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Objectives: This study aims to explore the views of general dental practitioners and dental care professionals on pre-
vention in general dental practice and the challenges they face in its implementation. Design: A purposive sample 
of dental practices in north central London was selected based on the following criteria: size of the dental practice, 
size of the NHS dental contract and the level of engagement with prevention. In total, 11 practices out of total of 22 
were approached with five agreeing to participate. A topic guide was developed which explored current roles and re-
sponsibilities of staff, current practice and barriers to practising prevention and developing preventive roles in dental 
practice. Four focus groups were conducted, two with dentists (n=12) and two with dental care professionals (n=13). 
Focus group discussions were recorded and tapes transcribed. Thematic analysis was used to analyse the data. Results: 
There were broad similarities in the themes that emerged from the four focus groups. Prevention was considered to 
be important, and for dentists, it was viewed to be part of their ethical obligation. A number of barriers were cited in 
providing preventive care including organisational factors (lack of adequate remuneration, bureaucracy, isolation), pa-
tient related factors (motivation and compliance), and clinician related factors (lack of motivation, lack of training and 
limited access to resources). Dentists felt isolated and were keen to engage and integrate with other health services and 
educational settings. Conclusion: Implementation of prevention needs to be supported by tackling the barriers faced 
by dental teams in order to widen the opportunities for health promotion in primary dental care. 
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In the UK, the majority of routine dentistry is provided through 
the general dental services (GDS) in primary care. Unlike other 
primary care settings, many dental patients are essentially 
healthy but attend their dentist routinely for a dental check-
up, with 70% of the general adult population attending a dentist 
on a regular basis (Steele and O’Sullivan, 2010). Primary dental 
teams are therefore ideally placed to offer preventive advice 
and support to their patients, particularly as brief behavioural 
interventions delivered in primary care have been shown to 
be effective (Lancaster and Stead, 2004; Kaner et al., 2007). 
Furthermore, evidence has also shown that dentists can be 
effective in providing brief interventions, including smoking 
cessation, which is comparable to their GP colleagues in pri-
mary care (Warnakulasuriya, 2002; Gordon et al., 2006). 

However, despite the availability of guidelines and the evi-
dence on the effectiveness of interventions delivered in primary 
dental care, implementation of preventive care has been limited 
(Spalleck et al., 2010; Hopper et al., 2011). This is supported by 
studies which report a number of barriers including clinician-
related factors (dentist’s attitudes and views), patient factors 
(patient compliance and motivation), as well as organisational 
components of health services including lack of time and remu-
neration (Skegg et al., 1999; Warnakulasuriya and Johnson, 
1999; McAnn et al., 2000; Gorin et al., 2004; Johnson, 2004; 
Stacey et al., 2007). 

A number of qualitative studies have been carried out to 
assess the views and attitudes of health professionals, as well as 

the barriers encountered in delivering prevention in primary 
care. The majority of evidence stems from research in primary 
medical care. A systematic review exploring GPs’ attitudes to 
and experiences with clinical practice guidelines identified a 
number of factors including organisational issues, protecting 
the patient-doctor relationship, as well as the importance of 
professional obligation (Carlsen et al., 2007). A study of Dutch 
GPs found that although they had a positive attitude towards 
prevention, this did not automatically lead to implementation 
of preventive care due to the organisation of general medical 
practice, feasibility of prevention, as well as perceived accept-
ability to patients (Hulscher et al., 1997).  Similarly, interviews 
with GPs in Australia found that preventive care provided dur-
ing health checks was affected by attitudes of the GP, social 
and professional norms, as well as the level of behaviour risk 
presented by the patient and the availability of resources (Ampt 
et al., 2009).

However, similar evidence from research in dental settings 
is limited. A review of the literature identified two qualitative 
studies that focused on the delivery of preventive advice in pri-
mary dental care settings. Interviews with dental practice prin-
cipals in Yorkshire on delivering prevention in general dental 
services revealed a range of barriers including lack of financial 
remuneration, and underdeveloped professional skills (Dyer 
and Robinson, 2006). Another study exploring which factors 
influenced the implementation of preventive care among pri-
vate dentists in Australia, found that leadership was a significant 
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factor in delivering prevention in dental practice. The authors 
suggested that leadership promoted the re-allocation of time and 
resources towards general prevention, in addition to encouraging 
peer support and the establishment of peer support networks 
(Sbaraini, 2012).

A further limitation of current research is that the majority of 
studies on prevention in dentistry have mainly focused on spe-
cific aspects of prevention such as smoking cessation or alcohol 
advice. However, in common with other studies from primary 
medical care, dentists have reported hesitation and reluctance to 
offer alcohol counselling to their patients (McAuley et al., 2011). 
The reported reasons were lack of time, lack of funding, as well as 
insufficient training and lack of confidence among general den-
tal practitioners (GDPs). Dentists were also apprehensive about 
disrupting the dentist-patient relationship (Macpherson et al., 
2003; Goodall et al, 2006). Results from focus groups with GDPs 
working in south east England exploring their involvement in 
smoking cessation revealed a range of additional barriers includ-
ing a fatalistic attitude towards smoking cessation, and perceived 
patient opposition (Watt et al., 2004).

In the UK, current oral health policy is placing greater empha-
sis on developing and expanding the preventive role of general 
dental practitioners and utilising dental care professionals (skill-
mix) to delivery primary dental care services (Steele, 2009). 
However, there are still major gaps in our understanding of how 
best to implement and adopt existing preventive guidance in 
general dental practice. Furthermore, very little research has been 
conducted with dental care professionals (DCPs) to explore their 
views on prevention. More research is therefore needed in this 
important area.

