Inclusive curriculum by including the dental patient
Abstract

This paper describes ways to record dental patient's appreciation of their own health status, and the way they feel about the care they have received. From an initial analysis of their views it is proposed that this innovation can help break through assumptions that dental students make.  These records bring to light differences of opinion and attitude to dental care that has relevance across all clinical professions.   There is an onus on staff to make the curriculum more patient centred and provide evidence for patients to take a more active role. From these findings an educational development is proposed to deepen the integration of patients into a more inclusive curriculum.

Inclusive curriculum by including the dental patient
This article is the story of an educational developer breaking into new ground in a clinical curriculum.  No curriculum consists of just the teacher and students in a hermetically sealed unit of the classroom.  However, this is particularly true for healthcare related vocational disciplines, such as dentistry, where students are exposed to clinical work.   Sweet (2003) describes an all stakeholders community based healthcare curriculum model (see figure 1).  This illustrates the potential for inclusive community interaction between students, the teachers, patients and co-professionals, which can allow students to emphasise and develop their strengths whilst accommodating to their needs.  It also can protect them when they are vulnerable to pressures that could exclude them in some way.  There is the potential, if it is used, to engage the patient in the process of curriculum development through consultation, feedback and processes of assessment.  In addition, the established interprofessional education relationship between nurse and doctor, has for some time been a resource for the medical and nursing student, and with the recent registration of all professionals complimentary to dentistry, which includes dental nurses, hygienists, and dental therapists, they too will also develop a degree of autonomy and influence, with greater scope for academic and clinical interactions.  An inclusive curriculum entails arranging ways to manage student diversity that can be included, discussed and valued (ADU, 2006).  But at the same time there is a need to develop an understanding of when equal opportunities is about treating everyone the same and when it is about respecting difference (NATFHE, 2005). 

Barriers against an inclusive curriculum

Despite the potential for inclusivity, there are a number of influences which would maintain the status quo.  Much teaching is carried out in the medical and dental world following the apprenticeship model (Pratt, 1998), which demands that students model themselves on their lecturers.  Even more modern developmental approaches such as problem-based learning can be criticised for teacher hegemony; a world inhabited by scenarios and problems chosen entirely by teachers (Fenwick and Parsons, 1997).

Inclusivity and the Dental Undergraduate Curriculum

In terms of demographics, recent surveys (BDA, 2005) indicate that forty five percent of current dental students are male and fifty five percent female.  Also 
that 40% are from black and minority ethnic groups.  Despite this favourably large percentage for minority groups, most are from an Indian background, so that Bangladeshi and Afro-Caribbean populations are still underrepresented.  A mere one percent of students come from families with an "unskilled" background, and the success of widening participation programs for teenagers has yet to be documented.   Entry to Dental school in the UK is limited to a full-time course designed for school leavers, except for the new school at Peninsula, which will be the first to take all graduate entrants in 2007.  Dental students work a 45 week rather than the usual 30 week year in non-clinical Higher Education, so that extensive religious holidays produce unacceptable absence.  Religious fasts can also prove difficult if working in a demanding clinic.   One 
of the greatest barriers to inclusivity in dentistry is the traditional perceived need to admit students without disability, because at qualification they have to be declared fit to practise all parts of clinical dentistry.  Current General Dental Council (GDC) policy is to have no specific guidelines, but to not recommend the entry of any student with a known disability that would stop them from practising all aspects of dentistry (Wilson, 2002).  On the other hand partial practice is possible for qualified dentists who have developed disabilities following their dental school years.  The GDC argue that the experienced dental practitioner who becomes disabled is in a position to self regulate him/herself to facilitate safe practice.  However, the fresh entry disabled student would be able to adapt  in some cases with the help of reasonable adjustments as required by the Disability Discrimination Act  . It would be an exaggeration to say that the newly qualified, or any one else, can perform all aspects of dentistry fully; hopefully just a wide range. Newly qualified experience vocational training with suitable supervision, and all newly qualified dentists, disabled or not, need to grow into a range of activities that make up their practice. As professionals, they must keep within their limits of competence.  Tynan (2003) and Tynan in MacDonald (2004) has challenged regulatory bodies such as the GDC, suggesting that they set out clear recommendations for the recruitment and entry of disabled students.  The manual nature of clinical dentistry must restrict entry into the profession for those who are unable to make full use of their hands even if supplied with adapted instruments and tools. The most severe levels of impairment such as significant visual or physical impairment would almost certainly pose overwhelming difficulties for a potential student.    Dentistry involves communication with patients and colleagues,
 but this should not exclude students with speech or hearing impairments, for whom reasonable adjustments are available.
Does the clinician know best?

