research 
studies of patient-provider communication. Innovative research designs—measuring 
interaction and its impact on patient health—have given rise to a large and growing 
evidence base of effective ways of engaging patients. Consequently, interest in this 
subfield is likely to increase.22 The communication style practiced by a health care pro-
vider is now recognized to have a significant influence on patients’ health outcomes. 
Therefore, simply assuming a lackluster “bedside (or chairside) manner” is no longer 
acceptable. 

In 2009, the American Dental Association’s Council on Ethics, Bylaws and Judicial 
Affairs drafted the Dental Patient Rights and Responsibilities to guide dentist-patient 
relationships. The statement lists 9 patient responsibilities and 13 patient rights. The 
statement highlights the centrality of communication to the relationship between pa-
tients and dental professionals. Of the nine patient responsibilities, the first four ad-
dress communication directly: providing accurate information, providing feedback, 
participating in decisions, and asking about treatment options. The list of patient 
rights includes even more communication-related elements, indicating the high ex-
pectations for a variety of communication skills among dental professionals (Box 1-2).23 

Question of ethics: Patient-centered health care acknowledges the patient’s right 
to determine treatment, but the treatment plan selected by the patient may not 
be the plan endorsed by an evidence-based health care approach. When such a 
conflict arises, what options are available to the health care provider? How does 
the provider proceed ethically?
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Patient-Provider Communication in Dentistry

Similarities to other medical contexts 
Patient-provider communication in dentistry shares many similarities with patient- 
provider communication in other medical contexts. For instance, the primary relation-
ship is between the dental or medical professional and the patient, although secondary 
relationships are sustained with others such as auxiliaries on the team, specialists, patient 
caregivers, and significant others. Also, the primary communication environment is the 
dental operatory or physician’s office, although advances in communication technology 
are expanding the options of both time and place at which providers can communicate 
with patients. Finally, the primary goal of the communication is the health of the patient.

*Adapted from the Council on Ethics, Bylaws and Judicial Affairs, American Dental Association.23

Box 1-2 American Dental Association Statement of Dental Patient Rights*

1.  You have a right to choose your own dentist and schedule an appointment in a timely 
manner.

2.  You have a right to know the education and training of your dentist and the dental 
care team.

3.  You have a right to arrange to see the dentist every time you receive dental treatment, 
subject to any state law exceptions.

4.  You have a right to adequate time to ask questions and receive answers regarding 
your dental condition and treatment plan for your care.

5.  You have a right to know what the dental team feels is the optimal treatment plan as 
well as a right to ask for alternative treatment options.

6.  You have a right to an explanation of the purpose, probable (short- and long-term) re-
sults, alternatives, and risks involved before consenting to a proposed treatment plan.

7.  You have a right to be informed of continuing health care needs.
8.  You have a right to know in advance the expected cost of treatment.
9.  You have a right to accept, defer, or decline any part of your treatment recommen-

dations.
10.  You have a right to reasonable arrangements for dental care and emergency treat-

ment.
11.  You have a right to receive considerate, respectful, and confidential treatment by your 

dentist and dental team.
12.  You have a right to expect the dental team members to use appropriate infection and 

sterilization controls.
13.  You have a right to inquire about the availability of processes to mediate disputes 

about your treatment.
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Patient-Provider Communication in Dentistry

In addition to the three similarities noted above, it is worth considering the ways 
in which disclosure in both dentistry and other medical contexts differs from typi-
cal dyadic (two-person) communication within social relationships. All medical pro-
fessionals must become accustomed to three particular characteristics that are quite 
different from usual interpersonal communication. First, patient-provider communica-
tion is characterized by asymmetric disclosure. In social interactions, communicators 
expect to contribute equally to the conversation, but in medical encounters, patients 
disclose more than the provider. Second, high-level disclosure characterizes these 
interactions.24,25 Doctors should be prepared for patients to reveal information to their 
doctors that their closest friends may not know. Third, rapid disclosure is a feature of 
patient-provider communication. Within minutes of meeting a provider, patients may 
quickly report details on their health and habits.

Differences from other medical contexts 
Patient-provider communication in dentistry does differ from communication in other 
medical contexts in four important ways. First, patient encounters with dental profes-
sionals are more physically intrusive than typical medical encounters. The accepted 
normal amount of personal space for Americans and Europeans is about 20 inches.26 
During a routine examination, a physician may invade that space for a brief time, but 
a dental professional usually stands very close to—and above—a reclining patient for 
a substantial length of time. Second, dental examinations are routinely more invasive 
than most physical examinations. Physicians and medical specialists typically explore 
body cavities briefly, but dental professionals spend much of the appointment exam-
ining, cleaning, or repairing features of the oral cavity. Third, patients are more ag-
gressive during dental visits than in other medical encounters in which their bodies are 
examined and manipulated. Inevitably, dental visits require patient activity (holding 
the mouth open, swishing water, spitting, etc). Often this activity can make patients 
feel uncomfortable and ultimately more difficult to manage. Finally, dental visits hold 
more potential for pain than other medical encounters. Dental professionals focus on 
the head and mouth, two of the most vulnerable and sensitive parts of the body. As 
a result, even a simple dental examination can cause pain in a way physical examina-
tions rarely do. Taken together, these distinguishing features may explain why 1 in 10 
people suffers from dental anxiety.27

Question of ethics: Research indicates that provider communication influences pa-
tient satisfaction. Is it ethical for a provider to communicate poorly with challenging 
patients, patients with financial problems, or patients with difficult personalities in 
the hopes they will find another provider?