This study therefore aims to explore the views of GDPs and 
DCPs on prevention and the challenges they face in implement-
ing it in primary dental care in north central London. This quali-
tative study was part of a wider exploratory trial evaluating the 
implementation of a dietary intervention using motivational 
interviewing to reduce soft drinks consumption among young 
people attending dental practices. 

methODs
Four focus groups were carried out with dental teams working 
in NHS dental practices from one PCT in north central London: 
two with dental performers and two with dental care profession-
als. Focus groups were chosen as they facilitate discussion and 
debate in a group setting enabling different perspectives to be 
raised amongst selected individuals, in this case different dental 
professionals. Furthermore, focus groups are a more efficient 
method of collecting qualitative data within a short time period 
than individual interviews (Kreuger, 1994). 

A purposive sample was selected based on following criteria: 
size of the dental practice (based on number of dentists working 
in each practice), the size of the NHS dental contract (based on 
number of patients on dental practice list) and extent of engage-
ment of dental practices with preventive activities in the local 
Primary Care Trust (PCT). Eleven practices out of a total of 22 
in the PCT were chosen for the sample based on these criteria. 
All 11 practices were approached, initially by letter and then a 
follow up phone call to request their participation in the study. 

The focus groups were conducted in convenient local community 
venues, close to the dental practices where participants worked. 
The venues were carefully chosen as a neutral setting where par-
ticipants would feel able to openly express their views.

A topic guide was developed which explored current roles 
and responsibilities in prevention, current practice in preven-
tion, barriers to practicing prevention and ways of developing 
preventive roles in dental practice. A letter and an information 
sheet were sent out to the principals of each selected NHS dental 
practice inviting them to take part in focus groups. The target 
number for each focus group was 6-8 people. Participants were 
reimbursed for their time as follows: dental performers at the 
Guild rate and DCPs at a rate of £100 per person. Information 
sheets were given, and written consent was obtained from all par-
ticipants. This included consent for a digital recorder to be used 
to record discussions. The focus groups lasted between 45 min-
utes to one hour. Two researchers carried out the focus groups 
with support from the research team. 

Ethical approval, and then R & D approval, was obtained from 
the North Central London Research Consortium. 

Analysis of focus groups 
Focus group recordings were transcribed. Thematic analysis, 
a method for identifying, analysing, and reporting patterns 
(themes) within data was used to analyse the data (Ritchie and 
Lewis, 2003). Thematic analysis involves constant moving back-
wards and forwards between the stages of analysis, and is there-
fore a cyclical rather than a linear process (Ritchie and Lewis, 
2003). One researcher analysed the data and any discrepancies 
were discussed with a senior colleague. Data were managed by 
themes and cases.

The first stage of thematic analysis involved listening to the 
recordings and reading the transcripts to familiarise oneself 
with the data. Transcripts were reviewed and modified where 
there were difficulties in understanding the dialogue. Emerging 
themes within the data were identified and written down as a 
list of ideas by the margins. The second stage involved identify-
ing initial themes/codes/sub-categories in the data that emerged 
or recurring themes which may encompass behaviour, motiva-
tion, attitude, and views of participants. The third stage involved 
simultaneously examining the topic guide with the initial themes/
codes that were identified earlier to identify the broader themes. 
A thematic chart was then developed. The data were organised 
under the identified themes, retaining the language of the partici-
pant. Each theme with the relevant sub-headings was organised 
on a separate thematic chart. The data were re-examined and the 
categorisations were refined, in order to ensure that a logical and 
consistent pattern was achieved. Data were then summarised and 
described by comparing the data from the four focus groups. In 
addition, linkages and cross cutting themes were investigated 
between the four focus groups and highlighted on the thematic 
charts. For example, when examining the core theme of ‘barriers 
to practising prevention’, three substantive headings emerged, 
of which there were a number of sub-categories (sub-themes) 
associated under each heading.
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Results
Characteristics of participants 

Five out of the 11 dental practices who were invited to participate 
in the study agreed to be involved in the focus groups. The main 
reason for non-participation was lack of time. In total 27 partici-
pants were involved in the 4 focus groups (Table 1).

Two focus groups were conducted with dentists. One consisted of 
seven dentists working in a large NHS group practice (FG1); the 
dentists were mostly under the age of 30 years and the majority 
had qualified overseas. The second focus group comprised of 
four, more experienced and mature dentists working in smaller 
NHS practices (FG2). There were equal numbers of males and 
females in both groups. The majority of the dental practices had a 
large proportion of NHS patients who came from a diverse set of 

cultural backgrounds and social groups. Two focus groups were 
also conducted with DCPs working in the same dental practices 
as the dentists who were participating in the focus groups. One 
focus group (FG3) consisted of nine DCPs working in a large 
group practice. The majority of participants were trainee dental 
nurses who had only been working for a short period of time. The 
other focus group (FG4) consisted of four DCPs who worked in 
two smaller practices. The participants of this group were very 
experienced and had been working in their respective practices 
for many years.

Overall there were three key themes that emerged from the 
four focus groups. These included: roles and responsibilities of 
the dental team in delivering prevention; barriers to, and future 
opportunities for providing preventive care (Figure 1). 

FG1
Dentists

FG2
Dentists

FG3
Dental Care
Professionals

FG4
Dental Care
Professionals

Number of 
participants  
per group

8 4 9 4

Table 1. Number of partcipants in each focus group

Figure 1: Thematic chart exploring the delivery of prevention in General Dental Practice amongst dental teams
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Theme sub categories are discussed in more detail below.

