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IntroductionIntroduction and aim 

Chapterr 1 

INTRODUCTIONN AND AIM OF THE STUDY 

11 Introductio n 

Onn May the third 1999 a 73 year old patient visited the dentist for a routine 

eheck-up.'' During this visit it was deeided to extract one of his teeth because the 

patientt complained of being in pain. It turned out that the adjacent tooth was 

loose,, so that tooth was extracted too. The dentist did not consult the patient's 

cardiologistt or the haemotology unit for thrombotic patients before the 

extraction,, even though the dentist knew that the patient was using an anti-

coagulant.. After the extraction, the wound was sutured and. after the bleeding 

hadd stopped, the patient returned home. The patient was unaware of the possible 

complicationss of the extraction and did not know what to do should excessive 

bleedingg subsequently occur. 

Inn the night of May the fift h the patient became unwell. The family doctor 

visitedd him in the early morning and found that his blood pressure was low and 

hiss heartbeat too fast. Furthermore, he demonstrated symptoms of shock. The 

familyy doctor arranged immediate admission into a hospital, but the man died 

laterr on the same day. Post-mortem examination revealed that he had died 

becausee of cardiac arrest, caused by massive blood loss after teeth extraction. 

Thiss tragic incident raises a number of questions. First of all. did the dentist 

informm this patient about the possible complications of the extractions? Was the 

dentistt aware of the risks? Or could it be that the dentist did not want to bother 

thee patient with such a small change of complications'.' The second question has 

too do with the behavior of the patient. The man died two days after visiting the 

dentist.. What happened in the meantime.' And why did he not ask the dentist 

aboutt the risks of the treatment, knowing that he was taking an anti-coagulant? 

Unfortunately,, with regard to this dramatic case these questions wil l remain 

unanswered.. However, they do illustrate the relevance of two major themes of the 

Casuss from the Dutch D^cipltnar\ Court. X 12 2000 
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ChapterChapter I 

Medicall  Treatment Contract Act: informing patients about the treatment and 

patients'' assumed wish for self-determination. This act. which came into effect on 

thee first of April 1995. and in particular these two aspects of it. wil l he the topic 

ofof the present thesis. 

22 Background 

Thee Medical Treatment Contract Act can be seen as the result of a long struggle 

too improve the legal position of the patient in The Netherlands (Sluyters & 

Biesaart.. 1995). The aim of the act is to strengthen and clarify the position of the 

patient,, taking into account the independent responsibility of the health care 

practitioner.""  It establishes the mutual rights and duties of both patients and 

healthh care practitioners, thereby enhancing the autonomy of patients and their 

correspondingg legal right to self-determination. From this right, the principle that 

aa patient may not be treated without his informed consent has been developed 

(Sfikas,, 1998). 

Thee Medical Treatment Contract Act is not even a decade old. However, ideas 

aboutt patients' right to self-determination and how disclosure of information and 

consentt should be implemented in medicine can be traced back to the beginning 

off  the twentieth century. To understand more fully the concept of patient 

autonomyy and the way this concept evolved into the legal doctrine of informed 

consent,, it is necessary to briefly describe some legal history. Readers interested 

inn a more thorough discussion on this subject are referred to Faden and 

Beauchampp (1986). 

Almostt hundred years ago the term 'self-determination' was first used in the 

Unitedd States of America in the famous Schloendorff v. Society of \'ew York 

HospitalsHospitals ease ( 1914). In this ease, the physician removed a fibroid tumor, while 

thee patient had consented to an abdominal examination under anesthesia, but 

specificallyy requested no operation. Justice Benjamin Cardozo's much cited 

wordss read as follows: 'Every human being of adult years and sound mind has a 

rightt to determine what shall be done with his own body; and a surgeon who 

performss an operation without his patient's consent commits an assault, for which 

hee is liable in damages.' (Cited from Faden & Beauchamp. 1986). Thus, for the 

firstt time in legal sentencing a concern for the patient's self-determination is 

explicitlyy expressed. However, it is important to state that this case confined 

itselff  solely to the patient's consent, without addressing the issue of adequate 

informationn provision. 

""  Lxplanatory memory. 29 5 194(1 
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Itt was not until the second half of the twentieth century that the court said 

anythingg about the information requirements of the patient in order to give an 

intelligentt consent (Faden & Beauchamp. 1986). In the Salgo v. Leland Stanford 

Jr.Jr. University Board of Trustees case (1957). the requirement of merely obtaining 

consentt evolved into a duty to inform the patient and than obtain his consent. In 

thiss case, Martin Salgo sued his physicians for negligence in performance and in 

failingg to warn him of the risks of the treatment, after suffering permanent 

paralysiss as a result of translumbar aortography. The court decided that the 

physicianss had the duty to disclose any facts that are necessary to form the basis 

off  an intelligent consent by the patient to the proposed treatment (cited from 

Fadenn & Beauchamp, 1986). Thus, for the first time in legal sentencing patient 

consentt was directly linked to the obligation to inform the patient. 

Inn the years after the Salgo Case, the legal doctrine of informed consent 

developedd further in Anglo-American law. Famous cases, such as the Natanson 

andd Canterbury case followed, in which the duty to disclose information and to 

obtainn the patient's informed consent were further elaborated. Controversy arose 

aroundd which standard should be used for determining which information should 

bee disclosed: the 'professional doctor standard' or the 'reasonable patient 

standard'.. This area is still under discussion. Some states of America have 

adoptedd the standard of what the 'reasonable doctor' would do under the same 

circumstances,, others accepted the view that disclosure should be fit to what the 

reasonablee patient would have wanted disclosed to him (Sfikas, 1998). 

Onlyy a few European countries, among which Finland, Denmark and The 

Netherlands,, have developed legislation on patient rights so far (Tiems, 1997). In 

Thee Netherlands, the discussion about a statutory regulation of the rights of 

patientss can be traced back to the early nineteen-seventies. Before that time, the 

dominantt view was that legal regulation of the doctor-patient relation was 

unnecessary,, and even undesirable. The relationship between patients and their 

doctorss should be one of trust, instead of one of contract (Legemaate. 1991). 

Severall  shifts in society as well as in medicine itself though, stimulated the 

interestt in the creation of legislation of patient rights. Rang's inaugural lecture in 

1973,, in which he pleaded for the development of more patient-centered 

legislation,, can be seen as an important illustration of this paradigm shift. 

Accordingg to Rang, the first professor in medical law in The Netherlands, not the 

professionn and the qualifications of its practitioners should be the central point in 

legislation,, but instead the needs of patients. In the same period. Sporken (1977) 

tooo pointed to the necessity to incorporate the needs of patients in the doctor-

patientt relation, and defined this relationship as one in which doctor and patient 

cooperatee together to achieve the same goal, namely the preservation or recovery 

off  health. 

11 1 
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Dupuiss and de Beaufort (1988) have identified several factors that stimulated 

thee shift away from paternalism in medicine towards more autonomy for patients. 

Firstt of all. the growing assertivcness of patients, resulting from a higher general 

levell  of education, more knowledge and the ongoing individualism of our period, 

hass affected the formerly self-evident authority of doctors. Secondly, 

developmentss within the field of medicine have contributed to a growing 

awarenesss of the necessity to engage patients in medical decision-making. 

Scientificc and technological progress have yielded impressive advances, but at 

thee same time increased medicine's potentiality to encroach deeply on human lif e 

andd even to harm it. This inevitably has brought the outcomes of medical 

treatmentt more into perspective, and has made it more important to involve the 

normss and values of patients in the decision-making process (Wear, 1993). 

Inn light of the above-mentioned developments, the dependent and unequal 

positionn of the patient compared to the position of the doctor has increasingly 

beenn criticized. The anti-psychiatry movement of the nineteen-seventies in The 

Netherlands,, which mobilized parts of the population against institutionalization 

andd medicalization, can be seen as a clear example of this criticism (Engbcrts. 

1998).. More and more the opinion grew that patients should be protected against 

thee dominant position of the doctor by means of a contractual approach, in which 

patientss would become legally equal parties to doctors under the law. 

Thee Minister of Public Health at the time asked the Central Board for Public 

Healthh in 1977 to publish a report on this issue, because of the increasing impor-

tancee attached to the rights of patients. His request resulted in five reports on the 

legall  relation between the doctor and his patient, in which different aspects of 

patients'' rights are discussed. The topics covered, included the patient's right to 

information,, the duty to obtain consent, protection of privacy and medical experi-

ments.. Taken together, the topics described in these reports can be seen as the 

predecessorss of the Medical Treatment Contract Act (Leenen. 1995). 

Medicall  Treatment Contract Act 

Moree than twenty years after Rang's plea for more patient-centered regulation, 

thee Medical Treatment Contract Act came into effect on the first of April 1995, 

makingg legal regulation of patient rights reality at last. Other arrangements with 

respectt to patient rights already existed, such as the agreement between the 

Nationall  Patients Consumers Platform and the Royal Dutch Medical Association 

ass well as the rules of conduct for the health care professions. Within dentistry, 

thee Dutch Dental Association formulated rules of conduct for dentists for the first 

timee in 1987. The content of several of these rules correspond to a great extent 

withh a number of stipulations of the Medical Treatment Contract Act. However. 

12 2 
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whilstt these arrangements are not legally enforceable, the Medical Treatment 

Contractt Act is. Formally, the other agreements just form a weighty advice. The 

Medicall  Treatment Contract Act on the other hand, is legally binding in nature, 

whichh means that one cannot deviate from it to the disadvantage of the patient 

(Sluyterss & Biesaart. 1995; art.468). 

AA large part of the stipulations of the Medical Treatment Contract Act 

concernn codification of jurisprudence and the above mentioned regulations for 

patients.. The duty to inform patients for example, being an essential part of this 

act,, can already be found in the rules of conduct for different groups of health 

caree practitioners. There are a few stipulations in the act though, which are 

modificationss of existing regulations, such as the increased autonomy of minors. 

Ass mentioned, one of the most important rights established in the Medical 

Treatmentt Contract Act is the patient's right to information. This means that the 

healthh care practitioner is obliged to inform his patients about the nature and 

purposee of the proposed treatment. This includes the consequences and risks of 

thee treatment, alternative treatment options, and state of health. Informing 

patientss is a necessary condition for patients to be able to exert their right to self-

determination.. They can only make a balanced decision about the proposed 

treatmentt if they are well informed about it. A problem that may arise from this 

obligationn though, is that the nature, size and content of the information to be 

givenn may not be clear in specific situations. Thus, health care practitioners 

mightt be confronted with questions such as 'how much information do I need to 

give?',, 'should I inform the patient about rare complications?', etceteras. The 

guidelinee in answering questions like this is that principles as the professional 

standardd and the reasonableness criterion should determine the amount and kind 

off  information (art.448; art.453.) The reasonableness criterion means that 

informationn should contain those aspects that a reasonable person in the given 

circumstancess would expect to consider before making a decision (Leenen & 

Gevers,, 1996). 

Theree are a few situations in which the right to information can be 

circumvented.. A health care practitioner has the possibility to appeal to the 

therapeuticc exception, which means that information may be withheld from a 

patientt if the practitioner thinks it wil l seriously damage the patient. However, 

usee of the therapeutic exception is only justifiably after consultation with a 

colleague.. If the patient does not want to be informed, the patient may waive his 

rightt to information. This is also called the patient's right to not knowing 

(art.448). . 

Finally,, the patient also has a duty to give his health care practitioner the 

informationn that is needed to adequately carry out the treatment contract 

(art.452).. This stipulation has only relative meaning though, because it is not 
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legallyy enforceable. If inadequate treatment, however, is the result of a lack of 

informationn the health care practitioner may not be held liable (Roscam Abbing. 

1993). . 

Closelyy related to the obligation to inform the patient is the duty of the health 

caree practitioner to obtain the patient's consent to the treatment (art.450). After 

all.. the patient can only give his valid consent to the treatment when he is well-

informed.. For consent to be valid, it is essential that the patient gives his consent 

voluntarilyy and with complete understanding of the information. Therefore, the 

healthh care practitioner should avoid medical jargon and inform his patients in a 

languagee they can understand (Imber. Glanz, Elkin. Sotsky, Boyer & Leber. 

1986).. Against the duty to obtain the patient's consent the objection may be 

raisedd that the health care practitioner always acts in the interest of his patients. 

Therefore,, he does not need to ask for the patient's consent. However, health care 

practitionerss do not have an autonomous right to treat patients (Roscam Abbing, 

1995).. More important even, views, norms and values may differ between 

patientss and health care practitioners, as a result of which other than pure 

medicall  reasons may become important in the decision making process (Leenen 

&&  Gevers. 1996; Wear, 1993). Thus, the health care practitioner has to accept the 

rightt of a patient to look after his own interests, even if they are against his 

medicall  judgment. 

Differentt forms of consent can be distinguished, among which implicit and 

explicitt consent. It often happens in practice that consent is implicitl y given, for 

examplee by making an appointment with the doctor, or opening one's mouth at 

thee dentist. Consent may indeed be implicit in case of non-invasive treatment. 

Invasivee treatment, on the other hand, requires the explicit consent of the patient. 

Thiss simple distinction, however, ignores the fact that in many situations it may 

nott he clear whether a proposed treatment is invasive or non-invasive and how 

thee health care practitioner can know in advance whether the patient wil l 

considerr the treatment invasive or not (Spreeuwenberg. 1991). In answering 

questionss like this, one can adhere to the guideline that the invasiveness is not 

justt related to the treatment itself, but also to its consequences. 

Otherr examples of duties and rights established in the Medical Treatment 

Contractt Act are the duty to keep patient records, the right to privacy, and several 

rightss concerning specific groups of patients, such as minors and people who are 

nott competent to participate in the decision-making process. There are only a few 

dutiess of patients established in the act. The duty of the patient to give the health 

caree practitioner the information that is needed to carry out the treatment contract 

properlyy is the most prominent. 

Thee complete Dutch text of the law can be found in the Appendix 
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44 Research on informed consent 

Afterr the Medical Treatment Contract Act came into effect, many articles 

appearedd in the professional literature, commenting on the consequences of this 

actt for the doctor-patient relationship. The overwhelming consensus was that the 

actt would enhance the doctor-patient relationship - but most articles were written 

byy members of the legal profession. An argument frequently used by them in 

favorr of the Medical Treatment Contract Act was that no major changes were to 

bee expected in the relationship between doctor and patient, as the act mainly is 

codificationn of already existing rules and jurisprudence. Moreover, health care 

practitionerss were now stimulated to make the reasons of their actions more 

explicitt to their patients, while at the same time leaving room for their own 

autonomyy (Bcrkel, 1995; van der Horst. 1995: Leenen. 1995; Legemaate. 1995). 

Regrettably,, most of these articles pursued solely the effects of the intentions of 

thee act, and not how the act actually functions in practice. 

Researchh carried out by the Dutch Institute for Health Care Research has 

shownn that many general practitioners have reservations with respect to certain 

aspectss of information provision to their patients and with granting them access 

too their records (van Warmenhoven, 1985). Recent studies have also shown that 

doctorss still have mixed feelings about the principle of informed consent 

(ZorgOnderzockNederland,, 2000; de Haes, de Haan, Willems-Groot, Oosterveld, 

Spronk,, 1998). Fear for commercialization of the doctor-patient relationship 

seemss particularly to be present. Although most doctors endorse the importance 

off  a legal regulation of patient rights, the application of those rights in practice 

remains,, however, problematic (Gevers, 2001). Patients, on the other hand, have 

indicatedd that their doctors in general do inform them satisfactorily (see chapter 7 

off  this thesis). In addition, the knowledge of patients about their rights has 

increasedd in the last couple of years (ZorgOnderzoekNederland. 2000). In 

dentistry,, only one study has been undertaken to assess the opinions of Dutch 

dentistss about the Medical Treatment Contract Act - and this was a pilot-study 

(Eijkmann & Goedhart, 1998). The results of this pilot-study showed that most 

dentistss in this study are not well acquainted with the content of the act and see 

numerouss negative consequences for their practice. They mentioned 

consequencess such as a lack of time to inform patients adequately and an increase 

inn administrative activities. Among the positive points mentioned were a higher 

qualityy of care and better education of patients. 

Inn conclusion, despite the optimistic views health care lawyers often hold with 

regardd to the implementation of the Medical Treatment Contract Act in medical 

andd dental practice, the results of the empirical studies mentioned above suggest 

thatt health care practitioners do have problems with complying with the 

requirementss of this act in practice. The number of empirical studies on the 



ChapterChapter I 

consequencess of this act in dentistry (and medicine) is small and it is uncertain 

whetherr results obtained from studies in general medicine can be applied to the 

dentall  setting. The evaluation of the Medical Treatment Contract Act in dentistry 

thereforee warrants its independent research. In this thesis, a study on the 

principlee of informed consent in dental practice wil l be reported - one of the core 

aspectss of the Medical Treatment Contract Act. 

Aim ss and structur e of this thesis 

Thee overall objective of this thesis is to evaluate the implementation of the 

Medicall  Treatment Contract Act, and in particular the dentist's duty to inform his 

patientss as well as his duty to obtain the patient's consent, in dental practice. For 

implementationn of this act to take place, both dentists and patients must be able 

andd willin g to meet its requirements. Therefore, the first aim of this study is to 

examinee the knowledge of dentists and patients and their views with regard to 

thiss act. The assumption underlying this study aim is that these aspects are 

necessaryy conditions for implementation to take place. The second aim of the 

studyy is to assess patients' willingness to participate during the dental 

consultation. . 

Heree is a short summary of the structure of this thesis. In chapter 2 an 

inventoryy is given of complaints about dentists with respect to informed consent 

inn the period 1987-2000, dealt with by the disciplinary board of the Dutch Dental 

Association.. Chapter 3 to chapter 5 report on the results of research carried out to 

measuree dentists' knowledge, their attitudes, self-efficacy and self-reported 

behaviorr regarding this act. Patients' knowledge, their attitudes, self-efficacy and 

behaviorr are assessed too. and these results are described in chapter 6. In chapter 

77 the experiences of patients with respect to the information provision by their 

dentistss are examined. In the last three chapters of the study the concept of 

patientt autonomy is studied. In chapter 8. results of research assessing patients' 

needd for information and participation are presented. Chapter 9 deals with the 

influencee of patients' characteristics and dentists' behavior on patient 

participationn during dental consultations. The relationship between dentists' and 

patients'' behavior and their satisfaction with the dental encounter is described in 

chapterr 10. Finally, in chapter 11 the findings of this study are summarized and 

discussed. . 
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ComplaintsComplaints of patients 

Chapterr 2 

COMPLAINTSS OF DUTCH DENTAL PATIENTS 

CONCERNINGG INFORMED CONSENT1 

II  Introductio n 

Onn April P' 1995 the Medical Treatment Contract Act became effective. In this 

actt a number of patient rights have been legally established, such as the right to 

bee informed on matters concerning treatment and the dentist's duty to obtain the 

patient'ss consent regarding the treatment he has in mind. In Anglo-American 

literaturee this right to information and the dentist's duty to obtain a patient's 

consentt is called 'informed consent'. 

Inadequatee communication between dentist and patient may lead to problems 

withh regard to informed consent. In combination with the patient's growing 

awarenesss of his legal rights (van Lindert. Friele & Verweij. 2000), this could 

leadd to an increase in the number of patient complaints regarding informed 

consent.. This assumption seems to be in agreement with other results of national 

ass well as international studies (Vermaire & Eijkman. 2001: Christcnsen. 1999; 

Doyall  & Cannell. 1995). However, too littl e research has been done so far on the 

topicc with regard to the situation in The Netherlands to obtain a clear picture of 

bothh number and type of informed consent related complaints in dental practice. 

AA patient who has complaints concerning his treatment may start civil or 

criminall  or disciplinary procedures. In practice, civil procedures relatively 

seldomm occur and a dentist appearing before a criminal court professionally is an 

exceptionn (Brands & Eijkman. 2000). Disciplinary procedures are used far more 

often.. Disciplinary procedures arc in accordance with disciplinary legislation, 

whichh is regulated by the Individual Health Care Professions Act (BIG), or the 

disciplinaryy procedures of the Dutch Dental Association and the Association of 

Thiss chapter has been acccepted lor publication as: Schouten. B.C, &. Yinkestein. F.J A l . (in 

press).. Klachten van pat iënten over informatiepl icht en toestemmingsvereis te. Xcderhinds 

TijdschriftTijdschrift vour Tandheelkunde. 
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Dutchh Dentists. This study deals specifically with the disciplinary rules and 

proceduress of the Dutch Dental Association, which means that the complaints 

thatt were analyzed only concerned dentists who are a registered member (about 

80%% of Dutch dentists is a registered member) of the Dutch Dental Association. 

Thee aim of this study was to obtain a better insight in the extent to which 

dentistss comply with the requirements of informed consent. An inventory was 

madee of the number of those information and consent complaints that have led to 

aa verdict by the Regional Board of Assessment, the Board of Assessment of 

Dentall  Specialists or the Board of Appeal of the Dutch Dental Association. The 

specificc questions with regard to our inventory are: 

 Has any increase been observed in the number of patient information and consent 

complaintss since the Medical Treatment Contract Act became effective in April 

1995° ° 

 What percentage of the total number of patient complaints concern informed 

consent'.' ' 

 What are the types of the informed consent complaints, and has any change in 

thee type of complaints occurred after the Medical Treatment Contract Act was 

introduced? ? 

 How many complaints were substantiated and what sanctions were imposed? 

22 Materia l and methods 

Thee period under investigation ran from 1987, the year that the preliminary 

designn of the Medical Treatment Contract Act was approved by the Government, 

untill  15 November 2000 in order to assess any shifts over the time and any 

differencess that may have occurred between the period before and after the 

enforcementt of the Medical Treatment Contract Act. Al l complaints that were 

dealtt with by the Dutch Dental Association during this period of time were 

analyzedd and categorized, a total of 916. First of all, the complaints were divided 

intoo two groups: complaints related to informed consent and complaints not 

relatedd to informed consent. In doing so we not only studied the complaint as 

suchh but also the considerations of the Regional Board of Assessment, the Board 

off  Assessment of Dental Specialists or the Board of Appeal, whereby it was 

sufficientt if one of the two parties would judge the complaint (even partly) as 

beingg related to informed consent. Subsequently we verified whether or not a 

complaintt had been substantiated and if so. what sanctions were imposed. 

Forr the classification of the complaints a category system was used as 

developedd for a similar study by the Dutch Consumers' Organization. 
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Thiss system comprises the following categories: 

 Inadequate information about the condition of the dentition. 

 Inadequate information about treatment and or consequences of treatment. 

 Inadequate information about rates, rate changes or private contribution. 

 Insufficient information on other issues such as alternatives, prevention. X-rays 

etc. . 

 Inadequate communication of information between dentist and colleagues who 

replacee him temporarily, oral hygiënist or dental colleague. 

 Ignoring information, complaint or question from the side of the patient. 

 Treat without consent. 

Thee reliability and validity of this system have been established in earlier studies 

andd have proved to be satisfactory (Lipschart-van der Linden, Eijkman & Spruijt, 

1997). . 

33 Results 

Tablee 1 gives a review of the total number of patient complaints per year, as 

welll  as the number of complaints specifically concerning informed consent. Of 

thee total number of informed consent complaints 76 were handled by the 

Regionall  Boards of Assessment, 31 by the Board of Appeal and two by the Board 

off  Assessment of Dental Specialist. During the years before the enforcement of 

thee Medical Treatment Contract Act the number of patient complaints on 

informationn and consent was generally higher than afterwards. From 1997 til l 

20000 a slight increase was noticed but the high percentage of the early nineties 

wass never reached again. Even after correction for possible double counts, 

meaningg the same complaint being dealt with by both the Regional Board of 

Assessmentt and the Board of Appeal (this occurred in 26 cases), the percentage 

off  informed consent complaints before the enforcement has remained higher than 

afterwards. . 

Beforee the enforcement of the Medical Treatment Contract Act 12.9% of the 

recordss included one or more informed consent complaints, after enforcement of 

thee act this was only 10,6%, which implies a decrease of 2,3%. We have also 

lookedd for regional differences in the number of complaints. The number of 

registeredd complaints in the Rotterdam The Hague region as well as in the 

Arnhemm Nijmegen region appeared to be higher than elsewhere. 
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Tablee 1: Total number of complaints and informed consent complaints 

Yearr  Total number  of Informed consent % of total number 
complaintss complaints of complaints 

1987 7 

1988 8 

1989 9 

1990 0 

1991 1 

1992 2 

1993 3 

1994 4 

1995 5 

1996 6 

1997 7 

1998 8 

1999 9 

2000 0 

76 6 

51 1 

64 4 

68 8 

52 2 

66 6 

65 5 

55 5 

76 6 

74 4 

74 4 

62 2 

73 3 

60 0 

5 5 

3 3 

6 6 

11 i 

3 3 

14 4 

13 3 

10 0 

6 6 

7 7 

6 6 

7 7 

10 0 

8 8 

6. 6 6 

5. 9 9 
l >. 4 4 

16. 2 2 

5. 8 8 

21. 2 2 

20. 2 2 

18. 2 2 

7. 9 9 

9. 5 5 

8.1 1 

11. 3 3 

13. 7 7 

13. 3 3 

Totall  916 109 11.9 

Tablee 2 shows the various categories of complaints, before and after the 

enforcementt of the Medical Treatment Contract Act. The number of complaints 

onn informed consent regarding treatment and outcome (category 2) has increased 

significantlyy after the introduction of the Medical Treatment Contract Act. On 

thee other hand, the number of complaints about inadequate information on rates, 

ratee changes or private contributions has dropped considerably. There is 

relativelyy littl e difference between the number of complaints in the other 

categoriess before and after the enforcement of the Medical Treatment Contract 

Act. . 

Finally,, it appeared that 65 of the 109 complaints (60%) were (partly) 

substantiated.. The remaining complaints were either not substantiated or not 

sustained.. The sanctions imposed in the substantiated or partly substantiated 

casess showed some differences. In the majority of cases (36.9%) rcdressment of 

donee injustice was imposed, in 18.5% in combination with an official warning. 

Relativelyy frequently no sanction was imposed at all (27.7%). Official 

reprimands,, suspension, suspension of membership of the Dutch Dental 

Associationn or financial penalties hardly ever occurred (3.1%). 
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Tablee 2 Number of informed consent complaints of patients before and after the 

enforcementt of the Medical Treatment Contract Act 

Beforee %**  After  Apri l %**  Difference 
Apri ll  1995 1995 (%) 

(N*=65)) (N*=44) 

Inadequatee information 

aboutt condition dentition 

Inadequatee information 

aboutt treatment outcome 

Inadequatee information 

aboutt rates 

Inadequatee information 

aboutt other issues 

Inadequatee communication 

off  information 

Ignoringg information/ 

question/complaint t 

Treatt without consent 

12 2 

25 5 

9 9 

14 4 

2 2 

2 2 

1 1 

18.5 5 

38.5 5 

13.8 8 

21.5 5 

3.1 1 

3.1 1 

1.5 5 

10 0 

22 2 

2 2 

X X 

0 0 

0 0 

2 2 

22.7 7 

50.0 0 

4.5 5 

18.2 2 

0 0 

0 0 

4.5 5 

4.2 2 

11 1.5 

-9.3 3 

-3.3 3 

-3.1 1 

-3.1 1 

3.0 0 

**  = total number of records 

***  = percentage of total number of complaints 

Discussionn and conclusion 

Contraryy to what was expected the number of informed consent complaints 

handledd by the Dutch Dental Association has slightly dropped after the 

introductionn of the Medical Treatment Contract Act. On the face of it these 

observationss are not conform the results of mainly American studies, which 

demonstratee an increase in the number of complaints about dentists. The problem 

off  many studies is, however, that no adequate distinction is being made between 

thee various types of complaints. Therefore, it is difficul t to establish the actual 

causee of the increase. Furthermore, the considerable differences between the 

Americann and the Dutch culture should be taken into account and any 

generalizationn based on the American point of view should therefore be avoided. 

Althoughh the results of earlier Dutch studies have also shown that the number of 

patientt information complaints was growing (ter Horst & Boon, 1989). more 

recentt studies (Lipschart-van der Linden. Eijkman & Spruijt. 1997) indicate that 
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thee percentage of records on information problems has decreased. The many 

differentt complaint agencies, the different periods of time under observation and 

thee often vague procedures may give rise to problems when comparing and 

interpretingg the results of such studies. This study, for instance, is only 

concernedd with the internal disciplinary procedures of the Dutch Dental 

Association,, which exclusively apply to members. Thus, all conclusions 

regardingg patient complaints about dentists only concern dentists who are a 

memberr of the Dutch Dentist Association. 

Becausee of the above stated problems it is difficul t to make a reliable 

inventoryy of the actual number of complaints and conclusions should be carefully 

considered.. A central registration agency where all officiall y handled complaints 

andd arbitration efforts should be reported uniformly would greatly facilitate 

studiess on complaints about dentists. Furthermore, the patient may also benefit 

fromm such a centralized agency because he wil l know where and how to lodge his 

complaint. . 

Inn view of the above, we may conclude with some caution that the number of 

informedd consent complaints seems to have dropped after the introduction of the 

Medicall  Treatment Contract Act. The relatively low numbers of complaints on 

rates,, which even dropped after the enforcement of the Medical Treatment 

Contractt Act. were remarkable. After all, nowhere else in our health care are 

financiall  matters discussed to such an extent with the patient as in dentistry. 

Possiblyy the patient may not have serious problems with the rates as such which 

hee may consider reasonable as long as there is general satisfaction regarding the 

qualityy of the dental care he receives. Studies have shown that the actual rates do 

nott present any problems and that they are considered an indication of the quality 

off  dental care (Newsomc & Wright, 1999). 

Thee general decrease in the number of complaints following the introduction 

off  the Medical Treatment Contract Act may partly be attributed to the extensive 

coveragee of the act by the media. This, and the emphasis on patient rights in 

(post-academic)) dental training may have had a positive effect on the dentist's 

awarenesss of his duties regarding informed consent. Further research is needed to 

establishh whether the number of complaints wil l continue to decrease. 

Unfortunately,, when studying each type of complaint separately it appears 

thatt the decrease is not consistent in every category. After enforcement of the 

Medicall  Treatment Contract Act, the number of complaints on inadequate 

informationn with regard to treatment and outcome in particular appear to have 

increased.. This is conform the results of earlier studies (Lipschart-van der 

Linden.. Eijkman & Spruijt. 1997) and is the more remarkable in view of the fact 

thatt the patient's right to such information has been legally laid down in the 

Medicall  Treatment Contract Act. Perhaps, patients may have become more 
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consciouss of the importance of this specific right, and may therefore tend to 

lodgee complaints about inadequate information about the treatment at an earlier 

stagee than for instance complaints about inadequate information about 

alternatives.. Results of a study by Schouten and Friele (2001: chapter 7) are 

indeedd in agreement with these observations. Therefore, it continues to be 

essentiall  that the dentist provides his patient with adequate information on the 

treatmentt he has in mind and sees to it that the patient has fully understood its 

implications. . 

Furthermore,, the results of this study indicate that a considerable number of 

complaintss about inadequate information are not or only partly substantiated. 

Nearlyy half of the complaints concerning informed consent (40%) are not 

substantiatedd in spite of the fact that in many cases the patient does indeed 

appearr to be inadequately informed as is illustrated in the following two 

examples,, coming from the verdicts of the Dutch Dental association. 

AA patient lodges a complaint about inadequate information concerning the 

treatmentt he has received. The dentist admits that he did not inform the 

patient,, an emergency case, to the extent in which he would normally inform 

hiss own regular patients. The Disciplinary Board claims that it is not clear 

whetherr and to what extent the patient did ask the dentist for information 

beforee the treatment was performed and whether or not the patient had asked 

forr any details. Taking into account the fact that this case did not concern one 

off  the dentist's regular patients and therefore the dentist did not know to what 

extentt the patient would normally have been informed by his own dentist, the 

Disciplinaryy Board was of the opinion that the dentist had not been at fault. 

Thee complaint was not substantiated (Disciplinary Board of the Section 

Rotterdam.. 18-1-1994). 