1

12

Understanding Communication

12

Criteria for training in communication skills 
In 2008, the American Dental Education Association issued revised competencies for 
the new general dentist.28 These 39 competencies fall into 6 domains: (1) critical think-
ing, (2) professionalism, (3) communication and interpersonal skills, (4) health promo-
tion, (5) practice management and informatics, and (6) patient care. Fifteen of those 
competencies relate—either directly or indirectly—to communication with patients 
(Box 1-3). Training in communication skills is now required in all US colleges of den-
tistry. The Commission on Dental Accreditation29 now includes two behavioral science 
standards entailing patient communication training: 

 •  2-15 Graduates must be competent in the application of the fundamental prin-
ciples of behavioral sciences as they pertain to patient-centered approaches for 
promoting, improving, and maintaining oral health.

 •  2-16 Graduates must be competent in managing a diverse patient population 
and have the interpersonal and communications skills to function successfully in 
a multicultural work environment.

Benefits and Challenges of  
Enhanced Communication Skills
Value of communication skills 
In dentistry, how important are interpersonal skills relative to clinical skills? Given 
the tremendous amount of work and resources dental professionals commit to their 
clinical training and the significant time and skill required at a dental practice, does 
proficiency in patient communication justify the extra effort required to learn and im-
plement those skills? Patients indicate that it does. Perhaps surprisingly, practicing 
dentists agree. A 1998 study determined that dentists rated interpersonal skills, stress 
tolerance, and administrative skills as the most important determinants of professional 
success.30 Moreover, although dental professionals might believe patients evaluate 
them solely on their clinical skills, patients tend to assume professionals are clinically 
competent and therefore base their evaluations on communication skills.31,32

Measurable benefits of effective communication
Effective patient-provider communication supports patient-centered health care and 
is associated with specific, measurable benefits. Patient-provider communication is 
associated with greater patient satisfaction with care,33–35 greater patient adherence 
to treatment plans,34,36,37 and fewer medical errors and mistakes.38,39 Skilled communi-
cation may even be associated with fewer malpractice claims.40–44 Ultimately, effective 
patient-provider communication leads to better health outcomes for the patient.45–47 
Skilled communication yields a complementary benefit for the provider: Along with 
monetary reward and respect, positive patient relationships are a primary contributor 
to dentists’ job satisfaction.48,49
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Benefits and Challenges of Enhanced Communication Skills

Box 1-3  Communication-related competencies for the new general dentist*

1. Critical thinking
  1.3  Evaluate and integrate best research outcomes with clinical expertise and pa-

tient values for evidence-based practice. 

 2. Professionalism
  2.1  Apply ethical and legal standards in the provision of dental care.

 3. Communication and interpersonal skills
  3.1  Apply appropriate interpersonal and communication skills.
   3.2  Apply psychosocial and behavioral principles in patient-centered health care.
   3.3  Communicate effectively with individuals from diverse populations.

 4. Health promotion
   4.1  Provide prevention, intervention, and educational strategies.
   4.2  Participate with dental team members and other health care professionals in 

the management of and health promotion for all patients.
   4.3  Recognize and appreciate the need to contribute to the improvement of oral 

health beyond those served in traditional practice settings.

 5. Practice management and informatics
   5.3  Apply principles of risk management, including informed consent and appro-

priate record keeping in patient care.
   5.6  Comply with local, state, and federal regulations including OSHA and HIPAA.

 6. Patient care
   6.3  Obtain and interpret patient/medical data, including a thorough intraoral/ex-

traoral examination, and use these findings to accurately assess and manage 
all patients.

   6.6  Formulate a comprehensive diagnosis, treatment, and/or referral plan for the 
management of patients.

   6.8  Prevent, diagnose, and manage pain and anxiety in the dental patient.
    6.18  Recognize and manage patient abuse and/or neglect.
   6.19  Recognize and manage substance abuse.

*Adapted from the American Dental Education Association28 with permission.
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*Adapted from Buhrmester et al50 with permission. 
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3 Measure your social style using the instrument below,* scoring each item 
from 1 (“poor”) to 5 (“very good”). Sum your score on the subscales and 
the total instrument, and then compare your scores with your peers. Do 
your personal scores reflect the strengths and weaknesses you perceive 
in your communication skills? Take the test again after you have com-
pleted your communication training and note any changes.

Initiating relationships
1.  How good are you at asking someone new to do things together, like go 

to a ball game or a movie?
2.  How good are you at going out of your way to start up new relation-

ships?
3.  How good are you at carrying on conversations with new people whom 

you would like to know better?
4.  How good are you at introducing yourself to people for the first time?
5.  How good are you at calling new people on the phone to set up a time 

to get together to do things?
6.  How good are you at going places where there are unfamiliar people in 

order to get to know new people?
7.  How good are you at making good first impressions when getting to 

know new people?

Providing emotional support
8.  How good are you at making someone feel better when he or she is 

unhappy or sad?
9.  How good are you at making others feel like their problems are under-

stood?
10.  How good are you at helping people work through their thoughts and 

feelings about important decisions?
11.  How good are you at helping people handle pressure or upsetting 

events?
12.  How good are you at showing that you really care when someone talks 

about problems?
13.  How good are you at helping others understand their problems better?
14.  How good are you at giving suggestions and advice in ways that are 

received well by others?