Roles and responsibilities of dental staff in delivering prevention 
The role of the dental team
All focus groups participants perceived prevention to be very 
important. They also felt that it was the responsibility of the den-
tal team, as well as other health professionals in primary care. In 
addition, DCPs acknowledged that if patients did not follow pre-
ventive advice, their oral health would suffer as a consequence. 
“I think it’s the core of oral health, because if you don’t know 
how to look after your oral health, then the problems begin.” 
(FG3, DCPs)

The majority of the dentists felt a strong sense of professional, 
ethical and legal obligations to provide prevention for their 
patients. They felt because they had been trained in the prin-
ciples of prevention, they had an ethical and professional duty 
to provide it to their patients despite not being adequately re-
imbursed, financially. Furthermore, they also highlighted that if 
professional duty were to be breached, patients were inclined to 
complain to the PCT, which could result in litigation for profes-
sional negligence. 
“We don’t get paid for that (prevention) so it’s obviously some-
thing we have to do ethically.” (FG1)

In terms of roles and responsibilities in delivering prevention, 
dentists were in general agreement that prevention was not the 
sole responsibility of the dentists. Instead, it was perceived to be 
the responsibility of the entire dental team. 
“…the majority of the dentists talking and the nurses do contrib-
ute, obviously patients feel at ease sometimes if they are talking 
to the nurse and the nurse gives her view of it all or they say…” 
(FG1, dentists)
“…they are scared of us (dentists) sometimes!” (FG1, dentists)

However, there were diverging views from DCPs about their 
role in prevention. An interesting difference emerged between 
the two DCP groups, in terms of whose responsibility it was to 
deliver prevention. Participants in FG3 who were mainly inexpe-
rienced DCPs expressed the view that prevention was principally 
the dentist’s or dental hygienist’s responsibility and that the dental 
nurses only had a minor supporting role to play. 
“But actually, we’re not supposed to give advice (on prevention). 
The dentist is supposed to give advice.” (FG3, DCPs)

On the other hand, the DCP participants in FG4 reported that 
dental nurses were more approachable to patients, and therefore 
they made a positive and active contribution towards preven-
tion. They also expressed flexibility in their role depending on 
the clinical situation and the patient’s attitudes. Prevention was 
therefore seen very much as a dental team effort.
“…they (dentists) are in a good position to present that material. 
And we – sort of - back it up or if some patients feel a bit more 
comfortable talking to the nurses, ‘cause they are intimidated 
by the dentists sometimes and sometimes we’ll do a little OHE 
session with the patients as well.” (FG4, DCPs)
 
Individual/patient responsibility 
Although dentists and DCPs felt it was their duty to provide 
prevention, they had a strongly held view that it was the patient’s 
responsibility to make the necessary changes in health behaviours 

to maintain their own oral health. A feeling of general pessimism 
about prevention was expressed by both DCPs and dentists, as 
they felt that patients were the sole decision makers in making 
behaviour change and that dental teams had limited influence 
on this process.
 “…if patients can’t get motivated there’s hardly anything we can 
do to stop it, we can’t go to their house to brush their teeth” (FG1)
 

Barriers to providing prevention
There were distinct common patterns and links between the 
four focus groups, in terms of barriers identified. Both DCPs 
and dentists were in agreement that structural, professional and 
patient related factors all had an important influence in delivering 
prevention in primary dental care settings.

Structural factors
The general consensus was that the main barriers to providing 
prevention were organisational issues including lack of financial 
rewards, NHS bureaucracy, a general lack of trust in the current 
dental care system and limited training and resources. 

Financial barriers and NHS bureaucracy
The majority of the dentists and DCPs felt that financial incen-
tives to provide prevention were lacking in the current NHS 
dental contract. They also felt that the current contract fails 
to recognise the importance of prevention. DCPs consistently 
emphasised lack of time and financial incentives as barriers to 
general dental practices delivering more prevention. They alluded 
to the fact that ‘time was money’ for dentists and that ultimately 
they were running a commercial business. The public were there-
fore perceived to be customers, as well as patients. Many DCPs 
expressed their empathy towards the dentists and reported that 
dentists were generally dissatisfied with the NHS dental contract. 
It was felt that providing prevention under the current system 
was generally not feasible, due to pressures to meet UDA targets. 

Some of the dentists cited that there was excessive bureaucracy 
with the current NHS dental contract. They gave the example of 
smoking cessation for dental teams. They were concerned and 
frustrated with the level of paperwork that had to be submitted 
to the PCT, the time taken to offer tailored smoking cessation 
advice, in addition to the potential of upsetting the patient-den-
tist relationship.
 “If you start to focus on that (smoking cessation) and losing the 
patients, if they (patients) haven’t succeeded in giving up smoking, 
they don’t actually complete their dental treatment because they’re 
too embarrassed. So I’ve dropped the smoking as a real back burner, 
because my primary role is a dentist.” (FG2, dentists) 

An additional barrier that was identified by the DCP focus 
groups was the lack of suitable space and/or facilities in many 
NHS dental practices. They felt that prevention should be pro-
vided in a separate room from dental surgeries, but this was often 
not possible, particularly in single surgery practices. 
“Dentists have had a hard time recently. HTM 105 then CQC – any 
spare place available is going towards something to do with that 
rather than oral health.” (FG4, DCPs)
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Lack of autonomy and trust in the system
A minority of dentists openly expressed their frustration that 
they had little control over clinical decision-making and that eve-
rything was being ‘controlled by the authorities’ (it was assumed 
that they were referring to the PCT or the Department of Health). 
DCPs were sympathetic to the dental teams’ lack of autonomy in 
the current dental system, and interestingly they expressed simi-
lar views to those of the dentists. Apprehension was expressed 
about the current dental system and some participants felt that 
dentists were no longer considered in the decision making pro-
cess. They also felt that PCTs were ultimately interfering with 
patient care leading to cynicism with the current dental contract. 
“...illusion is that somehow we’re ‘self-employed’, but we’re not. 
We’re employed. Because everything about what you do is con-
trolled. From the money you receive to the contract you have, to 
what treatment, how you can do it, when you can do it, how much 
time you spend on it. It’s all controlled...” (FG2, dentists)