Althoughh in this case it concerned a complaint that was dealt with before the 

Medicall  Treatment Contract Act became effective, the dentist's duty to inform 

hiss patient had already been laid down in the dental professional code, which 

doess not distinguish between regular and non-regular patients. It is therefore 

ratherr peculiar that in dealing with this complaint the Board did take into account 

thee fact that the patient was non-regular and that the patient did not ask for any 

informationn before the treatment was performed. 

AA patient lodges a complaint concerning neglect of his dentition and 

unnecessaryy treatment. The patient claims that the dentist has not adequately 

informedd her about her periodontal condition and the fact that her upper front 

teethh are beyond saving. The Disciplinary Board finds it hard to believe that 

thee dentist did not provide the patient with correct and comprehensible 

informationn on the situation of her upper front teeth, which could not be saved 

evenn temporarily with the help of splints. The dentist is not able to give an 
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acceptablee explanation. The Disciplinary Board is of the opinion that the 

dentistt did not act conform his information duty but not to such an extent that 

thee complaint should be substantiated. (Disciplinary Board of the Section 

Rijnland.. 8-6-1994). 

Inn the opinion of the Board, the dentist did not provide the patient with adequate 

informationn about her dental condition. The professional dental code clearly 

stipulatess that it is the dentist's duty to inform his patient about this aspect. In 

vieww of the above, the opinion of the Board could be considered questionable at 

thee very least. Unfortunately, the Board did not make it clear in what situations 

thee Board would have considered the dentist guilty of not doing his duty. 

However,, this decision was revoked by the Board of Appeal (6-4-1995) and the 

complaintt was substantiated at a later date. The Board of Appeal felt that the 

dentistt had indeed failed to do his duty with regard to informing the patient. This, 

togetherr with further, not mentioned unpleasant behavior of the dentist, was 

consideredd inconsistent with the care a dentist should give his patient concerning 

hiss patient's health and well-being. 

Thesee examples illustrate that many complaints, whether or not substantiated, 

aree the result of communication problems between dentist and patient. Despite 

thee decrease in complaints it continues to be essential to provide the patient with 

effectivee and comprehensible information. Needless to say that proper (post-

academic)) training in communicative skills is very important. Not only is it the 

dentist'ss duty to inform his patient, it is at least as important that he takes care 

thatt his patient has fully comprehended the information he has provided. 

Concrete,, comprehensible information and deciding together with the patient 

whatt treatment would be best, form the basis of a good dentist-patient 

relationshipp (Eijkman. Duyx & Visser. 1998). It is absolutely necessary to 

continuee to pay attention to these matters in order to achieve a substantial 

decreasee in the number of complaints. 
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Chapterr 3 

INFORMEDD CONSENT IN DUTCH DENTAL PRACTICE: 

KNOWLEDGE,, ATTITUDES AND SELF-EFFICACY OF 

DENTISTS1 1 

11 Introductio n 

Severall  factors have led to an internationally growing interest in the rights of 

patients,, of which the rapid developments in health care are among one of the 

mostt important. Because of health care's increasing potency to encroach deeply 

onn human life, heightened awareness of the right to self-determination and an 

increasingg need of patients to take part in medical decisions concerning their own 

healthh has been apparent (Leenen, 1995; Dupuis & de Beaufort, 1988). The fact 

that,, internationally, increasing attention is been paid to the rights of patients, is 

revealedd by the recent development of two texts by the Council of Europe, the 

'Declarationn on the Promotion of Patients' Rights' and the 'Convention on 

Humann Rights and Biomedicine'. Both texts can be seen as a contribution to the 

recognitionn and protection of individual patient rights (Tiems, 1997). 

Furthermore,, numerous articles on this topic, mostly of Anglo-American origin, 

havee been published. 

Unlikee most states of America, only a few European countries have developed 

nationall  legislation on patient rights, among which Finland and The Netherlands. 

Inn The Netherlands, legislation of some major patient rights was established in 

Apri ll  1995, when the Dutch government introduced the Medical Treatment 

Contractt Act. The main objective of this act is to strengthen the position of the 

patientt by establishing the mutual rights and duties of both patients and members 

off  the medical profession within a treatment contract. 

Thiss chapter has been published as: Schouten B.C.. Eijkman VI.A.J.. Hoogstraten J., den 
Dekkerr J. (2001 j . Informed consent in Dutch dental practice: knowledge, attitudes and self-
efficacyy of dentists. Patient Education ami Counseling. 42. 1 85-192. 
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Onee of the main principles of the Medical Treatment Contract Act is the 

patient'ss right to information. This means that the medical or dental practitioner 

iss required to provide the patient with information relating to the nature and 

purposee of the treatment, the consequences and risks of treatment, and options 

concerningg alternative treatment. Another important principle of this act is the 

obligationn to obtain the patient's consent to the treatment procedure. This 

principlee is closely related to the right of the patient to information, because the 

patient'ss consent to a treatment procedure must be an informed one. Therefore, 

thee Anglo-American literature speaks of 'informed consent' (Myers, 1993; 

O'Connor.. 1981). Other duties and rights established in this act are the duty to 

keepp records of patients, the right of the patient to have access to his record, the 

rightt to privacy during treatment and several rights concerning specific groups of 

patients,, such as minors and people who are not competent to participate in 

medicall  decision-making. 

Althoughh the legal profession seems to be optimistic about the implementa-

tionn of this act in dental practice (Berkel, 1995; van der Horst, 1995), there is 

almostt no research carried out to support this optimism. In fact, results from 

scarcelyy available studies indicate that health care practitioners do have problems 

withh the implementation of this act (de Hacs. de Haan. Willems-Groot, 

Oosterveld.. Spronk, 1998; Eijkman & Goedhart. 1996). They see numerous 

negativee consequences for their practice and indicate that they lack some of the 

skillss necessary to meet all requirements of the legislation. Research carried out 

beforee the act was introduced by the Dutch parliament, also indicated that general 

practitionerss have reservations about disclosing certain information to their 

patientss and about allowing them access to their record (van Warmenhoven. 

1985).. Above all, knowledge about the content of the act is limited, despite the 

attentionn professional publications have given to this act. 

Inn sum, results from the preliminary and few studies mentioned above suggest 

thatt dental and health care practitioners lack sufficient knowledge of this act. 

havee fairly negative attitudes towards its consequences and lack some of the 

skillss necessary to implement the requirements of this act in health care practice. 

Sociall  psychological theories and research suggest that knowledge, attitudes and 

self-efficacyy (the conviction that one can successfully execute a given behavior 

(Bandura.. 1977)) are among the most important predictors of behavior (Valente. 

Paredess & Poppc, 1998; van Wocrkum & Kuiper, 1995; de Vries. 1993: Ajzen. 

1991;; de Weerdt. Visser & van der Veen, 1989: Bandura. 1977) and hence, of the 

extentt to which the requirements of the legislation can and wil l be implemented 

inn practice by dentists. Therefore, the aim of this study was to assess the 

knowledge,, attitudes and self-efficacy general dental practitioners have towards 

severall  aspects of the act. such as the duty to inform the patient, the duty to 
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obtainn the patient's consent to the treatment and several rights and duties 

concerningg patient records. It is assumed that the more knowledge general dental 

practitionerss wil l have, the more positive their attitude and the higher their self-

efficacyy wil l be, and that self-efficacy wil l be determined by both knowledge and 

attitudes.. The relationship of several background variables with these three 

variabless wil l also be explored. 

22 Materia l and methods 

Thee material consisted of a self-constructed questionnaire, containing a scale to 

measuree knowledge, a scale to measure attitudes and a scale to measure self-

efficacy.. The items were based on previous research (de Haes et al., 1998; 

Eijkmann & Goedhart. 1996), as well as on literature about the legislation 

(Sluyterss & Biesaart, 1995). 

Thee scale measuring knowledge consisted of 15 true or false statements. Each 

statementt had to be answered on a 5-point Likert scale, ranging from 1 ('is 

certainlyy not established in the Medical Treatment Contract Act') to 5 ('is 

certainlyy established in the Medical Treatment Contract Act). It is assumed that 

thee higher the score, the more knowledge the respondent has. Also, a general 

questionn was added which asked the respondents if they were acquainted with the 

act.. and if so, in what way they had been informed about it. 

Thee scale measuring attitudes consisted of 18 statements. These statements 

hadd to be answered on a 5-point Likert scale, ranging from 1 ('totally disagree') 

too 5 ('totally agree'). Half of the statements concerned attitudes towards possible 

positivee consequences of the act, the other half concerned attitudes towards 

possiblee negative consequences of the act. The higher the score on the items, the 

moree positive the attitude. 

Finally,, the scale measuring self-efficacy consisted of 15 statements, which 

hadd to be answered on the same scale as the attitude items. The statements 

concernedd mainly self-efficacy towards the implementation of the principle of 

informedd consent and self-efficacy towards informing specific groups of patients. 

Furthermore,, several items were constructed concerning demographic variables, 

featuress of the dental practice and some other variables, such as attended post-

graduatee courses on dentist-patient communication. 

Thee questionnaire was sent to 806 Dutch dentists, drawn random from the 

registerss of the Dutch Dental Association. 335 Subjects responded (41.6%). 264 

maless (78.8%) and 71 females (21.2%). 75 Returned questionnaires were not 

fille dd out, mostly because respondents were no longer working as a dental 

practitioner.. 260 Questionnaires (32.3%) were available for further analysis. 
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33 Data analysis 

Knowledge,, attitudes and self-efficacy, as well as the demographic and dental 

practicee variables were first processed by descriptive analysis. Frequencies of the 

itemss were calculated. Reliability analysis showed that Cronbach's alpha for the 

scaless measuring attitudes and self-efficacy was satisfactory, respectively 

alpha=.866 and alpha=.72. Reliability of the knowledge scale was low. alpha=.39; 

therefore,, the items cannot be considered to be internally consistent enough to 

regardd them as one scale. Hence, analysis concerning dentists' knowledge of the 

actt was performed on item level. Linear regression analysis and Pearson or 

Spearmann correlation coefficients were used to study the relations between the 

variables.. Differences in mean score were assessed using t-tests. 

44 Results 

4.14.1 Respondent characteristics 

Thee research group consisted of 210 males {80.8%) and 50 females (19.2%) with 

aa mean age of 42.6 year (sd=10.4). 83.8% of the respondents is a member of the 

Dutchh Dental Association. Respondents have on average 15.4 years (sd=10.0) 

clinicall  experience as a dentist. The mean number of patients visiting the practice 

att least once a year is 2511. 75.2 % Of the respondents works in his or her own 

practice.. Respondents work on average 36.8 hours a week. 55.2% Of the 

respondentss works together with one or more colleagues, 40.8% works together 

withh a dental hygiënist. 95.2% works together with an assistant. 8.9% works 

togetherr with a denturist and 40.9% works together with support personnel. Most 

respondentss are subscribers of one or more dental journals (97.6%). A minority 

attendedd post-graduate courses on dentist-patient communication (20.7%). 

4.24.2 Knowledge 

81.2%% Of the respondents indicated that they are acquainted with the Medical 

Treatmentt Contract Act. They state that they were mainly informed about this act 

byy the Dutch Dental Association or by professional publications. 

Tablee 1 shows the mean scores on the knowledge items. As can be seen, res-

pondentss are well-informed about the duty to ask the patient's consent to major 

dentall  treatments and about the standard of reasonableness, which means that the 

amountt of disclosure of information must be suited to what a reasonable patient 

needss to know in the üiven circumstances. 
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Tablee 1 Mean scores on the knowledge items 

4.66 6 

4.43 3 

4.42 2 

4.04 4 

4.02 2 

0.63 3 

0.77 7 

0.95 5 

1.00 0 

1.01 1 

Knowledgee about: Mean sd 

dutyy to ask patient's consent to major dental treatments 

standardd of reasonableness 

patient'ss right to see own dental record 

dutyy to write down patient's consent on patient's request 

dutyy to write down information about treatment on patient's 

request t 

nott being allowed to refuse access to dental records, even if 4.00 1.30 

thee dentist thinks the patient wil l not understand its content 

dutyy to ask patient's as well as parents'consent to 3.81 1.17 

treatmentt if patient is between 12 and 16 years of age 

patient'ss right to add own statement to dental record 

nott being able to appeal to patient's consent in legal 

procedures,, if it was an uninformed consent 

dutyy to inform patients younger than 12 year about 

treatment t 

rightt of patients between 16 and 18 year to undergo 

treatmentt without parents' consent 

patient'ss power of annulment of own dental record 

nott having to keep patient records for at least 15 years 

nott having to ask patient's explicit consent to every 

treatment t 

•• patient's right not to be informed about the treatment 2.82 1.23 

Otherr aspects of the act that are relatively well known are the patient's right to 

seee his own dental record, and the duty to write down information about the 

treatmentt or the patient's consent to the treatment. Not all aspects of the act are 

welll known though. For example, the right of the patient not to be informed 

aboutt the treatment is least known by the respondents. Also, respondents often 

erroneouslyy think that explicit consent is needed for every dental treatment. This 

iss not the case, however, since for routine treatments consent may be assumed. 

Finally,, the minimal period of retaining patient records, which is in fact ten years 

andd not 15, is relatively less known too. 

Figuree 1 shows the number of questions respondents answered correctly. In order 

too simplify the results, the original 5-point scale was regrouped into a 2-point 

scale,, by pulling together the response categories probably and definitely 

3.7 7 

3.33 1 

3.29 9 

3.10 0 

3.08 8 

2.98 8 

2.95 5 

1.17 7 

1.18 8 

1.21 1 

1.31 1 

1.45 5 

1.60 0 

1.39 9 
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establishedd (correct answer) on the one hand and pulling together the response 

categoriess probably not. definitely not established and do not know on the other 

handd (incorrect answer). As can be seen from figure 1. none of the respondents 

answeredd 16 or 17 items correctly. Furthermore. 3 .1% of the respondents 

answeredd even none of the items accurately. However, almost two third of the 

respondentss answered ten or more questions correctly. 

Figuree 1: Distribution of answers on the knowledge scale 

20 0 

— — 

II 10 

55 6 7 8 9 10 11 12 13 14 15 

Numbe rr  of correc t answer s 

Backgroundd variables associated with knowledge are working together with 

colleaguess instead of working alone and attending post-graduate courses on 

dentist-patientt communication. Respondents who work together with colleagues 

aree better informed about the duty to ask the patient's consent to major dental 

treatmentss (p=.009) and about the fact that one is not allowed to refuse patients 

accesss to their own dental records (p=.003), than dentists who work alone. 

Attendingg post-graduate courses was positively associated with more knowledge 

aboutt the duty to write down the patient's consent on request (p=.004). with more 

knowledgee about the standard of reasonableness (p=.003), with more knowledge 

aboutt the patient's right to add a statement to his own dental record (p=.038) and 

finally,, with more knowledge about the fact that the patient's explicit consent is 

nott needed for every dental treatment (p=.026). 
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4.34.3 Attitudes 

Thee mean item score on the attitude scale is 2.97 (sd=.56). which corresponds 

virtuallyy with the middle of the possible scale values. Also, there are roughly as 

manyy respondents with a positive as with a negative attitude towards the Medical 

Treatmentt Contract Act. 

Mostt items concerning possible negative consequences of the act have 

relativelyy low mean scores (below mean item score), and a moderate through 

highh frequency of respondents agreeing or totally agreeing with it. For example, 

71.8%% of the respondents (totally) agree with the statement that because of the 

informedd consent principle, dentists will safeguard themselves more likely 

againstt legal procedures than they used to do. Also, over half of the respondents 

(totally)) agree with the statement that this principle leads to a commercialization 

off the dentist-patient relationship and with the statement that it takes too much 

timee to inform patients properly. 

Thee items concerning possible positive consequences of the act on the other 

hand,, have relatively higher mean scores (above mean item score) and a moderate 

throughh high frequency of respondents endorsing them. For instance, more than 

halff of the respondents (61.8%) believe that the principle of informed consent 

willl bring about a higher involvement of patients with the treatment and 

approximatelyy the same percentage thinks that the duty to keep patient records 

willl help in structuring patient data. Also, about half of the respondents (totally) 

agreee with the statement that the principle of informed consent enhances the 

qualityy of care. 

Backgroundd variables associated with a more positive attitude are working 

togetherr with colleagues instead of working alone (p=.000), being employed 

insteadd of being self-employed (p=.04). female gender (p=.005) and working less 

hourss a week (p-.038). 

4.44.4 Self-efficacy 

Thee mean item score on the self-efficacy scale is 3.06 (sd=.43). which 

correspondss virtually with the middle of the possible scale values. Also, there are 

roughlyy as many respondents with a positive as with a negative perceived self-

efficacyy towards the Medical Treatment Contract Act. Most respondents do not 

findd it difficult to inform specific groups of patients, such as children and lower 

educatedd people. However. 82.8% of the respondents (totally) agree with the 

statementt that it is difficult to inform immigrant patients. A considerable 

percentagee of the respondents (68%) also indicate having trouble finding out 

whatt patients must be informed about according to the act. Furthermore, about 

halff of the respondents agree with having trouble assessing the amount of 

comprehensionn the patient has of the given information. 
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Mostt respondents (67.3%) indicate having no trouble keeping up with new 

developmentss in dentistry, and find themselves sufficiently trained in social skills 

too answer the questions of patients (59.7%). Also, a majority (59.8%) indicates 

havingg no trouble judging which information in which situation is appropriate. 

Thee only background variable associated with higher self-efficacy is working 

togetherr with colleagues. Respondents who work together with colleagues have a 

significantlyy higher self-efficacy than respondents who work alone (p=.004). 

4.54.5 Knowledge, attitudes and self-efficacy 

Thee correlation coefficients between the knowledge items on the one hand, and 

thee attitude and self-efficacy on the other hand are low (range Spearman's rho=-.20 

throughh .18). A moderate, but significant correlation exists between attitude and 

self-efficacyy (r=.31, p<.01). To determine how the combination of background 

variables,, knowledge and attitude can predict self-efficacy, stepwise regression 

analysiss was performed. The knowledge items were added as dummy variables, 

byy using the 2-point scale described earlier. Table 2 shows the results of the 

regressionn analysis. Two variables explain 12% of the variance of the self-

efficacy:: the attitude and knowledge about the standard of reasonableness. 

Tablee 2 Results of regression analysis with self-efficacy as criterion 

Variabl e e 

•• Attitude 

•• Knowledge about standard of 

reasonableness s 

R2 2 

.09 9 

.12 2 

Beta a 

.30 0 

.18 8 

t t 

4.3 3 

2.5 5 

P P 

.000 0 

.014 4 

55 Discussion 

Onlyy 41.6% of the respondents returned the questionnaire. There are several 

possiblee explanations for this low response rate, such as the length of the 

questionnairee or lack of interest in the topic. It is also possible that dentists did 

nott respond because of a general aversion towards legislation. Research shows 

thatt dentists do feci pressured by governmental interference and that this is an 

importantt stressor in dental practice (Gorter. Albrecht, Hoogstraten & Eijkman. 

1999).. Because of this low response rate the results may be biased. The most 

probablee bias is that interested dentists responded more than dentists not 

interestedd in this topic. If this is the case, knowledge, attitudes and self-efficacy 

measuredd in this study will probably be higher and more positive than in the 

generall population of dentists. 
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Knowledge Knowledge 

Thee results show that Dutch dentists are reasonably knowledgeable of the content 

off the Medical Treatment Contract Act. However, none of the respondents 

answeredd 16 or 17 items of the questionnaire correct. Furthermore, significant 

differencess in mean scores exist between the single items, thus, some rights of 

patientss are better known than others. The most important aspects of this act for 

dentall practice, however, such as the duty to obtain the patient's consent to a 

majorr dental treatment procedure, are relatively well-known. It seems that 

knowledgee is lower on several items, which seem to bear relatively little 

relevancee for the dental practice, such as the right of the patient not to be 

informedd about the dental treatment. Nevertheless, knowledge on some aspects of 

thiss act is still, four years after its introduction, limited, and further effort is 

neededd to improve dentists" awareness of those topics. The fact that attending 

post-graduatee courses on dentist-patient communication is positively associated 

withh more knowledge, points to the possibilities of further educating dentists on 

thiss topic. 

Attitudes Attitudes 

Dentists'' attitudes towards the Medical Treatment Contract Act are neither very 

positivee nor negative. In general, most possible negative consequences of the act 

aree endorsed by a majority of the dentists. For instance, a majority of the 

respondentss does believe that the principle of informed consent will lead to a 

commercializationn of the relationship between dentist and patient. Also, fear for 

legall procedures seems to be present (this result, however, is in contrast with the 

resultss of a Dutch study (Eijkman, Assink & Hofman-Okkes, 1997), which shows 

thatt dentists have hardly any concern over legal procedures). In addition, almost 

halff of the respondents share the opinion that it is wrongly assumed that the 

patientt wishes to participate in the decision process. It is possible that this 

opinionn is not very far from the truth. Research shows that patients have less 

needd for participating in the medical decision process, than is often assumed by 

practitioners.. Their need for information, however, is often underestimated 

(Sutherland.. Llewellyn-Thomas. Lockwood. Tritcher & Till, 1989; Strull, Lo & 

Charles,, 1984). Apparently, other motives than the need for participating in the 

decisionn process underlie the need for information. 

Almostt half of the respondents feel that the ratio between dental and 

administrativee activities is getting more distorted than already is the case. The 

samee opinion exists for the duty to inform patients. According to the respondents, 

itt takes too much time to inform patients properly. The fact that dental 

practitionerss in The Netherlands are paid per dental treatment when treating adult 

patientss and do not have a fixed salary unlike most other health care 
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practitioners,, may have to do with these findings. In general, they are paid for 

whatt they actually do in the mouth and not for what they say. It can be 

presupposed,, however, that elaborate information in earlier phases of the 

consultationn between dentist and patient, saves time in later phases, because in 

thiss way miscommunication can be prevented and hence, dentists are able to 

workk more efficiently (Eijkman. Duyx & Visser. 1998; Gorter & Eijkman. 1997). 

Besidess that, several studies indicate that there is no univocal relationship 

betweenn length and quality of the consultation as perceived by the patient 

(Hofman-Okkes,, 1991). It is reassuring though, that respondents also endorse 

mostt positive consequences of the act. such as the increase of the involvement of 

thee patient with the treatment, and the improvement of the quality of care. 

Self-efficacy Self-efficacy 

AA lot of respondents have difficulty finding out what the patient must be 

informedd about according to the Medical Treatment Contract Act. Therefore, it is 

remarkablee that a majority of the respondents also indicate that they have no 

troublee judging which information in which situation is appropriate. Apparently, 

mostt respondents believe the information they give is generally correct, but they 

aree not sure whether it corresponds with the requirements of the act. More 

problematicc is the fact that almost half of them has trouble assessing the amount 

off comprehension the patient has of the given information. Also, only one third is 

ablee to judge the extent of the patient's need for information. This result 

correspondss with other research, suggesting there is a general tendency to 

underestimatee the need for information (Sutherland et al., 1989; van Zuuren & de 

Boer,, 1988). 

Itt is reassuring that most respondents indicate having no trouble keeping up 

withh new developments in dentistry, and find themselves sufficiently trained in 

sociall skills to answer the questions of patients. Results from other research, 

however,, suggest that dentists do have problems with keeping up with new 

developmentss in dentistry and have deficiencies in knowledge about several 

aspectss of the dental treatment (Eijkman, Duyx & Visser. 1998; Lewis & Main, 

1996;; Dove & Cottone. 1990; Hamilton, Sarll. Grant, Worthington, 1990: 

Romberg.. Cohen & LaBelle. 1989; Eijkman & de With, 1980). Therefore, the 

questionn remains whether dentists really have no trouble keeping up with new-

developmentss or that, to some extent, they answered socially desirable. 

Respondentss were also asked how difficult it is for them to inform three 

differentt groups of patients. They find it most difficult to inform immigrant 

patients.. Different opinions about dental treatment because of cultural differences 

andd particularly language problems probably underlie this problem. Informing 
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patientss with little education and informing children causes most respondents no 

trouble. . 

66 Practice implication s 

Thee results show that a positive attitude and a high self-efficacy on the one hand 

aree hardly related to knowledge about several aspects of the act on the other 

hand.. This suggests that improvement of the implementation of this act in dental 

practicee will not result from an improvement in knowledge alone. Furthermore, 

knowledgee about some of the most important aspects of the law seems to be 

sufficient. . 

Thee attitude and self-efficacy of the respondents were moderately correlated. 

Contraryy to expectations, however, self-efficacy was only slightly explained by 

attitude,, knowledge and the various background variables. This result clearly 

impliess that the implementation of the requirements of the act demands both a 

changee in attitude and an improvement of the (communicative) skills of dentists, 

forr an improvement of the attitude will only have a small effect on the self-

efficacyy of dentists. This conclusion corresponds with the results from previous 

literaturee research on this topic (de Regt, de Haan & de Haes, 1997). Attention 

mustt be given to the attitude of the dental profession towards this legislation. 

Misconceptionss must be cleared, and skills improved. The idea that an elaborate 

andd informative consultation takes too much time needs to be discussed, and fear 

forr legal procedures must be taken seriously. Also, dentists need education about 

informingg immigrant patients and about informing their patients in such a way 

theyy will understand the information. Only when the attitude and skills of 

dentistss are improved, the Medical Treatment Contract Act can be implemented 

optimallyy in dental practice. 
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Chapterr 4 

DUTCHH DENTISTS' VIEWS OF INFORMED CONSENT: 

AA REPLICATION STUDY1 

11 Introductio n 

Inn the Netherlands, the doctrine of informed consent was legally established in 

Aprill 1995, when the Dutch government introduced the Medical Treatment 

Contractt Act. This act aims to strengthen and clarify the position of the patient, 

byy establishing the rights and duties of both patient and practitioner. A central 

aspectt of this act is the patient's right to information about the treatment and its 

consequences,, as is the obligation of the practitioner to ask for the patient's 

consentt to the proposed treatment. Together, they form the doctrine of informed 

consent. . 

Resultss from two prior studies suggest that Dutch dentists do have problems 

withh the implementation of some of the requirements of this act in practice. For 

example,, many dentists indicate that they do not have enough time to inform 

theirr patients adequately about the treatment. Moreover, they report that they 

lackk some of the communicative skills necessary to meet the obligation of the 

doctrinee of informed consent (Schouten, Eijkman, Hoogstraten & den Dekker, 

2001;; Eijkman & Goedhart, 1996). Both dentists' negative attitudes towards this 

actt and their lack of communicative skills could have negative consequences for 

thee amount of information patients receive, and hence, for patients' ability to 

makee an informed decision about the treatment. 

Unfortunately,, due to the qualitative nature of the study by Eijkman and 

Goedhartt (1995) and the relatively low response rate in the study by Schouten et 

al.. (2001), the extent to which the results of these studies can be generalized is 

uncertain.. For example, the low response rate of the latter study may be due to a 

lackk of interest by dentists with respect to the matter of informed consent. It is 

Thiss chapter has been submitted for publication as: Schouten. B.C. Hoogstraten. J.. Eijkman. 

M.A.J.. Dutch dentists' views of informed consent: a replication study. 
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alsoo possible, though, that dentists did not respond out of a general aversion 

towardss legislation. Support for this last possibility comes from a study by 

Gorter.. Albrecht, Hoogstraten and Eijkman (1999), which found that dentists feel 

pressuredd by governmental interference and that this is a major stressor in dental 

practice.. Hence, the results of the study by Schouten et al. (2001) may be biased 

inn positive direction, because it is plausible to assume that dentists interested in 

thee topic responded more than dentists who are not interested. 

Anotherr possibility for the low response rate is the use of a rather long 

questionnaire,, which may have kept dentists from filling it out, regardless of 

theirr interest in the topic. Therefore, it was decided to replicate the former study 

withh a strongly shortened and somewhat adjusted version of the original 

questionnaire.. If the results of this replication study are consistent with the 

resultss of the original study, more confidence will be gained in the tenability of 

thee hypotheses of the original study (Judd, Smith & Kidder, 1991) and results can 

bee generalized with more certainty (Hoogstraten, 1999; Nieliep. 1991). Thus, 

aimss were the same as in the Schouten et al. study (2001). namely to assess 

dentists'' knowledge, attitudes and self-efficacy towards informed consent. 

22 Materia l and methods 

Thee material consisted of a shortened and adjusted version of the questionnaire 

usedd in the study by Schouten et al. (2001). Knowledge of dentists was simply 

assessedd by asking them to indicate whether or not they are aware of the 

principlee of informed consent. Their attitudes were measured by means of a 

scale,, comprising six statements, which had to be answered on a 5-point Likert 

scale,, ranging from 1 ('totally disagree') to 5 ('totally agree'). Three statements 

concernedd possible positive consequences of the requirements of informed 

consent,, three statements concerned possible negative consequences. Total scale 

scoree ranges from 6 to 30. with higher scores indicating more positive attitudes. 

Dentists'' self-efficacy was determined by six items, which for the greater part 

concernedd self-efficacy toward informing specific groups of patients, such as 

childrenn and immigrants. Items had to be answered on a 5-point Likert scale, 

rangingg from 1 ('very hard') to 5 ('very easy'). Total scale score ranges from 6 to 

30.. with higher scores indicating higher levels of perceived self-efficacy. 

Furthermore,, dentists' age. their gender and number of years working as a dentist 

weree assessed. 

Thee questionnaire was sent to 384 Dutch dentists, drawn random from the 

registerss of the Dutch Dental Association. The response rate was 60.2% (n = 231 ). 

off which 80.5% men and 19.5% women. Mean age of the dentists is 42.4 years 

(sd=9.7:: range 23-62) and they work on average 15.5 years as a dentist (sd-9.3). A 
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majorityy of the respondents works in their own practice (71.6%) for on average 

34.88 hours a week. 78.4% Of them is a member of the Dutch Dental Association. 

Results s 

AA majority of the respondents indicated that they are acquainted with the Medical 

Treatmentt Contract Act (86.6%), as well as with the principle of informed 

consentt (78.1%). Table 1 shows the mean item scores on the attitude scale. As 

cann be seen from the table, mean scores on items regarding perceived negative 

consequencess of informed consent are somewhat higher than mean scores on 

itemss regarding perceived positive consequences of informed consent. On the 

whole,, scores are on the neutral to negative end of the scale. Mean scale score on 

thee attitude scale is 16.7 (sd=3.7; Cronbach's alpha=.63). 

Tablee 1 Mean item scores on attitude scale in the replication study 

Item::  The principl e of informed consent: N Mean sd 

•• enhances the cooperation between dentist and patient 

•• enhances the patient's awareness of the condition of his 
teeth h 

•• enhances the quality of care 

•• leads to greater time-pressure 

•• leads to a commercialization of the dentist-patient 
rciaiionSnip p 

•• makes it more likely that dentists will safeguard 230 4.0 0.9 
themselvess against legal procedures 

Too compare the results of this study with the results of the original study, mean 

itemm scores on the relevant attitude items of the first study are given in table 2. 

Evenn though the items were slightly different formulated in the original study, it 

iss clear that the results concerning respondents' attitudes towards informed 

consentt are highly comparable in both studies. 

230 0 
230 0 

230 0 

228 8 

226 6 

3. 2 2 
3.1 1 

2.9 2.9 

3.3 3 

3.6 6 

1.0 0 

1.0 0 

1.0 0 

1.4 4 

1.2 2 
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Tablee 2 Mean item scores on attitude scale in the original study 

Itemm N Mean sd 

•• the duty to inform the patient enhances the cooperation 

betweenn dentist and patient 

•• the duty to inform the patient enhances the patient's 

awarenesss of the condition of his teeth 

•• the duty to inform the patient enhances the quality of 

care e 

•• it takes too much time to inform patients properly 

•• the duty to obtain the patient's consent leads to a 

commercializationn of the dentist-patient relationship 

•• the duty to obtain the patient's consent makes it more 

likelyy that dentists will safeguard themselves against 

legall procedures 

Inn table 3 mean item scores on the self-efficacy scale are shown. As can be seen 

fromm the table, respondents find it easiest to inform higher educated people about 

thee treatment. Informing immigrant people is relatively hard, according to the 

respondents.. Mean scores on the other items are roughly in the middle of possible 

scalee scores. Mean scale score on the self-efficacy scale is 18.1 (sd=3.2: 

Cronbach'ss alpha=.69). 