A clinician related a case of his attempt at ideal treatment using a medical model of reaching optimal clinical recorded health (Palmer, 2004).  This entailed the patient attending his clinic every two weeks for eighteen months.  Optimal healing was achieved, but at a cost -- the process was not socially sustainable -- the patient had too much time off work, lost her job and could not afford the continued cost of travel to attend the clinic.

It is proposed here that if patients are given an opportunity to participate in their own management, then it is possible to align a more appropriate therapy for their needs.  As an adjunct, a sensitivity to “the patient’s view”  will create a widening influence on the student learning experience opening up the curriculum to appreciate individual difference and diverse cultures
.  There is evidence that patients’ self reports are more reliable than recorded clinicians’ findings (Locker, 1996) so it is important to record patients' own perceptions of their oral health needs.  Much of dental education at present is still based on the ‘medical’ model.  However, an increasing number of patients are finding their voice and wanting a choice in the way they are treated.  Clearly, it is possible for conflicts of opinion between patient and clinician.  As Allen (2003) says the removal of a tooth could be seen by a clinician as a disaster, and the loss of a number of teeth creating a risk for further disease progression, but from the patient viewpoint it may prove a positive experience, through relief of pain and suffering.

Most people's health care needs cannot, therefore, be evaluated on the basis of diagnosis alone (Tate, 2000).  But the theoretical base for choosing the additional information has developed in recent years based on two models (published by the World Health Organisation in 1980 and 1998).  There has been a change from a medical model of concerns for increasing burden of disease on the individual of impairment - limitation - disability and finally handicap to a more enlightened view of how variations in health may play a part in affecting bodily functions and structures - activities - and finally the ability for that person to participate in society (McGrath and Bedi, 2002).  They continue to say that surveys based on the medical model such as the short form oral health impact profile (OHIP-14) ask wholly negative questions, whereas the UK oral health-related quality of life profile (OHQoL-UK) focuses on both disease and health states asking negative and positive questions.  Still further developments in theory construction are taking place, which emphasise short-term coping and long-term adaptation to impairment and limitation of activity (MacEntee, 2006).  MacEntee and Brondani (2006) question a simplistic bipolar negative and positive axis of health and disease and propose that people work out what disease and disability mean to them based on their own values and beliefs together with cultural influences around them. They often develop coping and adapting strategies that enable them to reach a positive perspective and acceptance of their condition as part of their persona.  This new insight was gained from qualitative analysis of focus group open-ended questioning.