Isolation: Lack of integration with wider NHS
The majority of dentists recognised the importance of having 
good links with other health professionals, as well as early year’s 
settings such as children’s centres and nurseries to promote oral 
health. However, most dentists appeared quite isolated from these 
local services. Participants cited that there was limited interaction 
between neighbouring general dental practices in the area, as 
well as with the Community Dental Service (CDS) and the local 
Hospital Dental Service (HDS). They also cited that there was 
little engagement between dental practices and other sectors of 
the health service such as GPs, and health visiting teams, as well 
as with the educational sector including children’s centres and 
local schools. Participants alluded to the fact that they were keen 
to be less isolated from other local services and were frustrated 
that although they made some effort in engaging with different 
services, these were perceived to be unsuccessful.
“…we’re right in the middle of… estate, we have a children’s centre 
opposite, and they don’t even know we exist, we’ve introduced our-
selves time and time again. We have had people being signposted to 
other practices – we’re there! We’re across the road.” (FG2, dentists)
 
Lack of training in prevention
Most of the dentists also felt that although they could deliver 
some aspects of prevention, such as diet and oral hygiene advice 
as they had received training in these activities, other areas of 
prevention such as smoking cessation were considered more 
challenging. In addition, some of the dentists cited that they were 
knowledgeable about the content of the advice they needed to 
give to their patients, but they also recognised that they required 
training in how to deliver the advice and the psychological theory 
that underpins behaviour change. DCPs were also interested in 
being offered training on prevention as part of their continu-
ing professional development (CPD). In practical terms, they 
preferred the training courses to be free of charge and to be held 
in the evenings so that there is minimal impact on their clinical 
work.
“But smoking especially -to be honest- I have not much idea about 
how to tell patient… it wouldn’t take so long… I’d just tell the 

patient “Your smoking affects the gums, the healing and your teeth 
as well”. That’s what I can tell my patient. But I can’t tell my patient 
how to cut down on smoking or something like that… I have no 
idea…” (FG1, dentists)
 
Influence of other sectors on oral health
Some of the dentists expressed the view that although prevention 
in dental practice was important, wider influences beyond their 
control determined disease patterns. These included the activi-
ties of the food manufacturers, advertising, and food labelling. 
They acknowledged that creating a ‘healthy environment’ had 
a more significant influence on patient behaviour than health 
education alone.
“I mean the manufacturers know what they’re doing! The manufac-
turers put sugar into these products to make them more pleasant. 
And that’s why you get a product where sugar is the second ingredi-
ent… they’re so bad at labelling.” (FG2, dentists)

One dentist felt that providing adequate financial incentives 
would not solve the issues around prevention alone, and insinu-
ated that broader factors had to be taken into consideration.
“Funding is not going to improve that 15-year-old having sweets 
as she walks up stairs (for her dental treatment).” (FG2, dentists)

Clinician-related factors
Some dentists openly expressed professional guilt as a result of 
the conflict between their ethical and professional obligations 
to provide preventive care versus running a business. Lack of 
monetary incentives for providing preventive care was also cited 
as a reason for this internal conflict. 
 “We have to have two hats on the whole time. We have to manage 
what the patient needs and manage how much money is given to 
us to do that. And we’re at conflict, constantly.” (FG2, dentists)

“…time is money if you are in a dental surgery sometimes in a GDP, 
general dental practice, sometimes PCTs don’t appreciate this and 
it’s just having time to do this. We did the open day which was great, 
but we lost a whole day’s business through it. If that was reimbursed 
somehow, that would be great. And the dentists are not happy with 
the contracts at the moment as you know, so…” (FG4, DCPs).

The majority of participants acknowledged this conflict between 
running a business and their duty of care to their patients. 
However, preventive behaviour was also affected by attitude of 
dentists. Some dentists felt that despite lack of financial incen-
tives they regularly provided preventive advice to their patients, 
whereas others felt the need for an economic incentive to carry 
it out.
“That’s (dietary advice) still core, isn’t it? You still do that for eve-
rybody. It’s not some extra idea that’s now being put into practice, 
it is something that’s been there for years, or I assume it has been 
there for years and it will be there for years, if not more, more so 
now than ever.” (FG2)

Patient motivation and compliance
Patients were perceived by dental practitioners as being in control 
of, and having their own beliefs and understanding of their gen-
eral health, including oral health. This resulted in fatalistic views, 
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as dental teams felt they had little control over their patients’ 
behaviour; patients were inevitably perceived to be in control of 
their own health. Therefore, ultimately patients had the respon-
sibility in practising healthier behaviours, thereby emphasising 
the importance of patient motivation and compliance as barriers 
to providing prevention. 
“I saw this patient whose lungs collapsed, she’s been in and out of 
hospital for the last four months… she’s a single parent, two children 
and she’s still smoking. She said “I used to smoke 40 a day now I’m 
smoking 3 a day and my consultant is giving me grief for this, I 
don’t want you to give me grief for this, my tooth is hurting, sort 
me out”. But these patients are chronic. No matter what you do, no 
matter how much… they are not going to improve.” (FG1, dentists)

“…it all rests on the patient to accept the information and actually 
do it. So they have to kind of want to do it themselves. We can only 
do so much.” (FG4, DCPs)

Lack of patient knowledge and understanding, and cultural dif-
ferences were also cited to be important factors in determining 
patient motivation. Furthermore, DCPs highlighted language and 
communication problems as important barriers to delivering pre-
vention. Participants described how dentists had to spend extra 
time with patients who did not speak or understand English.
“Patients can’t speak English… Some patients bring their child, 
and the child is trying to explain, but the child doesn’t understand 
what the dentist is saying.” (FG3, DCPs)
 

Future opportunities for prevention
A range of ideas were expressed on how this area of dentistry 
could be developed and expanded in future.