Tablee 3 Mean item scores on self-efficacy scale in the replication study 

Item::  Please indicate how easy/hard you find it to: N Mean sd 

•• inform immigrant patients about the treatment 

•• answer all questions of patients 

•• inform lower educated patients about the treatment 

•• keep up with all recent developments within dentistry 

•• inform children about the treatment 

•• inform higher educated people about the treatment 

Tablee 4 shows the results obtained in the original study on the relevant self-

efficacyy items. When comparing both tables, it can be seen that there are no 

majorr differences between both scores, even though items in both studies were 

nott exactly identical. 

2511 3.0 1.0 

2522 3.0 1.1 

2499 3.2 1.1 

2511 3.5 1.1 

2499 3.5 1.1 

2522 3.8 0.8 

227 7 

229 9 

230 0 

230 0 

227 7 

229 9 

2.1 1 

3.2 2 

3.0 0 

2.9 9 

3.2 2 

3.7 7 

0.8 8 

0.9 9 

0.9 9 

0.8 8 

0.9 9 

0.8 8 
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Tablee 4 Mean item seores on self-efficacy scale in the original study 

Itemm N Mean sd 

•• I find it difficult to inform immigrant people 250 4.2 0.9 

•• 1 am sufficiently trained in communicative skills to 253 3.6 0.9 
answerr all questions of patients 

•• I do not find it difficult to inform lower educated people 254 3.6 1.0 

•• 1 cannot answer all questions of patients, because 1 am 251 2.3 1.0 
nott aware of all recent developments within dentistry 

•• 1 find it easy to inform children about the treatment 253 3.5 0.9 

Too test if dentists' knowledge, attitudes and perceived self-efficacy were 

associated,, correlation coefficients were calculated and t-tests were carried out. It 

turnedd out that dentists' knowledge and their attitudes were not associated. 

However,, mean scores on the self-efficacy scale of dentists who are acquainted 

withh the principle of informed consent are significantly lower than mean scores 

off dentists who are not acquainted with this principle (t-test: t(-2.1); p=.036). 

Furthermore,, the correlation between scores on the attitude - and self-efficacy 

scalee reached significance (Pearson's r=.27: p<.001). 

Finally,, the relationship of several background variables with dentists' 

knowledge,, attitudes and self-efficacy was explored. Results show that dentists 

whoo work in their own practice are less often acquainted with the principle of 

informedd consent as opposed to dentists who work in employment (chi2(5.2); 

p=.02).. Furthermore, younger dentists are more often aware of the principle of 

informedd consent than their older colleague's, perhaps because younger dentists 

havee received more education during their training as a dentist (chi2(11.2); 

p=.004).. Other background variables, such as gender and number of years 

workingg as a dentist, were unrelated to dentists' attitudes, self-efficacy and 

knowledge. . 

Discussion n 

Thiss replication study was carried out in order to test whether the response rate 

wouldd be higher when using a shorter version of the original questionnaire. This 

wass indeed the case. Response rate was approximately 20% higher than the 

responsee rate in the original study, indicating that the length of the questionnaire 

wass an important factor in keeping response low. However, in spite of the short 

lengthh of the questionnaire used in this study, a considerable minority of the 
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dentistss did not respond. Thus, other motives must underlie their unwillingness to 

takee part in the study and. therefore, it should be kept in mind that results still 

couldd be biased. 

Fortunately,, the results of this study do point in the same direction as the 

resultss of the first study, thereby increasing the confidence in the outcomes. For 

example,, in both studies most dentists are acquainted with the Medical Treatment 

Contractt Act, although specific knowledge of informed consent turned out to be 

somewhatt lower. Also, dentists' attitudes and perceived self-efficacy are about 

thee same in the two studies. Furthermore, the strength of the correlation between 

attitudess and self-efficacy is more or less similar, as is the lack of association 

betweenn knowledge and attitudes. 

Thee fact that the results of both studies show that dentists still have problems 

withh some aspects of informed consent, once again demonstrates the importance 

off continuously educating dentists on this topic. Specifically, dentists' fear for 

legall procedures and the difficulty they have with informing immigrant patients 

warrantss further attention. Problems with regard to informing immigrants should 

bee discussed and skills to improve this specific interaction trained. 
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Chapterr 5 

HOWW DO DUTCH DENTISTS DEAL WITH SOME PATIENT 

RIGHTSS IN DAILY PRACTICE?1 

11 Introductio n 

Untill recently, the relationship between dentist/physician and patient was 

regulatedd by the codes and standards of the profession in the Netherlands. 

However,, several social developments have led to an attempt to consolidate the 

legall position of the individual patient within this relationship (Dupuis & de 

Beaufort,, 1998; Legemaate, 1991). The introduction of the Medical Treatment 

Contractt Act in April 1995 has resulted in a more legal approach to the dentist-

patientt relationship, thereby improving the legal position of the patient. 

Sincee the Medical Treatment Contract Act became effective, various articles 

havee been published on the topic. However, in general very little attention was 

paidd to its implementation in the dental and medical practice (Gevers, 1998; 

Berkel.. 1995a; Berkel, 1995b: van der Horst, 1995; Leenen, 1991; Legemaate, 

1991).. One argument that is often put forward is that the Medical Treatment 

Contractt Act is mainly a codification of already existing legislation and thus of 

littlee consequence for dental practice. However, the few studies that were carried 

outt on the topic clearly indicated that the implementation of the Medical 

Treatmentt Contract Act in daily dental practice is by no means what it should be 

(Schouten.. Eijkman, Hoogstraten & den Dekker. 2001; Eijkman & Goedhart, 

1995).. An earlier study published in this journal reported on the familiarity with 

thee Medical Treatment Contract Act among dentists (Schouten. 2000). It 

appearedd that dentists are far more familiar with some rights and duties of 

patientss and dentists, than with others. A supposed lack of relevance of some of 

Thiss chapter has been published as: Schouten. B.C. (2001 ). Hoe gaan tandartsen in de praktijk 
omm met rechten \an patiënten0 Xederlands Tijdschrift voor Tandheelkunde, I0X, 179-183. 
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thee legislation with regard to dental practice could be one of the reasons for the 

limitedd knowledge of certain aspects. 

Soo far. we do not really know to what extent the various patient rights are 

actuallyy taken into account in dental practice. For example, how frequently do 

dentistss ask for a patient's consent with regard to passing on a patient's data to 

others,, and to what extent do dentists allow insight in patient records'? The aim of 

thiss study was to obtain an answer to these and similar questions and thus a better 

insightt in the daily procedures in dental practice regarding a number of patient 

rights.. Furthermore, we investigated to what extent dealing with patient rights 

correlatess with a number of background variables such as demographic - and 

practicee characteristics. 

22 Materia l and methods 

Thee material in this study consisted of a self-compiled questionnaire which 

includedd questions regarding the dentist's concern with the duty to inform 

patientss (three items), patient consent (two items), dental record of patient (three 

items),, and protecting a patient's privacy (two items). The questionnaire 

containedd a total often items, seven closed, and three open (table 1). Some of the 

sevenn closed items had to be answered according to a scale, ranging from 'always' 

too 'never' (for instance: 'How often do you explicitly ask for the patient's consent 

too pass on treatment data to other dental colleagues involved?'). Other items 

couldd be answered with a simple 'yes' or 'no' (for instance: 'Has any of your 

patientss ever complained about not being well informed?'). 

Apartt from these items a number of questions concerned the dentist's 

demographicc - and practice characteristics. Furthermore the dentist was asked 

aboutt his familiarity with the Medical Treatment Contract Act and whether or not 

hee had participated in post-academic courses on dentist-patient communication. 

Thee questionnaire was sent to 806 dentists (643 men and 163 women). The 

dataa were analyzed by means of descriptive analysis and frequency distribution. 

Thee correlation with the various background variables was analyzed by means of 

chi"" tests, t-tests and Pearson's correlation coefficients. 
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Tablee 1 The ten items of the questionnaire 

Items s 

1.. How many times did you use the following informative material to support your 
verball information to the patient? 
•• leaflets and other printed material 
•• audio-visual aids 

models s 
atlas s 

•• X-rays 
2.. How many minutes do you usually reserve per new patient for: 

•• dental anamnesis (including the patient's problem) 
examinationn of oral cavity 
discussingg the examination with the patient 
decision-makingg with regard to treatment planning and final remarks 

3.. a. Has any patient ever complained about the way in which you informed him? 
b.. If so, could you describe in a few sentences what the complaint was about'' 

4.. Could you name a number of treatments (max. 3) that in your opinion always require 
yourr patient's consent? 

5.. Some dentists make use of forms which indicate that the patient has given his consent 
forr a specific treatment, that the patient has been well-informed and has 
comprehendedd the information. Do you use such forms in your own practice'' 

6.. For the following items the patient's consent may be important. Would you please 
indicatee how often you have specifically asked for the patient's consent in these 
cases? ? 

passingg on treatment data to other treating clinicians 
•• passing on treatment data to parents of a child under 12 

passingg on treatment data to parents of a child between 12 and 16 
passingg on treatment data to parents of a child between 16 and 18 

•• passing on treatment data to a patient's family and/or partner 
passingg on a patient's record to a new dentist 

7.. Do you allow the following persons to look into a patient's record in your practice 
withoutt the patient's consent.' 
•• dental hygiënist 

dentall assistant 
•• my colleague who works in the same practice 
•• a specialist to whom I refer 

aa colleague who temporarily replaces me 
8.. What are the main data that you would include in a patient's record0 

9.. Do you make use of the guidelines of the Dutch Dental Association on patient records 
whenn you set up a patient record'1 

10.. Although in principal a patient has the right of access to his own patient record, there 
mayy be circumstances in which you would prefer not to give the patient access to his 
record.. For example: 

theree are personal professional notes in the record 
•• patient's age 

patient'ss comprehensibility 
•• command of the Dutch language 

patient'ss emotional condition 
•• uncertainty with regard to diagnosis 

possibilityy of a negative effect on patient's confidence in the treatment 
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Results s 

S(im/>le S(im/>le 

3355 questionnaires (41.6%) were returned by 264 men and 7! women. 75 Of the 

questionnairess could not be used for our analysis, mainly because the dentists 

concernedd appeared to be no longer practicing dentistry. In the end, a total of 260 

questionnairess (32.3%) were analyzed. There were no differences in age. sex or 

numberr of years as a practicing dentist between the respondents and the non-

respondents.. However, the respondents were significantly more frequently 

workingg on employment basis than the non-respondents. 

1944 (75.2%) Of the respondents works in their own dental practice with an 

averagee of 36.8 hours per week. They have been practicing for an average of 15.4 

yearss (sd=10) and the number of patients coming to the practice at least once a 

yearr averages 251 1 (sd=l 893). The mean age of the respondents is 42.6 years. 47 

Respondentss are not familiar with the Medical Treatment Contract Act (18.8%) 

andd 52 respondents have participated in some kind of post-academic course on 

dentist-patientt communication (20.7%). 

Information Information 

Tablee 2 shows to what extent dentists make use of additional material to support 

theirr verbal information to the patient. Although self-drawn sketches, leaflets and 

X-rayss are often used, the majority of the respondents claim that they only 

sometimess or never use any additional informative material at all. 

Tablee 2 Use of additional informative material to support verbal information 

Alwayss Most of the Sometimes Never 

Materia ll  used: N (%) time (%) (%) (%) 

•• self-drawn sketches 213 6.1 39.4 

•• leaflet and other printed 249 6.4 36.9 

material l 

.. X-rays 247 28.7 49.4 

.. models 235 4.7 26.4 

.. atlas 217 2.8 11.5 

•• audio-visual aids 197 1.5 2.0 

Backgroundd variables related to the use of additional supportive means of 

informationn arc sex and participation in post-academic courses. Male dentists use 

48.99 5.6 
53.88 2.8 

20.22 1.6 

66.88 2.1 

33.22 52.5 

11.22 85.3 
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leafletss more often than female dentists (chi2=5.2: p=.022) and dentists who did 

participatee in post-academic courses on dentist-patient communication signifi

cantlyy more often use additional supportive material than dentists who did not 

(p=.000). . 

Thee average time for a new patient is 29.6 minutes (sd= 17.0 minutes), most of 

whichh is spent on decision-making with regard to treatment and final remarks 

(mean=8.5).. The least time is spent on discussing the oral examination (mean=7.0). 

Dentistss who participated in post-academic courses reserve significantly more 

timee for a new patient than dentists who did not (p=.007). There are significant, 

thoughh moderate, correlations between the duration of a patient's appointment 

andd the dentist's age (Pearson's correlation coefficient r=.14; p<.05), size of dental 

practicee (Pearson's correlation coefficient r=-.23; p<-01) and number of working 

hourss per week (Pearson's correlation coefficient r=-.14; p<.05). 

33.5%% Of the respondents were faced with a complaint from a patient who 

claimedd to be inadequately informed at some time or other during their years as a 

practicingg dentist. The three complaints that were most often mentioned 

concernedd too little information regarding treatment or prevention (34.1%), 

inadequatee information about treatment costs (34.1%) and inadequate information 

aboutt treatment outcome (18.3%). Male respondents appear to receive complaints 

aboutt information significantly less frequently than their female colleagues 

(chi2=6.4;; p=.042). Dentists who are not familiar with the Medical Treatment 

Contractt Act have more often received complaints about information than 

dentistss who are <chi2=6.8; p=.033). 

3.33.3 Consent 

Thee respondents were asked to indicate for which specific treatment they felt that 

theyy explicitly required patient consent. The following three items scored highest 

(N=218):: extractions (71.1%), crown- and bridgework (59.6%) and endodontic 

treatmentt (29.4%). Furthermore, they were asked to indicate if they ever made 

usee of informed consent forms. The purpose of these forms is to obtain the 

patient'ss official consent with regard to a specific treatment as well as a 

statementt that he has received adequate information. It appears that only a small 

minorityy of the respondents does actually use such forms (5.9%). 

3.43.4 Privacv protection 

Tablee 3 shows to what extent the dentist explicitly asks for the patient's consent 

too pass on personal data to third parties. Although the Medical Treatment 

Contractt Act stipulates that patient consent is always required before personal 

dataa are passed on to others (except when it concerns dental colleagues who are 

directlyy involved in the treatment of the patient), it appears from table 3 that a 
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considerablee number of dentists hardly ever comply with these regulations. This 

evenn amounts to over 75% when it concerns passing data to new dentists. 

Tablee 3 Passing on personal data to third parties 

Askk for  a patient's consent to Always Most of the Sometimes Never 
passs on data to: N (%) time (%) (%) (%) 

•• parents of a child between 242 28.1 40.9 16.5 14.5 

16-188 years 

•• parents of a child between 245 37.6 21.6 27.8 13.1 

12-166 years 

•• parents of a child younger 245 47.3 9.8 16.3 26.5 

thann 12 years 

.. family partner 243 30.9 26.3 11.1 31.7 

.. colleagues also involved in 244 29.9 16.8 17.2 36.1 

treatment t 

.. new dentist 245 15.1 9 J 14.7 60.4 

Dentistss who have participated in post-academic courses on dentist-patient 

communicationn less frequently ask permission to pass on data to colleagues 

directlyy involved in the treatment of the patient (chi2=5.6; p=.018), parents of 

childrenn between 12 and 16 (chi:=-4.4; p=.037), parents of children between 16 and 

188 (chi2=5.2; p=.023), and new dentists (chi2=5.5; p=.019), than dentists who did 

nott participate in any such course. Dentists who are not familiar with the Medical 

Treatmentt Contract Act more often ask for patient consent to pass on data to 

colleaguess who arc involved in the treatment (chi2=4.3: p=.04) and to a new 

dentist,, than dentists who are familiar with the Medical Treatment Contract Act. 

Tablee 4 shows to what extent colleagues who are involved in the treatment of 

thee patient are allowed insight in the patient's records without patient consent. It 

appearss that in such cases most of the respondents allow access to patient records 

withoutt consent. Colleagues who temporarily replace the dentist as well as 

specialistss who are referred to are relatively less frequently allowed insight in 

patientt records. 

PatientPatient records 

Thee respondents were asked to indicate what they considered the most important 

dataa they would include in a patient record. The following three scored highest 

(N=247):: medical anamnesis (80.6%), treatment performed (55.1%) and personal 

particularss (49.8%). 
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Tablee 4 Percentage of respondents who allow others involved in a patient's treat

mentt access to a patient's records with/without consent 

Otherss involved in treatment: Withou t Not without 
consentt  (%) consent (%) 

dentall assistant 90.5 9.5 

dentall colleague 87.0 13.0 

dentall hygiënist 84.3 15.7 

colleaguee who temporarily replaces dentist 76.1 23.9 

specialistt referred to 51.9 48.1 

Theyy were also asked if they made use of the guidelines as recently developed by 

thee Dutch Dental Association for setting up patient records in dental practice. 

Thee majority of the respondents (71%) claimed not to do so. Finally we have 

triedd to find reasons for not allowing patients insight in their personal patient 

records,, irrespective of the fact that in principal they always have the right to 

access.. As can be read from table 5, the most mentioned reason for not allowing a 

patientt access to his own patient record is the fact that the record may contain a 

dentist'ss personal notes and remarks. The emotional condition of the patient is 

alsoo often mentioned as reason for refusing access. Dentists who are not familiar 

withh the Medical Treatment Contract Act more often consider a patient's 

emotionall condition as well as the patient's comprehensibility reasons for not 

allowingg access than dentists who are familiar with the Medical Treatment 

Contractt Act (resp. chi2=5.8; p=.016 and chi2=6.1; p=.013). 

Tablee 5 Percentage of respondents who for various reasons do not allow a patient 
insightt in his own record 

Reasons s 

recordd contains personal notes 

patient'ss emotional condition 

commandd of Dutch language 

patient'ss comprehensibility 

uncertaintyy of diagnosis 

patient'ss age 

possiblee negative influence on patient's 

confidencee in treatment 

Insight t 
allowed(%) ) 

71.8 8 

79.1 1 

85.3 3 

86.7 7 

89.4 4 

89.8 8 

90.5 5 

Insightt  not 
allowed(%) ) 

28.2 2 

20.9 9 

14.7 7 

13.3 3 

10.6 6 

10.2 2 

9.5 5 
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44 Discussion 

Thee results of this study demonstrate that dealing with patient rights in dental 

practicee is far from what it should be. A relative large number of dentists face 

complaintss about inadequate information. Quite often dentists pass on data to 

thirdd parties without patient consent and for too many respondents insight in 

dentall records is not a matter of course. Nevertheless, there are reasons for 

optimism.. Although the design of this study does not allow for any causal 

conclusions,, it appears that post-academic education correlates with an 

improvementt in dealing with a number of (though not all) patient rights. For 

instance,, dentists who have participated in post-academic courses on dentist-

patientt communication take out more time for an appointment with a new patient 

thann dentists who have not participated. They also make use of additional 

informativee material more frequently. More attention for dentist-patient 

communicationn in the dental curriculum and in post-academic education within 

thee frame of the Medical Treatment Contract Act would be a relative simple way 

too improve the dentists-patient relationship with regard to patient rights in 

today'ss dental practice. 

AA possible explanation for the lack of compliance with patient rights could be 

thee fact that dentists do not know how to translate and apply these rights into 

everyy day dental practice. The Medical Treatment Contract Act creates a general 

frameworkk for the dentist-patient relationship, but is not very specific. For 

instance,, according to the Medical Treatment Contract Act it is the dentist's duty 

too keep records of all his patients, which should include those data essential for 

ann optimal dental treatment. The Medical Treatment Contract Act docs not 

exactlyy give clear indications as to the specific nature of these data. The Dutch 

Dentall Association has tried to solve this problem by developing her own 

guideliness for keeping patient records in dental practice. When dentists were 

askedd for their opinion about the concept of these guidelines it appeared that the 

majorityy of them approved (Heetman. 1998). However, this study has shown that 

aa considerable majority of the respondents does not make use of these guidelines 

whenn setting up their patient records. 

Anotherr topic on which the Medical Treatment Contract Act is not specific is 

whatt is meant by invasive and non-invasive treatment. This distinction is 

importantt since for invasive treatment a patient's consent is explicitly required 

whereass for non-invasive treatments consent may often be taken for granted. It is 

obviouss that the problem is a clear definition of invasive and non-invasive 

treatmentt and how the dentist can discover beforehand whether a patient will 

regardd a certain treatment as non-invasive (Spreeuwenbcrg, 1991). One useful 

guidelinee could be that the perception of the treatment should not only be based 

onn the treatment itself but also on the outcome. The answers of the respondents to 
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thee question regarding the type of treatment for which they always ask explicitly 

forr patient consent (extractions, crown- and bridgework) indicate that treatment 

outcomee is indeed taken into account. 

Thee Medical Treatment Contract Act clearly indicates which information a 

patientt is generally entitled to. and in what situations deviation from the 

regulationss is allowed. It should be noted that quite often it is taken for granted 

thatt the average patient is able to comprehend the information that is offered and 

thatt he is forward enough to ask for further information (Eijkman, Duyx & 

Visser,, 1998). However, quite a few studies have demonstrated that patients do 

nott always understand and remember all information offered. The results of this 

studyy also demonstrate that quite a few dentists have had to face patient 

complaintss regarding (too little) information (cf. Lipschart-van der Linden, 

Eijkmann & Spruijt, 1995; ter Horst & Boon, 1989). A more extensive and 

frequentt use of additional informative material might contribute to the 

understandingg and remembering of the information provided (Uden & van Dam, 

1986). . 

Onlyy few dentists make use of informed consent forms. Although the fact that 

thee patient can indicate on the form that he has understood the information seems 

ann advantage, it is doubtful if these forms really contribute towards the patient's 

actuall understanding. Another disadvantage is the danger of defensive medicine. 

Thesee forms can easily shift the emphasis from a satisfactory discussion between 

patientt and physician to an easily obtained consent from the patient so that the 

physiciann feels that he has been covered against possible future complaints. It is 

obviouss that this is not what the Medical Treatment Contract Act intended. 
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Chapterr 6 

DUTCHH DENTAL PATIENTS ON INFORMED CONSENT: 

KNOWLEDGE,, ATTITUDES, SELF-EFFICACY AND 

BEHAVIOR' ' 

11 Introductio n 

Thee dentist-patient relationship has been subject to some major changes during 

thee last decades. The traditional paternalistic way of treating patients has more 

andd more been replaced by a model of mutual participation, in which patient 

education,, patient involvement and shared decision-making are the new conven

tionss and patient autonomy the new ethos (Wear, 1993; Warner & Segal, 1980). 

Thesee changes have come about partly because of the rapid developments in 

healthh care, increased patient knowledge generated by the mass media and better 

education,, and growing individualism (Dupuis & de Beaufort, 1988). As a result 

off these developments, the rights of patients have never played a more prominent 

rolee in Western society than at present. 

Thee increasing international attention given to the rights of patients is 

reflectedd in numerous declarations and conventions (for example, the 

'Declarationn on the promotion of patient rights' and the 'Convention on human 

rightss and medicine' of the Council of Europe, the 'Declaration on the promotion 

off patients rights in Europe' of the World Health Organization, etceteras). Also, 

numerouss articles on this topic, mostly of Anglo-American origin, have been 

published.. Finally, most States of America and a few European countries have 

developedd legislation on patient rights, in which the legal doctrine of informed 

consentt leaps most to the eye. The general content of this doctrine is to inform 

Thiss chapter has been published as: Schouten. B.C.. Hoogstraten. J.. Eijkman, M.A.J. (2002). 
Dutchh dental patients on informed consent: knowledge, attitudes, self-efficacy and beha\iour. 
PatientPatient Education and Counseling, 46, 47-54. 
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thee patient about the recommended treatment, thereby enabling the patient to give 

aa deliberate consent or refusal to the treatment. 

Inn the Netherlands, the legal doctrine of informed consent is implemented in 

thee Medical Treatment Contract Act, which was passed by the Dutch government 

inn April 1995. The objective of this act is to strengthen the position of the patient 

byy establishing the mutual rights and obligations of both patients and members of 

thee medical profession within a treatment contract. Besides the right of the 

patientt to be informed, patients are among other things entitled to privacy during 

treatmentt and to have access to their medical or dental records. 

Althoughh the Medical Treatment Contract Act was more than welcomed 

(Berkel.. 1995a; Berkcl, 1995b; van der Horst. 1995; Leenen. 1991; Legemaate. 

1991).. the Dutch medical and dental profession seemed less optimistic about the 

implementationn of its requirements in daily practice. Only a few studies have 

beenn undertaken to assess health care professionals' attitudes and knowledge with 

regardd to the rights of patients, but the results all do point in the same direction: 

knowledgee about some patients' rights is not what it ought to be, and attitudes 

aree even worse. Moreover, communicative skills necessary to actually implement 

severall patients' rights are often lacking (Schouten, Eijkman. Hoogstraten & den 

Dekker,, 2001; de Haes. de Haan. Willems-Groot. Oosterveld & Spronk, 1998; 

Eijkmann & Goedhart, 1996). The knowledge of Dutch patients about the Medical 

Treatmentt Contract Act and their rights was studied twice, once in 1995 and once 

inn 1999 (ZorgOnderzoekNederland, 2000; Friele & Andela, 1996). Results of 

thesee studies indicated that although a majority of patients is unaware of the 

existencee of the act, knowledge about specific rights is reasonably present. 

Onee obvious question following these results is whether patients' satisfaction 

aboutt the dental care they receive is negatively influenced by dentists' lack of 

knowledge,, positive attitudes and communicative skills. At first sight, the answer 

too this question seems to be negative. Most dental patients are. in general, very 

satisfiedd with their dentist and the care they receive, as is indicated in several 

studiess on this topic (Harteloh & Verweij. 1995; Cale, Carlsson. Eriksson & 

Jontell,, 1984; Lidell & May. 1984). Paradoxically, the number of formal 

complaintss by dental patients about a lack of information is also growing 

(Christensen,, 1999; Doyal & Cannell, 1995), and Dutch studies have 

demonstratedd that an important part of patients' complaints is attributable to a 

deficientt communication process between dentist and patient (Lipschart-van der 

Linden.. Eijkman & Spruit. 1997: ter Horst & Boon, 1989). 

Becausee of the contradictory findings mentioned above, the question remains 

whetherr imperfectly educating and informing patients, and in particular whether 

imperfectlyy implementing the doctrine of informed consent by dentists, is posing 

aa real problem for the dentist-patient relationship. It can be argued that this will 
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onlyy be the case if patients at least know about their rights and attach importance 

too them. Although knowledge of Dutch patients is studied before, as is mentioned 

above,, these studies were not specifically aimed at the dental setting. Therefore, 

onee goal of the present study was to assess dental patients' knowledge about the 

doctrinee of informed consent as well as their attitudes. Furthermore, dental 

patients'' self-efficacy (the conviction that one can successfully execute a given 

behavior,, (Bandura, 1977)) as well as their self-reported behavior concerning 

informedd consent, also not studied yet, were assessed too. 

Althoughh it is beyond doubt that dentists' characteristics are of great impor

tancee in determining the extent to which the principle of informed consent will be 

appliedd in the dental setting, this study aimed at the behavior of patients. 

Specifically,, determinants of the extent to which they actually apply the principle 

off informed consent in daily dental practice were studied. According to social 

psychologicall theory and research, knowledge, attitudes and self-efficacy are 

amongg the most important predictors of behavior (Valente, Paredes & Poppe, 

1998;; van Woerkum & Kuiper, 1995; de Vries, 1993; Ajzen, 1991; de Weerdt. 

Visserr & van der Veen, 1989; Bandura, 1977). Therefore, it is hypothesized that 

thee more knowledge patients have about informed consent, the more positive 

theirr attitudes and self-efficacy will be, and that their self-reported behavior will 

bee predicted by their knowledge, attitudes and self-efficacy. Finally, associations 

withh demographic and other background variables of patients were assessed too. 

Materia ll  and methods 

// Subjects 

Subjectss in this study were 128 dental patients, recruited in six different dental 

practices,, which were located in six different communities. These practices, 

whichh were solo - or group practices, were a convenience sample, obtained from 

thee network of the Academic Centre of Dentistry Amsterdam. None of the six 

practitioners,, when asked to participate in this study, refused. 

Twoo advanced psychology students visited each of the six practices for one 

day,, to collect the data. They informed the patients about the study by means of 

ann announcement, which was placed in the waiting room. This was done to give 

patientss time to think about participating in the study and to prevent that patients 

wouldd feel pressured to fill out the questionnaire. All 140 patients above 16 years 

off age visiting their dentist were asked, after their treatment, to fill out a 

questionnaire. . 
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Material Material 

Knowledge,, attitudes, self-efficacy and behavior of dental patients concerning 

informedd consent were measured by means of four separate scales, each 

consistingg of six items. The items were partly based on previous research on this 

topic,, as well as on literature about the legislation. The six statements on the 

knowledgee scale had to be answered with yes (1), no (0) or don't know (0), the 

latterr score being treated as missing value in the statistical analyses. Scores on 

thiss scale ranged from 0 to 6. The higher the score, the more knowledge the 

respondentt has about the content of informed consent. The six statements on the 

attitudee as well as on the self-efficacy scale had to be answered on a 5-point 

Likcrtt scale, ranging from 1 ('totally disagree') to 5 (' totally agree'). The six 

attitudee statements asked the respondents how important it is to them to be 

informedd about several aspects of the treatment by their dentist. Self-efficacy 

itemss asked the respondent how difficult or easy it is to ask their dentist about 

informationn regarding several aspects of the treatment. Minimum score on each 

off these scales was 6, maximum score 30. Again, the higher the score, the more 

positivee the attitude or self-efficacy. Finally, the scale assessing behavior also 

consistedd of six statements, which had to be answered with yes (1), no (0) or not 

applicablee (0). the latter score being treated as missing value in the statistical 

analyses.. Thus, scores on this scale ranged from 0 to 6. The behavior items 

referredd to the treatment or consultation the patient had just received and asked 

themm about their actual behavior with relation to informed consent during the 

consultationn or treatment. 

Twoo more general items were added, which asked the respondents if they 

weree acquainted with the Medical Treatment Contract Act and if they were 

pleasedd to see that the rights of patients were established in this act. Furthermore, 

fivee background variables were included, namely age, gender, education, reason 

off dental visit (consultation or treatment) and subjective perception of the 

invasivenesss of the treatment. 

DataData analysis 

Firstt of all, descriptive analyses were performed. Frequencies of the items and 

meanss of the scales were calculated. Reliability analysis was performed to assess 

thee internal consistency of the scales. Results show that the internal consistency 

off both the knowledge scale and self-efficacy scale (after exclusion of one item) 

wass satisfactory (respectively KR-20=.68 and Cronbach's alpha=.69). Internal 

consistencyy of both the attitude scale and the behavior scale was moderate 

(respectivelyy Cronbach's alpha=.5() and KR-20=.44). Therefore, it was decided to 

analyzee behavior of dental patients on item level and attitudes on scale - as well 

ass on item level. 
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Too rule out the possibility that the individual dentists may have had an effect 

onn the results, a MANOVA was conducted to determine if there were significant 

differencess on patients' knowledge, self-efficacy and attitude scores between 

dentists.. Differences on the behavior items between individual dentists were 

assessedd by means of c h r tests. The results showed that the individual dentist 

hadd no impact on the scores on those variables. Thus, data of the patients of all 

sixx practices could be analyzed together. 

Too study associations between knowledge, attitudes, self-efficacy and beha

vior,, Pearson or Spearman correlation coefficients were calculated. When more 

appropriate,, c h r tests were used. In order to predict patients' behavior from the 

combinationn of their knowledge, attitudes, self-efficacy and various background 

variables,, logistic regression analyses were performed. Finally, the relations 

betweenn the dependent variables and several background variables were assessed 

withh t-tests, ANOVA's, Mann-Whitney - and Kruskal-Wallis tests. 

Results s 

Sample Sample 

Altogether,, 140 patients were approached to participate in the study. 128 (91.4%) 

off them, 60 men and 68 women, filled out the questionnaire. Mean age of the 

patientss was 41.7 (sd=l5.5). There were 47 patients with higher vocational 

educationn or university degree, 31 patients with intermediate vocational 

education,, higher general secondary education or pre-university education and 

finally,, 47 patients with elementary school, lower vocational education or lower 

generall secondary education. 67 Patients visited their dentist to undergo 

treatmentt and 61 of the patients came for their check-up. Of the patients 

receivingg treatment, half indicated that they did not think the treatment was 

invasive,, 28 found the treatment somewhat invasive and five patients thought the 

treatmentt was very invasive. 