Asserting influence
15.  How good are you at getting people to go along with what you want? 
16.  How good are you at taking charge? 
17.  How good are you at sticking up for yourself?
18.  How good are you at getting someone to agree with your point of view? 
19.  How good are you at deciding what should be done? 
20.  How good are you at voicing your desires and opinions? 
21.  How good are you at getting your way with others? 
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Question of ethics: Patient-provider communication can determine the level of a 
patient’s access to care. Should providers therefore strive to communicate the ex-
act same information to every patient in the same way? Is it ethical for providers to 
tailor their message and its delivery to the needs of each patient? Who determines 
what those needs are?

Benefits and Challenges of Enhanced Communication Skills

Given the benefits of effective patient-provider communication and that communi-
cation training is now required in US colleges of dentistry, why would dental profes-
sionals exclude proven strategies for providing patient-centered care? Three reasons 
come to mind. First, training in communication skills generally involves a commitment 
of time and money. A 2007 study found that a single training session did not signifi-
cantly improve the interpersonal skills of dental students and that a comprehensive 
communication curriculum was necessary to attain greater gains.52 Although training 
is included in colleges of dentistry, we have observed great variation in presentation, 
the amount of resources and time, and faculty attention devoted to teaching of com-
munication skills.

Second, the practice of adapting communication style to each patient’s person-
ality and needs requires a higher level of attention and effort than simply using the 
same approach with everyone. Patients with challenging clinical, behavioral, or per-
sonal characteristics can be particularly frustrating.53,54 Research documents a decline 
in emotional empathy over the course of training in dental school, suggesting that 
the decline is associated with greater exposure to patients.55,56 This negative associ-
ation between patient exposure and empathy may carry into the practice. Similarly, 
“emotional labor” has been identified as a primary occupational stressor for dental 
hygienists.57 

Third, providers may perceive that the application of effective communication skills 
in every encounter takes too much time and interferes with scheduling.

Barriers to the use of evidence-based  
communication strategies 
The many benefits of enhancing provider communication skills and using those skills 
when interacting with patients have already been discussed. In addition, a European 
study indicated that 87% of dentists and 84% of patients support the integration of 
communication study into dentistry coursework.47 Yet a recent nationwide survey by the 
American Dental Association Survey Center found that dentists in private practice rou-
tinely engage in only 3.1 of the 7 basic communication techniques, a rate the authors 
of the study described as “low.”51
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Chapter Checklist 

Why communication matters
 ❑  Understand that communication determines satisfaction, treatment adherence, 
information comprehension and recall, and oral health.

 ❑  Realize that providers cannot assume that everyone understands a message in 
the same way.

What communication is
 ❑  Understand that communication is the process by which people share ideas, ex-
periences, knowledge, and feelings through the transmission of symbolic mes-
sages.
 ❑  Process: Understand that communication occurs only when two or more people 
are mutually involved in a process of sharing.
 ❑   Process: Acknowledge that effective communicators cannot rely on a script to 
build relationships.

 ❑  Multifunctional: Remain aware of your communication goals.
 ❑  Multifunctional: Listen to patients for indications that you are achieving your goals.
 ❑  Multichannel: Remember that some channels are better suited to certain messag-
es than others.
 ❑  Multichannel: Remember that messages sent through one channel should not 
contradict messages sent through another.

 ❑   Intention: Realize that you are almost always communicating.
 ❑   Intention: Realize that you have limited control over how messages are received.

Health communication
 ❑  Understand that health communication is the crafting and delivery of messages 
and strategies, based on consumer research, to promote the health of individuals 
and communities.

Patient-provider communication
 ❑   Understand that patient-provider communication is communication between two 
people assuming the roles of patient and health care provider.

 ❑   Understand that patient-centered care acknowledges psychologic and social in-
fluences on health.

 ❑   Understand that patient-centered care entails decision-making that involves both 
the patient and the provider.

 ❑   Understand that patient-centered care encourages an ongoing relationship be-
tween the patient and the provider.

 ❑  Understand the 13 patient rights outlined by the American Dental Association. 

Patient-provider communication in dentistry
❑  Understand that the primary relationship is between the dental professional and 

the patient.
❑  Understand that the primary communication environment is the dental operatory.
❑  Understand that the primary goal of the communication is the health of the pa-

tient.
❑  Understand that patient-provider communication is characterized by asymmetric, 

high-level, and rapid disclosure.
❑  Understand that patient-provider communication in a dental context differs from 

other medical contexts because it is more intrusive and invasive and because 
patients are more aggressive and more vulnerable to pain.
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For More Information

Benefits and challenges of enhanced communication skills
 ❑  Benefits: Understand that communication is associated with greater patient and 
provider satisfaction and treatment adherence, fewer errors and malpractice 
claims, and better health outcomes.
 ❑  Challenges: Understand that development and implementation of communica-
tion skills demands time, money, attention, and effort, and tailoring messages 
may interfere with scheduling.