Structural support and training
The majority of respondents stated that appropriate training in 
prevention was essential to develop their knowledge, skills and 
confidence. However, a moral dilemma was expressed repeatedly 
- the ethical obligation towards providing prevention and the 
absence of any financial incentives. They did not see the point in 
being trained in prevention when faced with inadequate financial 
reward compounded with feelings of guilt. Although the majority 
commended Delivering Better Oral Health (DH, 2009), many 
expressed the need for practical resources for their patients. 
 “…to be honest it’s just because we don’t get paid for that. And 
why do I want… I know… I know about prevention, I know the 
basics, why do I want to know more? Seriously? I know about diet, 
fluoride, oral hygiene, smoking… I can tell my patients… that’s it. 
But if we got paid for that of course we would do it and I think it 
would be useful as well. ” (FG, dentists)

The provision of appropriate training and oral health promo-
tion resources were seen as being very important. They also 
emphasised the need for health education resources for patients, 
including leaflets, as they felt that this was a great motivator for 
their patients. 

A range of constructive comments emerged in the focus groups 
over how preventive activities could be further developed within 
NHS dental practices. It was also felt that prevention was essen-
tially a team activity and DCPs should play an important role 
and be rewarded accordingly.

“If they had something in the NHS contract that paid for nurses to 
do stuff. You know, the scope of practice for nurses now is… you’ve 
got extended dental duty nurses. And sometimes you know I think 
they’re losing, wasting an opportunity. Because we’re much cheaper 
than dentists. And they can pay us to give the message across. And 
then dentists wouldn’t mind letting us go out of the surgery and 
doing this, if they got reimbursed for it somehow.” (FG4, DCPs)

 DCPs also saw opportunities and links with other dental ser-
vices such as the CDS, as well as with local GPs, maternity ser-
vices and community nurses. 
 “There should be some sort of connect as it is linked to nutri-
tion somehow to connect it to dental practice, refer to dietitians or 
encourage them to go see GP.” (FG3, DCPs)

However, the notion of developing better cooperation and inte-
gration also posed certain dilemmas. The perception was that the 
GDS was very different from the CDS or HDS. Furthermore, the 
DCPs felt that they may be reluctant to share their examples of 
good practice with other GDPs as they were in direct competi-
tion for business. 
 “…you get people from the PCT asking us to share information 
with other practices about what we do with open days, our preven-
tion programmes, because they sound fantastic, can we share this? 
This is like asking Tesco’s what Sainsbury’s are going to do for their 
marketing. We are in competition with each other.” (FG4, DCPs)

Participants identified that the Department of Health had an 
important role to play in promoting better oral health and in 
improving dental attendance. Schools were also seen as an impor-
tant setting for oral health input and it was suggested that every 
child should be registered with a dentist at school entry.

Improving integration with other local services
Tackling isolation and improving cooperation was seen as an 
important step forwards in developing a preventive role. There 
was a general consensus view that dentistry should integrate 
more with local NHS dental and health services, including with 
the local HDS and CDS. In addition the value of linking up with 
local children’s centres, nurseries and schools was also acknowl-
edged as being important. 
 “Don’t you feel sometimes we are a lone voice in dentistry? We are 
never included… I went to something at the PCT that was set up, 
and they had two ladies there talking about nutrition, but because 
it’s coming from ‘obesity’ and that’s where all the funding is, we’re 
at conflict.” (FG2, dentists)
 
Advocacy and upstream actions 
One group of dentists emphasised the need for an upstream pre-
ventive approach including societal changes and greater corpo-
rate responsibility. They cited the use of role models for children 
and expressed concerns about the use of companies such as Coca 
Cola as sponsors for big events such as the London Olympics. 
Some participants felt that sugar should be seen as anti-social 
considering the impact it has on people’s lives.
“I think it’s a cultural thing, cultural change that is what we need, 
and that’s why things have been successful. Smoking cessation has 
been successful because its taboo almost… so I think if we look at 
those things, how can we make decay, high levels of sugar, almost 
anti-social?” (FG2, dentists)
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DisCussiOn
The four focus groups provided some valuable insights into how 
dentists and their DCPs viewed prevention and some of the chal-
lenges they faced in providing preventive care in general dental 
practice. There was a consensus of opinion that prevention was 
a core element of dental practice and that dental teams have an 
important role to play in preventing chronic diseases. The results 
of the focus groups have revealed that barriers to delivery of pre-
ventive care are influenced by patient and clinician-related fac-
tors, as well as structural factors within dental services. Previous 
studies have reported similar findings (Watt et al., 2004; Dyer and 
Robinson, 2006). 

Structural factors such as the current NHS dental contract, 
lack of financial incentives and time constraints were reported 
as important impediments to preventive care delivery in pri-
mary dental care settings. This was further aggravated by clini-
cian related factors including attitude, beliefs and social norms in 
providing preventive dental care. There was an apparent tension 
or a competing interest between managing dentistry as a busi-
ness versus the provision of patient care; a dilemma of balancing 
finances and professional responsibility to provide care. This was 
further influenced by patient related factors (patient motivation 
and compliance).

This study revealed that dentists strongly felt a sense of ethical, 
legal and professional obligation to provide prevention, which was 
not being rewarded by the current dental contract. This instinc-
tively created a conflict for some of the dentists who felt limited or 
inhibited to provide preventive care in the current environment. 
This personal and professional dilemma was openly expressed. 
There was a general consensus that the 2006 dental contract nei-
ther recognised the importance nor provided economic incen-
tives for preventive care. This is consistent with previous research 
(Milsom et al., 2008; Davies and Macfarlane, 2010). This highlights 
a potential imbalance in the provision of dental care, whereby 
most of the resources are focused on treatment and diagnosis and 
little is dedicated to preventive services. 