Knowledge Knowledge 

Onlyy 9.4% of the patients said they were acquainted with the Medical Treatment 

Contractt Act. However, as can be seen from table 1, their specific rights are 

relativelyy well known. A majority of the patients is aware of their right to be 

informedd about several aspects of the treatment and of the obligation of the 

dentistt to ask their consent to the treatment. Least known is the right to be 

informedd about alternative treatment options. Over one third of the patients in

correctlyy assumes that their dentist is not obliged to do so. 
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Tablee 1 Number of patients with correct and incorrect don't know answers on the 

knowledgee items 

Knowledgee about: Correctt  Incorrect answer 
answerr  (N) / don't know (N) 

•• right to information about status praesens 117(91.4%) 11(8/6%) 

•• right to information about risks of 116(90.6%) 12(9.4%) 

treatment t 

•• right to information about purpose of 113(88.3%) 15(11.7%) 

treatment t 

•• dentist's obligation to ask consent to 104(81.9%) 24(18.1%) 

treatment t 

•• right to information about costs of 101(78.9%) 27(21.1%) 

treatment t 

•• right to information about alternative 80 (63%) 48 (37%) 

treatmentt options 

Meann number of correct answers on the knowledge scale is 4.93 (sd=l .38). There 

iss no difference in mean score as a function of gender, age or education. 

Figuree 1 shows which percentage of patients answered how many questions 

correctly.. As can be seen from figure 1, only a very small percentage answered 

none,, or only one or two questions correctly (respectively 2.4%, 0.8% and 2.4%). 

AA majority of the patients answered more than four questions accurately. 

Figuree 1 Distribution of correct answers on the knowledge items 
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40 0 

300 -

20 0 
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4 4 
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Attitudes Attitudes 

Almostt all patients agree or totally agree with the statement 'I am pleased to see 

thatt my rights as a patient are established in the Medical Treatment Contract Act. 

Onlyy 7% of the subjects didn't agree with or was neutral about this statement. If 

onee looks at the percentages on the items though, which are shown in table 2. 

markedd differences in the amount of importance attached to specific rights and 

dutiess concerning informed consent can be seen (the items in table 2 are 

rephrasedd in such a way that higher percentages on the 'totally agree' or 'agree' 

answerr categories reflect more positive attitudes). Although most patients agree 

orr totally agree with the statements that it is important to receive information 

aboutt the status praesens of their teeth and about the purpose of the treatment, the 

numberr of patients (totally) agreeing with the statements that it is important to be 

informedd about costs and risks of treatment and alternative treatment options is 

unexpectedd low. Most surprising is the fact that the percentage of patients 

disagreeingg with the statement that it is important to be informed about 

alternativee treatment options is higher than the percentage agreeing with it. 

Tablee 2 Percentages of respondents on each of the six attitude items 

I tt  is important to: 

Nor r 
agree, , 

Totall yy nor  Totally 
agreee Agree disagree Disagree disagree 

%%  % % % % 

bee informed about status 66.1 33.1 0 0.8 

praesens s 

bee informed about purpose of 46.1 50.8 2.3 0.8 

treatment t 

havee the opportunity to 39.1 52.3 5.5 3.1 

decidee yourself about 

acceptingg or refusing 

treatment t 

bee informed about costs of 16.5 43.3 29.9 7.1 

treatment t 

bee informed about risks of 24.2 26.6 7.8 22.7 

treatment t 

bee informed about alternative 10.2 28.1 15.6 37.5 

treatmentt options 

33 I 

18.8 8 

8.6 6 
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Meann item score on the attitude scale is 3.8 (sd=.52; range 0-6). No associations 

weree found between the mean attitude score on the one hand, and gender or age. 

However,, patients with higher education have a significantly more positive 

attitudee than patients with intermediate education (F-3.9; p=.02). No relation was 

foundd between scores on the individual attitude items and gender. Only one 

associationn was found between age and attitude: older patients more often agree 

withh the statement that it is important to be informed about the costs of dental 

treatmentt than younger patients (chi:=24.7, p=.002). Finally, patients with higher 

educationn more often agree with the statement that it is important to be informed 

aboutt costs of dental treatment than patients with intermediate education (chr 

=24.7.. p=.002). 

44 Self-efficacy 

Tablee 3 shows the percentages on the six self-efficacy items (the items are again 

inn such a way rephrased that higher percentages on the 'totally agree' or 'agree' 

answerr categories reflect a higher self-efficacy). A majority of the patients 

indicatee that they find it easy to ask their dentist for clarification and to ask 

questionss about the treatment. However, a considerable percentage seems to have 

troublee expressing doubts about the treatment, letting their dentist know the 

treatmentt is too expensive and asking for other treatments than the dentist 

proposed.. Finally, only a small percentage of the patients finds it easy to decide 

whichh treatment is best for them. Mean item score on the self-efficacy scale is 

3.66 (sd=.65; range 0-6). No differences in mean item score were found as a 

functionn of age, gender or education. 

55 Behavior 

Thee answers on the behavior items, after exclusion of the 'not applicable' answer 

category,, are shown in table 4. As can be seen, most patients indicate that they 

didd express doubts about the treatment or examination during their last visit to 

theirr dentist. Also, a majority of the patients asked their dentist for clarification, 

gavee their consent and took the decision about the treatment themselves during 

thatt particular visit. However, more than half of the patients didn't ask questions 

aboutt the treatment, and only about 20% did ask their dentist about the costs of 

thee treatment or examination. 
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Tablee 3 Percentages of respondents on each of the six self-efficacy items 

findd it easy to: 

Nor r 
agree, , 

norr  Totally 
Totall yy Agree disagree Disagree disagree 
agreee % % % % % 

•• ask my dentist for 30.5 57.8 6.3 5.5 0 

clarificationn if his 

informationn is not clear to me 

•• ask my dentist questions 27.3 40.6 20.3 10.2 1.6 

aboutt the treatment 

•• express possible doubts 11.8 39.4 18.9 25.2 4.7 

aboutt the treatment 

•• let my dentist know the 10.2 40.9 30.7 14.2 3.9 

proposedd treatment is too 

expensivee for me 

•• ask my dentist for another 4.7 43.3 29.9 16.5 5.5 

treatmentt than he is planning 

too give 

•• decide for myself which 7.1 19.0 24.6 40.5 8.7 

treatmentt is best for me 

Tablee 4 Number of patients with yes and no answers on the behavior items 

II did: Yess (N) No (N) 

expresss doubts about the treatment/examination 877 (97.8%) 

599 (67%) 

askk my dentist for clarification if his information 53 (68.8%) 
wass unclear 

takee the decision about the treatment/examination 

myself f 

gavee my consent to the examination/treatment 

askk my dentist questions about the 

examination/treatment t 

askk my dentist about the costs of the 

examination'treatment t 

22 (2.2%) 

244 (31.2%) 

299 (33%) 

55(61.8%)) 34(38.2%) 

544 (47.4%) 60 (52.6%) 

211 (20.2%) 83 (79.8%) 
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AA number of relations were found between the background variables and the self-

reportedd behavior of patients. It was found that male patients asked their dentist 

aboutt costs of treatment more often than female patients (chi:=5.3: p=.02). Also, 

lowerr educated patients less often expressed doubts about the treatment than 

intermediatee or higher educated patients (chr=9.8; p=.007). and lower and 

intermediatee educated people less often asked questions about the treatment than 

higherr educated patients (chi:=6.2; p=.04). No relations were found between age, 

invasivenesss of treatment, and reason of visit on the one hand, and behavior on 

thee other hand. 

66 Knowledge, attitudes, self-efficacy and behavior 

AA significant, but rather weak correlation exists between the knowledge scale and 

self-efficacyy scale (r=.17. alpha<.05). Correlations between scores on the 

knowledgee scale and attitude scale, and between the attitude and self-efficacy 

scalee did not reach significance. Also, no significant associations were found 

betweenn the knowledge items and attitude items, or between the self-efficacy and 

behaviorr items. Furthermore, no meaningful associations were found between 

attitudee and behavior items. 

Somee significant relations were found between the knowledge and self-effica

cyy items and knowledge and behavior items. Patients who know that they have 

thee right to be informed about alternative treatment options, find it easier to ask 

theirr dentist for another treatment and to let their dentist know that the proposed 

treatmentt is too expensive than patients who are not aware of that right (chr=5.5, 

p=.02:: chr=5.3. p=.02). Patients who are aware of the dentist's duty to ask consent 

findd it easier to decide themselves which treatment is best for them than patients 

whoo don't know that they have that right (chr=4.1. p=.04) and finally, patients 

whoo know that they are to be informed about costs of dental treatment, do ask 

theirr dentist more often about those costs than patients who don't know about that 

rightt (chi:=7.5. p=.006). 

Correlationss between attitude - and self-efficacy items are shown in table 5. 

Thee most surprising finding is that a negative correlation exists between the 

attitudee and self-efficacy towards the costs of dental treatment. This means that 

thee more importance patients attach to information about the costs of treatment, 

thee harder they find it to let their dentist know that the proposed treatment is too 

expensive. . 
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Sixx multiple logistic regression analyses were applied to estimate the relative 

influencee of the possible predictors on the six behavior items. The following 

variabless were included: patients' knowledge, attitudes and self-efficacy, age, 

gender,, education, reason for dental visit and perceived invasiveness of 

treatment.. A stepwise forward selection method (likelihood ratio) was performed, 

thee probability for entry and removal into the model were .05 and .10 

respectively.. Table 6 shows the results of the analyses. Knowledge contributed 

solelyy to the model for predicting asking questions and giving consent. Age was 

thee most important predictor of taking decisions about the treatment self, and 

genderr further contributed to the prediction. Finally, asking for clarification, 

expressingg doubts about the treatment and asking about costs were solely 

predictedd by respectively attitudes, education and self-efficacy, the latter 

contributingg negatively to the model. All in all. results are not consistent for the 

sixx behavioral items. 

Tablee 6 Results of the six multiple logistic regression analyses 

Itemm Variabl e B SE Wald df p 

• • 

• • 

• • 

• • 

• • 

• • 

askk questions 

givee consent 

takee decision 

yourself f 

askk clarification 

expresss doubts 

askk about costs 

knowledge e 

knowledge e 

age e 

gender r 

attitude e 

education n 

self-efficacy y 

.39 9 

.17 7 

.OX X 

-1.5 5 

.04 4 

1.9 9 

-.08 8 

.20 0 

.07 7 

.03 3 

.69 9 

.02 2 

.56 6 

.02 2 

3.7 7 

6.4 4 

8.5 5 

4.5 5 

8.0 0 

11.6 6 

16 6 

.05 5 

.01 1 

.004 4 

.03 3 

.005 5 

.001 1 

.000 0 

44 Discussion and conclusion 

Thee low percentage of dental patients being aware of the existence of the Medical 

Treatmentt Contract Act in this study (9.4%). is in sharp contrast with the results 

fromm previous studies (ZorgOnderzoek Nederland, 2000; Friele & Andela. 1996). 

whichh found that about half of their respondents is knowledgeable of this act. 

Thiss dramatic difference in knowledge is possibly attributable to the fact that 

theirr study concerned knowledge about patient rights in a medical setting, 

whereass this study concerned a dental setting. Perhaps patients associate their 

rightss more directly with a medical setting and less so with a dental setting. 

Nevertheless,, all studies show that at least half of the patients are still not 

knowledgeablee of the Medical Treatment Contract Act. More important however, 

knowledgee about specific rights concerning informed consent seems to be 
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reasonablyy present, except for knowledge about the right to be informed about 

alternativee treatment options, which is relatively low (this result was also found 

inn the other studies). 

Althoughh most patients in this study stated that they are pleased to see that 

theirr rights as a patient are established in the Medical Treatment Contract Act. 

theirr attitudes towards some rights were surprisingly negative. A majority of the 

patientss did not find it important to be informed about alternative treatment 

options,, and a considerable percentage of them did not attach much importance to 

informationn about the risks of a treatment. These results are all the more 

surprisingg given the fact that the number of formal complaints about a lack of 

informationn in dentistry is increasing (Christensen. 1999; Doyal & Cannel. 

1995).. It is possible that these complaints concern other facets of information-

giving,, such as information about costs and purpose of treatment, which are 

foundd to have more importance for the patients in this study. Surely, costs do 

playy an important role for Dutch dental patients, because not all treatments arc 

(totally)) paid for by their insurance company. Furthermore, most risks of dental 

treatment,, when compared with risks of other kinds of medical treatment, are 

oftenn less serious and life threatening. It may therefore be the case that 

informationn about risks and alternative treatment options is less important to 

dentall patients than information about costs and related issues, such as the 

purposee of the treatment in deciding whether to undergo treatment. It would be 

interestingg if future studies will address this issue. 

AA major goal of the Medical Treatment Contract Act is to enable patients to 

makee informed and autonomous decisions about the treatment. Also, most 

patientss in this study stated that they find it important that their dentist gives 

themm the opportunity to do so. However, a majority of the patients indicated that 

theyy find it difficult to decide which treatment is best for them. This finding does 

nott necessarily mean that patients are not able to participate in the decision 

processs though. The medical or dental decision process consists of more than just 

decidingg which treatment to undergo. Other aspects, such as assessing the 

acceptabilityy of the risks of a proposed treatment, are also essential in ultimately 

decidingg which treatment to choose. It may very well be the case that patients are 

moree willing and able to participate in those aspects of decision-making and 

leavee the ultimate decision to their dentist and physician (this was actually found 

inn a study by Debcr. Kraetschmer & Irvine. 1996), which can also be considered 

too be an autonomous decision. 

Contraryy to the results found with regard to the self-efficacy of patients, their 

behaviorr concerning informed consent leaves room for more optimistic 

conclusions.. Although patients indicated finding it difficult to exert some of their 

rightss in dental practice, their behavior was rather active, according to their self-
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reports.. Most patients indicated that they did express doubts about the treatment, 

askedd their dentist for clarification, gave their consent to the treatment and took 

thee decision about the treatment themselves. Surprisingly, they least often did ask 

theirr dentist questions about the treatment or costs of treatment, while self-

efficacyy with regard to those aspects of informed consent was relatively high. It 

iss odd that the answers on the self-efficacy and behavior items are seemingly 

unrelatedd to each other, while at the same time social-psychological theories state 

thatt self-efficacy and behavior are positively related {Eagly & Chaiken, 1993: 

Ajzen,, 1991). Perhaps, patients underestimated their own self-efficacy, but 

anotherr explanation may be that the way behavior was measured in this study 

(afterr the treatment), resulted in a higher degree of reported behavior than 

actuallyy was the case, due to social desirability or unconsciously reconstructing 

reality.. In fact, studies which assessed patient behavior during medical 

consultationss by means of observations, all do find that patients do not ask a lot 

off questions and that they arc. in general, relatively passive during the decision

makingg process (Beisecker & Beisecker, 1990; Sutherland, Llewellyn-Thomas, 

Lockwood,, Tritchler. & Till, 1989; Ende, Kazis. Ash & Moskowitz, 1989). 

Therefore,, future research aiming to assess dental patients' actual behavior, 

shouldd make more use of direct observations of behavior instead of relying solely 

onn self-reports of patients. 

Practicee implication s 

AA lot of patients in this study indicated that they find it difficult to express 

doubtss about the treatment, let their dentist know that the proposed treatment is 

tooo expensive, or ask for another treatment. We are inclined to conclude that 

dentistss should become more aware of patients' need for information and that 

theyy should stress the importance of making decisions about the treatment 

themselves.. This however, requires communicative skills of dentist, which seem 

nott always to be sufficiently present. Thus, still more training and education 

withinn dental curricula is needed to improve those skills (Gorter & Eijkman. 

1997). . 

Contraryy to expectations, the results show that attitudes and self-efficacy on 

thee one hand and behavior on the other hand are unrelated. These results must be 

interpretedd with some care, however, because the relatively small sample size 

mayy have obscured significant relations, due to insufficient power of some tests. 

AA closer look at the results reveals that all non-significant findings were not even 

closee from being significant though. In the light of these findings, it is clear that 

otherr factors play a more important role in explaining and predicting dental 

patients'' behavior regarding informed consent. If one acknowledges the fact that 
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thee patient is more and more becoming a consumer of health care, especially 

withinn the field of dentistry where patients more often pay themselves for costs 

off treatment than in most areas of health care, a more fruitful approach might be 

too take into account factors which explain and possibly predict consumer 

behavior,, such as the financial situation of the patient and the psychological and 

sociall consequences of the dental complaint. Perhaps, dental patients' behavior is 

moree the outcome of a cost-benefit analysis than the outcome of patients' 

attitudess and self-efficacy. Thus, future research on this topic should take into 

considerationn theories about consumer behavior and decision-making, if one 

wishess to gain a more complete understanding of dental patients' behavior regar

dingg informed consent. 
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Chapterr 7 

INFORMEDD CONSENT IN DENTAL PRACTICE: 

EXPERIENCESS OF DUTCH PATIENTS1 

11 Introductio n 

Mostt dental patients place great confidence in the professional competence of 

theirr dentists and are, in general, very satisfied with dental care (Harteloh & 

Verweij,, 1995; Gale, Carlsson, Eriksson & Jontell, 1984; Liddell & May, 1984; 

Biroo & Hewson, 1976). Communication between dentists and their patients, 

however,, is open to improvement. The number of formal complaints by dental 

patientss about a lack of information seems to increase (Christensen, 1999; Doyal 

&& Cannel, 1995) and studies demonstrate that an important part of complaints of 

dentall patients is attributable to a deficient communication process between 

dentistss and patients (Lipschart-van der Linden, E ijk man & Spruijt, 1997; ter 

Horstt & Boon. 1989). 

Thee Medical Treatment Contract Act. introduced in 1995 in the Netherlands, 

reflectss the significance of good dentist-patient communication, because one of 

thee most important topics established in this act is the doctrine of informed 

consent.. This means that the patient's consent to a dental treatment procedure 

mustt be based on information about the nature and purpose of the treatment, 

alternativee treatment options and benefits and risks of the treatment options. 

Researchh undertaken to assess knowledge and opinions of Dutch dentists 

regardingg this act. however, indicates that their knowledge about its content is 

lesss than optimal. Moreover, they see numerous negative consequences of this 

legislationn for their practice (Schouten. 2000: Eijkman & Goedhart, 1996). 

Dentists'' lack of knowledge and negative opinions about the act can negatively 

affectt the experiences of dental patients with respect to the implementation of 

Thiss chapter has been published as: Schouten. B.C. & Friele. R. 12001 ). Informed consent in 

dentall practice: experiences of 'Dutch pat ients . International Denial Journal, 51. 52-54. 
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theirr rights in dental practice. Therefore, this study aimed to assess which expe

riencess the Dutch population has concerning the implementation of some of their 

rightss by dentists. 

22 Materia l and methods 

Subjectss in this study were participants of the •Consumer Panel Health Care'. 

Thiss panel is a collaboration between the Dutch Consumers' Organization and the 

Dutchh Research Institute for Health Care and can be considered to be a represen

tativee sample of the Dutch population. However, people in the age group 25-34. 

peoplee with only elementary school or lower vocational education and people 

whoo are insured by the sick-fund are slightly underrepresented by the panel. 

AA questionnaire, consisting of eleven items assessing dental patients' expe

riencess with respect to the right of information and the dentist's obligation to ask 

thee patient's consent to a dental treatment procedure, was sent to all 1616 partici

pantss of the consumer panel. The items had to be answered on a 4-point scale, 

rangingg from 1 ('no') to 4 ('yes, always'). 

Thee scale measuring experiences of dental patients was first processed by 

calculatingg the frequencies of the items. Afterwards, principal component analy

siss was performed to determine if there is a small number of constructs underly

ingg the original scale. Also, the internal consistency of the scale and subscales 

weree determined, using Cronbach's alpha. Finally, differences in scores on the 

subscaless as a function of the various background variables were assessed using 

Mann-Whitneyy - and Kruskal-Wallis tests. 

33 Results 

12744 Of the 1616 subjects (78.8%) returned the questionnaire, of whom 47% men 

andd 53% women. Their mean age was 47.8 year (sd=15.2. range 18-89). A majority 

off the subjects attended their dentist in the past twelve months (79.9%). 

3.13.1 Psychometric analysis 

Principall component analysis of the questionnaire revealed that two factors with 

ann Eigenvalue of at least 1 could be extracted, accounting for 64% of the total 

variancee (using varimax as rotation method). One factor could be interpreted as 

'generall information'. Factor loadings on this subscale ranged from .60 till .73. 

Thee second factor could be interpreted as 'specific legislation-related informa

tion'.. Factor loadings on this subscale ranged from .63 till .81. The internal con

sistencyy of both the total scale and the two subscales was very satisfactory. 
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Cronbach'ss alpha for the total scale was .90, for the subseale 'general information' 

.84,, and for the subseale 'specific legislation-related information' .86. 

Patients'Patients' experiences 

Meann item score on the subseale 'general information' is 3.45 (sd=.61; range 1-4), 

whereass mean item score on the subseale 'specific legislation-related information' 

iss 2.72 {sd=.94; range 1-4). The difference in mean score is significant (p=.000). 

Ass can be seen from table 1 (next page), respondents indicate that their dentist 

alwayss or most of the time goes into their questions, takes enough time to explain 

thingss and gives sufficient information about the treatment. Moreover, 

respondentss fee! they have the opportunity to ask questions and that the 

explanationss of their dentists are comprehensible. On the other hand, dentists' 

informationn regarding specific legislation-related issues is, according to the 

respondents,, less frequently offered. Most notably, about half of the respondents 

indicatee that their dentist does not or only sometimes asks them for their consent 

too a treatment, or informs them about the risks of a dental treatment. 

Backgroundd variables associated with patients' experiences with respect to the 

implementationn of their rights in dental practice were age, sex, education, dental 

attendancee and respondents' judgement about their own health. A significantly 

moree positive experience regarding general information was associated with male 

genderr (p=.03), with patients who visited their dentist in the past twelve months 

(p=.005),, with older age (p=.000) and with patients who have a more positive 

judgementt about their own health (p=.005). A significantly more positive 

experiencee with specific legislation-related information was associated with older 

agee (p=,000) and lower education (p=.001). 

Discussion n 

Thee purpose of the Medical Treatment Contract Act is to strengthen the legal 

positionn of patients by establishing the mutual duties and rights of both patients 

andd members of the medical profession. One of the key elements of this act is the 

principlee of informed consent, which means that the patient's consent to a 

treatmentt must be based on relevant information about several aspects of the 

proposedd treatment. As mentioned earlier, research indicates that Dutch general 

dentall practitioners lack knowledge, communicative skills and positive attitudes 

concerningg this act, possibly resulting in negative experiences of patients with 

respectt to the implementation of their rights in dental practice. 
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Thee results from this study show that, although patients are satisfied with the 

generall information and explanations from their dentist, this is indeed signifi

cantlyy less the case for information about specific requirements of the Medical 

Treatmentt Contract Act. For example, more than half of the respondents indicates 

thatt their dentist does not check if they have understood his information, while 

numerouss studies demonstrate that comprehension and recall of physician's 

informationn by patients is poor (Uden & van Dam, 1986; O'Connor, 1981). Also, 

aa majority of the respondents state that their dentist does not ask for their consent 

too the treatment. The autonomy of patients, which ultimately is the key principal 

underlyingg this act, can seriously be undermined without proper comprehension 

orr even the possibility to give consent. 

Severall demographic variables were found to be associated with patients' ex

periences.. Male gender, older age and lower education were all significantly rela

tedd to more satisfaction with general or specific legislation-related information. 

Thesee findings are not too surprising, given the fact that numerous studies have 

shownn that older, lower educated male patients have less need for information 

andd are less inclined to ask for information than higher educated and younger 

femalee patients (Deber, Kraetschmer & Irvine, 1996; Ende, Kazis, Ash & 

Moskowitz,, 1989; Waitzkin, 1985; Hooper, Comdstock, Goodwin & Goodwin, 

1982).. Hence, it is likely that those groups of patients are more quickly satisfied 

withh the information they receive than groups of patients with a higher need for 

information. . 

Inn conclusion, dentists appear to inform and educate their patients, but when it 

comess to the specific requirements of the Medical Treatment Contract Act, such 

ass informing patients about risks and alternative treatment options, information is 

stayingg behind. It is therefore essential to further educate dentists with regard to 

thiss issue, because the goal of enhanced patient autonomy will only be reached if 

patientss truly have the opportunity to assert their rights in dental practice. 
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Chapterr 8 

DENTALL PATIENTS' NEED FOR INFORMATION AND 

PARTICIPATIONN IN MEDICAL DECISION MAKING1 

11 Introductio n 

Sincee the introduction of the Medical Treatment Contract Act in April 1995 by 

thee Dutch Parliament, Dutch physicians have not only a moral but also a legal 

obligationn to adequately inform their patients and to involve them in medical 

decision-making.. Morally, this obligation is rooted in the principle of autonomy, 

whichh means that patients have the right but also the responsibility to control 

theirr own body and soul (Wear, 1993; Faden &  Beauchamp, 1986). Legally, 

patients'' right to self-determination is asserted in the requisites of informed 

consent,, one of the most important elements of the Medical Treatment Contract 

Act. . 

Despitee the indisputable shift in dogma toward patient autonomy and away 

fromm medical paternalism, the question remains whether patients really want to 

bee involved in their own medical care, and if so. to what extent. Although several 

studiess have demonstrated that many patients desire almost as much information 

aboutt their condition as possible, and moreover, that doctors have a tendency to 

underestimatee patients' need for information (Davis, Hoffman, & Hsu, 1999; 

Fallowfield,, Ford & Lewis, 1995; Nease & Blair Brooks, 1995; Beisecker & 

Beisecker,, 1990; Ende, Kazis, Ash & Moskowitz. 1989; Sutherland. Llewellyn-

Thomas.. Lockwood, Tritchler & Till. 1989: Blanchard, Labrecque, Ruckdeschel 

&& Blanchard. 1988; Waitzkin, 1985). the results regarding patients' desire to 

participatee in medical decision-making are not that clear-cut. Most studies have 

foundd that patients, regardless of their high desire for information, rather leave 

Thiss chapter has been submitted tor publication as: Schouten. B.C.. Eijkman. M.A.J. & 
Hoogstraten.. J. Dental patients' need tor information and participation in medical decision 
makiniz. . 
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decisionss to their physicians (Nease & Blair Brooks. 1995; Degner & Sloan. 

1992:: Siminoff & Fetting. 1991; Beisecker & Beisecker. 1990; Ende et al.. 1989; 

Sutherlandd et al.. 1989; Blanchard et al.. 1988). but other researchers assert just 

thee opposite (e.g. Haug & Lavin. 1981). Within dentistry, only a few studies were 

carriedd out assessing patients' need for information. These studies also found that 

dentall patients desire detailed information on a variety of dental topics and. 

besides,, that they are not always satisfied with the amount of information they 

receivee from their dentist (Adekoya-Sofowora, Lee & Humphris. 1996; Harych & 

Volkel,, 1990; Eijkman, van Ricl & van Dijk, 1984). 

Deberr (1994) has argued that the seemingly low interest of many patients in 

makingg decisions is partly due 'because the studies have not clearly defined 

'participation'' and have confused two dimensions of choice' (p. 425-426), which 

shee terms 'decision-making' and 'problem-solving', Deber defines problem-

solvingg as identifying the correct solution to a problem, whereas decision-making 

involvess making a choice between several alternatives. According to Deber, 

patientss seldom will be involved in the problem-solving phase, because these 

taskss require medical expertise and knowledge. On the other hand, the ultimate 

choicee of action to be taken lies of course in the hands of the patient. Although 

decision-makingg often requires prior problem-solving, values and preferences of 

patientss determine which decision will be taken. 

Thesee hypotheses were tested in a survey among patients undergoing 

angiogramm (Deber, Kraetschmer & Irvine, 1996), and the results indeed confirm 

thatt most of the patients did not want to be involved in problem-solving tasks, 

butt that they did wish to have control over the decisions to be taken. Of course, 

moree research is needed to verify these results in different settings and with 

differentt populations. Therefore, one of the aims of the present study is to 

determinee patients' need for involvement in problem-solving, as well as decision

makingg tasks, within a dental setting. 

Anotherr aspect which complicates drawing final conclusions regarding 

patients'' need for information and, in particular, their desire for participation in 

medicall decision-making is the influence of personality and demographic 

characteristicss of patients. Numerous studies have shown that patients' age, 

educationn and gender are related to the amount of information and participation 

patientss prefer. Older age, lower education and male gender are not only more 

likelyy to be associated with less need for information and participation, these 

groupss of patients also tend to search for and receive less information and 

involvementt in medical decision-making (Davis. Hoffman & Hsu, 1999; Turk-

Charles,, Meyerowitz & Gatz. 1997; Deber. Kraetschmer & Irvine, 1996; Street. 

Voigt.. Geyer. Manning & Swanson. 1995; Fallowfield. Ford & Lewis. 1995; 

86 6 



DentalDental patients ' need for information and participation 

Neasee & Blair Brooks. 1995; Dcgner & Sloan, 1992: Beisecker & Beisecker, 

1990;; Weisman & Teitelbaum, 1989; Endc et al., 1989; Waitzkin. 1985). 

AA personality trait much studied in the present context is patients' coping 

style,, that is, the tendency to either seek information about potentially 

threateningg situations (monitoring) or distract oneself and avoid information 

(blunting).. It seems likely that satisfaction with the amount of information 

providedd is lower among people with a monitoring style of coping than among 

peoplee with a blunting style of coping. This is indeed what several studies have 

foundd (Miller, 1995; van Zuuren & van Straten, 1991; Miller, 1987). However, 

counter-intuitively,, high monitoring is not necessarily related to an increased 

needd for participation in medical decision-making. In a review on copingstyle 

amongg cancer patients. Miller (1995) reported that high monitors in general 

desiredd less participation in decision-making than low monitors. According to 

Miller,, a possible explanation for this finding is that being involved in decision

makingg interferes with obtaining relevant information from the physician. 

Thee Threatening Medical Situations Inventory (TMSI) does assess patients' 

copingstylee within the domain of threatening medical situations (van Zuuren & 

Hane-wald,, 1993). Studies on the psychometric qualities of this instrument have 

shownn evidence for satisfactory internal consistency and factor-structure, as well 

ass convergent and discriminant validity (van Zuuren, de Groot, Mulder & Muris, 

1996;; van Zuuren & Hanewald. 1993). The predictive validity of the TMSI 

though,, has not yet been demonstrated thoroughly. In a study on cancer patients' 

copingstyles,, it was found that a monitoring style, as assessed with the TMSI, 

wass positively correlated with a preference for detailed information and 

participationn in medical decision-making (Ong, Visser, van Zuuren, Rietbroek, 

Lammess & de Haes, 1999). More research, however, is needed to confirm these 

results. . 

Thee present article reports on the results of two surveys, which both studied 

dentall patients' need for information and participation in medical decision

making.. The first survey made use of a sample of dental patients receiving 

treatmentt during emergency consulting hours, in most cases not from their own 

dentist.. The sample in the second survey consisted of regular dental patients who 

visitedd their own dentist during normal visiting hours. The purpose of the study 

wass to determine levels of preference for information and participation among 

thesee two groups of patients, and the intermediate effect of demographic 

variabless and patients' copingstyle. In line with previous research, it is 

hypothesizedd that female gender, higher education, younger age and a monitoring 

copingstylee are positively associated with higher needs for information and 

participationn in medical decision-making. Furthermore, it is hypothesized that 

patients'' desire for participation in general will be lower than their desire for 
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information,, but that patients do prefer involvement in decision-making tasks as 

opposedd to involvement in problem-solving tasks. 

Materia ll  and methods 

Subjects Subjects 

Thee first survey was conducted in 13 different Dutch dental private or group 

practices,, located in different communities around the country. From each prac

ticee one dentist participated in the project. Mean age of these 13 dentists is 45.4 

yearss (sd^5.2; range 38-60). they are practicing dentistry for on average 19.0 years 

(rangee 8-34). and work on average 32.9 hours a week (range 23-45). The mean 

numberr of patients visiting them at least once a year is 1903. Seven dentists 

reportedd that they did follow some post-graduate courses on dentist-patient com

munication. . 