For More Information
Patient-provider communication

 • http://www.health.gov/communication/
 • http://www.patientprovidercommunication.org/
 •  http://www.chcf.org/~/media/MEDIA%20LIBRARY%20Files/PDF/P/PDF%20Pa-
tientProviderCommunicationTools.pdf

 • http://healthcarecomm.org/

Healthy People 2020
 •  https://www.healthypeople.gov/2020/topics-objectives/topic/health-communi-
cation-and-health-information-technology 

 • https://www.healthypeople.gov/2020/topics-objectives/topic/oral-health

American Dental Education Association competencies
 •  http://www.adea.org/about_adea/governance/Pages/Competencies-for-the- 
New-General-Dentist.aspx

 •  http://www.adea.org/about_adea/governance/Documents/ADEA-Competencies- 
for-Entry-into-Alied-Dental-Professions.pdf

Commission on Dental Accreditation standards
 • http://www.ada.org/en/coda/current-accreditation-standards

Health communication associations
 •  http://www.aachonline.org/
 • http://www.hesca.org/
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child, 249, 318
intimate partner. See Intimate partner violence.

Active listening
attending step of, 76b, 77–78
benefits of, 83
checklist for, 92
disadvantages of, 83
interpreting step of, 76b, 79–81
message content in, 79
nonverbal behaviors during, 78
overview of, 76, 76b
paraphrasing in, 81–83, 94
patient’s perspective on illness understood 

through, 164b
questioning response in, 82–83
receiving step of, 76b, 77
responding step of, 81–83
therapeutic benefit associated with, 83

Active Listening Observation Scale, 84, 92
ADA. See American Dental Association.
Adherence, patient, 168, 220
Advertising

historical restrictions on, 27
methods of, 28
patient expectations influenced by, 28
patient perceptions influenced by, 27–29
resources for, 38

Agenda setting, 164b
Aided augmentative communication boards, 290b, 

291
AIDS, 60–62, 64
Alcohol use, 178, 314, 316b, 317
Alzheimer disease, 210, 258–259, 262b, 268
Ambivalence, 235
American Dental Association

Code of Professional Conduct, 318
communication studies by, 15
Competencies for the New General Dentist, 43
Health Literacy in Dentistry Action Plan, 111, 

111b, 117
patient-provider communication guidelines, 9, 

10b
website of, 30, 140

American Dental Education Association, 12, 18

American Sign Language
communication with deaf patients using, 280, 

282–286
description of, 274–275, 278
interpreters, 280, 281b, 283–286, 285b, 

294–295
syntax of, 282

Americans with Disabilities Act, 50, 135, 274–276, 
296

Anorexia nervosa, 59–60
Anxiety, dental. See Dental anxiety.
Appearance, of dentist, 35
Appointments

ending of, 236–238, 241–242
follow-up reminders for, 91
initiating and interviewing stage of, 157–184
overscheduling of, 74
purpose of, patient discussion about, 174, 200
reviewing of, 237
scheduling of, 135–136
stages of, 174
structure of, 174, 193
wait time for, 34

ASL. See American Sign Language.
Attending step, of active listening, 76b, 77–78
Attention, 77
Attentive listening, 84
Attire, 131, 167, 229
Attitude, 89, 128
Attractiveness stereotype, of dentists, 26
Audio aids, 138
Authoritative speech, 166
Autism, 255–256, 256b, 267, 269
Autism spectrum disorders, 255–256, 256b, 269
Auxiliary aids, for deaf patients, 275

B
Backchannel cues, 81b, 81–82, 94
Background music, in dental office, 75
Bad breath, 35
Barriers

to health care, 52
to listening. See Listening, barriers to.

Before-and-after photographs, 139
Behavioral change, emotion-focused messages 

for, 105
Behavioral dentistry, 224

Page numbers followed by “t” indicate tables; those followed by “b” indicate boxes.
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Behavioral science standards, 12
Black patients, 48, 52
Boundaries, professional, 26
Brochures, 140–141
Bulimia nervosa, 59–60, 60b
Business-centered approach, 219–220

C
CAGE questionnaire, 315, 315b
Calgary-Cambridge Guide to the Medical Interview, 

163, 183–184
Calmness, 114–115, 144, 194–195
Cannabis, 314
Caregivers, 248–252, 266, 269
Cautious patients, 228
CDC. See Centers for Disease Control and 

Prevention.
Centers for Disease Control and Prevention, 6, 277
Certified medical interpreters, 290b
Chaining, 208b, 210–211
Change, stages of, 306, 307b
Chaperones, 56b
Character, 166
Charisma, 166
Charts, 139–140
Chief complaint, 176–177, 177b
Child abuse, 249, 318
Children

anxiety in, 253–255, 254b, 266–267
autistic, 255–256, 256b, 267, 269
communication with, 252–256, 254b, 266
criticizing of, 253
crying, hand-over-mouth technique for, 130–131
deafness in, 277–278
dental care in, 248, 250
dental caries in, 248
dental fear in, 253–255
guardians of, 248–250, 266
information resources for, 269
nonverbal communication options for, 134
oral health disparities in, 248
oral health in, 107
parents of, 249–250, 266, 269
piercings in, 255
provider interactions with, 253
of seniors, 250–252

Chronic health problems, 52
Cigarette smoking, 311–313, 324, 326
Civil Rights Act of 1964, 50, 276–277, 296
CLAS. See Culturally and Linguistically Appropriate 

Services.
CMOHK. See Comprehensive Measure of Oral Health 

Knowledge.
Co-cultures, 45
Code switching, 49
Codes of ethics, 38
Cognitive dissonance, 235
Cognitive overload, 165
Cognitively impaired patients, 262b
Commission on Dental Accreditation

cultural competence as defined by, 44
description of, 12, 18

Common Ground Instrument, 163, 164b, 181

Communication
benefits of, 12
with bulimia nervosa patients, 60b
Calgary-Cambridge Guide to the Medical 