Dentists who expressed that prevention was part of their profes-
sional responsibility to their patients could be perceived as altru-
istic. However, research has shown that even the most altruistic 
physicians find it difficult to focus on clinical activities for which 
they receive little financial rewards (Relman, 1982).

An interesting finding was that dentists’ attitudes and behav-
iours were not homogenous in terms of provision of prevention in 
primary dental care. There were two extremes of opinions on the 
ethos of dentistry, although the majority of views were somewhere 
between. A couple of participants felt strongly that regardless of 
financial rewards, they provided prevention as part of their core 
activity and were in fact proactive in engaging in local initiatives 
such as smoking cessation, and outreach work with local children’s 
centres. Some participants felt that there was little economic moti-
vation in providing prevention, because there were no financial 
incentives to do so, whereas others would provide it despite the 
lack of financial rewards. 

Bureaucracy, lack of trust in the system and feelings of isola-
tion were seen to be inherent barriers to the practice of preven-
tion within NHS dental services. It was interesting to note that 

there was heterogeneity of views on this topic among participants. 
Although some expressed a desire to come out of their isolation 
and integrate with other health services and were also keen to be 
involved with a variety of preventive initiatives; other participants 
felt that it was sufficient for dentists just to carry out the business 
of dentistry. 

One of the participants expressed strongly that bureaucracy and 
interference from the ‘outside’ was a barrier to providing preven-
tive care. Furthermore, those who viewed themselves as being 
experts in dentistry did not perceive any need for further training 
in prevention. These views may relate to the conventional mean-
ing of professionalism: having advanced knowledge and skills to 
provide care, professional conduct, autonomy (where clinicians 
have the freedom to diagnose and treat patients as they see fit), 
as well as a code of ethics (Stern, 2006). This sense of autonomy 
expressed by some of the dentists reveals the view that dentists 
should have the freedom in clinical decision making, as they will 
inherently have the patient’s best interest when providing care, 
without any externally imposed restrictions. 

In contrast, those who were keen to integrate recognised their 
limitations in terms of health promotion knowledge and skills 
in specific areas such as smoking cessation, alcohol advice and 
behaviour change and welcomed training opportunities. 

The majority of participants had a fatalistic approach towards 
their patients. Dental teams were frustrated at how little control 
they had, because attempting to influence behaviour change in 
patients was perceived to be an almost impossible task. Although 
dentists attempted to give their professional advice, they were 
frustrated by patient’s failure to comply with the advice. This was 
further manifested in how some of the participants viewed their 
patients and categorised them into ‘bad’ versus ‘good’ patients 
depending on the level of compliance with professional preven-
tive advice. Exploring this issue further, a minority of participants 
alluded to the fact that there were social class differences in health 
behaviours. This is in agreement with the literature (Martikainen 
et al., 2003; Stringhini et al., 2010). Patients from higher socio-
economic groups were more likely to comply with advice and 
attend dental services when compared with patients from lower 
socioeconomic groups. This argument was taken a step further by 
a minority of participants: patients from lower socio-economic 
groups were judged to be less appreciative and that they under-
valued professional advice. There was little consideration to col-
laboratively working with patients to achieve behaviour change 
by allowing patients to make their own decisions.

However, a diverging view was expressed by a minority of 
dentists who had acquired a more upstream approach to preven-
tion, recognising the wider societal influences on oral health. 
They projected their views by emphasising the need for cultural 
changes in society, and went as far as suggesting that sugar should 
be perceived as a taboo substance, just like tobacco. Some of the 
participants also questioned the corporate responsibility of sugar 
manufacturers, retailers and the advertising industry. 

There were similarities in the themes that emerged from the 
focus groups where prevention as a concept, and its implemen-
tation, were considered to be important in general dental ser-
vices. These findings are consistent with other studies (Dyer and 
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Robinson, 2006). Dental teams valued the philosophy of pre-
vention and perceived it to be an integral part of their roles and 
responsibilities in the GDS. Although DCPs and dentists were in 
general agreement that it was the responsibility of the dental team 
to deliver prevention, diverging views were expressed among the 
DCPs. Less experienced and younger DCPs reported that they 
were more reluctant to provide lifestyle counselling to patients 
as this was viewed as the dentist’s responsibility, whereas more 
mature and experienced DCPs were already engaged in deliver-
ing preventive advice. This could be due to a number of factors. 
Dentists could be perceived by DCPs to be in a more dominant 
position and ultimately responsible for patient care and therefore 
the less experienced DCP may perceive herself as having merely a 
supportive role and may not feel empowered to deliver preventive 
advice. This is in agreement with the medical literature; nurses 
have traditionally worked under the supervision of doctors and 
had limited autonomy and resources to implement evidence-
based guidelines (French, 2005; Hannes et al., 2007). In addition, 
less experienced DCPs may lack confidence and skills, and may 
require additional training in prevention. The present findings 
seem to be consistent with other medical research. A survey of 
nurses in two hospitals in England found that junior nurses per-
ceived more barriers in implementing evidence-based practice 
whereas senior nurses felt more empowered to overcome these 
obstacles (Gerrish et al., 2008). 

The assigned role of different members of the dental team 
posed some important questions on responsibilities for deliver-
ing prevention. Participants expressed divergent views on how 
patients perceived DCPs: some patients welcomed preventive 
advice from dental nurses who were perceived to be more reas-
suring than dentists; whereas other patients perceived dentists as 
the sole professional experts in delivering prevention. Therefore, 
patient perception may impact on the implementation of skill 
mix to deliver prevention.