A practical pilot implementation 

In the clinical situation, time permitting, there is opportunity to ask such open-ended questions to gain an in-depth understanding of patients' conditions and views.  However, where do you start?  Dental Specific Quality of Life (DS-Qol) survey profile was chosen as a useful focus for gaining patient perceptions of their current oral health (Kind & Boyd et al., 1998).  DS-Qol is aligned to the more recent (WHO, 1998) conceptual framework of both gaining information on global appreciation of oral health and specific deficiencies related to diseases of the oral tissues.  It is normally given as a self-reporting survey, but it was easily adapted for use here by asking the patient the questions and the student clinician recording the answers.   DS-Qol is brief, consisting of one global appreciation of oral health in response to a visual analogue scale (VAS) indicating worst possible oral health at zero and best possible oral health at 100 and the participant it asked to place themselves anywhere on the scale that day.  There are in addition five questions which ask if you have any problems with, eating, cleaning your teeth, aesthetics, pain / discomfort, or speech.  It has been developed as a dental specific variant of a generic health profile EuroQol [also called EQ-5D](EuroQol Group, 2006), which has the same structure, and VAS depicting best and worst possible general health and questions related to problems with mobility, self-care, usual activities, pain / discomfort and anxiety / depression.  EuroQol has been validated against a national questionnaire in the UK (Kind & Dolan et al., 1998) and DS-Qol against the generic profile (Kind & Boyd et al., 1998; Boyd et al., 1998).  DS-Qol is brief and can be used on sequential visits to show changes in perception without giving offence or anxiety.   Dorman et al. (1997) showed EuroQol to gain a better rate of return of information than an alternative longer generic profile.  The profile's five questions can depict specific problems so that their resolution could be determined from sequential recordings.  Most important of all, it can prime the start of a dialogue with the patient to help determine and negotiate good oral health care options. 

In addition, a profile was constructed de novo to evaluate patients appreciation of their dental visit which is named here as Dental Visit Profile (DVP).  Published dental satisfaction profiles such as Dental Satisfaction Questionnaire (DSQ; Davies and Ware, 1982) were inappropriate as they were focused mainly on administrative factors such as cost and access.  DVP includes five key closed questions asking, "Has my dental student: explained clearly to me how I can look after my mouth; a friendly approach; explained treatment choices; worked safely and hygienically; and inspired confidence?  This is followed by an open-ended question asking if there is anything else that we should know about that you would like to tell us?

The profiles were offered to the student clinicians as an optional resource and used where the clinician thought they would aid the normal process of relevant collection of data for patient care, and where the patient was willing to fill in the DVP.  Data was entered into the [identifier removed] Trust Patient Management System database and from this an anonymous transcript was produced for educational purposes.

Results

Data collection by student clinicians was patchy at first as they began to understand the principles behind the additional level of information gathering, but enthusiastically taken on by some as they had a means of recording improvements in clinical findings and patient perceptions.  Apart for one or two patients, who did not have time, they were mostly willing to fill in the DVP.

Data was used from 61 adult patient consultations by dental students in an outpatient periodontal clinic during periods of study between 2004 and 2006.

Global appreciation of oral well-being

Visual analogue scale readings ranged from 20 to 90 with an average at 61.  There were also two peaks of occurrence at 40 and 70.   The average score is much lower than those recorded by Kind and Boyd et al. (1998) at either a hospital outpatient clinic at 77 or a community dental clinic at 80, but comparable with walk-in Dental Hospital patients, out of pain, in follow-up appointment at 63 (Anderson and Thomas et al., 2005).  Scores were as low as an average of 48 when these patients first attended in pain. 

Patient appreciation of oral deficiencies followed the same pattern as in Kind and Boyd et al. (1998) with problems with appearance 62%, pain and discomfort at 42%, eating 21% and speech 10%, which were all scores someway between their hospital outpatient and community dental practice groups.  However, the major difference was in response to the question "Do you have problems cleaning your teeth and gums?" with a score of 45% against 8-18% in the other settings.  Although there appeared to be generally fewer specific problems declared as the VAS score increased there was no significant difference determined.  Patients, even with high scores for overall general oral health appeared to report a number of minor deficiencies mainly to do with appearance.

Feedback on dental visit experience

A positive score was given unanimously for each question asked.  This could reflect the very positive experience that the patients have had, or the relatively public way in which the data was recorded.  Patients were possibly frightened to give responses other than exonerating the student and system.   The open ended question generated answers showing general satisfaction with dental visits as patient comments included:

"I am treated and feel like an important patient"

"My student is always kind and courteous.  She explains clearly what she's about to do and I am confident that she is professional in her treatment."