Interview, 163, 183–184
with children, 252–256, 254b
with cognitively impaired patients, 262b
competencies of, 13b
cultural competence effects on barriers to, 44
culturally competence strategies of, 55–58, 56b, 63
culture-specific considerations, 48–49
with deaf patients. See Deaf patients, 

communication with.
definition of, 4–6
for dental anxiety, 32–33
dentistry coursework integration of, 15
dyadic, 11
with eating disorders patients, 60b
emotion-focused, 104–106, 123, 125t
empathic, 104
evidence-based strategies, barriers for, 15
functions of, 5t
goal of, 10
guidelines for, 162–165
health, 6–8
with hearing-loss patients, 262–264, 265b, 

268–270
importance of, 3–4
influential function of, 5t
informational function of, 5t
intentional, 6
during interview, 165
Kalamazoo Consensus Statement on, 162–163, 

183–184
with Limited English proficiency patients. See 

Limited English proficiency patients, 
communication with.

multichanneled nature of, 6
multifunctional nature of, 5
noise effects on, 135
nonverbal. See Nonverbal communication.
outcome expectancy and, 126
outcomes affected by, 4
passivity as, 6
in patient interaction, 136
patient satisfaction and, 169
patient-provider. See Patient-provider 

communication.
patient’s personality and, 15
preparation for, 21–22
during procedures. See Procedures, 

communication during.
as process, 5
psychologic function of, 5t
quality of, 4
as self-expression, 5
with seniors, 257–265
social function of, 5t
social network, 29
speech versus, 6
symbols used for, 6
task-focused, 102t, 102–103, 123, 125t
technology for, 230
unintentional, 6
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verbal. See Verbal communication.
Communication skills

commitment to training in, 15
criteria for training in, 12, 13b
malpractice prevention and, 12
value of, 12

Competencies, 12, 13b
Competencies for the New General Dentist, 43
Complaints, 30
Comprehensive Measure of Oral Health Knowledge, 

108
Concordance, 47–48
Connotation, 79
Consultation

cognitive overload during, 165
initiating and interviewing stage of, 165. See also 

Interview/interviewing.
rapport building during, 172

Continuity of care, 91
Coping skills, 32
Cosmetic dentistry, 205
Costs

contextualization of, 230
dental practice, 24
as patient motivation for oral health care, 206–207
of self-care, 206

Credibility, 166
Critical thinking, 13b
Criticism, 88
Crying, 130
Cues, backchannel, 81b, 81–82, 94
Cultural background, 49, 50b, 62
Cultural barriers, 49, 62–63
Cultural competence

advantages of, 44
checklist for, 62
Commission on Dental Accreditation definition 

of, 44
communication barriers reduced through, 44
communication strategies, 55–58, 56b, 63
definition of, 44
health care access disparities affected by, 44
importance of, 43–44
information resources for, 64–65
patient base affected by, 44
patient satisfaction affected by, 44
patient-centered care and, 44

Cultural identity, 48, 51
Cultural imperialism, 53
Cultural sensitivity, 49
Culturally and Linguistically Appropriate Services, 287
Culture

backchannel cues affected by, 82
chronic health problems and, 52
co-cultures, 45
communication adjustments based on, 56b
communication considerations, 48–49
concordance, 47–48
context of, 45, 53
definition of, 44–45
ethnicity and, 52–53
expression of, 45
information resources for, 64–65
Kleinman questions for understanding of, 58, 59b, 

63–64

language and, 50–51
LEARN model, 57–58, 63
nationality and, 51
oral health care affected by, 49, 53
patient frustrations and, 47
patient-provider context of, 45
rigid view of, 45
stereotypes based on, 49
vocabulary and, 56–57, 57t
Wood’s definition of, 45

D
Deaf patients

Americans with Disabilities Act considerations, 275
auxiliary aids for, 275
checklist for, 293
communication with

American Sign Language, 274–275, 278, 280, 
282–286

chairside, 280
checklist for, 293–294
interpreters, 281b, 283–286, 285b, 294–295
lip reading, 280, 281b, 282
note writing, 280, 281b, 282
overview of, 277–278
strategies for, 279–283, 281b
telecommunications device for the deaf, 279
video remote interpreting, 281b, 283
visual aids for, 281b, 282–283

description of, 50
health disparities, 277–278
oral health care by, 278
overview of, 273–274
perceptual abilities of, 279
postlingual, 278
prelingual, 277
prevalence of, 277–278

Deafness
as cultural characteristic, 278
definition of, 277

Deception
cues suggestive of, 85b
listening strategies used to detect, 87
nonverbal cues of, 87

Dementia, 210, 258–261, 262b, 268, 270
Demonstration, 138
Denotative meaning, 79
Dental anxiety

attire and, 167, 229
breaks during procedures to alleviate, 86
calmness of provider and, 114–115
causes of, 31
chairside screening for, 31, 32b
checklist for, 37
in children, 253–255, 254b, 266–267
classification of, 32
communication strategies for, 32–33
coping skills for, 32
description of, 11, 24, 31
desensitization to, 32
diagnosis of, 31–32, 130
distraction techniques for, 33
emotion-focused communication to reduce, 102, 