There are strengths and limitations to this study. This study 
was based on sound methodological considerations. Using a 
purposive sampling method, four focus groups were employed 
to explore a specific area focusing on general prevention in gen-
eral dental services. According to current recommendations, a 
minimum of two focus groups is suggested (Morgan, 1992).  The 
focus groups were analysed and further discussion with a sec-
ond researcher verified the emerging themes from the data. One 
limitation could be that participants could be expressing similar 
opinions/views; however we have demonstrated a diversity of 
views and opinions on prevention.

Policy implications and recommendations
This study has shown that dentists and DCPs have a positive 
attitude towards the delivery and implementation of prevention 
in general dental practice which needs to be encouraged. So, 
what are the possible policy implications? Dental teams working 
in primary care could potentially make an important contribu-
tion to patient behaviour change. However, cited barriers such 
as financial and time constraints need to be tackled. Financial 
inducements to fit with what is salient to them should be con-
sidered in order to minimise their inner conflict and support 
their professional instinct to provide prevention. It is therefore 

recommended that changes in organisation of dental services 
need to be supported including rewarding the implementation 
of skill-mix. DCPs expressed similar views about the current 
dental care system constraining them from providing preventive 
care due to lack of formal payment mechanisms to reward them. 
Therefore, organisational change is required to deliver evidence 
based prevention (Watt et al., 2004).

Furthermore, dental teams need to be equipped with the nec-
essary training and tools to deliver contemporary methods of 
preventive care. Dental teams may require further training to 
empower them to deliver either prevention in general, or certain 
aspects of prevention, such as smoking cessation. Training on pre-
vention could be more readily accessible as part of CPD courses 
and should encompass a range of topics including behaviour 
change management. In addition, other tools including evidence-
based oral health promotion resources such as patient education 
materials should be readily available. Patient compliance, as well 
as patient resistance, have been reported to be important factors 
to consider when delivering health promotion advice. Achieving 
behaviour change is complex and a number of behaviour change 
theories have considered external elements such as economic, 
social and cultural factors as well as internal patient-related 
factors such as attitude, beliefs, and self-efficacy and control 
(NICE, 2007). However, patient interaction with dental teams 
has an important impact on patient’s motivation to change (Bien 
et al., 1993). Therefore, sensitive and effective communication 
skills which motivate the patient to change are fundamental to 
reducing potential conflict between the patient and dentist and 
helping to reach a consensus on behaviour change. Dentists in 
particular aspired to emerge out of their ‘dental’ isolation and to 
be integrated with other primary care services, educational and 
community settings. This needs to be facilitated by advocating a 
multi-sectoral approach which encourages integration and col-
laboration of dental services with a variety of sectors to promote 
oral health as well as general health. Furthermore, developing and 
implementing peer support networks locally would encourage 
integration and sharing of good practice. 

Recognising that clinicians vary in their knowledge and skills 
in behaviour change, it is recommended that they adopt a holistic 
view to oral health, taking the wider social determinants into 
consideration. Furthermore, contemporary models of preven-
tion should consist of equipping clinicians with knowledge, sup-
plemented with skills in communication, methods of achieving 
change and supporting patients towards behaviour change. This 
means moving away from a prescriptive type of communication 
towards a supportive method, in which the patient is engaged 
with the process of change in which the patient is the ultimate 
decision maker. 

COnClusiOn
These focus groups have shown that delivery of prevention in 
primary dental care is a complex process, which is influenced 
by a host of barriers, which interact with the organisational 
environment in which healthcare is delivered. In addition, clini-
cian’s knowledge and skills, attitudes and beliefs, as well as patient 
related factors have important influences on clinical behaviour 
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and practice. 
Dental teams working in primary care could make a signifi-

cant contribution to prevention of chronic diseases. Therefore, 
improvements in the implementation and delivery of prevention 
in general dental services would require tackling the fundamen-
tal barriers, so that dental teams can be encouraged to deliver 
evidence-based preventive advice, including lifestyle counselling, 
to primary care patients.

Acknowledgments 
We would like to thank all the dental teams for their participation 
in the focus groups
This paper presents independent research funded by the National 
Institute for Health Research (NIHR) under its Research for 
Patient Benefit (RfPB) Programme (Grant Reference Number- 
PB PG 1207 14085). The views expressed are those of the 
author(s) and not necessarily those of the NHS, the NIHR or 
the Department of Health.

RefeRenCes
Ampt A, Amoroso C, Harris MF, McKenzie SH, Rose VK, Taggart JR. 
Attitudes, norms and controls influencing lifestyle risk factor manage-
ment in general practice. BMC Fam Pract 2009; 10: 59-66.
Bien TH, Miller WR, Tonigan JS. Brief interventions for alcohol prob-
lems: a review. Addiction 1993; 88: 315-336. 
Carlsen B, Glenton C, Pope C. Thou shalt versus thou shalt not. A 
qualitative meta-synthesis of GPs’ attitudes to clinical practice guide-
lines. Br J Gen Prac 2007; 57: 971-978.
Davies B, Macfarlane F. Clinical decision making by dentists work-
ing in the NHS General Dental Services since April 2006. Br Dent J 
2010; 209: E17
Department of Health. Delivering better oral health: An evidence-
based toolkit for prevention. Department of Health Publications, 
London 2009. 
Dyer T, Robinson PG. General Health Promotion in General Dental 
Practice – The Involvement of the Dental Team. Part 2 - A Qualitative 
and Quantitative Investigation of the Views of Practice Principals in 
South Yorkshire. Br Dent J 2006; 201: 45-51.
French B. Contextual Factors Influencing Research Use in Nursing. 
World Evid-Based Nu 2005; 2: 172-183.
Gerrish K, Ashworth P, Lacey A, Bailey J. Developing evidence-based 
practice: experiences of senior and junior clinical nurses. J Adv Nurs 
2008; 62: 62-73. 
Goodall CA, Crawford A, MacAskill S, Welbury RR. Assessment of 
hazardous drinking in general dental practice. J Dent Res 2006; 85: 
1219.
Gordon JS, Lichtenstein E, Severson H, Andrews JA. Tobacco cessa-
tion in dental settings: research findings and future directions. Drug 
Alcohol Rev 2006; 25: 27-37.
Gorin SS, Heck JE. Meta-analysis of the tobacco counseling by health 
care providers. Cancer Epidemiol Biomarkers Prev 2004; 13: 2012-2022.
Hannes K, Vandersmissen J, De Blaeser L, Peeters G, Goedhuys J, 
Aertgeerts B. Barriers to evidence-based nursing: a focus group study. 
J Adv Nurs 2007; 60: 162-171.