"Felt very at ease on the clinic"

Discussion

Global oral health appreciation

VAS scores taken in the periodontal clinic were lower than those from a general community clinic reported in the literature.  This could indicate that patients with periodontal disease have lower associated perceptions of general oral health.  Ng and Leung (2006) claim that their paper is the first to demonstrate that periodontal destruction can directly affect quality of life, but that as yet there are no papers that evaluate if successful therapist-centred outcomes correlates with patient-centred outcome.   Despite the fact that they state the need for health as a resource, they use the older paradigm deficit index OHIP-14S indicating functional limitation, physical pain, psychological discomfort and physical and psychological disabilities.  In principle, the DS-Qol presents as a more rounded instrument to gain a positive appreciation of oral health and a segregation of deficit factors that may need consideration in an overall treatment plan for a patient.  DS-Qol indicates the status of oral health but fails to include patients' perception of need of how they should gain greater oral health.  This would be an invaluable new discussion point with which to take treatment forward.  I am suggesting the inclusion of an additional patient statement in answer to the question "What do you think you need to gain maximum oral health?"

Deficiencies in oral health

In a periodontal clinic, oral hygiene instruction is a major part of the treatment, it is therefore worrisome that scores of nearly 50% of patients are having difficulty with cleaning their teeth and gums, when a good number of them will have already had sessions of demonstration, instruction and guidance on choice of oral hygiene gadgets and how to use them for their particular mouths.  This area needs close attention and further research.

Appreciation of deficiencies includes the item of "Are you having problems with your speech?", but this item was always related to aesthetics and appearance problems and mentioned infrequently.  It would therefore seem more appropriate to include the topic of dental anxiety, which is missing so far from the DS-Qol profile.  However, mapping back to source it can be seen that in EQ-5D anxiety / depression is the fifth item in the generic index.  It therefore seems more appropriate to include the question "Do you feel anxious about your dental treatment?" as item five in future studies. "Problems with speech", may have slipped in because it is included in some established quality of life indices.  Ingelhart et al. (2003) showed that patients' fear and feeling of lack of control of the dental situation reduced their overall satisfaction of the dental visit.  They also showed that dental fear was a major reason for non-attendance.  It is therefore important to identify dental anxiety and to make provision for allaying it.  On an individual patient basis it will be sufficient to ask "Do you feel anxious about dental treatment?" and work on the response of no, a little or a lot. The Corah Dental Anxiety instrument used by McGrath and Bedi (2004) could not be used on a repeated basis, asking the patient if they are "so anxious that I sometimes break out in a sweat or almost feel physically sick"!

Feedback on the patients’ dental experience

Patients filling in a questionnaire about their dental visit need to know that their answers are anonymous and yet have been read and taken seriously.  Other than some lengthy postal system to maintain anonymity it may be possible to resolve these issues technologically by collecting data using an Ultra Mobile PC tablet on which the patient will be able to write their feelings and views.  Reflecting on the questions I realise that they did not indicate if care was taken not to harm or hurt a patient and the questions did not refer to student dexterity - two very important issues in appropriate dental care.  Also the final question was rather indirect.  Following on from this study a revised six point DVP will ask if "My dental student: explained clearly to me how I can look after my mouth; explained clearly the treatment choices open to me; made my visit as comfortable as possible; uses instruments in the mouth carefully and effectively; appears to be working safely, hygienically and professionally," and finally "inspires confidence."  This will end with a more direct question: "What else would you like to tell us about your visit?"

Removing deficiency thinking?

Is it still necessary to talk in deficiency terms?  Could or should the question for instance "Do you have problems eating? be turned into something more positive.  There is quite an interesting problem with language.  Instead of asking why you're having problems eating, we could ask, "Do you eat well?"  Of course this means something quite different from having no problems eating -- it means getting food in despite problems with eating itself!  Another option would be "Do you find eating pleasurable?"  But the answer to this question could be "Yes, I like my food", but would this elicit a statement that "But still have problems with food getting stuck between this tooth", or would this stay hidden by this approach. Should we have sufficient faith in that important deficiencies will still be brought up and dealt with effectively by initiating the topic in positive health issue terms?