104, 125t
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injections and, 131–132
listening strategies for detecting, 85
negative dental experiences as cause of, 31, 252
nitrous oxide for reduction of, 133
nonverbal stimuli associated with

overview of, 129t
sensations, 129t, 131–132
sights, 129t, 131
smells, 129t, 132–133
sounds, 129t, 130, 135
tastes, 129t, 133

psychologic techniques for, 32–33
relaxation for, 134
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description of, 31, 32b
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information resources for, 148
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description of, 43, 47
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design of, 148
noise in, 74–75, 135
privacy issues, 160
public accommodation in, 274
sounds in, 129t, 130, 135
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costs associated with, 24
productivity of, 219
reputation of, 29, 83
word-of-mouth influences on, 29

Dental procedures. See Procedures.
Dental providers. See also Dental hygienists; 
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attitude of, 128
competence of, 166
disclosures by, 115–116, 173, 192
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first impression of, 158, 165
gaze aversion by, 144
gender role expectations of, 143
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name tags worn by, 167
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patient communication with. See Patient-provider 

communication.
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verbal alarms by, 114–115
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appearance of, 35
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bad breath by, 35
calmness of, 114–115
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complaints against, 30
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gender stereotypes of, 46
honesty of, 33–34, 221
ideal, patient preferences for

checklist for, 37
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communicative, 33–34
friendliness, 142
honest, 33–34
professional appearance, 35
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supportive, 35

male versus female, 46
media portrayal of, 34, 38
patient and. See also Patient-provider 

communication; Patient-provider relationship.
collaboration between, 35
mutual attraction between, 26

patient contact time statistics for, 73
patient education by, 23
politeness by, 193–194
professional appearance of, 35
reputation of, 29
sensitivity of, 34
specialization by, 247
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checklist for, 36
definition of, 22
gender-based, 46
as greedy, 24–25, 221
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pervasiveness of, 22
as rejected physicians, 22
as sadistic, 24
as trustworthy, 26–27

Dentistry
cosmetic, 205
media portrayal of, 27, 34, 38
“pain-free,” 28
patient-provider communication in, 10–12

Depersonalization, 192
Depression, 301–302
Desensitization, to dental anxiety, 32
Diagnosis
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caries risk assessment, 201
checklist for, 212
explanation of consequences if no treatment or 

behavior change is undertaken, 201–202
information resources for, 213
oral disease risk assessment, 201
overview of, 198–199
satisfactory and unsatisfactory conditions, 

199–200
Kleinman questions about, 59b, 63–64

Digital imaging, 139
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DISC system, 228–229
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self-disclosure, 115–116, 158
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Discretionary treatment, 220–221
Disease-centered care, 8, 231
Dissonance, cognitive, 235
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description of, 89
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of intimate partner violence, 321
of patient information, 238
of patient preferences and goals, 90
of personal information, 91

Domestic violence, 318
Dominant patients, 228
Dress, 50b, 167
Dyadic communication, 11

E
Eating disorders

information resources about, 65
stigma of, 59–60, 60b, 64

Elderly. See Senior patients.
Emotional contagion, 126, 194–195
Emotional Contagion Scale, 127

Emotional empathy, 15
“Emotional labor,” 15
Emotion-focused communication, 104–106, 123, 

125t, 128
Empathy

emotional, 15
in emotion-focused communication, 102t, 104, 

125t
expressing of, 253
motivational interviewing, 233b, 233–234
with patient, 53–55
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for, 102t, 125t

Endodontics, 223
Escorts, for patients, 251
Essential oils, 133
Esthetic treatments, 220
Esthetics, 204b, 205–206
Ethnicity, 52–53
Eugenol, 132
Evidence-based communication strategies, 15
Evidence-based medicine, 8
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caries risk assessment, 201
checklist for, 212
explanation of consequences if no treatment or 

behavior change is undertaken, 201–202
information resources for, 213
oral disease risk assessment, 201
overview of, 198–199
satisfactory and unsatisfactory conditions, 199–200

Expressed needs, 88

F
Facebook, 30
Facial feedback hypothesis, 126
Fear of fear, 128
Federal laws

Americans with Disabilities Act, 50, 135, 274–276, 
296

checklist for, 293
Civil Rights Act of 1964, 50, 276–277, 296

Felt needs, 88
Female dentists, 46, 143
Films, dentists in, 23b
Flirting, 25
Follow-up

media for, 238
reminders for, 91
scheduling of, 230–231

Friendliness, 142

G
Gaze aversion, 144
Genital herpes, 61
Giveaways, 237–238, 254
Goals

documentation of, 90
of verbal communication, 100–106, 102t

Google Translate, 290
Graphs, 139–140
Greedy stereotype, of dentists, 24–25, 221
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Greeting of patient, 171–172
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H
Halitosis, 206
Halo effect, 26
Hand washing, 171
Hand-over-hand strategy, 208b, 209–210
Hand-over-mouth technique, for crying children, 

130–131
Handshake, 143
Hard-of-hearing patients, 264, 265b
Health care

access to, 44, 206, 287
barriers to, 52, 257
continuity of, 91
oral. See Oral health care.