Hopper L, Morris L, Tickle M. How primary care dentists perceive 
and are influenced by research. Community Dent Oral Epidemiol 2011; 
39: 97-104. 
Hulscher M, van Drenth B, Mokkink HG, van der Wouden JC, Grol 
R P. Barriers to preventive care in general practice: the role of organi-
zational and attitudinal factors. Br J Gen Pract 1997; 47: 711-714. 
Johnson NW. The role of the dental team in tobacco cessation. Eur 
Dent Educ 2004; 8: 18-24.
Kaner E, Beyer F, Dickinson H, Pienaar E, Campbell F, Schlesinger C, 
Heather N, Saunders J, Burnand B. Effectiveness of brief alcohol inter-
ventions in primary care. Cochrane DB Syst Rev 2007; (2):CD004148
Krueger RA. Focus Groups: A Practical Guide for Applied Research 
Thousand Oaks, CA: Sage Publications. 1994
Lancaster T, Stead L. Physician advice for smoking cessation (Review). 
Cochrane DB Syst Rev, 2004; CD000165 Doi:000110.001002/14651858.
CD14000165.pub14651852
Macpherson LM, McCann MF, Gibson J, Binnie VI, Stephen KW. The 
role of  primary healthcare professionals in oral cancer prevention and 
detection. Br Dent J 2003; 195: 277-281. 
Martikainen P, Brunner E, Marmot M. Socioeconomic differences in 
dietary patterns among middle-aged men and women. Soc Sci Med 
2003; 56: 1397-1410.
McAuley A, Goodall CA, Ogden GR, Shepherd S, Cruikshank K. 
Delivering alcohol screening and alcohol brief interventions within 
general dental practice: rationale and overview of the evidence. Br 
Dent J 2011; 210: E15.
McCann MF, Macpherson LMD, Binnie VI, Stephen KW. A survey of 
Scottish primary care dental practitioners on cancer–related practice 
and training requirements. Community Dent Health 2000; 17: 24-30.
Milsom K, Threlfall A, Pine K, Tickle M, Blinkhorn A, Kearney-
Mitchell P. The introduction of the new dental contract in England 
– a baseline qualitative assessment. Br Dent J 2008; 204: 59-62.
Morgan D. Designing focus group research In: Stewart M, Tudiver F, 
Bass M, Dunn E, Norton P. (Eds) Tools for Primary Care Research pp 
177-193. Newbury Park, California: Sage, 1992
National Institute for Health and Clinical Excellence. Behaviour 
change at population, community and individual levels. (PH6). 
National Institute for Health and Clinical Excellence, London 2007. 
Relman AS. Encouraging the practice of preventive medicine and 
health promotion. Public Health Rep 1982; 97: 216-219
Ritchie L, Lewis J. Qualitative Research Practice: A Guide for Social 
Science Students and Researchers. London: Sage, 2003.
Sbaraini A. What factors influence the provision of preventive care by 
general dental practitioners? Br Dent J 2012; 212: E18. 
Skegg JA. Dental programme for smoke-free promotion: attitudes and 
activities of dentists, hygienists, and therapists at training and 1 year 
later. N Z Dent J 1999; 95: 55-57.
Spallek H, Song M, Polk DE, Bekhuis T, Frantsve-Hawley J, 
Aravamudhan K. Barriers to implementing evidence-based clinical 
guidelines: a survey of early adopters. J Evidence-based Dent Prac 
2010; 10: 195-206. 
Stacey F, Heasman PA, Heasman L, Hepburn S, McCracken GI, 
Preshaw PM. Smoking cessation as a dental intervention-views of 
the profession. Br Dent J 2006; 201: 109-113.
Steele J. NHS dental services in England. An independent review led 
by Professor Jimmy Steele. Department of Health, London 2009.

 25



Ethical dilemma: current understanding of prevention in primary dental care 

Steele J, O’ Sullivan I. Executive Summary Adult Dental Health Survey 
2009. Information Centre for Health and Social Care, London 2011.
Stern D T (ed). Measuring medical professionalism. Oxford: Oxford 
University Press, 2006.
Stringhini S, Severine S, Shipley M, et al. Association of socioeco-
nomic position with health behaviors and mortality. JAMA 2010; 303: 
1159-1166.
Warnakulasuriya KA, Johnson NW. Dentists and oral cancer pre-
vention in the UK: opinions, attitudes and practices to screening for 
mucosal lesions and to counselling patients on tobacco and alcohol 
use: baseline data from 1991. Oral Dis 1999; 5: 10-14. 
Warnakulasuriya S. Effectiveness of tobacco counselling in the dental 
office. J Dent Educ 2002; 66: 1079-1087.
Watt RG, McGlone P, Dykes J, Smith M. Barriers limiting dentists’ 
active involvement in smoking cessation. Oral Health Prev Dent 2004; 
2: 95-102. 

26 