Too be enrolled in the study, patients had to be older than 16 years, and had to 

bee able to speak and read the Dutch language. When these criteria were met, 

patientss visiting the dentist for emergency treatment were asked, in the waiting 

roomm before undergoing treatment, if they were willing to participate in the 

study.. All patients signed consent forms indicating their willingness to 

participatee and their understanding of the procedure and general aim of the study. 

Thee second survey was carried out in five of the same dental practices of the 

firstt survey. Each practice received a hundred questionnaires. The dental assis

tantt or receptionist was instructed to administer these questionnaires to their 

patientss during one week or until no questionnaires were left. Regular patients, 

whoo were visiting their dentist during normal visiting hours for treatment or 

routinee check-up. were asked to fill out the questionnaire immediately after treat

ment.. Also, they were shortly explained about the study goals. 

Meann age of these five dentists is 47.2 years (sd=5.1: range 38-51). they are 

practicingg dentistry for on average 20.1 years (range 8-26). and work on average 

36.11 hours a week (range 32-45). The mean number of patients visiting them at 

leastt once a year is 2309. Finally, three dentists followed some post-graduate 

coursess on dentist-patient communication. 

Questionnaires Questionnaires 

Dataa for each patient were collected using a questionnaire administered after 

treatment,, assessing patient's copingstyle and their need for information and 

participation,, which patients from survey one had to fill out at home and return 

withinn two weeks after treatment. Patients from survey two filled out the 

questionnairee immediately after treatment. 
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Thee questionnaire included the following scales: the Threatening Medical 

Situationss Inventory (TMSI) (Miller, 1987) to assess patients' copingstyle. the 

subscalee 'Information' of the Krantz' Health Opinion Survey (HOS) (Krantz. 

Baumm & Widcman. 1980) and the subscale ' Information-seeking preference' of 

thee Autonomy Preference Index (API) (Ende et al., 1989) to assess patients' need 

forr information, and part of the subscale 'Decision-making preference' of the API 

andd the Deber-Kraetschmer Problem-Solving Decision-Making scale (PSDM) 

(Deber,, Kraetschmer & Irvine, 1996) to assess patients' need for participation in 

medicall decision-making. 

Thee TMSI consists of four scenarios of threatening medical situations, for 

examplee having to undergo uncertain heart surgery, followed by three monitoring 

andd three blunting alternatives. Each of these alternatives has to be answered on a 

5-pointt Likert scale, ranging from 1 (' not at all applicable to me') to 5 ('strongly 

applicablee to me'). Total monitoring and blunting scores are obtained by adding 

upp the relevant items (range for both scales 12-60). 

Thee subscale 'Information' of the HOS consists of seven items, which measure 

patients'' desire to be informed about the treatment. Responses are rated in a 

binary,, agree-disagrec format. A high score indicates an active attitude toward 

beingg informed about the treatment. The reported reliability of the subscale is 

goodd (Kuder-Richardson reliability around .75). The second instrument used to 

measuree patients' need for information is the subscale 'Information-seeking 

preference'' of the API, which includes eight items. Response choices range from 

11 ('strongly disagree') to 5 ('strongly agree'). Total scores are linearly adjusted to 

rangee from 0 to 100, where 0 indicates no desire for information and 100 the 

strongestt possible desire for information. The reported test-retest reliability is 

.83,, the internal consistency coefficient {Cronbach's alpha) is .82 (Ende et al., 

1989). . 

Finally,, part of the subscale 'Decision-making preference' of the API and the 

PSDMM scale were used to measure patients' need for participation. The original 

'Decision-makingg preference' subscale consists of a six item-scale plus nine items 

relatingg to three clinical vignettes. Because the nine vignette items and one of the 

scalee items were not relevant for the dental setting, only five items from the scale 

weree used in the present study. The PSDM scale contains three brief vignettes, 

followedd by six series of tasks, four of them relating to problem-solving 

activities,, and two relating to decision-making activities. The four problem-

solvingg tasks encompass determining the diagnosis, treatment options, risks and 

benefitss and probability of risks and benefits. The two decision-making tasks 

referr to deciding about accepting the risks and benefits and selecting the ultimate 

treatmentt option. Respondents are asked to indicate on a 5-point scale who 

shouldd decide for each task. Answer possibilities are: I. the doctor alone: 2, 
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mostlyy the doctor; 3. both equally: 4. mostly me: 5. me alone. Reported internal 

consistencyy of the scales is satisfactory (Cronbach's alpha>.70). 

Forr the purpose of the present study two vignettes were used. The first vig

nettee reads, 'suppose you had mild tooth pain for some days during tooth 

brushing.. Besides that, the tooth doesn't trouble you. You decide to visit your 

dentistt about this'. Vignette two reads, 'suppose that, for the last couple of days, 

onee of your teeth is becoming increasingly looser. You decide to visit your 

dentistt about this'. The first vignette corresponds with a relatively minor dental 

problem,, most probably followed by non-invasive treatment. The second vignette 

correspondss with a more serious dental problem, which is likely to be followed 

byy more invasive treatment. 

Inn order to investigate whether patients' need for information and participation 

aree related to patients' demographic variables and copingstyie, correlation coeffi

cientss were calculated and linear regression-analyses were performed. Differen

cess in scores were determined by t-tests and Anova's. Reliability of the scales 

wass determined by means of Cronbach's alpha and K.R-20. 

Results s 

// Sample characteristics 

Thee patient sample of survey one consisted of 96 patients, 52 men and 44 

women,, ranging in age from 17 to 77 years (mcan=39.0). 1 19 Patients were asked 

too participate in the study, ten patients refused, and 13 patients initially agreed 

butt failed to return the post-appointment questionnaire. 68 patients were visiting 

thee dentist because of pain complaints. 28 patients were seeing the dentist for 

otherr dental problems, such as broken fillings, loose crowns and bridges, 

etceteras.. 33.3% Of the patients completed higher vocational education or 

university,, 35.5% of the patients completed intermediate vocational education, 

andd 3 1.2% of the patients completed elementary school, lower vocational educa

tionn or lower general secondary education. 

Thee patient sample of survey two consisted of 245 patients. 116 men and 127 

women,, ranging in age from 18 to 78 years (mean=41.7). 25% Of the patients 

completedd higher vocational education or university, 39% of the patients 

completedd intermediate vocational education, higher general secondary education 

orr pre-university education, and 36% of the patients completed elementary 

school,, lower vocational education or lower general secondary education. 
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DesireDesire for information and participation 

Tablee 1 shows the reliabilities of the scales (KR-20 and Cronbach's alpha). With 

thee exception of the API 'Decision-making preference' scale, the internal 

consistencyy of the various scales is satisfactory. Principal component analysis 

usingg varimax rotation confirmed the two-factor structure of the Deber-

Kraetschmerr PSDM scale in both surveys (problem-solving vs. decision-making) 

forr both vignettes. For vignette one, 54.0% to 58.5% of the variance could be 

explainedd by these two factors, for vignette two, 56.4% to 62.7% of the variance 

wass explained by the two factors. 

Tablee 1 Reliability of the scales 

HOSS information subscale 

APII information-seeking subscale 

APII decision-making subscale 

Deber-Kraetschmerr PSDM scale 

Deber-Kraetschmerr PS subscale 

Deber-Kraetschmerr DM subscale 

Thee mean score on the HOS 'Information' subscale is respectively 3.8 (survey one; 

sd=1.9;; range subscale 0-7) and 4.2 (survey two; sd=1.9; range subscale 0-7). Among 

patientss from the first survey, 26 .1% of the respondents has low scores (between 

0-2),, and hence, little desire to be informed and to ask questions. 35.4% has 

intermediatee scores (between 3-4) and 38.5% of the respondents has high scores 

(55 and higher) on this scale. From the patients of the second survey, 16.8% of the 

respondentss have low scores (between 0-2), 36.1% has intermediate scores 

(betweenn 3-4) and 47.2% of the respondents has high scores (5 and higher). 

Meann score on the API 'Information-seeking preference' subscale is 88.7 for 

surveyy one (sd=8.6) and 86.3 (sd=9.9) for survey two, where 0 indicates strong 

disagreementt with statements favoring patients being informed, 50 indicates a 

neutrall reaction, and 100 indicates strong agreement. Scores are skewed strongly 

too the right, indicating that most patients have a high preference for information. 

Thee API en HOS information subscales scores are not correlated and scores on 

thee API subscale are significantly higher than those on the HOS subscale (scores 

onn the HOS-scale were adjusted to API-scores) (paired samples t-test; p<.001). 

Meann score on the API 'Decision-making preference' subscale is respectively 

68.33 (sd=14.2) for the first survey and 61.5 (sd=l2.2) for the second survey. Both 

scoress are significantly lower than patients' scores on the 'Information-seeking 

Surveyy one 

KRR 20=.61 

a=.73 3 

a=.57 7 

a=.82 2 

a=.84 4 

a=.81 1 

Surveyy two 

KR R 20=.65 5 

a=.80 0 

a=.49 9 

a=.74 4 

a=.81 1 

a=.82 2 

91 1 



ChapterChapter 8 

preference'' subscale of the API (paired samples t-test; p<.001). Scores are distribu

tedd normally, indicating that patients' desire for participation in decision-making 

iss more varied than their desire for information, as measured by the API 

'Information-seekingg preference' subscale. 

Tablee 2 and table 3 give the mean scores on the PSDM scale for both surveys 

forr each task and each vignette. A series of paired sample t-tests shows that all 

differencess between the PS-scores and DM-scores are significant (p-c.001), which 

confirmss the expectation that patients do wish to hand over control with respect 

too problem-solving tasks to their dentist, but wish to be involved in decision

makingg tasks. 

Tablee 2 Mean scores on PSDM scale in survey one 
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Tablee 3 Mean scores on PSDM scale in survey two 
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Frequenciess of the scores on the PSDM scale, which are shown in Table 4 and 

tablee 5, also point out that patients desire to be involved in decision-making 

tasks. . 

Tablee 4 Distribution of PSDM scale scores in survey one on two vignettes together 

Task k 

Problem-solving g 

•• diagnosis 

•• options 

•• risks/benefits 

•• probabilities 

Decision-making g 

•• accepting risks 

•• what is done 

N N 

189 9 

190 0 

190 0 

190 0 

190 0 

190 0 

Handd over 
(score<3) ) 

62.4% % 

69.5% % 

69.5% % 

79.5% % 

23.7% % 

15.3% % 

Share e 
(score=3) ) 

36.5% % 

28.9% % 

28.4% % 

19.5% % 

43.2% % 

66.8% % 

Retain n 
(score>3) ) 

1.1% % 

1.6% % 

2.1% % 

1.1% % 

33.2% % 

17.9% % 

Tablee 5 Distribution of PSDM scale scores in survey two on two vignettes together 

Task k 

Problem-solving g 

•• diagnosis 

•• options 

•• risks/benefits 

•• probabilities 

Decision-making g 

•• accepting risks 

•• what is done 

N N 

485 5 

483 3 

482 2 

478 8 

484 4 

483 3 

Handd over 
(score<3) ) 

73.4% % 

78.1% % 

68.9% % 

78.7% % 

23.6% % 

26.7% % 

Share e 
(score=3) ) 

23.3% % 

19.7% % 

27.0% % 

18.0% % 

51.4% % 

66.0% % 

Retain n 
(score>3) ) 

3.3% % 

2.3% % 

4.1% % 

3.3% % 

25.0% % 

7.2% % 

Finally,, a few differences in mean scores between the two vignettes were found: 

forr both surveys, scores on the problem-solving task "treatment options' are 

significantlyy higher for vignette one than for vignette two (paired samples t-test: 

respectivelyy p=.003 and p=.003), and for survey one. mean score on the item 

'diagnosis'' is higher for vignette one than for vignette two (p=.003). 
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RelationsRelations of patients' demographic variables and copingstyle to subscale scores 

Internall consistencies for the monitoring - as well as the blunting scale of the 

TMSII were satisfactory (range Cronbach's alpha respectively .78 to .87). Mean score 

onn the monitoring scale is 37.2 (sd=8.0: range 12-60) for survey one and 34.5 

(sd=9.0;; range 12-60) for survey two. Mean score on the blunting scale is 35.4 

(sd=8.4;; range 12-60) for survey one and 34.8 (sd=7.7; range 12-60) for survey two. 

Tablee 6 and table 7 show the results of the univariate analyses of patients' 

copingstyle,, their age and education on each of the five subscale scores. 

Tablee 6 Correlations of patient variables with desire for information and 

participationn in survey one 

HOSS API - API - Deber- Deber-
informatio nn decision- Kraetschmer Kraetschmer 

makingg PS-scale DM-scale 

•• monitoring 

•• blunting 

•• age 

•• education 
** alpha <.05 
*** alpha <.01 

0.21** 0.10 

-0.033 0.03 

0.177 0.12 

0.35"(rho)) 0.09 (rho) 

0.04 4 

-0.19 9 

0.24* * 

0.21** (rho) 

0.16 6 

0.13 3 

-0.07 7 

-0.111 (rho) 

0.14 4 

-0.07 7 

-0.09 9 

0.34**(rho) ) 

Tablee 7 Correlations of patient variables with desire for information and 

participationn in survey two 

HOSS API - API - Deber- Deber-
informatio nn decision- Kraetschmer Kraetschmer 

makingg PS-scale DM-scale 

.. monitoring -0.25** 0.32** 0.12 0.21** 0.08 

•• blunting 0.09 -0.07 0.05 -0.01 -0.03 

age e 0.022 0.03 -0.15 -0.02 -0.09 

** * 

educationn -0.24**(rho) -0.08 (rho) 0.19* (rho) 0.05 (rho) 0.09 (rho) 

alphaa <.05 
alphaa <.01 

Ass can be seen from the tables, results are not consistent across the two surveys. 

Forr example, for survey one more desire for information and participation is. in 

general,, associated with higher education. However, the results for survey two 

withh regard to the relationship of education with desire for information and 
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participationn are much weaker. Even a significant negative correlation exists be

tweenn patients' education and HOS score, meaning that the lower ones education, 

thee higher the HOS score. Also, for survey one a positive significant correlation 

wass found between a monitoring coping style and patients* desire for information 

ass measured with the HOS scale. For survey two though, the correlation is 

negative.. Generally, most correlations are weak and did not reach significance. 

Noo differences in scores on the five subscales were found as a function of the 

genderr of the respondents. 

Finally,, stepwise regression analyses were performed to look for multivariate 

associationss between patients' demographic variables and copingstyle and their 

desiree for information and participation in medical decision-making. Results are 

givenn in table 8 and table 9 (next page). With regard to survey one. patients' 

educationn is the only variable explaining only a small amount of the variance in 

threee of the five subscale scores. Apparently, patients with higher levels of 

educationn have higher needs for information and involvement in decision

making,, a finding that is consistent with the results from other studies. For 

surveyy two, a monitoring copingstyle and higher education are negatively 

associatedd with patients" need for information as measured by the HOS. The 

otherr associations are in the expected direction, but explained variances are quite 

loww for all dependent measures. 

44 Discussion and conclusion 

Inn this era of increased patient autonomy, surprisingly little attention has been 

givenn to dental patients' actual desire for information and involvement in 

decisionss concerning their own care. Policymakers have introduced acts to 

protectt the autonomy and rights of patients, without a complete understanding of 

whatt it is patients really want. The present study can be seen as an attempt to 

gainn more insight into the preferences of different groups of dental patients with 

regardd to being informed about their condition and being involved in decisions 

aboutt dental care. Moreover, possible antecedents of these preferences were 

studied. . 

Thee results demonstrate clearly that regular as well as emergency dental 

patientss have a high need for information, a finding consistent with the results 

fromm other studies among different samples of patients. However, in both surveys 

patients'' scores on the HOS 'Information' subscale were substantially lower than 

theirr responses on the API 'Information-seeking preference' subscale. Both 

instrumentss are regularly used in research on patients' information preferences, 

butt the validity of the HOS scale in assessing patients' desire for information is 

questionable. . 
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Accordingg to Nease & Blair Brooks (1995), the HOS does focus on past beha

viorss of the patient to obtain information (e.g. question-asking), and not so much 

onn patients' desire for information. Moreover, three items of the HOS scale arc 

stronglyy related to decision-making tasks. As Krantz. Baum and Widcman (1980) 

wrote:: "... concerned with desire to ask questions and to be informed of and 

involvedd in medical decisions.' Hence, the HOS scale may actually measure 

patients'' information-seeking behaviors instead of their desire for information. 

Thus,, when solely interested in patients' preferences for information, future 

researcherss better make use of the API  scale than of the HOS scale, as is also 

suggestedd by Nease & Blair Brooks (1995). 

Thee second question this study addressed was to what extent dental patients 

wishh to be involved in decisions concerning their own care. At first glance, the 

answerr to this question seems to be that patients are not that interested in being 

involvedd in medical decision-making, a finding consistent with the literature (e.g. 

Pruynn & van den Borne. 2001). It is clear indeed, that their preferences for 

involvementt are lower than their wish to be informed. Thus, other factors and 

motivess than their desire for involvement must underlie patients' information 

preferences.. However, when distinguishing between problem-solving tasks and 

decision-makingg tasks as two different concepts of patient participation, as is 

suggestedd by Deber (1994), another picture emerges. Both surveys clearly 

demonstratee that patients do wish to be involved in decision-making tasks, 

though,, in general, they do think that the dentist should be responsible for 

problem-solvingg tasks, such as diagnosing the case and identifying treatment 

options.. One could say that this means that a true partnership between 

practitionerr and patient integrates the expertise and knowledge of both parties 

(medicall expertise vs. patient values) into the decision-making process. Only in 

thatt way genuine patient autonomy can be achieved. 

Forr two reasons two different vignettes were used to assess patients' preferen

cess for involvement in decision-making, one corresponding to a minor dental 

problem,, the other one reflecting a more serious dental problem. First of all. 

severall studies have shown that patients' desire for participation decreases with 

increasingg severity of the condition {Deber, Kraetschmer & Irvine, 1996; Nease 

&&  Blair Brooks, 1995; Blanchard et al., 1988). Second, the Dutch Medical 

Treatmentt Contract Act. that established the principle of informed consent in 

1995,, makes a distinction between invasive and non-invasive treatments. Duties 

off health care practitioners concerning invasive treatments are stricter than their 

dutiess concerning non-invasive treatments. Specifically, they are required to 

obtainn the patient's explicit consent to an invasive treatment, but may presuppose 

thee patient's consent in the latter case. Results from both surveys, however, show 

thatt patients did not differ in their responses to the two vignettes. One possible 
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explanationn is that their desire for involvement does not depend on the severity 

off the condition. This would, however, be in contrast with the findings from 

otherr studies. It is also possible that patients in this study were not aware of the 

differencee in severity between the two vignettes, and hence, responded similar to 

bothh vignettes. Future studies should therefore make sure that differences in 

severityy of condition are clear to the respondents. Besides, the legal distinction 

betweenn invasive and non-invasive treatments may not be a real one in the 

perceptionn of patients, so it would be wise to explicitly ask the patient's consent 

too every treatment. 

Finally,, results from both surveys show that most of the variance in the scores 

remainss unexplained by patients' demographic variables and copingstyie. 

Moreover,, results were not consistent between the two surveys. Unfortunately, 

otherr studies also failed to find strong associations between patients' characteris

ticss and their need for information and participation in medical decision-making. 

Thus,, the etiology question remains unanswered up till now. Possibly, situational 

factorss such as previous health care experiences of patients and the diagnosis are 

att least as important in determining patients' preferences and should be taken into 

accountt in future studies. In the meantime, explicitly asking patients about their 

preferencess for information and involvement in decision-making remains the best 

clinicall approach, for a genuine informed consent can only be achieved when 

thesee preferences are made clear. 
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Chapterr 9 

PATIENTT PARTICIPATION DURING DENTAL 

CONSULTATIONS:: THE INFLUENCE OF PATIENTS' 

CHARACTERISTICSS AND DENTISTS' BEHAVIOR' 

11 Introductio n 

Thee traditional paternalistic model of treating patients is based on the assumption 

thatt patients share their doctors' values (Wear, 1993). However, because of major 

societall and technological changes in the Western world, patients and physicians 

aree now more likely to differ on their health values than before. Recognition of 

differingg values is reflected in the increasing importance attached to patients' 

rightss to be informed about, and to participate in, decisions about medical and 

dentall care (Katz, 1992). Many countries, including the United States and the 

Netherlands,, have passed legislation that protects and acknowledges these rights. 

Inn the Netherlands, respect for patients' autonomy has been manifested in the 

19955 Medical Treatment Contract Act, 

Whilee most publications on this act have been displaying much optimism 

aboutt its implementation (Berkel, 1995a; Berkel, 1995b; van der Horst, 1995; 

Leenen.. 1991; Legemaate. 1991), the actual attitudes of clinicians and patients 

havee been neglected so far. Results from a few studies indicate that physicians 

andd dentists see numerous negative consequences for their practice and doubt that 

patientss really want to be involved in decision-making (Schouten, Eijkman. 

Hoogstratenn & den Dekker, 2001; de Haes, de Haan, Willems-Groot. Oosterveld 

&& Spronk, 1998; Eijkman & Goedhart. 1996). Moreover, a recent study on dental 

patients'' attitudes (Schouten. Hoogstraten & Eijkman, 2002) shows that patients 

Thiss chapter has been submitted for publicat ion as: Schouten. B.C.. Hoogstraten J. & 

l:ijkman,, M.A.J. Patient participation during dental consul ta t ions: the influence of patients ' 

character is t icss and dentists ' behavior. 
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findd it important to decide whether or not to undergo treatment, but find it 

difficultt to actually make these decisions themselves. 

Thesee results lead to the question whether patients really want to be invoked 

inn their own medical and dental care, and of equal importance, to what extent 

theyy actually are. Although several studies have demonstrated that many patients 

desiree as much information about their condition as possible (Davis. Hoffman & 

Hsu.. 1999; Adekoya-Sofowora, Lee & Humphris. 1996; Nease & Blair Brooks. 

1995;; Fallowfield. Ford & Lewis, 1995; Beisecker & Beisecker. 1990; 

Sutherland.. Llewellyn-Thomas. Lockwood. Tritchler & Till. 1989; Ende. Kazis, 

Ashh & Moskowitz. 1989), patients are rather passive when it comes to seek 

information.. Also, a considerable number of patients do not seem to wish to 

participatee in decision-making and prefer to leave treatment decisions to their 

cliniciann (Reaby. 1998; Wanless & Holloway, 1994: Roter & Hall. 1992; 

Beiseckerr & Beisecker, 1990; Sutherland et al.. 1989; Waitzkin, 1985). 

Priorr research has tried to identify factors, which may explain variations in 

patients'' information-seeking behavior and participating behavior, but some are 

conflicting.. Krantz, Baum and Wideman (1980) found that patients with higher 

preferencess for information and participation ask more questions, are more likely 

too spontaneously offer diagnoses and request specific medications more often 

thann patients with lower preferences. On the other hand, Beisecker and Beisecker 

(1990)) could not establish a relation between patients' desire for information and 

thee number of information-seeking comments made. Obviously, more research is 

neededd to assess the relation between patients' preferences for information and 

participationn and their actual information-seeking and participating behavior. 

Otherr factors explaining patients' behavior during medical and dental consul

tationss seem to be more consistent. In general, it is found that a higher education, 

lowerr age, female gender and a less severe condition are associated with more 

activee information-seeking behavior (Benbassat. Pilpel & Tidhar. 1998; Turk-

Charles,, Mcyerowitz & Gatz. 1997; Street. Voigt. Geyer. Manning & Swanson. 

1995;; Breemhaar. Visser & Kleijncn. 1990; Waitzkin. 1985). Patients' 

copingstyle,, that is, their tendency to seek out (monitoring) or avoid information 

(blunting)) under threatening situations (Miller. 1987), is also related to their 

information-seekingg behavior. Several studies have found that high 'monitors' 

havee a higher need for information and ask their doctor more questions than low 

'monitors'' (Miller, 1995; van Zuuren & van Straten, 1991). In addition, a monito

ringg copingstyle was positively correlated with a preference for participation in 

medicall decision-making among cancer patients (Ong. Visser, van Zuuren. 

Rietbroek.. Lammes & de Haes. 1999). 

Anotherr often overlooked but important variable related to patients' behavior 

iss the communicative behavior of the clinician. Patients seem more involved in 
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thee clinician-patient interaction when their clinicians encourage and facilitate 

patientt participation. Behaviors, such as encouraging the patient to express 

questions,, opinions, feelings and concerns, are positively correlated with more 

expressivenesss and assertiveness of patients (Street et al.. 1995; Klages. Sergi & 

Burucker.. 1992; Street, 1991). Moreover, patients themselves indicate that 

favorablee impressions of dentists' personality and the ability to relate to them as 

individualss encourage both treatment acceptance and willingness to participate in 

thee decision-making process (Redford & Gift, 1997). 

Alll in all, the amount of information-seeking behavior of patients and their 

participationn in the decision-making process may be influenced by a) patients' 

preferencess for information and participation, b) patients' copingstyle, c) patients' 

socio-demographicc characteristics, and d) features of dentists' communicative 

behavior.. In contrast with previous research, which rarely examined all these 

variabless within the same study, this study aimed at examining the relative 

contributionn of these variables on the information-seeking and participating 

behaviorss of dental patients. Furthermore, the relation of some other background 

variables,, such as the reason of the visit and perceived invasiveness of the 

treatment,, with patients' behavior is also explored. 

Materia ll  and methods 

// Sample and setting 

Patientss participating in this study were recruited among emergency patients in 

thirteenn different Dutch dental practices, located in different communities around 

thee country. The reason for the use of this group of patients was that it was 

expectedd that in most of these consultations decisions with regard to the 

treatmentt must be taken, and this is not always the case in regular consultations. 

Furthermore,, because the information-provision by the dentist confines itself to 

thiss particular consultation, which is not necessarily the case with regular patient 

contacts,, more reliable conclusions with regard to the amount of information-

provisionn can be made. We may add that most dentists are not too willing to let 

thee regular consultations be videotaped. 

Too be enrolled in the study, patients had to be older than 16 years, and had to 

bee able to speak and read the Dutch language. When these criteria were met, 

patientss were approached in the waiting room before undergoing treatment, and 

theyy were asked to participate in the study. All patients agreeing signed consent 

formss indicating their willingness to participate and their understanding of the 

proceduree and general aim of the study. 
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Inn the dental examination room, a video camera was placed in a corner. 

Tapingg began at the moment the patient entered the room and was terminated 

whenn the patient left the room. After the consultation, the patients filled out a 

questionnairee in the waiting room. A second questionnaire was taken home and 

hadd to be returned within two weeks. 

AA total of 1 19 patients were asked to participate in the study, ten refused, 13 

initiallyy agreed but failed to return one or both post-appointment questionnaires. 

Thus,, the sample with regard to the questionnaires consisted of 96 patients (for 

somee questionnaires less, due to missing data). Furthermore, it turned out that 15 

consultationss could not be used due to poor quality of the videotapes. Due to 

somee overlap between respondents who failed to return the questionnaire and low 

qualityy videotapes, the final sample with regard to the behavior data consisted of 

833 patients. 44 men and 39 women, ranging in age from 17 to 72 years 

(mean=38.7).. 58 Patients had pain complaints while 25 patients had other dental 

problems,, such as broken fillings, loose crowns and bridges. 

Fromm each practice one dentist participated. The mean age of the thirteen 

dentistss was 45.4 years (range 38-60), they had been practicing dentistry for an 

averagee of 19.0 years (range 8-34), and worked on average 32.9 hours a week 

(rangee 23-45). The mean number of patients visiting them at least once a year was 

1903.. Seven of the 13 dentists reported that they had attended some post-graduate 

coursess on dentist-patient communication. 

Questionnaires Questionnaires 

Thee questionnaire filled out immediately after consultation assessed the 

followingg variables: patients' age. gender and education, the reason for their visit, 

thee perceived invasiveness of the treatment, the self-perceived dental health, 

dentall attendance within the past twelve months, and if they could financially 

affordd the (proposed) dental treatment. 

Thee second questionnaire administered after treatment assessed patients' 

copingstylee and their need for information and participation. The time gap 

betweenn the patient's visit and completion of the second questionnaire was 

deemedd necessary in order to minimize possible influences of the patient's visit to 

thee dentist on their responses. 

Thee second questionnaire included the following scales: the Threatening 

Medicall Situations Inventory (TMSI) (Miller. 1987) to assess patients' 

copingstyle.. the subscale 'Information' of the Krantz' Health Opinion Survey 

(HOS)) (Krantz. Baum &  Wideman. 1980) and the subscale ' Information-seeking 

preference'' of the Autonomy Preference Index (API) (Fnde et al.. 1989) to assess 

patients'' need for information: part of the subscale 'Decision-making preference' 

off the API and the Deber-Kraetschmer 'Problem-Solving Decision-Making' scale 
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(PSDM)) (Deber, Kraetschmer & Irvine, 1996) were administered to assess 

patients'' need for participation in medical decision-making. Patients were also 

askedd on a 5-point Likert scale to indicate how important it is to them to be 

informedd about costs of dental treatment, and costs of routine check-up (ranging 

fromm 1 'very unimportant' to 5 'very important'). 

Thee TMSI consists of four scenarios of threatening medical situations, namely 

havingg to undergo uncertain heart surgery, having to undergo examination 

becausee of headaches and dizziness, suffering from high blood-pressure and 

havingg to undergo surgery because of acute appendicitis. These scenarios were 

followedd by three monitoring and three blunting alternatives, for example 'I 

decidee to ask the specialist as many questions as possible' (monitoring 

alternative),, and '1 do not worry too much' (blunting alternative). Each of these 

alternativess had to be answered on a 5-point Likert scale, ranging from 1 (' not at 

alll applicable to me') to 5 ('strongly applicable to me'). Total monitoring - and 

bluntingg scores are obtained by adding up the relevant items (range for both scales 

12-60). . 

Thee subscale 'Information' of the HOS consists of seven items, which measure 

aa patient's desire to be informed about the treatment (e.g. 'It is better to trust your 

dentistt than to ask what he is doing'). Responses are rated in a binary, agree-

disagreee format. A high score indicates an active attitude toward being informed 

aboutt the treatment. The reported reliability of the subscale is good (Kuder-

Richardsonn reliability around .75). The subscale 'Information-seeking preference' 

off the API includes eight items (e.g. 'It is important to know all risks of the 

treatment').. Response choices range from 1 ('strongly disagree') to 5 ('strongly 

agree').. Total scores are linearly adjusted to range from 0 to 100. where 0 

indicatess no desire for information and 100 the strongest possible desire for 

information.. The reported test-retest reliability is .83, whereas the internal 

consistencyy coefficient (Cronbach's alpha) is .82. 

Finally,, part of the subscale 'Decision-making preference' of the API (e.g. 

'Importantt dental decisions should be taken by the dentist, not by yourself), and 

thee PSDM scale were used to measure patients' need for participation. The PSDM 

scalee uses three brief vignettes, followed by six series of tasks, four of them 

relatingg to problem-solving activities, and two relating to decision-making activi

ties.. The four problem-solving tasks encompass determining the diagnosis, 

treatmentt options, risks and benefits and probability of risks and benefits. The 

twoo decision-making tasks refer to deciding about accepting the risks and 

benefitss and selecting the treatment option. Respondents arc asked to indicate on 

aa 5-point scale who should decide for each task. Answer possibilities are 1. the 

doctorr alone; 2. mostly the doctor; 3. both equally; 4. mostly me: 5. me alone. 

Reportedd internal consistency of the scales is satisfactory (Cronbach's alphas.70). 
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Forr the purpose of the present study two vignettes were used. The first vig

nettee reads. 'Suppose you had mild tooth pain for some days during tooth 

brushing.. Besides that, the tooth doesn't trouble you. You decide to visit your 

dentistt about this', and corresponds to a minor dental problem, requiring non

invasivee treatment. Vignette two reads, 'Suppose that, for the last couple of days, 

onee of your teeth is becoming increasingly looser. You decide to visit your 

dentistt about this', and corresponds to a more serious dental problem, most likely-

necessitatingg more invasive treatment. 