Health care behaviors, stigma and, 62b
Health care delivery

disease-centered model of, 231
patient-centered model of, 8

Health care providers. See Dental providers.
Health communication, 6–8
Health communication associations, 18
Health history

information resources about, 183
interview for obtaining. See Health history 

interview.
rationale and review for, 175, 176b
summarizing the findings of, 179

Health history interview
accuracy of, 178, 178b
checklist for, 180–183
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description of, 73, 158
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input from patient during, 175
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parents involved in, 249
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self-report accuracy in, 178, 178b
steps involved in

checklist for, 182–183
greeting the patient, 171–172
overview of, 169, 170b
patient understanding, 179
purpose of appointment, 174
rapport building, 172–174
rationale and review for health history, 175, 176b
structure the next step of appointment, 180
summarizing of health history findings, 179

Health Insurance Portability and Accountability Act 
of 1996

description of, 8
information resources about, 183
objectives of, 159
patient discussions about, 251
photographs and, 139
Privacy Rule of, 159–161, 161b, 180
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definition of, 106
Healthy People 2020 goals for, 106

insufficient, 106–107
limited, 107
low, 110
oral. See Oral health literacy.
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Health promotion, 13b
Health records

portability of, 175
request for, 161

Healthy People 2020, 7, 7b, 18, 72, 106, 117
Hearing impairment, 278
Hearing loss, 75, 135, 262–264, 265b, 268–270, 278
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HIPAA. See Health Insurance Portability and 

Accountability Act of 1996.
Hispanic patients, 48, 52, 287–288
HIV, 60–62, 64
Honesty, 26–27, 33–34, 221
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Hygienists. See Dental hygienists.
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Illicit drugs, 316
Illiteracy, 109
Illustrations, 138–139
Imaging, as presentation aids, 139
Immediacy behaviors, 143
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Inaccurate information, 86–88
Incomplete information, 88
Individualism, 51
Infection control, 61–62, 167
Influencing patients, 228
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Information

accuracy of, 113, 157
inaccurate, 86–88
incomplete, 88
oral health promotion through, 103
Privacy Rule protection of, 159–160, 160b

Information management, 164b
Information technology, 139
Informed consent, 249
Initiating of relationships

communication during, 165
description of, 157–158

Injections, 131–132
Intentional communication, 6
Internet

promotional use of, 30
task-oriented messages on, 103

Interpersonal communication, 11
Interpersonal skills

description of, 13b
nonverbal behavior component of, 125

Interpreters
American Sign Language, 280, 281b, 283–286, 

285b, 294–295
certified medical, 290b
information resources for, 296
language, 290b, 291–292, 292b, 295

Interpreting step, of active listening, 76b, 79–81
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Interview/interviewing, for health history
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Interview, 163, 183–184

checklist for, 180–183
communication during, 165
computer use during, 144
description of, 73, 158
importance of, 157–158
social interaction during, 193
steps involved in

checklist for, 182–183
greeting the patient, 171–172
overview of, 169, 170b
patient understanding, 179
purpose of appointment, 174
rapport building, 172–174
rationale and review for health history, 175, 176b
structure the next step of appointment, 180
summarizing of health history findings, 179
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Intimate partner violence, 318–322, 319b, 325–327
Inverse case law, 303
IPV. See Intimate partner violence.

J
Jefferson Scale of Physician Empathy, 54–55

K
Kalamazoo Consensus Statement, 162–163, 183–184
Kleinman questions, 58, 59b, 63–64
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culture and, 50–51
simplifying of, 112t, 112–113

LEARN model, 57–58, 63
Lechery stereotype, of dentists, 25
Legal obligations. See Federal laws.
LEP patients. See Limited English proficiency 

patients.
Lies, failure to detect, 87
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checklist for, 295
Civil Rights Act of 1964 provisions, 276
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290b, 291

interpreters for, 290b, 291–292, 292b, 295
strategies for, 289–292, 290b
translation websites, 290

description of, 51
health care in, 287–288
health disparities in, 287–288
information resources for, 296
meaningful access for, 276
overview of, 273–274
prevalence of, 287
routine care in, 289

Line graphs, 140
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checklist for, 92–93
determining what patients know and want to 

know, 88–89
fear detection, 85–86
inaccurate information detection, 86–88
incomplete information detection, 88

attentive, 84
barriers to

checklist for, 91
hearing problems, 75
list of, 73b
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time, 73b, 73–74

benefits of, 72
continuity of care through, 91
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information resources for, 94
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website, 30
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dentistry portrayal in, 27, 34, 38

Medicaid, 276
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domains that affect the interpretation of, 21
effective transmission of, 22
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task-focused, 102

Meth mouth, 314
Methamphetamines, 314, 317
Methyl methacrylate, 132
Misinformation

correction of, 103
listening strategies used to detect, 86
self-disclosures by provider to correct, 115

Models, 138
Motivational interviewing

checklist for, 240
cognitive dissonance in, 235
description of, 231–232
development of, 232
information resources for, 241
non-dental applications of, 233
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principles of
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Multimedia, 140
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listening affected by, 74–75
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of deception, 87
of dental fear, 85b
of disapproval, 114
of distress, 195
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information resources for, 94
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appointment scheduling and, 135–136
best practices for, 141, 142t
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dental fear and, 128–133, 145–146
description of, 6
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emotion-focused communication, 123, 125t, 128
empathy conveyed through, 233
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importance of, 123–128
information resources for, 148–149
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body used as, 138
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checklist for, 146–147
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information resources for, 148–149
models, 138
multimedia, 140
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persuasiveness benefits of, 137
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reliability of, 124
SMILES approach. See SMILES approach.
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OARS strategy, 236
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cultural influences on, 49, 53
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promotion of, 103
verbal communication influences on, 100
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by deaf patients, 278
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checklist for, 212
cost, 206–207
esthetics, 204b, 205–206
function, 206
overview of, 203, 204b
pain relief, 204b, 204–205
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checklist for, 213
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overview of, 207–208, 208b
teach-back method, 208b, 209
tell-show-do technique, 208b, 208–209
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Oral health history

interview for obtaining. See Health history 
interview.