Certainly, from the deficit data collected, minor deficiencies appear to be present despite high levels of over all appreciation of good overall oral health.  Does much of the deficit mention of problems encourage a trail of trivial fashion statements or vital means to reach for a better quality of life?

The clinician is taught to find fault to examine where health ends and disease begins, to make a diagnosis and communicate this to the patient, but this only has to be one thread of the dialogue.  Are clinicians prepared for the possible rejection of their solution to fight or cut out the disease?  In the third wave of thinking about disability MacEntee and Brondani (2006) are not suggesting that persons should remain in the dark from clinical findings, it is just that they should have the space to discuss the issues from their point of view and be free to make their own choices and take ownership of them. 

Alternative DS-Qol questions could be

Are you happy drinking and eating your food?

Can you clean your teeth and gums well?

Are you happy with the way your teeth and gums look?

Are your teeth and gums comfortable?

Are you at ease in the dental clinic?

Reaching towards appreciative inquiry

Appreciative inquiry has mainly been used as a tool to improve organisations by reframing and keeping a focus on positive ways to develop (Preskill and Catsambas, 2006).   Returning to the All-stakeholders curriculum there is a potential positive resource for patients along a cycle of Appreciative inquiry.

Making the best of what is

By asking the global overview of oral health we are getting an appreciation of the patients perception of the best of what is.  If we include our questions in their new positive format above, it can reinforce a positive perception, but will highlight problems significant to patients if they have to say "No" to one of the positive questions.  Problems can be dealt with in the usual way if very urgent or brought into the context and focus of the best that is.

Making the best of what might be

By asking the patient what they think they need to gain maximum oral health, we are approaching what might guide us to the best situation they think that might be for them.  It was an important discovery from this pilot work to realise that DS-Qol alone gave an indication of status but failed to indicate what a person thinks they need.

Making the best of what could be

This is where clinicians can enter, but not entirely take-over.  They will have patients' overall perception of global oral health and hence need for change.   Important problems will be highlighted if patients cannot confirm the positive statements about comfort and ease of using their mouths. What the patients think might be the best has been thought through.   Clinicians, student, assistant and teacher will have their examination findings, radiographs, photographs, charts, associated risk factors and diagnosis which could provide a typical treatment pathway for these kind of cases with an indication of what is feasible.   Should we expect these approaches to align with each other, for as Allen (2003) says clinical and subjective measures are associated moderately only.  The unifying theme is that of the best of what could be.  With the support of those in the curriculum environment, the views of the patients must make the final decision on the action that takes them towards the best of what could be for them.

The best of what should be

This is the optimum situation.  The patients' conditions will have stabilised clinically or at least reached a point of optimum health for them.  This is the point when traditionally clinicians, even those who are teaching, have hurried these patients away so that they can take on more patients with problems.  But that is service provision thinking, not seeing the wider issues of a clinical curriculum.  Whereas most teaching clinicians are quite content to use as well as serve patients who have diseases that need treatment for teaching purposes, they are reticent to use, or know what to do with exemplar patients who demonstrate the best of what should be.  They have finished treatment - there is little more we can do for them now so they should go back to their general dental practitioners.  But what a positive resource we are failing to use in our teaching if we do not hold on to at least some that are willing to engage in dialogue with us - to express their story of dealing with their condition, the treatment and educational setting, the students, co-professionals and finally dealing with clinical academic tutors.   With this insight, the profiles we are collecting begin to take on a different aspect, not just as a means of facilitating data entry to improve and align treatment at a particular moment in time, but collected longitudinally will provide a core resource for a patient to express what they feel have been the building blocks to their current position which is the best of what should be.   Or alternatively, students can follow these threads and act as advocates for patients, letting the quality of life documentation get them closer to the thoughts, feelings and culture of those they would serve.
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