BehaviorBehavior coding 

Twoo coders (first author and a graduate research assistant) independently coded 

alll videotapes. Patient information-seeking behavior was analyzed by counting 

thee number and nature of questions patients asked. A distinction was made 

betweenn direct questions by the patient to gain information, and indirect 

questionss asking the dentist for clarification. The questions were grouped accor

dingg to topic: nature and purpose of the treatment; treatment options, risks, bene

fits;; condition of teeth and prognosis; costs and insurance coverage; miscella

neouss topics. Mean interrater reliability was .74 (range .59-.95). The mean intra-

raterr reliability was .82 (range .63-.94). 

Patientt participation in dental decision-making was assessed by recording 

whetherr patients had attempted to self-diagnose (interrater reliability=.80; range 

mtraraterr reliability=.84-.95), whether patients had requested a specific treatment 

(interraterr reliability=.87; intrarater reliability=l) and whether patients had proposed 

alternativee treatment options (interrater rcliabi 1 ity=.96: intrarater reliability=.95). 

Furthermore,, it was recorded who made the ultimate decision to undergo 

treatmentt or not; the patient himself; the dentist; the patient explicitly handed 

overr the decision to the dentist; no decision has yet been taken (interrater reliabi

lityy =.65 ; range intrarater reliability=.63-.6K). 

Dentists'' communicative behavior was coded by means of a translation and 

adaptationn of the Communication in Dental Settings Scale (CDSS) (Newton & 

Brenneman.. 1999). The original scale comprises thirteen items, grouped into 

threee phases of the consultation: opening phase (four items), examination and 

treatmentt phase (six items), and closing phase (three items). These items refer to 

consultationn tasks of the dentist, such as 'discuss treatment options and plan', and 

aree recorded on a 4-point scale: 0=unacceptable, l=poor, 2=acccptable. 3=good. 

Responsee categories correspond with a behavioral definition, listing specific 

criteriaa that should be met for that rating to be given. For example, when 

discussingg the treatment options with a patient, dentists who behave unacceptable 

accordingg to the CDSS do not present alternative options or involve the patient in 

thee discussion. In contrast, when the final action plan is determined jointly by the 
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dentistt and patient, with patients being actively involved, dentists' behavior is 

scoredd as good. Reported interrater reliability is satisfactory (Cohen's kappa>0.65). 

Thee CDSS was adjusted to be suitable for the specific population and research 

questionss of the study. Based on observations of dental emergency treatment 

priorr to this study, as well as on the specific research aims, three items referring 

too the treatment itself and three items concerning the opening phase were 

excluded.. Furthermore, some items were slightly rewritten in order to be applica

blee to the consultation of emergency patients. Thus, seven items remained. Total 

scoress are obtained by summing up the scores on those seven items (range 0-21). 

Meann interrater reliability, using Cohen's kappa is 0.62, intrarater reliability 

rangess from .62-.73. 

DataData analysis 

Reliabilityy analysis showed that the KR-20 reliability of the HOS 'Information 

subscalee is .61 in the present study, and Cronbach's alpha for the 'Information 

seekingg preference" scale of the API is .73. Internal consistency of the 'Decision 

makingg preference' subscale of the API is .57 in the present study, and for the 

Deber-Kraetschmerr PSDM scale .74. Finally, internal consistency of the CDSS 

scalee is Cronbach's alpha .70. 

Inn order to investigate whether patients' behavior is related to patients' 

demographicc variables, copingstyle, need for information and participation and 

dentists'' communicative behavior, correlation coefficients were calculated and 

lineairr regression analysis performed. 

Results s 

Patients'Patients' desire for information and participation in decision-making 

Thee scores obtained on the HOS 'Information' subscale and the subscale 

'Information-seekingg preference' of the API are summarized in table 1. The mean 

scoree on the HOS 'Information' subscale was 3.8 (sd=1.9; range 0-7), and mean 

scoree on the API 'Information-seeking preference' subscale was 88.7 (sd=8.6). 

Distributionn of scores on the API subscale is skewed strongly to the right, indica

tingg that patients have a strong desire for information. Patients' need for informa

tionn about costs of dental check-up and dental treatment turned out to be mode

ratee (resp. mean=3.2 and mean=3.7; range 1-5). 
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Tablee 1 Distribution of scores on the HOS and API 'information' scales 

Scalee score Frequency % 

HOSS Desire to be informed 

0-22 25 26.1 

3-44 34 35.4 

5-77 37 38.5 

Totall 96 100.0 

APII  Information-seeking preference 

0-500 0 0 

51-600 0 0 

61-700 3 3.2 

71-800 21 22.1 

81-900 30 31.6 

91-1000 41 43.1 

Totall 95 100.0 

Tabless 2 and 3 show the distribution of scores on the API 'Decision-making 

preference'' subscale and the Deber-Kraetschmer PSDM scale. (The higher 

numberr of respondents in table 3 is the consequence of taking the results of both 

vignettess together). Results indicate that patients' desire for participation is 

substantiallyy lower than their desire for information. Mean score on the API 

'Decision-makingg preference' subscale was 68.3 (sd= 14.2). All differences 

betweenn PS-scores and DM-scores on the Deber-Kraetschmer PSDM scale were 

significantt (paired samples t-tcst; p<.001), indicating that patients wish to hand 

overr control with respect to problem-solving tasks, but desire to share 

responsibilityy for decision-making tasks with the dentist. 
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Tablee 2 Distribution of scores on the API 'Decision-making preference' scale 

Scalee score Frequency y % % Cumulativ ee % 

0-50 0 
51-60 0 
61-70 0 

71-80 0 

81-90 0 

91-100 0 
Total l 

10 0 

is s 

23 3 

27 7 

6 6 

7 7 

91 1 

II 1 

19.8 8 
25.2 2 

29.7 7 

6.6 6 
7.7 7 

100.0 0 

11 1 

30.8 8 
56.0 0 
85.7 7 
92.3 3 

100.0 0 

Tablee 3 Distribution of PSDM scale scores on two vignettes together 

Task k 

Problem-solv ing g 

•• diagnosis 

•• options 

•• risks/benefits 

•• probabil i t ies 

Decis ion-making g 

•• accepting risks 

•• what is done 

N N 

189 9 

190 0 

190 0 

190 0 

[90 0 

190 0 

Mean n 

2.1 1 

2.0 0 

2.1 1 

1.9 9 

33 1 

3.1 1 

sd d 

.84 4 

.81 1 

.83 3 

.76 6 

1.04 4 

.85 5 

(Main ly ) ) 

thee dentist 

(score<3) ) 

% % 

62.4 4 

69.5 5 

69.5 5 

79.5 5 

23.7 7 

15.3 3 

Dentistt  and 

patient t 

together r 

(score=3)) % 

36.5 5 

28.9 9 

28.4 4 

19.5 5 

43.2 2 

66.8 8 

(Main ly ) ) 

thee pat ient 

(scoree >3) 

% % 

1.1 1 

1.6 6 

2.1 1 

1.1 1 

33.2 2 

17.9 9 

Dentists'Dentists' communicative behavior 

Tablee 4 shows the mean scores on the CDSS items (item range 0-3).2 The lower 

numberr of observations for the last item ("concluding remarks') was due to the 

factt that some consultations ended outside the treatment room, and therefore, 

couldd not be recorded. As can be seen from table 4, all mean scores are around 1 

orr 2. which indicates that dentists' communicative behavior towards their patients 

iss neither very good nor unacceptable, though the mean score on the item 'putting 

patientt at ease' and to a lesser extent on the item 'clarifying patient's problem' are 

Scoress of first author are reported and used in further analyses with regard to the CDSS, 
becausee there were only minor differences in scores between the two observers on this scale. 
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quitee low. Mean scale score was 9.9 (sd=3.0: scale range 0-21). Distribution of 

scalee values was skewed and. therefore, it was decided to dichotomize these data 

forr further statistical analyses into scores 0-1 and 2-3. 

Tablee 4 Mean scores on items of the CDSS 

Itemm N Mean sd 

identifyingg patient's problem 

puttingg patient at ease 

clarifyingg patient's problem 

discusss treatment options and plan 

summarizee consultation 

checkk patient's understanding 

closee consultation 

Patients'Patients' information-seeking behavior and participation in decision-making 

Thee mean number of questions patients asked per consultation was 3.8 

(sd=3.6).33 The median was 3.5. The number of questions ranged from 0-16 per 

patient,, but 30.7% of the patients did ask no or only one question during the 

interaction.. Table 5 gives the mean number of questions, distinguished by nature 

off the question. As can be seen from this table, patients asked more direct than 

indirectt questions to the dentist, and most questions concerned the condition of 

thee teeth and/or prognosis. 

Finally,, the results show that the majority of the patients did attempt to self-

diagnosee (n=68). However, only nine patients did request a specific treatment and 

onlyy three of them did propose alternative treatment options to the one offered by 

thee dentist. Furthermore, in about half of the consultations the patient himself 

decidedd about undergoing the treatment or not (n=44), the other half of the 

decisionss was made by the dentist (n=47). Two patients handed the decision over 

too the dentist and in one case no decision was made yet. Because of the low 

numberr of patients that requested a specific treatment or proposed alternative 

treatmentt options, no additional analyses could be made with regard to these 

variables.. The variable 'who made the ultimate decision' was dichotomized into 

'patient'' or 'dentist' for further analyses. 

Thee mean of both scores of the two observers is reported and used in further analyses. 
44 Consensus between both observers was reached with regard to these data. 

833 1.8 0.45 

833 0.8 0.45 

833 1.1 0.52 

833 1.4 1.04 

833 1.7 0.82 

833 1.4 0.88 

722 1.7 1.10 

11 10 



PatientPatient participation during dental consultations 

Tablee 5 Mean number of questions per patient 

Questions s 

Direct t 

•• nature/purpose treatment 

•• treatment options/risks 

•• condition of teeth/prognosis 

•• costs 

•• miscellaneous topics 

Indirec t t 

•• nature/purpose treatment 

•• treatment options/risks 

•• condition of teeth/prognosis 

•• costs 

•• miscellaneous topics 

N N 

S3 3 

83 3 

83 3 

S3 3 

S3 3 

S3 3 

S3 3 

83 3 

S3 3 

83 3 

Mean n 

0.63 3 

0.42 2 

0.85 5 

0.21 1 

0.54 4 

0.20 0 

0.17 7 

0.38 8 

0.04 4 

0.33 3 

sd d 

1.08 8 

0.76 6 

1.15 5 

0.45 5 

0.76 6 

0.62 2 

0.55 5 

0.78 8 

0.21 1 

0.75 5 

Range e 
frequencies s 

0-4 4 

0-4 4 

0-6 6 

0-2 2 

0-3 3 

0-3 3 

0-3 3 

0-4 4 

0-1 1 

0-5 5 

RelationsRelations of antecedent variables on patients' behavior 

Thee correlation of scores on the HOS 'Information' subscale and the API 

'Information-seekingg preference' subscale with the number of questions patients 

askedd was respectively 0.05 and 0.09. Thus, patients' need for information was 

nott associated with the number of questions they actually asked during 

consultations.. Correlations between patient's age. education, the perceived 

invasivenesss of the treatment and self-perceived dental health, and number of 

questionss asked were also weak and did not reach significance. Furthermore, t-

testss revealed no significant differences in number of questions asked as a result 

off patients' gender, dental attendance within the past twelve months, if they could 

financiallyy afford the (proposed) dental treatment, and the reason of the visit 

(pain/otherr reason). Results from a stepwise linear regression analysis with 

numberr of questions asked as the dependent variable, revealed that only one 

variablee entered the regression equation, that is. dentists' scores on the CDSS. 

Thiss variable explained 11% of the variance in patient question-asking (Beta— 

.32).. Thus, lower scores on the CDSS are associated with a greater number of 

questionss asked by patients. 

Usingg chi tests no significant associations were found between "self-

diagnosis'' and 'decision-making' (dentist/patient) on the one hand, and patients' 

needd for participation on the other hand, but there was a trend for patients with 
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scoress below the median on the Deber-Kraetschmer PSDM scale to offer 

diagnosess more often than patients with scores above the median (chi~=3.6; 

p=.057).. No significant relationship was found between dentists' communicative 

behaviorr and self-diagnosis or decision-making by patients. Furthermore, chi" 

analysess revealed only one significant association between the above mentioned 

backgroundd variables and self-diagnosis or decision-making: patients visiting the 

dentistt for pain complaints were more likely to offer diagnoses than patients who 

visitedd the dentist for other reasons (chi~=5.1: p=.024). 

44 Discussion 

Thiss study tried to investigate the influence of several variables on patients' 

information-seekingg and participating behavior in a dental setting. It must be kept 

inn mind though, that the nature and size of the study sample limits the generaliza-

bilityy of the results. Fortunately, some of the results found in this study are 

highlyy comparable with the results of other studies with the same objectives but 

differentt (dental) patient samples, thereby increasing the credibility of the 

outcomes.. In spite of this, it is clear that conclusions must be drawn cautiously, 

andd it is strongly recommended to replicate this study with different samples. 

Thee average number of questions patients asked in this study is consistent 

withh the average number of information-seeking comments of patients in some 

otherr studies (Beisecker & Beisecker, 1990; Roter, 1977). Even though 

emergencyy patients expressed a strong desire for information about their dental 

condition,, their preference for information was not reflected in the engagement 

off information-seeking behavior. This result is consistent with the results of the 

studyy by Beisecker and Beisecker (1990). which also failed to establish a 

relationshipp between patients' preferences for information and their actual 

information-seekingg behavior. 

Otherr variables hypothesized to be associated with patients' information-

seekingg behavior during dental emergency consultations, such as female gender 

andd a monitoring copingstyle, also failed to predict patients' question-asking, 

thoughh almost all correlations were in the expected direction. This was not the 

casee for dentists' communicative behavior, however, which was negatively (but 

weakly)) correlated with the number of questions patients asked, and which was 

thee only variable that entered the regression equation. This means that more 

elaboratee communication of dentists is associated with less information-seeking 

behaviorr by patients during emergency consultations. Perhaps this could be due 

too the fact that the more informative the dentist, the less need for patients to ask 

questionss themselves because information needs are sufficiently met by the 

dentist'ss behavior alone. A related explanation may be that it is mainly dentists' 
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affectivee behavior that positively influences patients' information-seeking 

behavior,, as some other studies have indicated (Street et al.. 1995: Klages. Sergi 

&& Burucker, 1992; Street. 1991). Since the CDSS mainly measures the amount of 

informationn dentists give and to a much lesser extent their affective behavior, this 

couldd explain the lack of a positive relationship between the two variables (cf. 

Streett et al., 1995: Klages. Sergi & Burucker, 1992; Street. 1991). Future studies 

onn this topic should therefore assess both dentists' cognitive and their affective 

behavior,, but at the moment an adequate instrument is still lacking. 

Thee results from this study furthermore indicate that dental emergency 

patients'' desire to participate in the decision-making process is not as strong as 

theirr desire for information. However, it seems that the distinction between 

decision-makingg tasks and problem-solving tasks as two different dimensions of 

patientt participation, as is suggested by Deber (1994). is a valid one. since the 

resultss clearly show a difference between patients' preference to participate in 

thosee two tasks. Patients clearly wish to be involved in decisions about whether 

orr not to undergo treatment, and this result is consistent with the observation that 

patientss do ultimately decide themselves about the treatment in a great number of 

cases.. Thus, conclusions about patients' preferences for participation in medical 

decision-makingg should be drawn carefully, and a distinction should be made 

betweenn various aspects of patient participation. 

Thee expected relations between patients' need for participation and their 

actuall behavior in emergency consultations could not be established. Patients 

withh stronger desire for participation in decision-making did not express more 

assertiveness,, as reflected in the offering of diagnoses or making the final 

decisionn about undergoing treatment. The lack of significant associations 

betweenn dental emergency patients' need for information and participation and 

theirr actual behavior could be due to the fact that emergency patients differ 

fundamentallyy from the group of regular dental patients. Since there is no history 

off rapport-building between dentists and emergency patients, this group of 

patientss could have been more reluctant to ask questions and to participate in the 

dentall decision-making process. As mentioned before, it would be worthwhile to 

replicatee this study with a sample of regular dental patients, to find out if the 

absencee of a relationship between patients' preferences and their behavior is the 

resultt of the specific sample in question or not. 

Patients'' right to information obligates dentists and other health care practitio

nerss to adequately educate and inform their patients. However, scores on the 

CDSSS show that there still is a discrepancy between the legal prerequisites of 

information-givingg and dental emergency practice. For example, in a majority of 

thee consultations patients are not offered alternative treatment options, despite 

thee legal requirement to do so. It could however, very well be the case that CDSS 
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scoress would have been higher when treating regular dental patients, because in 

thesee relationships more trust between dentist and patient is present. The fact that 

thiss study made use of a non-random group of dentists, all interested in the topic 

off dentist-patient communication, makes it likely though, that results may be 

moree favorable than they would have been using a more representative sample of 

dentists,, at least with regard to the treatment of emergency patients. Furthermore, 

resultss may have been positively biased because of the presence and attention of 

observerss during the consultation, also known as the Hawthorne-effect (Forsyth. 

1990).. In order to gain more insight in possible gaps and shortcomings in the 

informationn provision by dentists to their patients it is, therefore, important to 

assesss dentist' behavior in other, less invasive ways in the future. Yet, it is 

alreadyy clear from the results of this study that dentists' communicative behavior 

stilll could be improved and training is needed to help them in communicating 

withh their patients more adequately. Even though it is questionable that 

improvingg dentists' behavior alone does suffice in encouraging patients to 

becomee more assertive and active information-seekers, patients do have a 

fundamentall right as well as the desire to make informed decisions about the 

treatment.. Keeping dentists aware of this right should be a continuous task within 

thee dental curriculum. 
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Chapterr 10 

DENTISTS'' AND PATIENTS' COMMUNICATIVE BEHAVIOR 

ANDD THEIR SATISFACTION WITH THE DENTAL 

ENCOUNTER1 1 

11 Introductio n 

Onee of the most important issues established in the Medical Treatment Contract 

Act,, which was introduced in 1995 in the Netherlands, is the principle of 

informedd consent. This principle indicates the significance of good doctor-patient 

communicationn and reflects the internationally growing interest that is placed on 

thee involvement of patients in the medical healthcare process. However, results 

fromm a well-known study by Roter (1977) indicated that physicians seem to be 

uncomfortablee with patients who do participate actively in the health care 

process.. This outcome may pose a problem for the implementation of the 

principlee of informed consent. In addition, patients who were trained to increase 

thee amount of questions they ask were less satisfied with the interaction than 

patientss who did not receive this intervention. A limitation of Roter's study 

(1977),, though, is that no distinction was made between patients' satisfaction 

withh their own and the physicians' communicative behavior. It is possible that 

althoughh more active patients are not satisfied with their providers' 

communicativee behavior, they are satisfied with their own behavior. Support for 

thiss supposition comes from an early study by Stiles (1979), who found that 

patients'' satisfaction was positively related to the quantity of information they 

communicatee to their physicians. 

Thiss chapter has been accepted for publication as: Schouten, B.C.. Hijkman. M.A.J. & 
Hoogstraten.. J. (in press). Dentists' and patients' communicative behavior and their 

satisfactionn with the dental encounter. Community Dental Health. 
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Patientt satisfaction with the consultation seems only partly determined by 

patients'' own behavior. Numerous studies have shown that the communicative 

behaviorr of their health care provider is a major factor associated with patient 

satisfactionn (Kress & Shulman. 1997: Buller & Buller. 1987: Roter, Hall & Katz. 

1987).. The most important predictor seems to be the amount of information 

patientss receive from their physicians (Roter & Hall. 1992). The less informa

tion-provision,, the less satisfied the patient. 

Becausee of the lack of research within dentistry on the relation between 

dentists'' and patients' communicative behavior and their satisfaction with the 

consultation,, the purpose of this study was to gain more insight in this topic. In 

linee with the findings from the studies mentioned above, it was hypothesized that 

moree active patients are less satisfied with the communicative behavior of the 

dentistss but more satisfied with their own communicative behavior than more 

passivee patients. In addition, it is expected that patients' satisfaction with 

consultationss is determined more strongly by the communicative behavior of the 

dentistt than by their own communicative behavior. Furthermore, it was hypothe

sizedd that dentists' satisfaction with consultations will be lower when interacting 

withh more active patients than with more passive ones. Finally, the relationship 

betweenn dentists' satisfaction and their communicative behavior is explored, as 

welll as the relative influence of both dentists' and patients' communicative 

behaviorr on the satisfaction of the dentist. 

22 Materia l and methods 

2.12.1 Sample and setting 

Patientss participating in this study were solicited in 13 different Dutch dental 

practices,, located in different communities around the country. To be enrolled in 

thee study, patients had to be older than 16 years, and had to be able to speak and 

readd the Dutch language. Patients were visiting the dentist for emergency 

treatment.. This patient group has been chosen because the information-provision 

byy the dentist confines itself to this particular consultation, which may not 

necessarilyy be the case with regular patient contacts, and therefore, more reliable 

conclusionss with regard to the amount of information-provision can be made. 

Fromm each practice one dentist participated in the project. Mean age of the 13 

dentistss is 45.4 years (scl=5.2: range 38-60), they arc practicing dentistry for on 

averagee 19.0 years (range 8-34). and work on average 32.9 hours a week (range 

23-45).. The mean number of patients visiting them at least once a year is 1903. 

Sevenn of the 13 dentists did follow some post-graduate courses on dentist-patient 

communication. . 
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Tenn of the 119 approached patients refused to participate. Six patients initially 

agreedd but failed to fill out the post-appointment questionnaire. Furthermore, it 

turnedd out that 13 recordings were useless due to lack of quality. Thus, the final 

samplee consisted of 90 patients, 49 men and 41 women, ranging in age from 17 to 

722 years {mean=38-6). 65 Patients were visiting the dentist because of pain 

complaints.. 25 patients were seeing the dentist for other dental problems, such as 

brokenn fillings, loose crowns and bridges, etceteras. Number of patients per 

dentistt ranged from 1 to 18. 

Inn the dental examination room, a video camera was placed in a corner, which 

tapedd the patients from the moment the patient entered the room until the patient 

hadd left the room. After the conclusion of the consultation, the patients filled out 

aa questionnaire in the waiting room, assessing their satisfaction with the dental 

encounterr as well as several other variables, including their age. gender and 

education,, the reason of the visit, the perceived invasiveness of the treatment, the 

perceivedd health of the teeth, if the patient had visited his own dentist the past 

twelvee months, and if he could financially permit the (proposed) dental 

treatment.. The dentist also filled out a short questionnaire assessing his 

satisfactionn after each consultation. 

Questionnaires Questionnaires 

Patients'' satisfaction was measured by means of 19 items; four items assessed 

patients'' satisfaction with the information-provision by the dentist (e.g. 'After 

havingg spoken with this dentist today, I am more aware of the condition of my 

teeth'),, six items assessed their satisfaction with the affective behavior of the 

dentistt (e.g. 'I had the feeling today that this dentist accepted me as a person'), 

fourr items assessed the satisfaction with the patient's own information-seeking 

behaviorr (e.g. 'I asked all questions I wanted to ask'), and five items assessed 

satisfactionn with the patient's own involvement in the dental health care process 

(e.g.. 'I have left the decisions about the treatment to the dentist too much'). 

Exceptt for a few self-constructed items, items were mainly derived from existing 

satisfactionn scales (e.g. the Medical Interview Satisfaction Scale, Wolf, Putnam, 

Jamess & Stiles. 1978; The Dental Visit Satisfaction Scale, Corah, O'Shea. Pace & 

Seyrek,, 1984; the Dutch version of the Dental Visit Satisfaction Scale. Stouthard, 

Hartmann & Hoogstraten. 1992). The 19 statements had to be answered on a 5-

pointt Likert-scale. ranging from 1 ('totally disagree') to 5 ('totally agree'). 

Furthermore,, a general satisfaction item was added, which asked respondents to 

indicatee their overall satisfaction with the visit (range 1 'totally unsatisfied' to 5 

'totallyy satisfied'). 

Dentists'' satisfaction was measured by means of the same kind of items used 

too assess patients' satisfaction. The total scale consisted of just eight items 
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though,, because of the limited time available between consultations. A general 

satisfactionn item to assess dentists' overall satisfaction with the consultation was 

addedd as well. 

BehaviorBehavior coding 

Twoo coders (first author and a graduate research assistant) independently coded 

alll recordings. Patients' information-seeking behavior was analyzed by counting 

thee number and nature of questions patients asked. Mean interrater reliability was 

.744 (range .59-,95). The mean intrarater reliability was .82 (range .63-.94). 

Patientt participation in dental decision-making was assessed by recording 

whetherr patients had attempted to self-diagnose (interrater reliabihty=.80; range 

intraraterr reliability^.84-.95), whether patients had requested a specific treatment 

(interraterr reliability=.87; intrarater reliability= 1) and whether patients had proposed 

alternativee treatment options (interrater rcliability=.96; intrarater rcliability=.95). 

Furthermore,, it was recorded who made the ultimate decision concerning whether 

orr not to undergo treatment. The following categorizations were made: the 

patientt made the decision himself, the dentist made the decision, the patient 

explicitlyy handed the decision over to the dentist, and no decision has been taken 

yett (interrater reliability=.65; range intrarater reliability=.63-.68). 

Dentists'' communicative behavior was coded by means of a translation and 

adaptationn of the Communication in Dental Settings Scale (CDSS; Newton & 

Brenneman.. 1999). This scale was used for two reasons. Firstly, there are almost 

noo other scales developed specifically to assess dentists' communicative beha

vior.. Secondly, a number of items of this scale correspond strongly with the 

requirementss of the principle of informed consent. The original scale comprises 

133 items, which refer to consultation tasks of the dentist, such as 'discuss 

treatmentt options and plan', and are recorded on a 4-point response format which 

consistss of the categories unacceptable ('0'), poor (T ) , acceptable ('2'), good ('3'). 

Responsee categories correspond with a behavioral definition, listing specific 

criteriaa that should be met for that rating to be given. Reported interrater 

reliabilityy is satisfactory (Cohen's kappa>0.65). Based on observations of dental 

emergencyy treatment prior to this study, as well as on the specific research aims, 

itt was decided to make use of seven items of this scale. Furthermore, some items 

weree slightly rewritten in order to be applicable to the consultation of emergency 

patients.. Mean interrater reliability, using Cohen's kappa, is .62, intrarater 

reliabilityy ranges from .62-.73. 

DataData analysis 

Cronbach'ss alpha for the scale measuring dentists' satisfaction was .74 and for the 

scalee measuring patients' satisfaction .85. Reliability of the CDSS scale is 
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Cronbach'ss alpha .70. Because there were no significant differences between the 

dentistss on the patient variables, data could be combined for further analyses. In 

orderr to investigate whether patients' and dentists' satisfaction is related to 

patients'' - and dentists' communicative behavior, correlation coefficients were 

calculatedd and linear regression analyses were performed. 

33 Results 

3.13.1 Satisfaction of dentist and patient 

Totall score on the dentists' satisfaction scale is 33.9 (sd=5.04; range 5-40). Table 1 

showss the mean scores on the items of the dentists' satisfaction scale. Items are 

rephrasedd in such a way that higher scores indicate more satisfaction. 

Tablee 1 Mean item scores on dentists' satisfaction scale 

Itemm N Mean sd 

•• I've given this patient all relevant information 109 4.3 0.84 

aboutt the condition of his mouth and possible 

treatmentt options 

•• I've succeeded in making clear to the patient what 

iss the matter with his teeth 

•• I didn't find it difficult to take the problems of this 

patientt seriously 

•• I had a lot of sympathy for this patient 

•• I didn't think this patient wanted to know too much 

•• I felt this patient was interested in the condition of 

hiss teeth 

•• I felt that the patient and I have worked out a 108 4.4 0.76 

solutionn for his problems together 

•• I didn't think this patient was too passive 109 4.2 0.93 

Thee mean score on items regarding the satisfaction with dentists' own behavior is 

slightly,, though significantly, higher (item one to four) than the mean score on 

itemss regarding dentists' satisfaction with the behavior of the patient (item five to 

eight)) (paired t-test, t(3.9). p=.000). Mean score on the general satisfaction item is 

4.44 (sd=.68. range 1-5), and correlation between the total scale score and the 

generall item score is Pearson's r=.48 (p<.001). 
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Totall score on the scale assessing patients' satisfaction is 78.6 (sd=9.0; range 

19-95).. The mean score regarding the satisfaction of patients with the dentists' 

communicativee behavior is significantly higher than the mean score regarding 

theirr satisfaction with their own communicative behavior (paired t-test, t(6.3); 

p<.001).. Mean score on the general satisfaction item is 4.6 (sd=.83: range 1-5). and 

thee correlation between the total scale score and the general item score is 

Pearson'ss r=.51 (p<.001). Older patients are somewhat more satisfied than 

youngerr patients (r=.27, p=.011). Correlation coefficients between the different 

scoress assessing patients' satisfaction and dentists' satisfaction showed that these 

twoo variables are unrelated (range r=-.09 to.003). 

CommunicativeCommunicative behavior of dentist and patient 

Meann score on the CDSS is 9.6 (sd=3.1; scale range 0-21)." The majority of 

dentistss score somewhere in the middle of the scale, indicating that their commu

nicativee behavior towards their patients is neither very good nor unacceptable. 

Backgroundd variables significantly associated with dentists' communicative 

behaviorr are dentists' age (r=-.21; p=.048) and the number of patients visiting 

themm at least once a year (r=-.35; p=.001). 

Thee mean number of questions patients asked per consultation is 3.9 (sd=3.6). 

Tablee 2 shows how the number of questions is distributed among patients. Patient 

characteristicss were not related to the number of questions they asked. 

Tablee 2 Number of questions asked per consultation 

Numberr  of 
questionss Frequency % Cumulative % 

0-11 25 27.8 27.8 

2-33 28 31.1 58.9 

4-55 19 21.1 80.0 

6-100 14 15.6 95.6 
11-200 4 4.4 100.0 

Totall 90 100.0 

Thee majority of the patients did attempt to self-diagnose (n 68). However, only 

eightt patients did request a specific treatment and only three of them did propose 

Scoress of first author are reported and used in further analyses with regard to the CDSS, 
becausee there were only minor differences in scores between the two observers on this scale. 
Thee mean of both scores of the two observers is reported and used m further analyses. 
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alternativee treatment options to the one offered by the dentist. In about half of the 

consultationss the patient himself decided to undergo the recommended treatment 

(n=42).. the other half of" the decisions was made by the dentist (n=45). Two 

patientss handed the decision over to the dentist and in one case no decision was 

madee yet. Because o\~ the low number of patients that requested a specific 

treatmentt or proposed alternative treatment options, no additional analyses could 

bee made with regard to these variables. The variable 'who made the ultimate 

decision'' was dichotomized into 'patient' or 'dentist' for further analyses.4 

RelationshipRelationship between communicative behavior and satisfaction 

Patientss who ask more questions during their visit to the dentist are slightly, 

thoughh not significant, more satisfied with the communicative behavior of the 

dentistt than patients who ask less questions (t(-l.K): p=.07). No difference in 

satisfactionn with patients' own behavior could be established as a function of 

numberr of questions they asked. The satisfaction of the dentist was also unrelated 

too the number of questions patients asked. 

Whetherr patients did or did not attempt to self-diagnose made no difference 

forr their satisfaction with their own or the dentist's communicative behavior. 

Dentists'' satisfaction with their own and patients' communicative behavior was 

higherr when interacting with patients who did attempt to self-diagnose though, as 

comparedd with patients who did not offer diagnoses (t{2.1>: p=.04: t(2.7); p=.01 

respectively). . 

Patientss who made the decision about the treatment themselves, were signifi

cantlyy more satisfied with their communicative behavior (but no difference was 

foundd regarding their satisfaction with dentists' communicative behavior) than 

patientss who didn't decide themselves (t(3.6): p-.001). The satisfaction of the 

dentistt was not influenced by whether or not patients made the decision them

selves.. Patients' satisfaction with their own and the dentists' communicative 

behaviorr was positively related to dentists' communicative behavior (r=.32: 

p=.002;; r=.34: p=.001 respectively). Dentists' own satisfaction with the consulta

tion,, though, was unrelated to their communicative behavior. 