rationale and review for, 175, 176b
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concerns of, 229–230
culturally relevant dimensions used to evaluate, 47
dating of, 26
dentist and. See also Patient-provider 
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satisfaction of, 29, 44, 125, 142, 169, 172
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time spent on, 136, 158
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checklist for, 212
cost, 206–207
esthetics, 204b, 205–206
function, 206
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overview of, 203, 204b
pain relief, 204b, 204–205
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checklist for, 36–37
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definition of, 8
in dentistry, 10–12
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fostering of, 238
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self-disclosure in, 158
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Physical noise, 74–75
Physical violence, 321
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Prescribed treatment, 220–221
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checklist for, 146–147
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radiographs, 139
samples, 140–141
treatment options presented using, 227
types of, 137b
video, 140

Preventive dental practices, 52, 250
Preventive treatment, 222b, 222–224, 231, 241
Price promotions, 29
Privacy Rule, of Health Insurance Portability and 

Accountability Act of 1996, 159–161, 161b, 180
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checklist for, 211–212
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Professional boundaries, 26
Professional touch, 25
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checklist for, 181–182
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description of, 13b
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information resources about, 183
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trust and, 166
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Internet, 30
patient perceptions influenced by, 27–29
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R
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Medicine and Dentistry.
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Recreational drugs, 316
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for intimate partner violence, 322
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Relational meaning, 79
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relationship.
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Self-disclosure, 115–116, 158, 173
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caregivers of, 250–252, 266
checklist for, 267–268
communication with, 257–265
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hearing loss in, 262–264, 265b, 268–270
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oral health disparities in, 257
spouses of, 250–252, 266

Sexual aggressiveness, 25
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Sexually transmitted infections, 60–62, 64
Smells, dental fears and, 129t, 132–133
Smile, 142, 171
SMILES approach

checklist for, 147
description of, 141, 171
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rapport building through, 172
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Smoking, 311–313, 324, 326
Smoking cessation, 312–313
Social media
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Sounds, dental fear caused by, 129t, 130, 135
Speaking rate, 74
Special needs patients, 211
Specialists, 310, 322
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Spouses, 250–252, 266
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checklist for, 323–326
depression, 301–302
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discrimination for, 301
discussions about, 306
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inverse case law effects on, 303
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smoking, 311–313, 324, 326
specialists for, 310, 322
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STIs. See Sexually transmitted infections.
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T
Takeaways, 237–238
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Task-focused messages, 102
Tastes, 129t, 133
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Teach-back method, 208b, 209
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Telecommunications device for the deaf, 279
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Television advertising, 28
Tell-show-do technique, 208b, 208–209
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Therapeutic alliance, 83
Time
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multitasking and, 78
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Transtheoretical model, 307b, 326
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with dignity, 168
DISC system for, 228–229
discretionary, 220–221
esthetic, 220
explaining of, 58
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restorative, 222b, 222–224, 228, 231, 241, 250
unnecessary, 220

Treatment Motivation Survey, 203
Treatment plan(s)
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importance of, 219–220
insurance’s role in, 221
patient participation in, 228
patient-centered thinking in, 221
preventive, 252
routine oral health care versus, 207
spousal involvement in, 251
treatment categories, 220–224

Trust
building of, 106, 173
clinical performance affected by, 83
coping skills and, 32
credibility and, 166 

dentist stereotype of, 26–27
emotion-focused communication for enhancement 

of, 102t, 105–106, 125
eye contact and, 144
by patient, 166

TTY. See Telephone typewriter.
Twitter, 30

U
Uncertainty avoidance, 51
Unintentional communication, 6
United States

dental problems as stigma in, 59
health care system in, 46
population diversity in, 44
reading levels in, 112

V
Verbal alarms, 114–115
Verbal backchannels, 81
Verbal communication

checklist for, 116–118
classification of, 101–106, 102t
description of, 6
emotion-focused communication, 104–106, 123
empathy conveyed through, 233–234
goals of, 100–107, 102t, 116
importance of, 99–100
information resources for, 118–119
nonverbal communication versus, 80, 99, 124
oral health affected by, 100
by organizations, 117
persuasion through, 100
strategies for

calmness, 114–115
checklist for, 117–118
express concerns, 113–114
overview of, 111–112
paint an accurate picture, 113
self-disclosure, 115–116
simplifying of language, 112t, 112–113
time, 114

task-focused communication reliance on, 102t, 
102–103, 123

Verbal skills. See Verbal communication.
Video, 140
Video remote interpreting, 281b, 283
Visual aids, 281b, 282–283. See also Presentation aids.
Vocabulary

calming, 115
culture and, 50b, 56–57, 57t
simplifying of, 112

W
Waiting room, 134
Websites, 30
White coat, 167
“White coat syndrome,” 229
White patients, 52
Word-of-mouth referrals, 29
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