Too determine the relative influence of dentists' communicative behavior and 

patients'' behavior, four lineair regression analyses were performed, with the 

followingg dependent variables: patients' satisfaction with their own communica

tivee behavior, patients' satisfaction with the communicative behavior of the 

dentist,, dentists' satisfaction with patients' communicative behavior and dentists' 

satisfactionn with their own communicative behavior. The results are shown in 

tablee 3. As can be seen from the table, the variance in patients' satisfaction with 

Consensuss between both observers was reached with retzard to these data. 
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bothh their own and the dentist's communicative behavior, is mainly explained by 

dentists'' communicative behavior. None of the studied variables did explain any 

variancee in dentists' satisfaction, except for the variable 'self-diagnosis', but only 

forr a very small amount. 

Tablee 3 Stepwise regression analysis of patients' and dentists' behavior on patients' 

andd dentists'satisfaction 

Dependentt  variables R2 Beta p 

•• Independent variables 

Patients''  satisfaction with own behavior 

•• Communicative behavior dentist 

•• Decision about treatment 

Patients''  satisfaction with dentists' behavior 

•• Communicative behavior dentist 

Dentists''  satisfaction with own behavior 

•• Self-diagnosis 

Dentists''  satisfaction with patients' behavior 

•• Self-diagnosis 

44 Discussion 

Thee results of this study show that patients as well as dentists are very satisfied 

withh dental emergency consultations. High patient satisfaction, in particular 

amongg older patients, is consistent with findings from other studies aimed at 

regularr medical and dental patients (Harteloh & Verweij, 1995: Brcemhaar, 

Visserr & Kleijnen. 1990; Hall & Dornan, 1990: Handehnann. Fan-Hsu & 

Proskin,, 1990). However, patients in this study did not engage in a lot of 

information-seekingg behavior. Besides, most patients did not ask the dentist for a 

specificc treatment, nor did they propose alternative treatment options to the one 

offeredd by the dentist. It must be kept in mind though, that the nature and size of 

thee study sample limits the generalizability of the results and conclusions must be 

drawnn cautiously. The fact, though, that the average number of questions patients 

askedd in this study is consistent with the average number of information-seeking 

commentss of patients in some other studies, docs increase the credibility of the 

outcomess (Beisecker & Beisecker. 1990: Roter. 1977). 
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Contraryy to our expectations, active patients were not more satisfied vvith 

theirr communicative behavior, nor were they less satisfied with the dentist's com

municativee behavior than passive patients. Although patients who made the 

decisionn about the treatment themselves were more satisfied with their 

communicativee behavior than patients who let the dentist decide, there was a 

trendd for patients who asked more questions to be more satisfied with the com

municativee behavior of the dentist. Perhaps the reason is that more question-

askingg leads to more information-giving by dentists, but it could also be the case 

thatt nowadays dentists are used to more assertive patients and react more 

positivelyy to questions of patients than they used to do. Another hypothesis of 

thiss study was that dentists' satisfaction would be lower when communicating 

withh more active patients than with more passive patients. The results did not 

supportt this hypothesis. On the whole, dentists' satisfaction with emergency 

consultationss was hardly explained for by any of the studied variables. The 

etiologyy of dentists' satisfaction thus remains unclear. 

Inn line with our expectations, results from a regression analysis showed that 

patients'' satisfaction with emergency consultations is determined for the greater 

partt by the communicative behavior of dentists. This finding is consistent with 

thee literature (Buller & Buller. 1987; Roter, Hall & Katz. 1987) and once again 

pointss to the importance of good communication between dentists and patients. 

However,, scores on the CDSS showed that dentists' communicative behavior 

towardss dental emergency patients is rather neutral. In view of the legal 

requirementss with regard to the information-provision to patients and the positive 

relationshipp between dentists' communicative behavior and patients' satisfaction 

withh emergency consultations, training dentists in communicative skills remains 

off vital importance. 
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Chapterr 11 

SUMMARYY AND GENERAL DISCUSSION 

11 Introductio n 

Thee overall aim of this thesis was to evaluate the implementation of the Medical 

Treatmentt Contract Act, and in particular the dentist's duty to inform his patients 

ass well as his duty to obtain the patient's consent, in dental practice. First, the 

knowledgee of dentists and patients and their views with regard to this act, and in 

particularr with regard to the principle of informed consent, were examined. 

Second,, patients' willingness to participate during the dental consultation was 

assessed,, as well as the relation between patients' participation and both their 

ownn and their dentist's satisfaction. In this chapter the main findings will be 

summarizedd and discussed. Recommendations for continued research are given at 

thee end of the chapter. 

22 Summary of main findings 

Inn Chapter 2 an inventory was made of the number and sort of informed consent 

complaintss about Dutch dentists, lodged with the Dutch Dental Association in the 

yearss 1987-2000. The results indicated that the number of complaints slightly 

decreasedd after the Medical Treatment Contract Act came into effect, a finding 

comparablee with the results from an earlier Dutch study on this topic (Lipschart-

vann der Linden. Eijkman & Spruijt. 1997). However, complaints about a lack of 

informationn with regard to the treatment and its consequences significantly 

increased.. Communication problems between dentists and patients seem to play 

ann important role in a majority of the complaints. 

Chapterr 3 and chapter 4 each describe research carried out to assess dentists' 

knowledge,, their attitudes and perceived self-efficacy with regard to some major 

aspectss of the Medical Treatment Contract Act. The results described in chapter 3 

showedd that dentists are reasonably informed about a fair amount of stipulations 
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off this act. Results concerning their attitudes and perceived self-efficacy though, 

weree less positive. A majority of the respondents fear that the act will lead to a 

commercializationn of the dentist-patient relationship. Also, fear for legal proce

duress seems to be present. Respondents' know ledge, attitudes and perceived self-

efficacyy were only slightly correlated, meaning that optimal implementation of 

thee act demands both a change in dentists' attitudes and in their perceived self-

efficacy.. Unfortunately, because of the less than optimal response-rate (41.6no> 

off this study, the results may have been biased. Therefore, it was decided to 

replicatee the study with a shortened version of the original questionnaire, 

assumingg that this would increase the response-rate. This was indeed the case. 

Thee response-rate was about 20% higher than in the first study, indicating that 

thee length of the questionnaire was an important factor in keeping response low. 

Thee results of this replication study, which are described in chapter 4. are more 

orr less the same as the results of the original study, thereby increasing the 

credibilityy of both outcomes. 

Thee aim of chapter 5 was to examine how dentists actually deal with some 

rightss of patients in their practice. Data were collected by means of a 

questionnaire,, sent to a large sample of Dutch dentists. Items in this question

nairee concerned the dentist's duty to inform his patients, his duty to obtain the 

patient'ss consent, the duty to keep records of patients and patients' right to 

privacy.. It was found that the implementation of some rights of patients is still 

farr from ideal. For example, over a third of the respondents have received com

plaintss of patients about a lack of information-provision. Furthermore, res

pondentss often did not obtain patients' consent to pass on information to third 

parties.. The results furthermore showed that respondents who attended post-gra

duatee courses on dentist-patient communication dealt better with some rights of 

patientss than dentists who did not attend such courses. 

Inn Chapter 6 dental patients' know ledge, their attitudes, perceived self-effica

cyy and self-reported behavior with regard to informed consent were examined. 

Thee results showed that, despite the fact that less than 10(\> of the patients is 

acquaintedd with the Medical Treatment Contract Act, a majority is aware of their 

rightt to be informed about several aspects of the treatment. Their attitudes toward 

informedd consent however, were not that positive, and patients also indicated 

problemss with asserting their rights in practice. Contrary to social-psychological 

theoryy (Ajzen. 1991). self-reported behavior of patients could hardly be predicted 

byy their knowledge, attitudes and perceived self-efficacy. Therefore, it was con

cludedd that other factors must play a more important role in predicting the extent 

too which patients assert their rights in dental practice. 

Thee aim of chapter 7 was to assess the experiences of Dutch patients with 

regardd to the information provided by their dentist. Based on a principal 
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componentt analysis of the self-constructed questionnaire, a distinction could be 

madee between general information and information related to the Medical Treat

mentt Contract Act. The results indicated that patients were satisfied with the 

generall information and explanations from their dentist. However, their satisfac

tionn with the provision of legislation-related information, such as information 

aboutt the risks of the treatment, was significantly lower. It was concluded that it 

iss necessary to educate dentists on the issue of applying informed consent in 

practice,, for genuine patient autonomy will only be reached if patients are fully 

informedd about all relevant aspects of the treatment. 

Thee next three chapters studied the topic of patient autonomy from a different 

perspective.. In chapter 8. results of research assessing patients' need for informa

tionn and participation in medical decision-making were presented. In addition, 

possiblee antecedents of these preferences were studied, such as patients' coping-

stylee and their socio-demographical characteristics. Two different samples were 

used,, one sample of patients receiving emergency treatment and one sample of 

regularr patients. Dental patients' need for information, as assessed with the 

'Information'' subscale of the Krantz' Health Opinion Survey (Krantz. Baum & 

Wideman,, 1980) and with the subscale 'Information seeking preference' of the 

Autonomyy Preference Index (Ende, Kazis, Ash & Moskowitz, 1989), was quite 

highh for both samples. Although both samples of patients expressed less need for 

participationn in decision-making, as assessed with part of the subscale 'Decision

makingg preference' of the Autonomy Preference Index (Ende et al..I989) and 

withh the Deber-Kraetschmer 'Problem-Solving Decision-Making' scale (Deber. 

Kraetschmerr & Irvine, 1996), they did want to share some decision-making tasks 

withh their dentist. Thus, it was concluded that it is important to define the 

conceptt 'patient participation' more clearly in future research before drawing 

definitee judgements about patients' alleged preference or non-preference for 

involvementt in decision-making. Finally, only weak associations were found 

betweenn patients' copingstyle and socio-demographical characteristics and their 

preferencess for information and participation. 

Chapterr 9 dealt with the influence of patients' need for information and parti

cipationn and dentists' communicative behavior on patient participation during 

dentall emergency consultations. The results of this study showed that patients' 

desiree for information and participation was not reflected in their overt behavior. 

Forr example, even though patients expressed a strong desire for information they 

didd not ask their dentist many questions. Furthermore, dentists' communicative 

behavior,, as assessed with the Communication in Dental Setting Scale (CDSS; 

Newtonn & Brenneman. 1999). was hardly related to patients' behavior during the 

consultation.. Scores on the CDSS indicated that dentists' communicative 
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behaviorr should be improved, in order to enhance patients' right to make in

formedd decisions. 

Inn chapter 10. the relation between the behavior of dentists and dental emer

gencyy patients and their satisfaction with the dental encounter was studied. It was 

foundd that both dentists and patients are. in general, very satisfied with the dental 

consultation.. Patients' satisfaction was mainly predicted by the communicative 

behaviorr of the dentist. Dentists' satisfaction though, could not be explained by 

theirr own or by the patients' behavior. In view of the legal requirements with 

regardd to the information-provision to patients and the positive relationship 

betweenn dentists' communicative behavior and patients' satisfaction with emer

gencyy consultations, it was concluded that training dentists in communicative 

skillss remains of vital importance. 

33 General discussion 

3.3. J Preliminary remarks 

Beforee discussing the results of the studies presented in chapters 2 to 10. some 

generall remarks regarding the evaluation of legislation need to be made. Ideally, 

thee overall goal of evaluation studies on legislation should be to arrive at a sound 

judgementt about the effectiveness of the act in question, just like, for example, 

studiess on the effects of medical interventions or psychological therapy are 

aimingg at draw ing valid conclusions about the effectiveness of medical or psy

chologicall interventions. However, it is virtually impossible to make causal infe

rencess about the effectiveness of legislation, because threats to the internal vali

dityy of these evaluation studies, in particular the threat of history, can never be 

ruledd out (Judd, Smith & Kidder, 1991). In this case, history means that events 

thatt coincided with the introduction of the Medical Treatment Contract Act could 

havee had similar effects as the act itself, such as. for example, the growing arti-

culatenesss of patients. Thus, one can only speculate about the causal influence oi' 

thee act per se. 

AA method to deal with the problem of causality in evaluating legislation is to 

determinee the situation before the act came into effect, i.e. to assess a baseline 

withh which the present situation can be compared. Unfortunately, in The Nether

landss the legislator seldom decides to carry out base-rate measurements 

(Hendriks,, 2000). In case of the Medical Treatment Contract Act as well, no 

researchh has been done with regard to the situation just before this act came into 

effect.. For this and other reasons, the evaluation of the Medical Treatment 

Contractt Act by ZorgOnderzoekNederland (ZON. 2000) was severely criticized 

(e.g.. Giard. 2001). Against this criticism the objection has been raised that in 
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casee of the Medical Treatment Contract Act an assessment of the baseline situa

tionn would have been useless because the act is mainly codification of already 

existingg norms and regulations (Dute. Gevers, Friele, Hubben, Legemaate. 

Roscamm Abbing, Sluyters & van Wijmen, 2001). The fact remains, though, that 

causall inferences about the effect of the Medical Treatment Contract Act could 

havee been drawn with more certainty if a baseline measurement had been 

available.. Therefore, in chapter 2 of this thesis an attempt was made to retrospec

tivelyy gain more insight in the situation before the act came in effect by 

comparingg the number of informed consent complaints lodged with the Dutch 

Dentall Association, before and after the introduction of the Medical Treatment 

Contractt Act. The aims of the other studies in this thesis, though, were merely to 

arrivee at a sound judgement of the extent to which the principle of informed 

consentt is applied in dental practice. 

Thee assumption underlying the study in chapter 2 was that as a result of the 

Medicall Treatment Contract Act, patients would become more aware of their 

rightt to information, and this in return would lead to more complaints of dental 

patientss than before. However, the results indicated no significant differences in 

numberr of complaints before and after the Medical Treatment Contract Act came 

intoo effect. On the contrary, the total number of complaints slightly decreased 

afterr its introduction. It should be kept in mind though, that there are several 

bodiess and authorities dealing with complaints in The Netherlands. This decen

tralizedd complaint system makes it difficult to obtain a comprehensive and syste

maticc overview of patients' complaints (cf. Nordlund & Edgren, 1999). It is 

thereforee recommended to develop a central register where all complaints and 

mediatoryy attempts can be filed. This would not only make research on patients' 

complaintss more reliable, it also enhances the quality of dental care by making 

manifestt which aspects of that care deserve further improvement. 

InformedInformed consent in dental practice 

Thee Medical Treatment Contract Act pursues to strengthen and clarify the posi

tionn of the patient, taking into account the own responsibility of the health care 

practitioner.. In the introduction of this thesis (chapter 1), it was argued that this 

goall can only be attained if both dentists and patients are able and willing to 

implementt the act's requirements in dental practice. Therefore, the first aim of 

thiss thesis was to examine dentists' and patients' knowledge, views and self-

reportedd behavior with regard to this act, and in particular with regard to the 

principlee of informed consent, assuming that these factors are necessary 

conditionss for implementation to take place. From the results reported in chapter 

3,, chapter 4 and chapter 6, it can be concluded that problems with the 
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implementationn of the act will probably not stem from a lack of knowledge of 

dentistss or patients. Both parties seem to be sufficiently aware of the principle of 

informedd consent, although it must be stated that both dentists and patients still 

showw gaps in knowledge about some aspects of the act. The somewhat negative 

attitudess and perceived self-efficacy of dentists and patients on the other hand, 

willl probably pose a bigger problem for the implementation of the act. Thus, the 

optimisticc view of many health care lawyers with regard to the implementation of 

thee Medical Treatment Contract Act (e.g. Leenen. 1995; Legemaate, 1995) is not 

supportedd by the empirical evidence found in this study. Despite the fact that 

mostt possible positive consequences of the act are endorsed by a considerable 

partt of the dentists in this study, their view that patients do not want to partici

patee in the decision-making process and that it takes too much time to inform 

patientss adequately poses a threat to patients' right to self-determination (chapter 

3).. fven though many patients may not want to participate in the decision

makingg process as is suggested by many researchers (e.g. Degner & Sloan. 1992: 

Neasee & Blair Brooks. 1995). this does not mean that patients should not be 

givenn the opportunity to participate. Whether they do or do not is ultimately up to 

thee patient, and it could be defended that patients who leave the decisions to the 

dentistt make an autonomous decision as well. With respect to the mentioned lack 

off time, it remains to be seen if adequate information-provision per se does 

increasee the length of the consultation and whether there is an unambiguous 

relationn between the length of the consultation and its quality as perceived by 

patientss (Hofmans-Okkes, 1991). 

Ann essential condition for patients to be able to give their genuine informed 

consentt is that they understand the information they receive from their dentist. 

However,, dentists in this study indicated that they find it difficult to make sure 

thatt patients actually comprehend the given information (chapter 3). This finding 

iss in line with the results from a study by the Royal Dutch Medical Association 

onn the implementation of the principle of informed consent in Dutch hospitals (de 

Haes.. de Haan. Willems-Groot. Oosterveld & Spronk. 1998). Moreover, while 

manyy studies have shown that comprehension and recall of physicians' informa

tionn by patients is poor (e.g. Uden & van Dam, 1986), over half of the patients in 

thiss study pointed out that their dentist most of the times does not check if they 

havee understood the information (chapter 7). Thus, even when dentists inform 

theirr patients according to the requirements of the Medical Treatment Contract 

Act.. it is by no means certain if patients understand the information well enough 

too give their informed consent. Therefore, dentists should try to explicitly ask 

theirr patients if they have comprehended the information and. in order to facili

tatee patients' comprehension, they should avoid the use of medical jargon as 

muchh as possible. Other tools in helping patients to understand and recall 
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informationn is to give not too much information at once, to repeat and summarize 

importantt information and to support the information with written materials such 

ass leaflets (Eijkman, Duyx & Visser, 1998). 

Contraryy to our expectations, dentists' perceived self-efficacy was hardly 

relatedd to their knowledge or attitudes (chapter 3). and patients' behavior too 

couldd not be predicted by their knowledge, attitudes and perceived self-efficacy 

(chapterr 6). Two conclusions can be drawn from these results. In the first place, a 

betterr implementation of the act by dentists demands both a change in their 

attitudess as well as an improvement in their communicative skills, for an impro

vementt in attitudes will only have a marginal effect on dentists' perceived self-

efficacyy (cf. de Reet. de Haan &  de Haes, 1998). Attending post-graduate courses 

onn dentist-patient communication and younger age are both associated with more 

knowledgee about and compliance with the requirements of informed consent 

(chapterr 5). These results point to the possibilities of further educating dentists 

onon this topic. In the second place, we are inclined to conclude that in the case of 

patientss too, an enhancement of their attitudes and perceived self-efficacy needs 

too take place. In particular the finding that only a small percentage of the patients 

iss of the opinion that it is easy to decide themselves which treatment is best for 

them,, deserves further attention. Even though patients' attitudes and self-efficacy 

weree hardly related to their self-reported behavior, it remains to be seen if the 

absencee of an association between these variables is valid or the result of other 

factors,, such as a social desirability response bias. The positive results found in 

thiss thesis on patients' self-reported behavior are at least in contrast with the 

resultss of most other studies on this topic, which indicated that patients are fairly 

passivee during medical and dental consultations (e.g. Wanless & Holloway, 1994; 

Beiseckerr & Beisecker, 1990; Sutherland, Llewellyn-Thomas, Lockwood, 

Tritchlerr & Till. 1989). Thus, the positive results with regard to patients' self-

reportedd behavior should be interpreted with due caution, and it is clear that other 

methodss which assess patients' behavior more directly arc to be preferred in 

researchh of this kind. 

Finally,, it is worth mentioning that the Medical Treatment Contract Act is 

partt of a governmental policy to guarantee and improve the quality of care, just 

ass for example the Individual Health Care Professions Act. Responsibility for the 

implementationn of these acts lies primarily in the hands of the professional 

practitionerss and their representatives (Verdonschot, Plasschaert & Grol, 1997). 

Certainlyy in the case of the Medical Treatment Contract Act, which highlights the 

professionall standard and the own responsibility of the health care practitioner, it 

iss strongly recommended to specify the duties of health care practitioners in 

guidelines,, all the more given the substantial variation in judgements between 

dentistss (e.g. Poorterman. 1997; den Dekker. 1990). Such guidelines can aid 
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healthh care practitioners in enhancing compliance with the requirements of the 

actt by making clear what is expected of them with regard to the information-

provisionn to patients. 

TheThe autonomy of patients 

Thee Medical Treatment Contract Act pursues to protect and stimulate patients" 

rightt to self-determination. Therefore, the second aim of this study was to assess 

too what extent they actually participate during the dental consultation. In addi

tion,, possible predictors of patients' participation were studied, as well as the 

relationn between patients' participation and their and their dentist's satisfaction. 

Fromm the results found in chapter 8 and chapter 9. it can be concluded that none 

off the factors studied in this thesis proved to be strong predictors of patients' 

actuall behavior during dental emergency consultations. The influence of patients' 

desiree for information on their actual information-seeking behavior during the 

consultation,, operationalized as the number of questions they asked, was 

negligible.. Also, patients' need to participate in dental decision-making was 

unrelatedd to patients' overt behavior. Furthermore, other variables hypothesized 

too be associated with patients' behavior during dental consultations, such as 

patients'' copingstytc, their socio-demographic characteristics and dentists' com

municativee behavior, hardly explained any variance in patients' behavior at all. 

Thesee results may indicate that other, more treatment-related factors may be 

involvedd in the explanation of patients' information-seeking and participating 

behaviorr during the dental consultation. However, although the results of prior 

researchh on the relation between preferences of patients and their corresponding 

behaviorr are inconclusive and even contradictory, results from studies regarding 

patients'' socio-demographic variables and copingstyle, all yielded consistent 

associationss between those variables and patients' behavior (e.g. Ong, Visser, van 

Zuuren,, Rietbroek, Lammes & de Haes. 1999; Miller, 1995). Perhaps, the lack of 

associationn between these variables is the result of using Dutch emergency dental 

patientss in this study. This group of patients probably differs from the group of 

regularr patients, but unfortunately, no research has been carried out to support 

thiss notion. The choice for using emergency patients in this study was very 

deliberatee though, because the Medical Treatment Contract Act can be seen as an 

event-modell and dental emergency consultations correspond more with such a 

modell than regular dental consultations. To be specific, in emergency consulta

tionss the information-provision by the dentist confines itself to one visit, whereas 

inn the case of regular patients information about the treatment may be spread out 

overr several visits. Moreover, in most emergency consultations a decision about 

thee treatment has to be made, which is not always the case within regular visits. 

Hence,, in the latter case no reliable conclusions could have been made regarding 
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thee amount of information-provision by dentists and regarding the way decisions 

aboutt the treatment are made when observing just one visit. Another possibility 

forr the lack of association between patients' copingstyle and their behavior 

duringg the consultation is that the instrument used in this study to assess patients' 

copingstylee (Threatening Medical Situations Inventory (TMSI); van Zuuren & 

Hanewald,, 1993) was not developed to assess patients' copingstyle in a dental 

setting.. All items in the TMSI relate to threatening scenarios in the medical 

setting,, and it is questionable to what extent patients' copingstyle in such a 

settingg can be generalized to their coping style in a dental setting. Thus, it is 

worthwhilee to develop a new questionnaire, specifically constructed to determine 

patients'' copingstyle in the dental setting. 

Inn this study a clear discrepancy between patients' need for information and 

participationn in dental decision-making and their actual information seeking and 

participatingg behavior was apparent {chapter 9). Patients' strong preference for 

informationn was not reflected in the number of questions they asked their dentist, 

andd the expected relation between patients' need for participation and their actual 

behaviorr could not be established either. It could be argued that the absence of a 

relationn between patients' preferences and their behavior is due to the use of 

emergencyy patients, who do not have such a strong relationship of trust with the 

dentistt as regular patients, and therefore may be more hesitant to get involved in 

thee dentist-patient interaction. It may also be the case that the observational 

methodd used in the study affected the behavior of the patients, also known as the 

Rosenthal-effectt (cf. Hoogstraten, 1999), to become less active participants. 

However,, observational research on this topic was deemed necessary because of 

thee likely discrepancy between what dental patients (and dentists) say and do. 

Therefore,, the advantages of observational research, such as its directness and its 

lackk of artificiality (cf. Robson, 1993), were found more important than its 

possiblee disadvantages. It should also be noted that the average number of 

questionss patient asked in this study was consistent with the average number of 

information-seekingg comments of patients in some other studies, thereby increa

singg the reliability of the results (e.g. Roter, 1977; Beisecker & Beisecker, 1990). 

Inn line with previous studies, patients' need for information exceeded their 

needd for participation in the dental decision-making process. Also, when looking 

att the results concerning patients' behavior, it was found that in more than half of 

thee cases, the dentist made the ultimate decision about whether or not to start 

treatment,, and almost none of the patients did request a specific treatment or 

proposedd alternative treatment options to the treatment proposed by the dentist. 

Therefore,, the conclusion that dental patients do not want to participate in the 

decision-makingg process seems to be obvious, just as other researchers often 

havee concluded about medical patients (e.g. Roter & Hall. 1992). The problem 
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withh such a conclusion, though, is that the concept of 'patient participation' is 

oftenn not defined, making it unclear what it exactly is that researchers imply. 

Deberr (1994) has started the discussion on this topic by suggesting that patient 

participationn consists of multiple factors, namely problem-solving and decision

making,, and that conclusions about the level of patients' desire for participation 

dependd on which of the two aspects is studied. The results of her as well as this 

studyy {chapter 9) indicated that patients do want to be involved in decision

making,, but rather leave problem-solving tasks, such as diagnosing the case and 

determiningg the treatment options, to their health care practitioner. Thus, a true 

partnershipp between practitioner and patient means integrating the expertise 

(problem-solving)) and values (decision-making) of both parties in the decision

makingg process, as is suggested by Wear (1993) too. 

Thee Medical Treatment Contract Act clearly describes which information 

patientss need to arrive at a well-informed decision about the treatment. However, 

onee of the necessary conditions for adequate information-provision to their 

patientss is the ability of the dentist to communicate properly with their patients. 

Itt is. however, doubtful that dentists' communicative behavior is adequate enough 

too reach the goal of true informed consent. The results of this study show at least 

aa discrepancy between the legal prerequisites of informed consent and informa

tionn given in daily practice (chapter 9). Thus, training dentists in communicative 

skillss should be a continuous task within the dental curriculum (cf. Gorter & 

Eijkman.. 1997). Moreover, the possibility docs exist that the results concerning 

dentists'' communicative behavior in this study are positively biased, because the 

groupp of dentists participating in this study cannot be considered representative. 

Thesee dentists were presumably more than the average group of dentists interes

tedd in the topic of dentist-patient communication. Therefore, it must be taken into 

considerationn that the results were more favorable than they would have been 

usingg a more representative sample. Regrettably, it was not feasible to conduct a 

studyy with such a sample, because many dentists approached with the request to 

participatee in this study did not want to cooperate. 

Finally,, in this thesis the relation between the behavior of patients and 

dentistss and their satisfaction with the dental encounter was studied (chapter 10). 

AA distinction was made between patients' satisfaction and dentists' satisfaction, 

becausee it is assumed that the satisfaction of both parties will be related to 

differentt patterns of behavior. The most noteworthy outcome of this study is that 

dentall patients' satisfaction was for the greater part predicted by the communica

tivee behavior of the dentist, a finding consistent with the results from other 

studiess (e.g. Rotcr. Hall & Katz. 1987: Kress & Shulman. 1997). 

Inn sum. the results from chapter 8. 9 and 10 indicate that patients do want to 

havee the opportunity to assert their right to self-determination in dental practice. 
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Theirr need tor information is considerable, and a majority of dental patients also 

doo want to be invoked in decision-making tasks regarding the treatment. 

Althoughh the discrepancy between their preferences for information and partici

pationn in the decision-making process, and their actual behavior during the 

consultationn is striking, this does not mean that the dentist should not treat his 

patientss as autonomous and capable of making decisions of their own. It does 

signifyy though, that it is important to make dentists aware of this discrepancy, so 

theyy can act more in line with the preferences and rights of their patients. 

44 Recommendations for continued research 

Althoughh more insight has been gained with regard to the introduction of the 

Medicall Treatment Act in dental practice, the results from this thesis do raise 

severall new research questions as well. Most important, with respect to the 

etiologyy of patients' behavior during the dental consultation, no important 

predictorss were found. In order to identify factors that explain patients' behavior 

too a greater extent, future studies should, among other things, make use of other, 

moree representative samples of dental patients if possible. To enhance participa

tionn of dentists and patients in research on this topic, it is recommended to utilize 

lesss obtrusive ways to assess the instrumental and affective aspects of dentists' 

behaviorr than has been done in this study, such as scoring dentists' behavior 

directlyy without taping the consultations. Furthermore, it is necessary to identify 

thee factors and weights of these factors patients use in making dental health care 

decisionss in general, in order to understand better the process of informed 

decision-makingg in the dental setting. Within such studies, it should be 

recognizedd that patients are more and more becoming consumers of health care, 

especiallyy within the field of dentistry where patients themselves more often pay 

forr costs of treatment than in most areas of health care. Also, future studies must 

givee due attention to the definition of patient participation, before drawing 

definitee conclusions about patients' desire for participation in decision-making. 

Anotherr point that deserves further attention is the problem of patients' lack of 

recalll and understanding of the information received from the dentist, for patients 

cann only assert their right to self-determination if they comprehend the informa

tionn necessary to arrive at a sound decision. And last but not least, explanations 

havee to be found for the observed discrepancy between patients' need for 

informationn and participation in the dentist-patient interaction and their overt 

behavior.. Identifying factors that explain this discrepancy is vital for enhancing 

thee involvement of patients in the dental decision-making process. 
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FinalFinal Remarks 

Too accomplish a true partnership between dentist and patient, the relationship 

betweenn the two should, above all. be one of trust. The Medical Treatment 

Contractt Act does not dispute this, nor does it claim to be an instrument in esta

blishingg such a relationship of trust. This remains the responsibility of dentist 

andd patient, independent of any act. The Medical Treatment Contract Act does, 

however,, protect and stimulate the fundamental right oi' the patient to self-deter

minationn and to make informed decisions about the medical or dental treatment. 

Despitee the obvious differences between dentistry and other health care profes

sions,, the patient's right to self-determination should be guaranteed, both in 

medicinee and dentistry, regardless of whether patients do or do not wish to make 

usee oi' that right. That decision is ultimately up to the patient, and should be 

respected.. Given the many unanswered questions with regard to patients' need for 

involvementt and their corresponding behavior in the interaction with the dentist, 

thee best clinical approach at this moment remains to explicitly ask the patient 

aboutt his preferences for information and participation, and to make clear that a 

choicee is alwavs available. 
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SAMENVATTING G 

(Summaryy in Dutch) 

OVERR DE AUTONOMIE VAN TANDARTSPATIËNTEN 

Tott het begin van de jaren zeventig van de vorige eeuw bestond er in Nederland 

nauwelijkss belangstelling voor een wettelijke regeling die de rechten van 

patiëntenn vastlegt. Juridische regulering van de arts-patiënt relatie werd 

overbodig,, zelfs onwenselijk, geacht, omdat dit het vertrouwenselement in deze 

relatiee teniet zou doen. Vanaf de zeventiger jaren van de vorige eeuw groeide de 

belangstellingg voor wet- en regelgeving van patiëntenrechten echter sterk. Door 

verschillendee maatschappelijke verschuivingen en ontwikkelingen, nam de 

behoeftee van patiënten om bij beslissingen over hun eigen lichaam en geest 

betrokkenn te worden toe en ging het recht op zelfbeschikking van patiënten een 

steedss belangrijker rol spelen in de discussie over het medisch handelen. Deze 

discussiee heeft uiteindelijk geresulteerd in de Wet Geneeskundige Behandelings

overeenkomstt (WGBO), die op 1 april 1995 van kracht is geworden. Het 

belangrijkstee doel van deze wet is de positie van de patiënt te versterken met 

inachtnemingg van de eigen verantwoordelijkheid van de hulpverlener en daarmee 

hett zelfbeschikkingsrecht van patiënten te beschermen. Twee essentiële elemen

tenn van de WGBO zijn de informatieplicht en de toestemmingsvereiste. De 

informatieplichtt houdt in dat de arts zijn patiënten dient te informeren over alle 

aspectenn die te maken hebben met de behandeling, zoals de behandelmoge-

lijkhedenn en prognose. De toestemmingsvereiste verplicht de arts om de patiënt 

toestemmingg te vragen voor het uitvoeren van verrichtingen. 

Hett doel van dit proefschrift was om de werking van de WGBO. en in het 

bijzonderr van de informatieplicht en toestemmingsvereiste, binnen de tandarts

praktijkk te analyseren. In hoofdstuk 1 van dit proefschrift wordt een korte be

schrijvingg gegeven van de ontstaansgeschiedenis en inhoud van de WGBO en de 

verschillendee doelstellingen van het onderzoek. 

Dee aanname die ten grondslag ligt aan het onderzoek in hoofdstuk 2 is dat 

patiëntenn zich door de WGBO meer bewust gaan worden van hun rechten. Dit 

zouu vervolgens tot uiting kunnen komen in een toename van het aantal klachten 

overr tandartsen. Om dit te onderzoeken is een inventarisatie gemaakt van het 

aantall klachten van patiënten over de informatieplicht en toestemmingsvereiste 

diee behandeld zijn door de Nederlandse Maatschappij tot bevordering der 

Tandheelkundee (NMT) in de periode 1987-2000. Uit deze inventarisatie blijkt dat 

hett aantal klachten van patiënten over een gebrek aan informatie over de behan-
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delingg en de mogelijke gevolgen van de behandeling inderdaad met ruim elf 

procentt gestegen is nadat de WGBO in werking is getreden. Problemen in de 

communicatiee tussen tandarts en patient lijken een belangrijke rol te spelen in 

eenn groot aantal klachten. 

Voorwaardee voor implementatie van de WGBO in de tandheelkundige 

praktijkk is dat zowel tandartsen als patiënten zich willen en kunnen houden aan 

dee vereisten van deze wet. Op grond van sociaal-psychologische theorie kan 

wordenn aangenomen dat kennis van de wet, als ook een positieve houding en een 

positievee inschatting ten aanzien van het kunnen uitvoeren van de wet noodzake

lijkee condities zijn voor het kunnen implementeren van de wettelijke vereisten. 

Dezee factoren zijn dan ook onderzocht onder tandartsen en patiënten en de 

resultatenn van dit onderzoek zijn beschreven in hoofdstuk 3. hoofdstuk 4 en 

hoofdstukk 6. De resultaten geven aan dat zowel tandartsen als patiënten redelijk 

opp de hoogte zijn van de informatieplicht en toestemmingsvereiste. Hun houding 

tenn aanzien van de WGBO is echter minder positief. Zo denkt de meerderheid 

vann de tandartsen dat de wet tot een verzakelijking van de tandarts-patiënt relatie 

zall leiden. Ook lijkt men bang te zijn voor een toename van juridische procedu

res.. Bijna de helft van de patiënten vindt het bovendien niet belangrijk om geïn

formeerdd te worden over alternatieve behandelmogelijkheden. Daarnaast geven 

tandartsenn en patiënten aan moeite te hebben met het toepassen van de wettelijke 

vereistenn in de dagelijkse praktijk. Een meerderheid van de tandartsen vindt het 

bijvoorbeeldd moeilijk om in te schatten welke informatie zij hun patiënten 

volgenss de WGBO moeten geven. Omdat het respons percentage in het onderzoek 

onderr tandartsen vrij laag was (41.6%). is besloten deze studie te repliceren met 

eenn sterk verkorte versie van de oorspronkelijke vragenlijst. Het respons 

percentagee in de replicatie-studie was ongeveer 20% hoger dan in de oorspronke

lijkee studie. De resultaten waren min of meer gelijk aan de resultaten in de 

oorspronkelijkee studie, waarmee de geloofwaardigheid van de uitkomsten van 

beidee onderzoeken wordt vergroot. 

Hett doel van hoofdstuk 5 was te bestuderen hoe tandartsen daadwerkelijk 

omgaann met een aantal rechten van patiënten in de praktijk. Daartoe werden 

gegevenss verzameld door middel van een vragenlijst, die aan een steekproef van 

8066 Nederlandse tandartsen is gestuurd (respons percentage: 41.6%). De vragen 

gingenn over de verplichting van de tandarts zijn patiënten te informeren, hen 

toestemmingg te vragen voor de behandeling, patiëntendossiers bij te houden, en 

hett recht van de patiënt op privacy. De resultaten geven aan dat tandartsen een 

aantall wettelijke plichten nog niet optimaal naleven. Zo wordt bijvoorbeeld in 

veell gevallen niet om de toestemming van de patiënt gevraagd voor het 

doorgevenn van gegevens aan derden. Tandartsen die nascholing hebben gevolgd 

opp het gebied van de communicatie tussen tandarts en patiënt blijken beter om te 
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gaann met bepaalde rechten dan tandartsen die geen nascholing op dit gebied 

hebbenn gevolgd. 

Dee minder positieve houding van tandartsen ten aanzien van de WGBO en 

hunn onzekerheid over het kunnen toepassen van de wettelijke vereisten kan 

ongunstigee gevolgen hebben voor de mate waarin de rechten van patiënten 

wordenn nageleefd tijdens tandheelkundige consulten. Daarom is besloten de erva

ringenn van patiënten met de informatieverstrekking door hun tandarts te peilen. 

Dee resultaten, die beschreven zijn in hoofdstuk 7, wijzen uit dat patiënten 

inderdaadd vinden dat de verstrekking van wetsgerelateerde informatie, zoals 

informatiee over de risico's van een behandeling, te wensen overlaat. Wel zijn zij 

tevredenn zijn met de algemene informatie en uitleg van de tandarts. 

Naastt de vraag in hoeverre tandartsen en patiënten de vereisten van de WGBO 

kunnenn uitvoeren, is het ook van belang te bestuderen in hoeverre het algemene 

doell dat met de WGBO wordt nagestreefd, namelijk het stimuleren en bescher

menn van het recht op zelfbeschikking van patiënten, geldig is. Daartoe is de 

behoeftee van patiënten aan informatie en betrokkenheid bij de besluitvorming 

overr de behandeling onderzocht, en ook hun daadwerkelijk gedrag tijdens het 

consult.. Tevens is het effect van het gedrag van patiënten en tandartsen op hun 

tevredenheidd met de consulten bestudeerd. Voor de beantwoording van de vraag 

inn hoeverre patiënten behoefte hebben aan informatie en betrokkenheid bij de 

besluitvormingg over de behandeling, is gebruik gemaakt van twee verschillende 

steekproeven,, één steekproef van spoedgevalpatiënten en één van reguliere 

patiënten.. In hoofdstuk 8 worden de resultaten van dit onderzoek gepresenteerd. 

Inn beide steekproeven blijkt de behoefte aan informatie vrij hoog te zijn. Hoewel 

dee patiënten uit beide steekproeven minder behoefte hebben aan betrokkenheid 

bijj het besluitvormingsproces, blijkt uit de resultaten wel dat zij in samenwerking 

mett de tandarts willen beslissen over de mate waarin de risico's van een 

behandelingg acceptabel zijn en ook over wat er uiteindelijk gedaan wordt. 

Hoofdstukk 9 gaat over de invloed van de behoefte van spoedgevalpatiënten 

aann informatie en betrokkenheid bij het besluitvormingsproces en het commu

nicatievee gedrag van tandartsen, op de mate waarin deze patiënten daadwerkelijk 

betrokkenn zijn bij het consult. De resultaten wijzen uit dat de behoefte aan infor

matiee en betrokkenheid bij het besluitvormingsproces niet terug te zien is in het 

daadwerkelijkk gedrag van patiënten. Spoedgevalpatiënten stellen de tandarts 

bijvoorbeeldd in het algemeen weinig vragen, terwijl hun behoefte aan informatie 

groott is. Het communicatieve gedrag van de tandarts blijkt nauwelijks gerelateerd 

tee zijn aan het gedrag van de patiënten. 

Inn hoofdstuk 10 is de relatie tussen het gedrag van tandartsen en spoedgeval-

patiëntenn enerzijds en beider tevredenheid met het consult anderzijds onderzocht. 

Dee resultaten geven aan dat zowel tandartsen als patiënten in het algemeen erg 
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tevredenn zijn met het consult. De tevredenheid van patiënten wordt voornamelijk 

verklaardd door het communicatieve gedrag van de tandarts. Uit observatiescores 

blijktt dat hoe beter de tandarts met zijn patiënten communiceert, hoe tevredener 

dee patiënt is. De tevredenheid van tandartsen kan niet verklaard worden door het 

gedragg van patiënt of tandarts. 

Tenn slotte worden in hoofdstuk 11 de resultaten van de verschillende hoofd

stukkenn samengevat en bediscussieerd. Er wordt geconcludeerd dat problemen 

mett de implementatie van de WGBO in de tandartspraktijk waarschijnlijk niet 

veroorzaaktt zullen worden door een gebrek aan kennis over de wet onder tandart

senn en patiënten. Wel kan hun negatieve houding ten aanzien van de wet en de 

moeitee die zij hebben met het in praktijk brengen van de wettelijke vereisten 

problemenn met de implementatie van de WGBO veroorzaken. Ook het feit dat 

patiëntenn mogelijkerwijs problemen hebben met het begrijpen van de verstrekte 

informatie,, kan het weloverwogen toestemming geven voor een behandeling in de 

wegg staan. Er wordt dan ook aanbevolen om expliciet aan patiënten te vragen of 

zijj de informatie hebben begrepen, en zoveel mogelijk het gebruik van medisch 

jargonn te vermijden. Tevens wordt de aanbeveling gedaan richtlijnen te ontwik

kelenn die de tandarts kunnen ondersteunen bij het in praktijk brengen van de 

wettelijkee vereisten. Ten slotte wordt in het onderzoek een grote discrepantie 

gevondenn tussen de behoefte van tandartspatiënten aan informatie en betrokken

heidd bij het besluitvormingsproces, en hun daadwerkelijk gedrag tijdens het 

consult,, dat vrij passiefis . Hoewel de behoefte van patiënten aan informatie zeer 

groott is, zijn ze niet zelf actief op zoek naar informatie tijdens het consult. Dit 

betekentt dat de tandarts er goed aan zou doen de betrokkenheid van de patiënt te 

stimulerenn en duidelijk aan te geven dat de patiënt altijd een keuze heeft met 

betrekkingg tot de behandeling. Dat dit het nodige vereist van de communicatieve 

vaardighedenn van tandartsen zal duidelijk zijn. In tandheelkundige opleidingen 

moett dan ook voldoende aandacht gegeven worden aan onderwijs over en 

trainingg van deze vaardigheden, teneinde het recht van patiënten op 

zelfbeschikkingg te waarborgen. 
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APPENDIX X 

Wettekstt  Wet Geneeskundige Behandelingsovereenkomst 

Burgerlijkk Wetboek 

Boekk 7: Bijzondere overeenkomsten 

Titell 7: De opdracht 

Afdelingg 5: De overeenkomst inzake geneeskundige behandeling 

Art .. 446. 

11 De overeenkomst inzake geneeskundige behandeling -in deze afdeling verder 

aangeduidd als de behandelingsovereenkomst -is de overeenkomst waarbij een 

natuurlijkee persoon of een rechtspersoon, de hulpverlener, zich in de uitoefening van 

eenn geneeskundig beroep of bedrijf tegenover een ander, de opdrachtgever, verbindt 

tott het verrichten van handelingen op het gebied van de geneeskunst, rechtstreeks 

betrekkingg hebbende op de persoon van de opdrachtgever of van een bepaalde derde. 

Degenee op wiens persoon de handelingen rechtstreeks betrekking hebben wordt 

verderr aangeduid als de patiënt. 

22 Onder handelingen op het gebied van de geneeskunst worden verstaan: 

a.. alle verrichtingen -het onderzoeken en het geven van raad daaronder begrepen -

rechtstreekss betrekking hebbende op een persoon en ertoe strekkende hem van 

eenn ziekte te genezen, hem voor het ontstaan van een ziekte te behoeden of zijn 

gezondheidstoestandd te beoordelen, dan wel deze verloskundige bijstand te 

verlenen: : 

b.. andere dan de onder a bedoelde handelingen, rechtstreeks betrekking hebbende 

opp een persoon, die worden verricht door een arts of tandarts in die 

hoedanigheid. . 

33 Tot de handelingen, bedoeld in lid 1. worden mede gerekend het in het kader 

daarvann verplegen en verzorgen van de patiënt en het overigens rechtstreeks ten 

behoevee van de patiënt voorzien in de materiële omstandigheden waaronder die 

handelingenn kunnen woorden verricht. 

44 Onder handelingen als bedoeld in lid I zijn niet begrepen handelingen op het gebied 

vann de artsenijbereidkunst in de zin van de Wet op de Geneesmiddelenvoorziening, 

indienn deze worden verricht door een gevestigde apotheker in de zin van die wet. 

55 Geen behandelingsovereenkomst is aanwezig, indien het betreft handelingen ter 

beoordelingg van de gezondheidstoestand of medische begeleiding van een persoon, 

verrichtt in opdracht van een ander dan die persoon in verband met de vaststelling 

vann aanspraken of verplichtingen, de toelating tot een verzekering of voorziening, of 

dee beoordeling van de geschiktheid voor een opleiding, een arbeidsverhouding of de 

uitvoeringg van bepaalde werkzaamheden. 
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Art .. 447. 
Eenn minderjarige die de leeftijd van zestien jaren heeft bereikt, is bekwaam tot het 

aangaann van een behandelingsovereenkomst ten behoeve van zichzelf, alsmede tot 

hett verrichten van rechtshandelingen die met de overeenkomst onmiddellijk verband 

houden. . 
Dee minderjarige is aansprakelijk voor de daaruit voortvloeiende verbintenissen, 

onverminderdd de verplichting van zijn ouders tot voorziening in de kosten van 

verzorgingg en opvoeding. 

Art .. 448. 
hulpverlenerr licht de patiënt op duidelijke wijze, en desgevraagd schriftelijk in over 

hett voorgenomen onderzoek en de voorgestelde behandeling en over de 

ontwikkelingenn omtrent het onderzoek, de behandeling en de gezondheidstoestand 

vann de patiënt. De hulpverlener licht een patiënt die de leeftijd van twaalf jaren nog 

niett heeft bereikt op zodanige wijze in als past bij zijn bevattingsvermogen. 

Bijj het uitvoeren van de in lid 1 neergelegde verplichting laat de hulpverlener zich 

leidenn door hetgeen de patiënt redelijkerwijze dient te weten ten aanzien van: 

a.. de aard en het doel van het onderzoek of de behandeling die hij noodzakelijk 

achtt en van de uit te voeren verrichtingen; 

b.. de te verwachten gevolgen en risico's daarvan voor de gezondheid van de patiënt; 

c.. andere methoden van onderzoek of behandeling die in aanmerking komen; 

d.. de staat van en de vooruitzichten met betrekking tot diens gezondheid voor wat 

betreftt het terrein van het onderzoek of de behandeling. 

Dee hulpverlener mag de patiënt bedoelde inlichtingen slechts onthouden voor zover 

hett verstrekken ervan kennelijk ernstig nadeel voor de patiënt zou opleveren. Indien 

hett belang van de patiënt dit vereist, dient de hulpverlener de desbetreffende 

inlichtingenn aan een ander dan de patiënt te verstrekken. De inlichtingen worden de 

patiëntt alsnog gegeven, zodra bedoeld nadeel niet meer te duchten is. De 

hulpverlenerr maakt geen gebruik van zijn in de eerste volzin bedoelde bevoegdheid 

dann nadat hij daarover een andere hulpverlener heeft geraadpleegd. 

Art .. 449. 
Indienn de patiënt te kennen heeft gegeven geen inlichtingen te willen ontvangen, 

blijftt het verstrekken daarvan achterwege, behoudens voor zover het belang dat de 

patiëntt daarbij heeft niet opweegt tegen het nadeel dat daaruit voor hemzelf of 

anderenn kan voortvloeien. 

Art .. 450. 
Voorr verrichtingen ter uitvoering van een behandelingsovereenkomst is de 

toestemmingg van de patiënt vereist. 

Indienn de patiënt minderjarig is en de leeftijd van twaalf maar nog niet die van 

zestienn jaren heeft bereikt, is tevens de toestemming van de ouders die de ouderlijke 

machtt over hem uitoefenen of van zijn voogd vereist. De verrichting kan evenwel 
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zonderr de toestemming van de ouders of de voogd worden uitgevoerd, indien zij 

kennelijkk nodig is teneinde ernstig nadeel voor de patiënt te voorkomen, alsmede 

indienn de patiënt ook na de weigering van de toestemming, de verrichting 

weloverwogenn blijft wensen. 

33 In het geval waarin een patiënt van zestien jaren of ouder niet in staat kan worden 

geachtt tot een redelijke waardering van zijn belangen ter zake, worden door de 

hulpverlenerr en een persoon als bedoeld in de leden 2 of 3 van artikel 465, de 

kennelijkee opvattingen van de patiënt, geuit in schriftelijke vorm toen deze tot 

bedoeldee redelijke waardering nog in staat was en inhoudende een weigering van 

toestemmingg als bedoeld in lid 1. opgevolgd. De hulpverlener kan hiervan afwijken 

indienn hij daartoe gegronde redenen aanwezig acht. 

Art .. 451. 

Opp verzoek van de patiënt legt de hulpverlener in ieder geval schriftelijk vast voor 
welkee verrichtingen van ingrijpende aard deze toestemming heeft gegeven. 

Art .. 452. 

Dee patiënt geeft de hulpverlener naar beste weten de inlichtingen en de 
medewerkingg die deze redelijkerwijs voor het uitvoeren van de overeenkomst 
behoeft. . 

Art .. 453. 

Dee hulpverlener moet bij zijn werkzaamheden de zorg van een goed hulpverlener in 
achtt nemen en handelt daarbij in overeenstemming met de op hem rustende 
verantwoordelijkheid,, voortvloeiende uit de voor hulpverleners geldende 
professionelee standaard. 

Art .. 454. 

11 De hulpverlener richt een dossier in met betrekking tot de behandeling van de 

patiënt.. Hij houdt in het dossier aantekening van de gegevens omtrent de gezondheid 

vann de patiënt en de te diens aanzien uitgevoerde verrichtingen en neemt andere 

stukken,, bevattende zodanige gegevens, daarin op, een en ander voor zover dit voor 

eenn goede hulpverlening aan hem noodzakelijk is. 

22 De hulpverlener voegt desgevraagd een door de patiënt afgegeven verklaring met 

betrekkingg tot de in het dossier opgenomen stukken aan het dossier toe. 

33 Onverminderd het bepaalde in artikel 455, bewaart de hulpverlener de bescheiden, 

bedoeldd in de vorige leden, gedurende tien jaren, te rekenen vanaf het tijdstip 

waaropp zij zijn vervaardigd, of zoveel langer als redelijkerwijs uit de zorg van een 

goedd hulpverlener voortvloeit. 

Art .. 455. 

11 De hulpverlener vernietigt de door hem bewaarde bescheiden, bedoeld in artikel 454. 

binnenn drie maanden na een daartoe strekkend verzoek van de patiënt. 
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Lidd 1 geldt niet voor zover het verzoek bescheiden betreft waarvan redelijkerwijs 
aannemelijkk is dat de bewaring van aanmerkelijk belang is voor een ander dan de 
patiënt,, alsmede voor zover het bepaalde bij of krachtens de wet zich tegen 
vernietigingg verzet. 

Art .. 456. 
Dee hulpverlener verstrekt aan de patiënt desgevraagd zo spoedig mogelijk inzage in 

enn afschrift van de bescheiden, bedoel in artikel 454. De verstrekking blijft 

achterwegee voor zover dit noodzakelijk is in het belang van de bescherming van de 

persoonlijkee levenssfeer van een ander. De hulpverlener mag voor de verstrekking 

vann het afschrift een redelijke vergoeding in rekening brengen. 

Art .. 457. 

Onverminderdd het in artikel 44S lid 3. tweede volzin, bepaalde draagt de 

hulpverlenerr zorg. dat aan anderen dan de patiënt geen inlichtingen over de patiënt 

dann wel inzage in of afschrift van de bescheiden, bedoeld in artikel 454. worden 

verstrektt dan met toestemming van de patiënt, indien verstrekking plaatsvindt, 

geschiedtt deze slechts voor zover daardoor de persoonlijke levenssfeer van een 

anderr niet wordt geschaad. De verstrekking kan geschieden zonder inachtneming van 

dee beperkingen, bedoeld in de voorgaande volzinnen, indien het bij of krachtens de 

wett bepaalde daartoe verplicht. 

Onderr anderen dan de patiënt zijn niet begrepen degenen die rechtstreeks betrokken 

zijnn bij de uitvoering van de behandelingsovereenkomst en degene die optreedt als 

vervangerr van de hulpverlener, voor zover de verstrekking noodzakelijk is voor de 

doorr hen in dat kader te verrichten werkzaamheden. 

Daaronderr zijn evenmin begrepen degenen wier toestemming ter zake van de 

uitvoeringg van de behandelingsovereenkomst op grond van de artikelen 450 en 564 

iss vereist. Indien de hulpverlener door inlichtingen over de patiënt dan wel inzage in 

off afschrift van de bescheiden te verstrekken niet geacht kan worden de zorg van een 

goedd hulpverlener in acht te nemen, laat hij zulks achterwege. 

Ar tt  458. 
Inn afwijking van het bepaalde in artikel 457 lid 1 kunnen zonder toestemming van de 

patiëntt ten behoeve van statistiek of wetenschappelijk onderzoek op het gebied van 

dee volksgezondheid aan een ander desgevraagd inlichtingen over de patiënt of 

inzagee in de bescheiden, bedoeld in artikel 454, worden verstrekt indien: 

a.. het vragen van toestemming in redelijkheid niet mogelijk is en met betrekking 

tott de uitvoering van het onderzoek is voorzien in zodanige waarborgen, dat de 

persoonlijkee levenssfeer van de patiënt niet onevenredig wordt geschaad, of 

b.. het vragen van toestemming, gelet op de aard en het doel van het onderzoek, in 

redelijkheidd niet kan worden verlangd en de hulpverlener zorg heeft gedragen dat 

dee gegevens in zodanige vorm worden verstrekt dat herleiding tot individuele 

natuurlijkee personen redelijkerwijs wordt voorkomen. 
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Verstrekkingg overeenkomstig lid I is slechts mogelijk indien: 

a.. het onderzoek een algemeen belang dient. 

b.. het onderzoek niet zonder de desbetreffende gegevens kan worden uitgevoerd, en 

e.. voor zover de betrokken patiënt tegen een verstrekking niet uitdrukkelijk 

bezwaarr heeft gemaakt. 

Bijj een verstrekking overeenkomstig lid 1 wordt daarvan aantekening gehouden in 

hett dossier. 

Art .. 459. 
Dee hulpverlener voert verrichtingen in het kader van de behandelingsovereenkomst 

uitt buiten de waarneming van anderen dan de patiënt, tenzij de patiënt ermee heeft 

ingestemdd dat de verrichtingen kunnen worden waargenomen door anderen. 

Onderr anderen dan de patiënt zijn niet begrepen degenen van wie beroepshalve de 

medewerkingg bij de uitvoering van de verrichting noodzakelijk is. 

Daaronderr zijn evenmin begrepen degenen wier toestemming ter zake van de 

verrichtingg op grond van de artikelen 450 en 465 is vereist. Indien de hulpverlener 

doorr verrichtingen te doen waarnemen niet geacht kan worden de zorg van een goed 

hulpverlenerr in acht te nemen, laat hij zulks niet toe. 

Art .. 460. 
Dee hulpverlener kan. behoudens gewichtige redenen, de behandelingsovereenkomst 

niett opzeggen. 

Art .. 461. 
Dee opdrachtgever is de hulpverlener loon verschuldigd, behoudens voor zover deze 

voorr zijn werkzaamheden loon ontvangt op grond van het bij of krachtens de wet 

dann wel uit de overeenkomst anders voortvloeit. 

Art .. 462. 
Indienn ter uitvoering van een behandelingsovereenkomst verrichtingen plaatsvinden 

inn een ziekenhuis dat bij die overeenkomst geen partij is. is het ziekenhuis voor een 

tekortkomingg daarbij mede aansprakelijk, als ware het zelf bij de overeenkomst 

partij. . 

Onderr ziekenhuis als bedoeld in lid 1 worden verstaan een voor de toepassing van de 

Ziekenfondswett of de Algemene Wet Bijzondere Ziektekosten als ziekenhuis, 

verpleeginrichtingg of zwakzinnigeninrichting erkende o\' aangewezen instelling of 

afdelingg daarvan, een academisch ziekenhuis, een abortuskliniek in de zin van Wet 

aftrekingg zwangerschap alsmede een tandheelkundige inrichting in de zin van de 

Wett tandheelkundige inrichtingen 19X6, 

Art .. 463. 
Dee aansprakelijkheid van een hulpverlener of. in het geval bedoeld in artikel 462. 

vann het ziekenhuis, kan niet worden beperkt of uitgesloten. 
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Art.. 464. 
11 Indien in de uitoefening van een geneeskundig beroep ot' bedrijf anders dan 

krachtenss een behandelingsovereenkomst handelingen op het gebied van de 

geneeskunstt worden verricht, zijn deze afdeling alsmede de artikelen 404. 405 lid 2 

enn 406 van afdeling 1 van deze titel van overeenkomstige toepassing voor zover de 

aardd van de rechtsbetrekking zich daartegen niet verzet. 

22 Betreft het handelingen als omschreven in artikel 446 lid 5. dan: 

a.. worden de in artikel 454 bedoelde bescheiden slechts bewaard zolang dat 

noodzakelijkk is in verband met het doel van het onderzoek, tenzij het bepaalde 

bijj of krachtens de wet zich tegen vernietiging verzet; 

b.. wordt de persoon op wie het onderzoek betrekking heeft in de gelegenheid 

gesteldd mee te delen of hij de uitslag en de gevolgtrekking van het onderzoek 

wenstt te vernemen en. zo ja. of hij daarvan als eerste wenst kennis te nemen 

teneindee te kunnen beslissen of daarvan mededeling aan anderen wordt gedaan. 

Art .. 465. 
11 De verplichtingen die voor de hulpverlener uit deze afdeling jegens de patiënt 

voortvloeienn worden, indien de patiënt de leeftijd van twaalf jaren nog niet heeft 

bereikt,, door de hulpverlener nagekomen jegens de ouders die de ouderlijke macht 

overr de patiënt uitoefenen dan wel jegens zijn voogd. 

22 Hetzelfde geldt indien de patiënt de leeftijd van twaalf jaren heeft bereikt, maar niet 

inn staat kan worden geacht tot een redelijke waardering van zijn belangen ter zake, 

tenzijj zodanige patiënt meerderjarig is en onder curatele staat of ten behoeve van 

hemm het mentorschap is ingesteld, in welke gevallen nakoming jegens de curator of 

dee mentor geschiedt. 

33 Indien een meerderjarige patiënt die niet in staat kan worden geacht tot een redelijke 

waarderingg van zijn belangen ter zake. niet onder curatele staat of ten behoeve van 

hemm niet het mentorschap is ingesteld, worden de verplichtingen die voor de 

hulpverlenerr uit deze afdeling jegens de patiënt voortvloeien, door de hulpverlener 

nagekomenn jegens de persoon die daartoe door de patiënt schriftelijk is gemachtigd 

inn zijn plaats op te treden. Ontbreekt zodanige persoon. o\~ treedt deze niet op. dan 

wordenn de verplichtingen nagekomen jegens de echtgenoot oï andere levensgezel 

vann de patiënt, tenzij deze persoon dat niet wenst, dan wel. indien ook zodanige 

persoonn ontbreekt, jegens een ouder. kind. broer of zus van de patiënt, tenzij deze 

persoonn dat niet wenst. 

44 De hulpverlener komt zijn verplichtingen na jegens de in de leden 1 en 2 bedoelde 

wettelijkee vertegenwoordigers van de patiënt en de in lid 3 bedoelde personen, tenzij 

diee nakoming niet verenigbaar is met de zorg van een goed hulpverlener. 

55 De persoon jegens wie de hulpverlener krachtens de leden 2 of 3 gehouden is de uit 

dezee afdeling jegens de patiënt voortvloeiende verplichtingen na te komen, betracht 

dee zorg van een goed vertegenwoordiger. Deze persoon is gehouden de patiënt 

zoveell mogelijk bij de vervulling van zijn taak te betrekken. 
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Verzett de patiënt zich tegen een verrichting van ingrijpende aard waarvoor een 

persoonn als bedoeld in de leden 2 of 3 toestemming heeft gegeven, dan kan de 

verrichtingg slechts worden uitgevoerd indien zij kennelijk nodig is teneinde ernstig 

nadeell voor de patiënt te voorkomen. 

Art .. 466. 
Iss op grond van artikel 465 voor het uitvoeren van een verrichting uitsluitend de 

toestemmingg van een daar bedoelde persoon in plaats van die van de patiënt verreist, 

dann kan tot de verrichting zonder die toestemming worden overgegaan indien de tijd 

voorr het vragen van die toestemming ontbreekt aangezien onverwijlde uitvoering 

vann de verrichting kennelijk nodig is teneinde ernstig nadeel voor de patiënt te 

voorkomen. . 

Henn volgens de artikelen 450 en 465 vereiste toestemming mag worden 

verondersteldd te zijn gegeven, indien de desbetreffende verrichting niet van 

ingrijpendee aard is. 

Art .. 467. 
Vann het lichaam afgescheiden anonieme stoffen en delen kunnen worden gebruikt 

voorr medisch statistisch of ander medisch wetenschappelijk onderzoek voor zover de 

patiëntt van wie het lichaamsmateriaal afkomstig is. geen bezwaar heeft gemaakt 

tegenn zodanig onderzoek en het onderzoek met de vereiste zorgvuldigheid wordt 

verricht. . 

Onderr onderzoek met van het lichaam afgescheiden anonieme stoffen en delen wordt 

verstaann onderzoek waarbij is gewaarborgd dat het bij het onderzoek te gebruiken 

lichaamsmateriaall en de daaruit te verkrijgen gegevens niet tot de persoon 

herleidbaarr zijn. 

Art .. 468. 
Vann de bepalingen van deze afdeling en van de artikelen 404. 405 lid 2 en 406 van 
afdelingg 1 van deze titel kan niet ten nadele van de patiënt worden afgeweken. 

160 0 



- _ " "_L  -  ->- ' 


	Cover
	Titlepage
	Contents
	Chapter 1 INTRODUCTION AND AIM OF THE STUDY
	Chapter 2 COMPLAINTS OF DUTCH DENTAL PATIENTS CONCERNING INFORMED CONSENT
	Chapter 3 INFORMED CONSENT IN DUTCH DENTAL PRACTICE: KNOWLEDGE, ATTITUDES AND SELF-EFFICACY OF DENTISTS
	Chapter 4 DUTCH DENTISTS' VIEWS OF INFORMED CONSENT: A REPLICATION STUDY
	Chapter 5 HOW DO DUTCH DENTISTS DEAL WITH SOME PATIENT RIGHTS IN DAILY PRACTICE?
	Chapter 6 DUTCH DENTAL PATIENTS ON INFORMED CONSENT: KNOWLEDGE, ATTITUDES, SELF-EFFICACY AND BEHAVIOR
	Chapter 7 INFORMED CONSENT IN DENTAL PRACTICE: EXPERIENCES OF DUTCH PATIENTS
	Chapter 8 DENTAL PATIENTS' NEED FOR INFORMATION AND PARTICIPATION IN MEDICAL DECISION MAKING
	Chapter 9 PATIENT PARTICIPATION DURING DENTAL CONSULTATIONS: THE INFLUENCE OF PATIENTS' CHARACTERISTICS AND DENTISTS' BEHAVIOR
	Chapter 10 DENTISTS' AND PATIENTS' COMMUNICATIVE BEHAVIOR AND THEIR SATISFACTION WITH THE DENTAL ENCOUNTER
	Chapter 11 SUMMARY AND GENERAL DISCUSSION
	SAMENVATTING
	DANKWOORD
	(PRE)PUBLICATIONS FROM THIS THESIS
	APPENDIX
	Cover

